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Abstract

The aim of this study is to examine the quality of life (QOL) and mental health of martyrs'
wives after CLO. The sample of this study consisted of 199 martyrs' wives (empirical
group) and 100 regular women (control group). The study used the Quality of Life scale,
Aaron Beck Depression Inventory, Taylor Anxiety scale and Davidson PTSD check list. To
analyze data, the researcher used frequencies, means, standard deviation, percentage,
Pearson correlation test, t-test, ANOVA test and Post hoc Scheffe test. The results of the
study showed that QOL among martyrs' wives was lower than women in the control group
(m = 84.00 £ 12.35 and 86.81 + 11.26 respectively). Martyrs' wives who were 40 years
and younger have a better QOL compared to older women, martyrs' wives who were
married for 16 years and more have a lower QOL compared to those who were married
for less years. Martyrs' wives who have less number of children have a higher QOL
compared to those who have more children, martyrs' wives who have university education
have a higher QOL compared to those who have secondary school education, martyrs'
wives who were working / employed have a better QOL compared to those who were not
working. There were no significant differences in QOL related to type of housing and
monthly income. Regarding mental health, martyrs' wives had a higher level of depression
compared to women in control group (m = 23.08 + 10.13 and 18.49 * 8.99 respectively),
higher anxiety (M = 27.95 + 5.73 and 29.29 £ 5.97 respectively) and higher PTSD (m =
31.76 £ 10.33 and 26.37 £ 9.37 respectively). There were no significant differences in
depression, anxiety and PTSD among martyrs' wives and women in the control group
related to age, marry years, number of children, income. Martyrs' wives who live with their
family in the same house have a higher level of anxiety and PTSD compared to those who
live in an independent house or live with their husband family. Martyrs' wives who are not
working / employed have a higher level of depression. There was significant negative
relationship between QOL and mental health among martyrs' wives, which mean that as
depression, anxiety and PTSD levels increase, level of QOL decrease. In conclusion, the
results revealed that martyrs' wives have a lower level of QOL and a higher level of
depression, anxiety and PTSD compared to other women.
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Chapter One

1.1 Introduction

Today, in the modern world and globalization, life became more complex due to increased
demands and expectations. The term quality of life (QOL) starts to be an important
component in today's daily living and authors and researchers starts to pay more attention
to this term.

The term QOL is used to evaluate the general well-being of individuals and societies. The
term is used in a wide range of contexts, including the fields of international development,
healthcare, and political science. QOL should not be confused with the concept of
standards of living, which is based primarily on income. Instead, standard indicators of the
quality of life include not only wealth and employment, but also the built environment,
physical and mental health, education, recreation and leisure time, and social belonging
(Gregory, 2009).

QOL is used in health care to refer to an individual's emotional, social and physical
wellbeing, including their ability to function in the ordinary tasks of living. It is a term
used most frequently in the context of healthcare, where the impact of a disease may
reduce Health-related Quality of Life (HRQOL) (University of Toronto, 2009).

Unusual hard life events, including natural and manmade, especially wars will add extra
pressure and suffering among those who have been exposed to those events, which
consequently will affect their mental health and mental well being. Mental health is
defined by World Health Organization (WHQO) as "a state of well-being in which the
individual realizes his or her own abilities, can cope with the normal stresses of life, can

work productively and fruitfully, and is able to make a contribution to his or her



community” (WHO, 2005). Mental health can be seen as a continuum, where an
individual's mental health may have many different possible values. Mental wellness is
generally viewed as a positive attribute, such that a person can reach enhanced levels of
mental health, even if he does not have any diagnosable mental health condition. This
definition of mental health highlights mental well-being, the capacity to live a full and
creative life, and the flexibility to deal with life's inevitable challenges (Keyes, 2002).
People who live in war zone usually exposed to threats that challenge their survival and
well being, especially children, elderly and women. More challenges will face survivors
after the war including post traumatic stress disorders (PTSD), especially for those who
lost a family member. Among those, the wives of martyrs, who suddenly lost their
husband, their household, leaving them with new responsibilities and duties that they may
not be able to handle.

The Palestinian Center for Human Rights (PCHR) reported that the recent war against
Gaza Strip named Cast Lead Operation (CLO), which was launched by Israeli Military
Forces during December 2008 and January 2009, left more than 1400 martyrs — most of
them were civilians - and thousands of injuries and a mass destruction in the infrastructure
and houses (PCHR, 2009). Those who witnessed and survived are exposed to different
traumatic events ranging from direct to indirect trauma (Thabet, 2010). The psychological
consequences of war are well documented and frequently persistent and invalidating.
Among the prevailing manifestations are anxiety, depression, irritability, emotional
instability, cognitive disturbances, personality changes, behavioral disturbances,
neurovegetative symptoms, such as lack of energy, sleep disturbances, and sexual
dysfunction (Holtz,1998). An other study that reviewed the evidence from published
literature about the impact of war on the mental health of the general population, the

refugees, the soldiers and specific vulnerable groups found that consequences of war on the



mental health of the civilian population are one of the most significant, the impact on the
general population showed a definite increase in the incidence and prevalence of mental
disorders, Women were affected more than men (Murthy and Lakshminarayana, 2006).
Many women may in war zones be faced with the main responsibility for care giving in the
family, with the destiny of their husbands unknown and new and unfamiliar duties placed
on them. If the household is facing disaster, this may overload women's capacity to cope,
as preoccupation with the needs of the family may lead to that they are not able to consider
their own needs, especially if they become widows (Kastrup, 2004). After the CLO, not
much had been changed, houses have not been rebuilt, siege and constraints still in action,
which led to reduction in social and welfare support and worsen the situation.

According to the researcher knowledge, no local studies were conducted regarding the
effects of the Cast Lead on Gaza families, especially women.

The researcher in this study will explore the effects of the CLO on the quality of life

among martyrs' wives, coping mechanisms and social aids offered to support those wives.

1.2 Research problem

Quality of life is an important concept that starts to get attention by researchers in the
developed countries. QOL as a concept is related to physical and emotional health, well-
being and enjoyment of activities of daily living (ADL) (Seedat, 2006). To be able to
function properly and enjoy ADL, the individual needs to be emotionally well. In other
words, he needs to be in a good mental health.

Individuals and societies who live war zones usually experience psychological problems
after war, which may in turn affects their adaptation and productivity.

In this study, the researcher tries to focus on a special stratum in the society who

experienced the loss of their household. The wives of martyrs after the CLO against Gaza



Strip at the end of December 2008 and January 2009, trying to explore their quality of life,

their mental health status and how they adapted to the new situation.

1.3 Justification of the study

In an area like Gaza Strip, where long-term suffering is persistent due to the continuing
conflict with Israeli occupation, many changes in life and living conditions may emerge as
a mechanism for adaptation. The CLO left around 1400 martyrs and thousands of injuries
and disabled, added to that the mass destruction of infrastructure facilities, buildings,
houses and lands (PCHR, 2009).

The loss of a husband is considered a major catastrophe to the family, especially for the
wife, whose role will change suddenly and her responsibilities will increase which will add
extra pressure on her. On the other hand, societal norms, values and cultural believes will
determine the wife's behavior and restricts her movement, which will add extra constraints
on her. Within all these conditions, threats and uncertainty regarding the future of wives of
martyrs, the researcher will explore the QOL and mental health for those wives after

transition to the new life.

1.4 Objectives of the study

1.4.1 General objective

The general objective of this study is to explore the quality of life and mental health for the
martyrs wives after the CLO in Gaza Strip.

1.4.2 Specific objectives

- To determine the quality of life of the martyrs wives' victims of cast Lead
Operation in Gaza Strip.

- To identify the mental health status of the martyrs wives' victims of CLO in Gaza
Strip.



- To examine the differences in quality of life in relation to some variables (age,
number of children, employment, level of education).

- To examine differences in mental health status in relation to some variables (age,
number of children, employment, level of education).

- To examine the differences in QOL of martyrs wives between those married after
death of their husband and those who did not marry.

- To explore the differences in QOL of martyrs wives between those who live
independently and those who live in extended family.

- To identify the relationship between quality of life and mental health.

1.5 Questions of the study

- How do martyrs' wives describe their quality of life after losing their husband?

- What is the of mental health status among martyrs' wives?

- Are there significant differences in quality of life between martyrs' wives related to
age of wife at time of husband's death?

- Are there significant differences in quality of life between martyrs' wives related to
number of children?

- Are there significant differences in quality of life between martyrs' wives related to
employment VS unemployment?

- Are there significant differences in quality of life between martyrs' wives related to
level of education?

- Are there significant differences in mental health status between martyrs' wives
related to age at time of husband's death?

- Are there significant differences in mental health status between martyrs' wives

related to number of children?



- Are there significant differences in mental health status between martyrs' wives
related to employment VS unemployment?

- Are there significant differences in mental health status between martyrs' wives
related to level of education?

- Are there differences QOL of martyrs' wives between those who married after
death of their husband and those who did not married?

- Are there differences in QOL of martyrs wives between those who live
independently and those who live in extended family?

- Is there a relationship between quality of life and mental health?

1.6 Context of the study

This study was conducted in GS. Therefore, the researcher presented some background
information about the Palestinian population: geographical, demographical, socio-

economical, political situation, health situation and mental health care services.

1.6.1. Demographic context

Palestine (historical Palestine) is a small country, its area is about 26,323 sq. km . Now
Palestine comprises two areas separated geographically, the West Bank (WB) and GS,
with total area of 6257 km? (UNEP, 2003). GS is a narrow band of land located on the
south of Palestine, constituting the coastal zone of the Palestinian territory along the
Mediterranean Sea between Egypt and Israel. It is 45 Kilometres long and 6-12
Kilometres wide with an area of 378 km? (PASSIA, 2008). The strategic position of GS as
being at the cross roads of Africa, Asia and Europe made it a target for invaders and
conquerors over the centuries. According to the Palestinian Central Bureau of Statistics

(PCBS, 2010), the total population in the West Bank and GS was 4.05 million, (2.51
6



million in the WB and 1.54 million in GS). GS is a narrow piece of land lying on the cost
of the Mediterranean Sea with a population density of 4,230 inhabitants per km?, which is
the highest after Singapore.

The Palestinian society is considered a young population, age structure in the GS is similar
to that in many developing countries with 49.3% of people aged less than 14 years and sex

ratio is 103 males per 100 females (PCBS, 2009).

1.6.2. Socio-political context

WB and GS have been occupied by Israel after the Six Day War in 1967. GS was run by
Egypt between 1948 and 1967 after the partition of the British Mandate of Palestine and
the declaration of what is called "Israel”. Afterwards, Israel built further settlements in the
occupied land (Bhat, 2008). The implementation of the partial autonomy in 1994 and the
establishment of the Palestinian National Authority (PNA) have had its impacts on the
society after the many devastating wars and the long years of occupation and dispersion
over the globe (Hamad, 2009). However, Israel still holds overall sovereignty over the GS.
It has the upper hand over borders, movement of goods and travellers in and out of GS,
particularly the Palestinians themselves. It also controls trade, the commercial market,
water, the main sources of energy, the means of communications and the overall security.
Hence, it still has a hold over the Palestinian economy (Hamad, 2009).

Since 2000, there has been a chronic down turn in wage income from Israel due to the
security closure of the borders between GS and Israel till it reached the zero level now.
This has been complicated by the massive contraction of employment opportunities inside
GS due to the current collapse of economy due to production factors such as lack of raw
materials, fuel and electricity as well as to market failure resulting from closure, lack of

transportations and widely prevailing poverty.



1.6.3. Socio-economic context

Economic crisis has been caused by restriction on the movement of people and goods. The
Palestinian recession is among the worst in the modern history; average personal incomes
have been declined by more than a third since 2000, and nearly a half of the Palestinians
now live below the poverty line; 43% still live below the poverty average (World Bank,
2004). According to the PCBS, the subsistence poverty was 23% and that 56% of all
households in the occupied Palestinian territory are living below the poverty line (80% in
2006 — versus 63% in 2005 — in the GS, and 43% in the West Bank), and that means that
over two million people are attempting to subsist on less than $ 2 / person / day (PCBS,
2007). According to the World Bank, approximately 3 out of 5 Palestinians live under the
income poverty line and one third of the Palestinians live under the consumption poverty.
Despite poverty, the Palestinians are eager to learn, literacy ratio in 2004 among those aged
15 years and more is 92.3% (male: 96.5%, female: 88%) which is considered among the

highest percentage of literacy rates of the Arab countries (PASSIA, 2007).

1.6.4. Health care context

Palestine experience in health care system is rather unique and complicated. The several
years of occupation and the following unilateral withdrawal of the Israeli government did
strongly influence the health care system in Palestine. The consequences of closures and
separation formed a great challenge for the ministry of health as it created obstacles
regarding the accessibility to health care services and affected the unity of the health care
system in all Palestinian governorates (MOH, 2004).

Health care services in Palestine are provided by five sectors including the ministry of
health (MOH), United Nations Relief and Works Agency for the Palestinian Refugees

(UNRWA), Medical Military Services for Police and General Security, Non-Governmental



Organizations (NGOs) and private sector (non- and for-profit hospitals). MOH is the main
health care provider; it provides primary, secondary, and tertiary services and purchases
some services from private providers domestically and abroad (MOH, 2006). MOH plays
the main role in providing and controlling immunizations scheme, public health activities,
licensing and registration of health facilities. Health care financing is mainly provided
through the government, apart from the out-of-pocket health financing which is the first
source of health financing in Palestine (MOH, 2006). Additionally, external donations
constitute a considerable source for health funding. UNRWA mainly provides primary
health care services to the refugee population. The Medical Services for Police provides
preventive and curative services for policemen, general security persons and their families,
in addition to the general population. UNRWA operates 20 Primary Health Centers (WHO,
2009). The NGOs sector is extensive: from missionary hospitals, to facilities supported by
international organizations, to community health centers. The NGOs sector operates about
50 centers. The private for-profit health sector also provides the three levels of care

through wide range of practices (WHO, 2009).

1.6.5 Mental health services

In Palestine, mental health services are provided by four sectors, the MOH, UNRWA,
NGOs and private sector. The community mental health department in MOH provides
preventive, curative and community-based rehabilitation programs. The MOH in
cooperation with WHO, Italian and French cooperation are implementing a new project to
improve mental health services and policy (MOH, 2004).

In Palestine, within the activities of community mental health, the total number of new
cases of mental disorders reported in 2004 was 1,967 with an incidence rate of 54.1 per

100,000 compared with 956 cases in 2000 with an incidence rate of 30.3 per 100,000, with



an annual average incidence of 41.3 per 100,000 in the last five years resulted mainly from
the Israeli incidents of violation against Palestinians during Al Agsa Intifada. The
incidence rates of mental illness were more common in Gaza Strip than in West Bank
(MOH,2004). Mental health services are provided for the Palestinian population by 15
community mental health clinics (5 in Gaza Strip, one specialized in child mental health,
and 10 clinics in West Bank). These clinics are distributed through primary health care
centers in the different governorates in Palestine since 1994, in addition to four Electro-
encephalography units.

In 2004, 58,355 visits were made to community mental health clinics (41,749 in West
Bank vs. 16,606 in GS). Compared with 53,554 visits in 2000, with an increase percentage
of 9.3%. In addition to community mental health clinics, there are two mental hospitals in
Palestine (Bethlehem and Gaza psychiatric hospitals). The reported incidence rate of
mental disorders in 2004 was higher than that reported in 2000. This is mainly due to
psychological trauma and stress that affected Palestinian people as a result of the Israeli

violence (MOH, 2006).

1.7 Definition of terms

Quality of life

WHO defined quality of life as an individual's Perception for their position in life in the
context of the culture and value systems in which they live and in relation to their goals,
expectation, standards, and concerns (WHO, 1995).

The researcher defines quality of life operationally as the total scores gained by study

participants on quality of life scale.

10



Mental Health

A state of well-being in which every individual realizes his or her own potential, can cope
with the normal stresses of life, can work productively and fruitfully, and is able to make a
contribution to her or his community. (WHO, 2005).

The researcher defines mental health operationally as the total scores gained on
depression scale, anxiety scale and PTSD scale.

Martyrs' wives

The researcher defines martyrs' wives operationally as widows who lost their husbands as

a result of Israeli military operation CLO against Gaza Strip at the end of December 2008.

Gaza war (Cast Lead Operation)

The Gaza War known as Cast Lead Operation (CLO) launched by the Israeli Military
Forces against Gaza Strip at the end of December 2008 to January 2009, lasted for three
weeks, left around 1400 martyrs and thousands of injured casualties, the vast majority of
them were civilians (PCHR, 2009).

1.8 Lay out of the study

This study consists of five chapters. Chapter one includes the introduction, problem
statement, justification, purpose, questions of the study, definition of terms and context of
the study.

Chapter two includes conceptual framework and review of literature.

Chapter three includes study design, population, sample and sampling method, instruments
for data collection, statistical procedures used, inclusion-exclusion criteria, ethical
consideration and limitations of the study.

Chapter four includes description of study sample, results of the study and discussion.

And finally chapter five includes conclusion, recommendations and references.

11



Chapter Two

Conceptual Framework and Literature review

2.1 Conceptual framework

The conceptual framework was designed by the researcher based on the review of previous
literature which is the map that guides the construction of the design and the
implementation of the study.

The conceptual framework design illustrated below is used to guide and direct the research
process. The diagram denotes that some indicators including physical health, psychological
health, level of independence, social relationships and environment are determining the
quality of life. It also denotes that PTSD, depression and grief are contributing states that
determines level of mental health. Paying attention and good management of those factors
and indicators could play an important role in improving quality of life and mental health

of individuals.
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Figure 2.1: Diagram of conceptual framework

2.2 Literature review

2.2.1 Introduction

The CLO which took place on 26™ of December 2008 to mid January 2009 left a great
damage to both citizens and properties. There were about 1400 martyrs, thousands of
injuries and disabilities, mass destruction of houses, infrastructure, community and
governmental buildings and land. Till now, reconstruction of houses did not take place due
to the strict siege which prohibited international aids and unavailability of local resources.

As a result, many families still homeless or living in poor quality houses or in tents, with

its consequences on quality of life from all aspects.
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2.2.2 Definition of quality of life

QOL is a complex multi-dimensional concept. In fact there is no universally accepted
definition for QOL. In the past, many researchers measured only one dimension, such as
physical function, or economic concern, or sexual function. More recently, researchers
have attempted to further define QOL (Raphael, 1996). The concept of QOL was first
applied in bio-medical research in the 1980s to assess subjective, qualitative aspects of life,
to accompany quantitative measures such as life expectancy or health care costs
(Mendlowicz and Stein, 2000). WHO definition of QOL which identifies it as a
multidimensional concept and defines it as "individuals' perceptions of their position in life
in the context of the culture and value system in which they live and in relation to their
goals, standards and concerns”. This definition includes six broad domains: physical
health, psychological state, level of independence, social relationships, environmental
features and spiritual concerns (WHO, 1993). Raphael et al., (1996) defined quality of life
as "the degree to which a person enjoys the important possibilities of his/her life".
McDowell & Newell (1987) suggested that QOL "relates both to the adequacy of material

circumstances and to people's feelings about these circumstances".

2.2.3 Quality of life and health care

Many clinicians remain unsure of the relevance of measuring quality of life to their clinical
practice. In health economics quality of life measures have become the standard means of
assessing the results of health care interventions and, more controversially, the means of
prioritizing funding (Fitzpatrick, et al., 1992). QOL is used in health care to refer to an
individual's emotional, social and physical wellbeing, including their ability to function in
the ordinary tasks of living. It is a term used most frequently in the context of healthcare,

where the impact of a disease may reduce HRQOL (University of Toronto, 2009).
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2.2.4 Measuring quality of life and well-being

Due to the lack of a universal and generic definition of quality of life, there is absence of
agreement on its measurement. Medical science boasts numerous health-related quality of
life instruments and scales (Bowling, 1995; Kliempt et al., 2000), while most social
science measures take a multidimensional approach by integrating more than just health
variables. Haug and Folmar (1986) assess quality of life by measuring physical health,
functional ability, perceived income inadequacy, social contacts, absence of physiological
distress and cognitive ability. QOL is a term used loosely to indicate general well-being.
Whether quality of life and well-being are somehow synonymous or different, and which
of those terms may be more appropriate, warrants further consideration. Like quality of
life, wellbeing has been measured by many different disciplines across a breadth of
variables. The WHO’s European Charter on Environment and Health reported that ‘good
health and wellbeing require a clean and harmonious environment in which physical,

psychological, social and aesthetic factors are all given their due importance (WHO, 2001).

2.2.5 Theories of quality of life

2.2.5.1 The integrative theory of the quality of life

QOL means a good life. A good life is the same as living a life with a high quality. This
may seem evident, but it is necessary to make such a simple clarification, because medical
jargon often uses very narrow concepts of the quality of life (for example, side effect
profiles). All great religions and philosophies have a notion of a good life ranging from
saying that a good life is attained by practical codes of conduct to requests to engage in a

certain positive attitude to life or to search into the depths of your own being. Notions
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about a good life are closely linked to the culture of which you are a part. When people in a

Western culture view a good life, the cultural conditioning makes them tend to include

happiness, fulfillment of needs, functioning in a social context, etc. These notions can then

be divided into three loosely separate groups, each concerned with an aspect of a good life:

1. The subjective quality of life is how good a life each individual feels he or she has. Each
individual personally evaluates how he or she views things and his or her feelings and
notions. Whether an individual is content with life and happy are aspects that reflect
the subjective quality of life.

2. The existential quality of life means how good one’s life is at a deeper level. It is
assumed that the individual has a deeper nature that deserves to be respected and that
the individual can live in harmony with. We might think that a number of needs in our
biological nature have to be fulfilled, that these factors - such as conditions of growth -
must be optimized, or that we must all live life in accordance with certain spiritual and
religious ideals laid down by the nature of our being.

3. The objective quality of life means how one’s life is perceived by the outside world.
This view is influenced by the culture in which people live. The objective quality of
life reveals itself in a person’s ability to adapt to the values of a culture and tells us
little about that person’s life. Examples may be social status or the status symbols one
should have to be a good member of that culture. Objective is used here in the sense of
nonsubjective or objective facts. Nonsubjective is concerned with the external and
easily established conditions of life that many observers can rate identically
(Csikszentmihalyi, 1993). As these three overall aspects of the quality of life are
loosely grouped with notions relevant to the quality of life, which tend to overlap, they
can be placed in a spectrum ranging from the subjective to the objective. We place the

existential element in the middle, because it unites the subjective and the objective, as
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shown later. This existential center also represents the depth of the being of humanity.
Other researchers of the quality of life integrate the subjective and the objective aspects
of a person's life at a higher state in life. This has been expressed variously by the
terms flow (Csikszentmihalyi, 1993) and sense of coherence (Antonovsky, 1987).
This spectrum, from the subjective to the objective quality of life via the quality of life in
the existential depths, incorporates a number of existing quality-of-life theories. We
therefore call this spectrum the integrative quality-of-life (IQOL) theory. Each theory is
presented, followed by a short synopsis of the central notion and how it relates to other life

theories and notions.

2.2.5.1.1 Well Being

The most natural aspect of the subjective quality of life is well being. The quality of life is
seen here in terms of an assessment of one’s own quality of life. When we meet other
people, we always say, "How are you? or "How’s life?" We are thus asking that person to
give us an evaluation of their quality of life. Such questions do not require a lengthy
explanation of matters of life, merely a spontaneous assessment of life in general. If,
however, we are asked how content we are with life or how happy we are, these questions
are assessed differently to such a question as "How are things?" Such questions are much
more complex. In other words, satisfaction with life and happiness are deeper dimensions

that are not as straightforward as well being (Cella and Tulsky, 1993).

2.2.5.1.2 Satisfaction with life
When people are asked whether they are satisfied with life, they often say that something
or other is amiss. People are usually less satisfied with life than their state of well being

would indicate. People tend to feel good, but are not very satisfied, just satisfied. In
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retrospect, there is always something to be dissatisfied or disgruntled about. Being
satisfied means feeling that life is the way it should be. When one's expectations, needs,
and desires in life are being met by the surrounding world, one is satisfied. Satisfaction is a
mental state: a cognitive entity. This symmetry and concord can come about in two ways:
either we try to change the external world so that it matches our dreams or we give up our
dreams because they are unrealistic, and adapt them to the world as it is, thus creating
concord between the external world and our dreams. Both approaches generate the same
satisfaction. However, these two strategies of life generate entirely different lives: one life
meets with one’s dreams and the other life is lived in resignation; but both lives will be
satisfactory. Thus, satisfaction does not necessarily involve realizing life potential,
fulfillment of needs, or the ability to function well in life objectively. A person who has
lived a difficult life, such as prostitution, chronic illness, or poverty, always seems to be
satisfied with his or her life because of gradual adaptation through resignation. One can be
satisfied with life yet feel bad inside (Nordenfelt, 1991). The process of adapting to one’s
environment may lead to an individual letting him- or herself down by compromising the
deep dreams of a good life. The person may not be unhappy with life but deep down
considers it meaningless. Satisfaction with life is thus not the same as experiencing
meaning in life. It is very common to be satisfied yet not happy. There are classical types
of satisfaction theories. One of these is called preference theory. It is typically formulated

in such a way that a good life lies in seeing one’s wishes come true (Nordenfelt, 1991).

2.2.5.1.3 Happiness
Most people use this word with caution, because it has special significance. They use it
with respect. Being happy is not just being cheerful and content. It is a special feeling that

is precious and very desirable, but hard to attain. Happiness is something deep in the
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individual that involves a special balance or symmetry. Happiness is an intoxication, a rare
sweetness of life, when tiny bubbles sparkle. It is best described in metaphors, preferably
by poets. Happiness is closely associated with the body, but is not limited to it. It
comprises an individual’s whole existence and is signified by a certain intensity of an
experience, which is also the case with unhappiness. The intensity of the experience is a
dimension that does not separate happiness from more superficial aspects of the quality of
life such as being satisfied with life and well being. Many people link the concept of
happiness with human nature: happiness comes to people who live in extraordinary
harmony with his or her nature. Nevertheless, not many people believe that happiness is

achieved by merely adapting to one's culture and related factors (Ventegodt, 1995).

2.2.5.1.4 Meaning in life

Meaning in life is a very important concept and is seldom used. We only speak of the
meaning of life with our most intimate friends and relatives, if at all. People who seek
meaning in life are often catapulted into a confusing situation, where the value of all
aspects of life is viewed quite differently. Are relations with my friends or partner as
meaningful as they ought to be? Am | doing the right thing in life? Have | got the right
job? Am | using my talents in the right way? Are my beliefs in life really correct? A search
for meaning in life involves an acceptance of the meaninglessness and meaningfulness of
life and an obligation towards oneself to make amends for what is meaningless. In this
way, the question of meaning in life becomes deeply personal, and very few people attempt

to answer it because, by doing so, we risk our security in everyday life (Ventegodt, 2003).
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2.2.5.1.5 A Biological view of the quality of life: The biological information system
and the state of existential balance

This aspect of the quality of life concerns the fundamental, biological constitution of
humans. From a biological point of view, a human is a living organism, a colony of cells
that, through intense exchange of information, realizes a deep biological potential to create
a human being. When the formula for becoming a person, which is contained deep within
our nature, has been realized in the structure of the human organism, then life is
characterized by order; biologically, psychologically, socially, and religiously understood
in a broad sense as what we believe about life and reality (Ventegodt, 2003; Ventegodt,
1994). Viewed from this angle, physical health reflects the state of the biological
information system, as the cells of the body need precise information to function correctly
and to keep the body healthy and well. According to this notion, the quality of life lies in
the conformity between the actual life lived and the formula for being a person that lies
deep within the organism. As our consciousness and life experiences are also biologically
conditioned, the experience that life has or does not have meaning can also be seen as
conditioned by the state of the biological information system. If communication between
the cells of the organism is not optimal, states of experience and of conscious life cannot
be optimal either. Some people with arthritis are doing well and some people who are not
sick are doing poorly. The interesting question is whether one can have arthritis and still
have a life that is totally meaningful. If there is a connection between the quality of life and
illness, it is probably located deep within human beings in connection with their existential
center (including their state of health and “soul”) and not on the surface in connection with
how good they feel. Meaning in life and biological order go hand in hand in such a life
theory. The person who lives in such a way that their meaning in life is gradually lost is

also the kind of person who is susceptible to illnesses that affect the physical appearance
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and well being of the body, seemingly without cause. The relation between the quality of
life and illness is therefore best illustrated by using a theory of the individual as a

biological information system (Ventegodt, 2003; Ventegodt, 1994).

2.2.5.1.6 Realizing life potential

Humans are in constant development. It starts with a fertilized egg, which contains a vast
array of information. Throughout life, it must manifest and realize the potential of this
information. Taking this as our starting point, realizing life potential becomes a key
concept in the quality of life. Just as a sunflower seed uses its potential to become a
sunflower with flowers and leaves, humans use a store of potential for creative activities,
good social relations, a meaningful job, and starting a family: living life to the full. In the
course of realizing our life potential, we all link with reality on a number of levels. The
central nervous system - the brain - enabled us to arise from the earth in which we were
planted and relocate to another place better suited for self-realization. Human life is thus
far more complex than that of the sunflower. It develops in far more abstract ways
(Ventegodt, et al., 2003).

The theory of realizing life potential is a theory of the links between nature and humanity.
It links the quality of life closely to the human roots in nature. This biological starting
point does not reduce the significance of living beings but merely states that this is a
general theory of the exchange of meaningful information in living systems: from cell to
organism to society (a biopsychosocial model). This theory is explained in detail in the
next paper in this series (Ventegodt, et al., 2003).

2.2.5.1.7 Fulfillment of needs

The concept of fulfillment of needs is far less abstract than the previous aspects. It is also

more superficial and culturally conditioned. It is used in a broad sense, also popularly. The
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needs traditionally relate to the quality of life such that, when your needs are fulfilled, your
quality of life is high. The needs are an expression of our nature: that is, something all
human beings have in common. The notion of fulfillment of needs is ubiquitous: "I need a
cup of coffee” or "We all need the security a family can give us.” The concept is used far
more stringently in scientific terms because a closer look reveals that the meaning of the
concept is unclear and ambiguous. Maslow (Ventegodt, 1994) provided a very important
formulation of the concept of needs. Besides such well-known needs as food, sex, and
social relations, Maslow talks about a more abstract need to realize oneself. This idea has
become an integral part of our culture. As outlined above, the notion of fulfillment of
needs is intuitively meaningful. It is a stage between the deep, extremely existential aspects
and the superficial objective phenomena, and we have therefore included it in our
spectrum. The need is also closely linked with desires and the satisfaction we all achieve
by having our needs fulfilled. The subjective part of the spectrum includes satisfaction and
is intermediate between the superficial aspects and the depths of our being.

Fulfillment of needs is not identical to well being, as needs are related to aspects of human
nature. However, it is part of the theory of needs that we feel good once our needs have
been fulfilled. Fulfillment of needs is not the same as realizing life potential, which takes
the extreme stance that life is all about realizing one's biological information. This
information exists in such complex forms that one can hardly reduce it to simple, actual
needs.

If we take Maslow’s need in the abstract, the human need for self-realization, the definition
becomes vague and unclear. A need is no longer something the individual has to satisfy
from an outside source such as food and shelter but something the person has to contribute
to and accomplish for himself or herself. Are we then to fulfill this urge from the outside

world or from within our inner depths? And does this then mean that our needs are
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fulfilled? Who or what in each of us, is it that needs? The ego? The self? Learned
expectations?

The more one digs into the concept of need, the more unclear and ambiguous it all seems.
Many researchers, notably sociologists, suggest that we should move away from talking of
need. Nevertheless, the need concept is extremely simple to work with in practice because
the concept is so well integrated into many languages. The third paper in this series present

a modern understanding of Maslow (Ventegodt, 2003).

2.2.5.1.8 Objective factors

The objective aspects of the quality of life are related to the external factors of life and are
fairly easy to establish. They include income, marital status, state of health, and the number
of daily contacts with other people. We need to distinguish these aspects of the quality of
life, because a good life is easily confused with the sort of life we generally consider as
being "right", and rich in an external sense of the word. You can be unhappy in a sports car
and happy in a tram car. This general truth is lent credence by the clinical fact that there is
often little agreement between a physician’s evaluation of a person's (objective) quality of
life and the patient’s own evaluation of his or her (subjective) quality of life. The factors
chosen to indicate the objective quality of life are closely associated with the culture in
which we live. The objective quality of life thus very much reflects our ability to adapt to
the culture in which we live. It is thus somewhat superficial, as it does not presuppose any
deep reflection or pondering on the nature of this culture. The degree of adaptation to the
norms of the culture is superficially synonymous with the notion of well being.

Research into the quality of life has been greatly influenced by attempts to measure the
quality of life objectively. These tests span from the purely objective from a medical

viewpoint (Can you stand? Walk? Run?) to counting, by sociologists, of people’s social
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contacts, etc. (state-of-life research). Practically all such research is based on theories that
generate lists of the objective factors that are part of a good life. This can be done in a
number of ways. Ours is based on the cultural orientation of our Western societies and on

the theory of realizing life potential (Ventegodt, 2003).

2.2.6 Mental health

2.2.6.1 Definition of mental health

Mental health has been defined in variant ways by different authors and organizations.
Mental health is a term used to describe either a level of cognitive or emotional well-being
or an absence of a mental disorder. From perspectives of the discipline of positive
psychology or holism mental health may include an individual's ability to enjoy life and
procure a balance between life activities and efforts to achieve psychological resilience
(aboutcom, 2006). Mental health can be seen as a continuum, where an individual's mental
health may have many different possible values (Keyes, 2002). Mental wellness is
generally viewed as a positive attribute, such that a person can reach enhanced levels of
mental health, even if they do not have any diagnosable mental health condition. This
definition of mental health highlights emotional well-being, the capacity to live a full and
creative life, and the flexibility to deal with life's inevitable challenges (Hattie et al, 2004).
It is "a state of well-being in which the individual realizes his or her own abilities, can cope
with the normal stresses of life, can work productively and fruitfully, and is able to make a
contribution to his or her community”. In this positive sense, mental health is the
foundation for wellbeing and effective functioning for an individual and for a community.
This core concept of health is consistent with its wide and varied interpretation across

cultures (WHO,2005).
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2.2.6.2 Characteristics of mental health
For a person to be said that he has a good mental status, he should have some
characteristics including;

a. The ability to enjoy life: The ability to enjoy life is essential to good mental
health. James Taylor mentioned that the secret of life is enjoying the passing of
time, the practice of mindfulness meditation is one way to cultivate the ability to
enjoy the present. We, of course, need to plan for the future at times; and we also
need to learn from the past (Taylor, et al., 2002).

b. The ability to bounce back from adversity (resilience): It has been known that
some people handle stress better than others. Why do some adults raised in
alcoholic families do well, while others have repeated problems in life? The
characteristic of "resilience™ is shared by those who cope well with stress (Taylor,
etal., 2002).

c. Balance: We all need to balance time spent socially with time spent alone. Extreme
social isolation may even result in a split with reality. Those who ignore the need
for some solitary times also risk such a split. Balancing these two needs seems to be
the key - although we all balance these differently (Bonanno, et al., 2006).

d. Flexibility: We all know people who hold very rigid opinions. No amount of
discussion can change their views. Such people often set themselves up for added
stress by the rigid expectations that they hold. Working on making our expectations
more flexible can improve our mental health. Emotional flexibility may be just as
important as cognitive flexibility. Mental health people experience a range of
emotions and allow themselves to express these feelings, Some people shut off
certain feelings, finding them to be unacceptable. This emotional rigidity may

result in other mental health problems (Taylor, et al., 2002).
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e. Self-actualization: What have we made of the gifts that we have been given? We
all know people who have surpassed their potential and others who seem to have
squandered their gifts. We first need to recognize our gifts, of course, and the
process of recognition is part of the path toward self-actualization. Mental health
persons are persons who are in the process of actualizing their potential. In order to
do this we must first feel secure (Kajita, 2002). These are just a few of the concepts
that are important in attempting to describe mental health. The ability to form
healthy relationships with others is also important. Adult and adolescent mental
health also includes the concepts of self-esteem and healthy sexuality. How we deal
with loss and death is also an important element of mental health (Bonanno, et al.,

2006).

2.2.6.3 Theories of mental health

2.2.6.3.1 Erik Erikson: Psychoanalytic developmental theory

The psychoanalytic theory of development is best exemplified in the work of Erik Erikson,
a psychoanalyst who expanded upon Freud's original theories of psychosexual
development. One of Erikson's pioneering contributions was that development unfolded
throughout the life span, a view that has become widely embraced (Bennett, 2003).

Freud postulated that development proceeded through a series of stages in which children
seek pleasure or gratification from a particular body part (i.e., the oral, anal, and phallic
stage). In contrast, Erikson's theories of child development focus on the interrelationship
between a developing child's internal psychosexual development and his or her more
external emotional development, emphasizing the interpersonal relationships that arise

between the child and parents (Hansen, 2006).
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Erikson conceived the life course from birth to old age, as a series of eight epigenetic
stages that, as other developmental theories, proceed in a stepwise fashion, the next
dependent upon how well the previous has been mastered: trust versus mistrust; autonomy
versus shame and doubt; initiative versus guilt; industry versus inferiority; identity versus
role diffusion; intimacy versus isolation; generatively versus stagnation; ego integrity
versus despair (Garcia, 1995).

Erikson portrayed each stage as a crisis or conflict that needed resolution, either at the time
or at a subsequent stage. Each successive stage presents its own challenges but, at the same
time, offers the opportunity for correction of unresolved challenges of previous stages. At
each stage the tension was between the psychosocial and psychosexual-the outward
looking versus inward-looking perspectives. Psychopathology, in the form of a mental

disorder, would arise if a stage was ultimately not mastered successfully (Hansen, 2006).

2.2.6.3.2 John Bowlby: Attachment theory of development

Fifty years ago, a new conceptualization of the psychoanalytic approach to development
came into the lexicon of human development theory. John Bowlby's reinterpretation of
Freudian development is grounded in both Darwinian evolutionary theory and animal
etiology. The previous work of Konrad Lorenz and others, who explored the relationship
between other animals and their caregivers, determined that the bonds of infant care and
the attachment of young to their caregivers are seminal in the drive for survival. Similarly,
Bowlby theorized that for humans, attachment to a caregiver had a biological basis in the
need for survival. Moreover, he suggested that this attachment drive exists alongside the
drive for nutrition and the sex drive, yet distinct and separate from them. Attachment is
seen as the anchor that enables the developing child to explore the world (Fall, et al.,

2003). With the comfort and security of a stable and routine attachment to the mother or
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other primary caregiver, a child is able to organize other elements of development in a
coherent way. In contrast, instability in the care giving relationship whether physical
distance, erratic patterns of parental behavior, or even physical or emotional abuse may
interfere with the sense of trust and security, potentially giving rise to anxiety and

psychological problems later in childhood or even decades later in life (Mercer, 2006).

2.2.6.3.3 Piaget: Cognitive developmental theory

Jean Piaget formulated one of the most influential theories of cognitive development. Its
focus was on cognitive (intellectual) development, that is, the processes by which children
come to know and understand the world. Other aspects of human growth, both physical
and emotional, are beyond the scope of his theory. Piaget posited that each step of
cognitive development proceeds from the previous step in a fixed pattern, beginning at
birth and ending in the teen years. Piaget had a seminal influence on the discipline of
cognitive psychology. Although empirical research has called into question some of the
specifics of his theories, the broad outlines remain widely accepted (Garcia, 1995).

2.2.7 Trauma

Trauma is a psychologically distressing event outside the range of usual human
experience. Trauma often involves a sense of fear, terror and helplessness. Trauma is an
experience that induces an abnormally intense and prolonged stress response (Perry,
2006). A traumatic event is defined by the Diagnostic and Statistical Manual IV of the
American Psychiatric Association 2000 as "An event or events that involve actual or
threatened death or serious injury, or a threat to the physical integrity of self or others"
(APA ,2000).

2.2.7.1 Traumatic stress

Stress resulting from exposure to, or witnessing of events that are severe and/or life
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threatening. The extent of traumatic stress experiences varies by duration of exposure and
number of exposures. Additionally, the amount of stress incurred will vary according to the

availability of resources and coping skills.

2.2.7.2 Trauma victim

Trauma victims are those individuals who are impacted by a traumatic occurrence.
Primary Victims - individuals who are directly involved in the trauma.

Secondary Victims - individuals who are indirectly impacted by the trauma, these include
relatives and loved ones, members of the immediate community or surrounding area, and
of course may include relief workers and persons who respond to the incident and people

who experience the trauma through the media (Perry, 2006).

2.2.7.3 Types of trauma

Simple: This type of trauma is usually caused by a single incident. The incident is usually
one that involves life threatening events and/or events that have the potential to cause
serious injury. Examples: Car Accident, Fire Cyclone, Shooting.

Complex: This type of trauma usually is longer in duration and involves multiple
incidents. The incidents are usually ones that involve interpersonal violence or violation
and as a result are almost always associated with a sense of shame and stigma. Examples:'
All forms of child abuse , Bullying, Experiences of War , Imprisonment (Meichenbaum,

1994).

2.2.7.4 Categories of traumatic events
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There have been many attempts to categorize trauma. These categorization of traumatic
occurrences generally are organized by: who or what is responsible for the trauma, the
cause of the trauma, or categorizations as well as the factors which impact the severity of
trauma and traumatic responses.

a. Responsibility categorizations

Crises may be viewed as either natural, or human-made. Natural crises include those
disasters that are created by the forces of nature such as tornados, hurricanes, and floods.
When the cause is viewed as human made, the reactions may be more emotionally
devastating. Human made tampering, chemical attacks/dispersement, ethnic cleansing,
riots and wars, suicide, murder, and crime and violence. This is likely because the disaster
is viewed as within the control of individual persons, and Therefore avoidable. It is not
only the acts themselves, but the threat of these acts which may have psychologically
traumatizing impact (Yule and Williams, 1990).

b. Cause categorizations

Events that lead to trauma may be expected, such as the death of a family member who is
terminally ill, or unexpected, such as the terrorist attack. Trauma can additionally be
categorized as part of normal development such as when children leave their parents'
home, or they can be specific to an unanticipated situation( Yule and Williams, 1990).

c. Nature of event categorization

Categorization by the nature of the event varies, but in general researchers attempt to group
specific traumatic incidences into categories that reflect the pervasive shared elements of
particular trauma. Thus, while most trauma involves loss, specific types of loss are viewed
as having some common elements which impact upon the severity of the trauma and the
severity of the reaction to the trauma. Factors which may increase traumatic severity

include: predictability, controllability and intensity. Additionally, the reaction to trauma is
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impacted by the prolonged, repeated or nature of the event or situation (Yule and

Williams, 1990).

2.2.7.5 Effects of traumatic experiences

When people find themselves suddenly in danger, sometimes they are overcome with
feeling of fear, helplessness, or horror. These events are called traumatic experiences.
Some common traumatic experiences include being physically attacked, being in a serious
accident, being in combat, being sexually assaulted, and being in a fire or a disaster like a
hurricane or a tornado. After traumatic experiences, people may have problems that they
didn't have before the event. If these problems are severe and the survivor does not get help
for them, they can begin to cause problems in the survivor's family.

People who go through traumatic experiences often have symptoms and problems
afterward. How serious the symptoms and problems are depends on many things including
a person's life experiences before the trauma, a person's own natural ability to cope with
stress, how serious the trauma was, and what kind of help and support a person gets from
family, friends, and professionals immediately following the trauma (Yule and Williams,
1990).

What are the common effects of trauma?

During a trauma, survivors often become overwhelmed with fear. Soon after the traumatic
experience, they may re-experience the trauma mentally and physically. Because this can
be uncomfortable and sometimes painful, survivors tend to avoid reminders of the trauma.
These symptoms create a problem that is called PTSD. PTSD is a specific set of problems
resulting from a traumatic experience and is recognized by medical and mental-health
professionals (De Silva, 1999).

2.2.7.6 Re-experiencing symptoms
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Trauma survivors commonly re-experience their traumas. This means that the survivor
experiences again the same mental, emotional, and physical experiences that occurred
during or just after the trauma. These include thinking about the trauma, seeing images of
the event, feeling agitated and having physical sensations like those that occurred during
the trauma. Trauma survivors find themselves feeling as if they are in danger, experiencing
panic sensations, wanting to escape, getting angry, and thinking about attacking or harming
someone else. Because they are anxious and physically agitated, they may have trouble
sleeping and concentrating. The survivor usually can't control these symptoms or stop them
from happening. Because trauma survivors have these upsetting feelings when they feel
stress or are reminded of their trauma, they often act as if they are in danger again (De

Silva, 1999).

2.2.8 Disorders of mental health

2.2.8.1 Depression

Depressive disorders have been with mankind since the beginning of recorded history.
Hippocrates referred to depression as melancholia, which literally means black bile. Black
bile, along with blood, phlegm, and yellow bile were the four humors (fluids) that
described the basic medical physiology theory at that time. Depression, also referred to as
clinical depression, has been portrayed in literature and the arts for hundreds of years, but
what do we mean today when we refer to a depressive disorder? In the 19th century,
depression was seen as an inherited weakness of temperament. In the first half of the 20th
century, Freud linked the development of depression to guilt and conflict. John Cheever,
the author and a modern sufferer of depressive disorder, wrote of conflict and experiences

with his parents as influencing his development of depression.
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In the 1950s and 60s, depression was divided into two types, endogenous and neurotic.
Endogenous means that the depression comes from within the body, perhaps of genetic
origin, or comes out of nowhere. Neurotic or reactive depression has a clear environmental
precipitating factor, such as the death of a spouse, or other significant loss, such as the loss
of a job. In the 1970s and '80s, the focus of attention shifted from the cause of depression

to its effects on the afflicted people (MedicineNet.com, visited on 11.2.2011).

2.2.8.2 Anxiety

Anxiety is a psychological and physiological state characterized by somatic, emotional,
cognitive, and behavioral components. The root meaning of the word anxiety is "to vex or
trouble™; in either the absence or presence of psychological stress, anxiety can create
feelings of fear, worry, uneasiness and dread (Bouras and Holt, 2007). Anxiety is
considered to be a normal reaction to stress. It may help a person to deal with a difficult
situation by prompting one to cope with it. When anxiety becomes excessive, it may fall
under the classification of an anxiety disorder. The intensity and reasoning behind anxiety

determines whether it is considered a normal or abnormal reaction (Barker, 2009).

Anxiety is a generalized mood condition that can often occur without an identifiable
triggering stimulus. As such, it is distinguished from fear, which is an emotional response
to a perceived threat. Additionally, fear is related to the specific behaviors of escape and
avoidance, whereas anxiety is related to situations perceived as uncontrollable or
unavoidable (Ohman, 2000). An alternative view defines anxiety as "a future-oriented
mood state in which one is ready or prepared to attempt to cope with upcoming negative
events", suggesting that it is a distinction between future vs. present dangers which divides

anxiety and fear (Barlow, 2002).
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Physical effects of anxiety may include heart palpitations, muscle weakness and tension,
fatigue, nausea, chest pain, shortness of breath, stomach aches, or headaches. Anxiety does
not only consist of physical effects; there are many emotional ones as well. They include
"feelings of apprehension or dread, trouble concentrating, feeling tense or jumpy,
anticipating the worst, irritability, restlessness, watching (and waiting) for signs (and
occurrences) of danger, and, feeling like your mind's gone blank™ as well as
"nightmares/bad dreams, obsessions about sensations and feeling like everything is scary".
Cognitive effects of anxiety may include thoughts about suspected dangers, such as fear of
dying. You may fear that the chest pains [a physical symptom of anxiety] are a deadly
heart attack or that the shooting pains in your head [another physical symptom of anxiety]
are the result of a tumor or aneurysm. You feel an intense fear when you think of dying, or
you may think of it more often than normal, or can’t get it out of your mind
(Anxietycenter.com, 2009). Behavior can be affected in the form of withdrawal from
situations where unpleasant effects of anxiety have been experienced in the past, it can also
be affected in ways which include changes in sleeping patterns, nail biting and increased

motor tension, such as foot tapping (Barker, 2009).

2.2.8.3 Post-traumatic stress disorder (PTSD)

Post-traumatic Stress Disorder or PTSD is a severe anxiety disorder that can develop after
exposure to any event that results in psychological trauma. This event may involve the
threat of death to oneself or to someone else, or to one's own or someone else's physical,
sexual, or psychological integrity, overwhelming the individual's ability to cope. As an
effect of psychological trauma, PTSD is less frequent and more enduring than the more
commonly seen acute stress response (American Psychiatric association, 1994; Brunet,

2007).
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Diagnostic symptoms for PTSD include re-experiencing the original trauma through
flashbacks or nightmares, avoidance of stimuli associated with the trauma, and increased
arousal — such as difficulty falling or staying asleep, anger, and hypervigilance. Formal
diagnostic criteria (both DSM-IV-TR and ICD-9) require that the symptoms last more than
one month and cause significant impairment in social, occupational, or other important

areas of functioning (American Psychiatric association, 1994).

2.2.8.4 International PTSD rates

The World Health Organization publishes estimates of PTSD impact for each of its
member states; the latest data available are for 2004. Considering only the 25 most
populated countries, ranked by overall age-standardized Disability-Adjusted Life Year

(DALY) rate (WHO, 2004).

Table (2.1): International Rates of PTSD (2004)

PTSD PTSD
Country DALY rate, Country DALY rate,
overall overall
Thailand | 59  |[France | 54 |
lIndonesia | 58  |Germany | 54 |
Philippines | 58  |ialy | 54 |
IUSA | 58  |[Russian Federation | 54 |
IBangladesh | 57  |United Kingdom | 54 |
[Egypt | 56 |Nigeria | 53 |
lIndia | 56  |Dem.Republ.ofCongo | 52 |
lIran | 56 |Ethiopia | 52 |
Pakistan | 56  ||South Africa | 52 |
Japan | 55  |China | 52 |
IMyanmar | 55  |Mexico | 46 |
Turkey | 55  |Brazil | 45 |
Viet Nam | 55 | | |
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2.2.9 Impact of trauma on mental health

War has a catastrophic effect on the health and well being of nations. Studies have shown
that conflict situations cause more mortality and disability than any major disease. War
destroys communities and families and often disrupts the development of the social and
economic fabric of nations. The effects of war include long-term physical and
psychological harm to children and adults, as well as reduction in material and human
capital. Among the consequences of war, the impact on the mental health of the civilian
population is one of the most significant. Studies of the general population show a definite
increase in the incidence and prevalence of mental disorders. Women are more affected
than men. Other vulnerable groups are children, the elderly and the disabled. Prevalence
rates are associated with the degree of trauma, and the availability of physical and
emotional support (Murthy and Lakshminarayana, 2006).

A Study examined the impact of exposure to war trauma and PTSD among parents and
children in the Gaza strip revealed that both children and parents reported a high number of
experienced traumatic events, and high rates of PTSD and anxiety scores above previously
established cut-offs. Among children, trauma exposure was significantly associated with
total and subscales PTSD scores, and with anxiety scores. In contrast, trauma exposure was
significantly associated with PTSD intrusion symptoms in parents. Both war trauma and
parents' emotional responses were significantly associated with children's PTSD and
anxiety symptoms (Thabet, et al., 2008). Death as a result of wars is simply the "tip of the
iceberg”. Other consequences, besides death, are not well documented. They include
endemic poverty, malnutrition, disability, economic/ social decline and psychosocial
illness. Only through a greater understanding of conflicts and the myriad of mental health
problems that arise from them, coherent and effective strategies for dealing with such

problems can be developed. Though there have not been any world wars since the Second
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World War, there have been wars and conflicts throughout the last 60 years. For example,
in the 22 countries of the Eastern Mediterranean region of the World Health Organization,
over 80% of the population either is in a conflict situation or has experienced such a
situation in the last quarter of century (Ghosh, et al., 2004). The WHO estimated that, in
the situations of armed conflicts throughout the world, *10% of the people who experience
traumatic events will have serious mental health problems and another 10% will develop
behavior that will hinder their ability to function effectively. The most common conditions
are depression, anxiety and psychosomatic problems such as insomnia, or back and
stomach aches" (WHO, 2001). A study investigated trauma, poverty and mental health
among Somali and Rwandese refugees living in an African refugee settlement showed that
32% of the Rwandese and 48.1% of the Somali refugees were found to suffer from PTSD,
and mental health consequences of conflict remain long after the events are over (Onyut, et

al., 2009).

In Palestine, during the last decade a large number of studies have reported high levels of
psychosocial problems among children and adolescents, women, refugees and prisoners in
Palestine. A study conducted by the Gaza Community Mental Health Program among
children and adolescents aged 10-19 years revealed that 32.7% suffered from PTSD
symptoms requiring psychological intervention, 49.2% from moderate PTSD symptoms,
15.6% from mild PTSD symptoms, and only 2.5% had no symptoms. Boys had higher
rates 58% than girls 42%, and children living in camps suffered more than children living
in towns 84.1% and 15.8% respectively (Sarraj and qouta, 2005). Another study on
Palestinian perceptions of their living conditions during the Second Intifada found that
46% of parents reported aggressive behavior among their children, 38% noted bad school
results, 27% reported bed wetting, while 39% stated that their children suffered from

nightmares. The study also revealed that more refugee 53% than non-refugee 41% children
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behaved aggressively. About 38% of the respondents said that shooting was the main
influence, 34% stated that it was violence on TV, 7% cited confinement at home and 11%
reported that it was the arrest and beating of relatives and neighbors. Also, 70% of refugees
and non-refugees stated that they had not received any psychological support for the
problems of their children (Mousa and Madi, 2003). In a series of studies during the last 10
years from the Gaza Community Mental Health Centre, the most prevalent types of trauma
exposure for children were witnessing funerals 95%, witness to shooting 83%, seeing
injured or dead strangers 67% and family member injured or killed 62%. Among children
living in the area of bombardments, 54% suffered from severe, 33.5% from moderate and

11% from mild or doubtful levels of PTSD. Girls were more vulnerable (Qouta, 2003).

2.2.10 Impact of trauma on quality of life

Traumatic events affects individual's life from physical and psychological aspects. It will
have an impact on the ability to function and being productive member in the community,
ability to socialize and the well-being of the affected person. The degree to which the
person will be affected depends on the severity and duration of traumatic event, sustained
injuries, losses — especially a loved one — and the supportive aids received from
community facilities. A study conducted to examine PTSD and functioning and QOL
outcomes revealed that suffering associated with combat related-PTSD extends beyond the
signs and symptoms of the disorder to broader areas of functional and social morbidity.
The significantly higher risk of impaired functioning and diminished quality of life
uniquely attributable to PTSD suggests that PTSD may well be the core problem in this
group of difficult to treat (Zatzick, et al., 1997). Another study investigated the Impact of
War on Health Related Quality of Life in Croatia. The results showed that war affects self-

perceived health, physical ability, emotional and mental health of the entire population
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affected by war, especially younger age groups, those with lower education and lower
income (Banaszak, et al., 2002). The strict siege on the Gaza Strip added extra difficulties
on Gaza inhibitors beside the high rate of inflation and the mass destruction as a result of
CLO. These difficulties were manifested in a study conducted to examine the impact of
siege on quality of life among Gaza inhibitors. The results revealed that deterioration in
quality of life is expected if people did not have access to medical and health services,
unavailability of basic needs and dependence on aids offered by Non-governmental

Organizations (Thabet, et al., 2008).

2.2.11 Summary

The concept of quality of life is multidimensional and so far there is no generally accepted
definition available. The QOL is either interpreted as “conditions of life" or as "experience
of life" (Meeberg, 1993). WHO defines QOL as an individual's perception of his or her
position in life within the context of the culture and value systems in which the individual
lives and in relation to his or her goals, expectations, standards and concerns (WHOQOL,
1995). QOL can be understood through the way the person reacts to different events or
situations being exposed to. Several factors may affect QOL including physical, social,
financial and psychological factors. In this study, the researcher focuses on the
psychological factor. The experience of losing the husband is a major traumatic event the
wife may face during her life, and may lead to developing symptoms of mental health
disorders and in consequence may affect life style and QOL.

In this study, the researcher tangled these two variables — QOL and mental health — in
regard to some demographic variables. Several studies reported a correlation between
mental health and QOL especially after exposure to traumatic events. The CLO against

Gaza Strip two years ago, with the mass destruction of infrastructure and community
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facilities, beside the siege which was enforced since 2006, all added extra pressure and
difficulties on life from all circumstances.

The researcher believes that adequate social and financial support will decrease the
negative impact on mental health and improves the QOL among those who were suffering

as a result of the war.
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Chapter Three

Methodology

3.1 Study design

The researcher used descriptive, cross-sectional design in this study, which is useful for
describing variables of the study as they naturally occur without interference from the
researcher. Cross sectional studies are generally carried out on a population at a point of
time or over a short period (Coggon et al, 1993). Also, cross sectional designs examine the
correlation between variables; they are economical, quick and managed easily (Polit and
Hungler, 1999).

3.2 Study population

The study population consisted of all martyrs' wives of the CLO (2008-2009) who are
living in Gaza governorates. Their total number was 640 wives as shown in table 3.1.

Table (3.1): Distribution of the Study population According to Provinces

No. Province Frequency
1 North Gaza 203
2 Gaza city 286
3 Middle Area 84
4 Khan Younis 46
5 Rafah 21
Total 640

3.3 Study sample and sampling
The study sample consisted of 212 martyrs' wives. This figure represents 30% of the total
population of the study, 199 of them accepted to participate in the study with a response

rate of 94%.

Table (3.2): Distribution of the Study Sample According to Provinces
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No. | Province Frequency
1 | North Gaza 60
2 | Gaza city 90
3 | Middle Area 27
4 | Khan Younis 15
5 | Rafah 7
Total 199

3.4 Setting of the study

The study was conducted in Gaza provinces by visiting each participant at home.

3.5 Ethical consideration

An approval letter was obtained from Helsinki committee in the Ministry of Health to
allow the researcher to carry out the study. Also a cover letter describing the study aim
and its purpose and a guarantee that the study was for scientific research and didn’t carry

any threats or harm to martyrs' wives was attached with each questionnaire.

3.6 Study Instruments
The researcher used the following questionnaires to measure quality of life and mental

health of the study sample:

3.6.1 Quality of life questionnaire

The questionnaire was developed by WHO on 1997 and translated by Dr. Abed El-Aziz
Thabet. It is composed of 26 items. Of them 24 items distributed on four dimensions.
Added to that one item measures the overall quality of life and one item for general health.

The scale scores are 1 = not at all 2 =little 3 = moderate 4 = much and 5 = too much.

Table (3.3): Dimensions of QOL Scale
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Dimension

Items

Overall quality of life

1

General health

2

Physical

3-4-10-14-15-16

Psychological

5-6-7-11-22-23

Social

13-17-18-24-25-26

Environmental

8-9-12-19-20-21

3.6.2 Davidson PTSD check list Arabic Version (Thabet et al 2004)

This scale was developed by Davidson 1987, translated and validated by Dr. Abed El-Aziz

Thabet (2004). The scale composed of 17 items related to traumatic events. The scale

scores are Never (zero), Seldom (1), Sometimes (2), Often (3), and Always (4). The

scores of the scale range between zero to 68 scores. Zero — 12 : no stress symptoms; 13 —

24 : mild symptoms; 25 — 39 : moderate symptoms; and 40 and above: severe symptoms

The scale is divided into three dimensions as follows:

Table (3.4): Dimensions of Davidson PTSD Scale

No. Dimension

Items

1 Intrusion

1-2-3-4-17

2 Avoidance

5-6-7-8-9-10-11

3 Hyperarousal

12-13-14-15-16

3.6.3 Taylor Anxiety scale

The scale was translated by Mustafa Fahmey and Mohammad Ahmed Ghaley, Cairo

University. The scale is composed of 50 items describing events that may evoke anxiety.

The scale scores are yes (1) and No (zero). The total score ranges between zero and 50 as
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follows: Zero — 16 : very mild anxiety; ; 17 — 19 : mild anxiety; 20 — 24 : moderate anxiety;
25 — 29 : above moderate anxiety; 30 — 34 : severe anxiety; and 35 — 50 : very severe
anxiety. This scale was used in Palestinian culture and showed high validity (Thabet, Abu

tawahina et al, 2006).

3.6.4 Aaron Beck Depression Inventory

The inventory was translated by Ahmed Abed El-Khaleg, modified by Asma Al-Hussein
2002. The scale is composed of 21 items, scoring of each item between zero to 4 scores.
The total scores range between zero and 37 and divided as follows: Zero — 9: no
depression; 10 — 15: mild depression; 16 — 23: moderate depression; 24 — 36: severe

depression; and 37 and above: very severe depression

3.7 Pilot study

For the purpose of ensuring validity and reliability of study tools, the researcher conducted
a pilot study on a sample of 30 martyrs' wives, selected randomly from Gaza provinces.
The researcher distributed the questionnaires by himself, gave instructions to participants
regarding the questionnaires and objectives of the study. Those women who participated in

the pilot study were not included in the actual study.

3.7.1. Validity add Reliability

3.7.1.1 Validity of Quality Of Life (QOL) scale (Internal consistency)

To compute the internal consistency of the QOL scale; the researcher calculated the
correlation coefficients of every item (according to dimensions items) of the scale with the

total scores of every scale, as shown in table (3.5).

44



Table (3.5): Internal consistency of QOL scale

Subscale Item No. | Corr. Coeff. ® Subscale Item No. | Corr. Coeff. ®
3 0.559 ** = 5 0.535 **
= 4 0.447 ** % 6 0.574 **
2 10 0.400 ** S 7 0.639 **
2 14 0.272 I 2 11 0.426 **
o 15 0.713 ** 2 22 0.326 *
16 0.662 ** o- 23 0.405 **
13 0.367 ** - 8 0.644 **
_ @ 17 0.268 // é 9 0.466 **
g 8 18 0.415 ** S 12 0.598 **
3 % 24 0.728 ** E 19 0.764 **
- 25 0.685 ** £ 20 0.560 **
26 0.704 ** 21 0.573 **
** = significant at 0.01 * = significant at 0.05

As shown in table 3.5, the items of the scale had good levels of internal consistency.

Table (3.6): Correlation Between domains and total score of QOL scale

No. Subscale Corr. Coeff. ®
1 Physical 0.564 **
2 Social relations 0.622 **
3. | Psychological 0.568 **
4 Environmental 0.693 **

As shown in table 3.6, all of the sub-scales had significant correlation with the total score

of the QOL scale.

3.7.1.2 Reliability of the QOL scale

Cronbache alpha equation

The researcher calculated the reliability of the QOL scale by using the equation of
Cronbache alpha; where the value of alpha = 0.725. The QOL scale is valid and reliable for

measuring .
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3.7.1.3 Validity of Aaron Beck Depression Inventory (Internal consistency)

To compute the internal consistency of the Aaron Beck Depression Inventory; the
researcher calculated the correlation coefficients of every item of the scale with the total
scores of every scale, as shown in table (3.7).

Table (3.7): Internal Consistency of Aaron Beck Depression Inventory Items with the

Total Score
Corr. ) Corr. ] Corr. ]
Item Sig. Item Sig. Item Sig.
Coeff. Coeff. Coeff.
No Level No Level No Level
® ® ®
1. 0.622 0.000 7. 0.503 0.000 13. 0.522 | 0.000
2. 0.549 0.000 8. 0.453 0.000 14. 0.386 | 0.000
3. 0.494 0.000 9. 0.387 0.000 15. 0.539 | 0.000
4. 0.526 0.000 10. 0.502 0.000 16. 0.408 | 0.000
5. 0.435 0.000 11. 0.409 0.000 17. 0.520 | 0.000
6. 0.459 0.000 12. 0.488 0.000 18. 0.536 | 0.000
19. 0.267 0.000 20. 0.434 0.000 21. 0.467 | 0.000

As shown in table 3.7, all the items had good level of Internal consistency validity.

3.7.1.4 Reliability of the Aaron Beck Depression Inventory scale

To calculate the reliability of the Aaron Beck Depression Inventory, the researcher used
the following two methods:

1- Split half method

The researcher calculated the reliability of the Aaron Beck Depression Inventory by using
split half method (partl = 11 items & part2 = 10 items); where the Pearson’s correlation
coefficient was (R; = 0.609) and by using the Spearman-Brawn equation to correct the

length of the scale (R, = 0.757).
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2- Cronbache alpha equation

The researcher estimated the reliability of the Aaron Beck Depression Inventory by using
the equation of Cronbache alpha (No. of items = 21); where the value of alpha = (0.822).
The Aaron Beck Depression Inventory measurement device is valid and reliable for

measuring depression.

3.7.1.5 Validity of Taylor Anxiety Scale (Internal consistency)
To compute the internal consistency of the anxiety scale, the researcher calculated the
correlation coefficients of every item of the scale with the total scores of every scale, as

shown in table (3.8).

Table (3.8): Internal Consistency of Anxiety Scale Items with the Total Score

Item Corr. Sig. Item Corr. Sig. Item Corr. Sig.
No Coeff. ® | Level No Coeff. ® | Level No Coeff. ® | Level
1. 0.384 0.000 18. 0.368 0.000 35. 0.057 | 0.326
2. 0.256 0.000 19. -0.169 | 0.003 36. 0.257 | 0.000
3. 0.118 0.041 20. 0.346 0.000 37. 0.309 | 0.000
4. 0.019 0.745 21. 0.345 0.000 38. 0.367 | 0.000
5. 0.423 0.000 22. 0.361 0.000 39. 0.248 | 0.000
6. 0.242 0.000 23. 0.261 0.000 40. 0.476 | 0.000
7. 0.438 0.000 24. 0.301 0.000 41. 0.447 | 0.000
8. 0.235 0.000 25. 0.255 0.000 42. 0.341 | 0.000
9. 0.223 0.000 26. 0.404 0.000 43. 0.319 | 0.000
10. 0.151 0.009 217. 0.318 0.000 44, 0.054 | 0.356
11. 0.387 0.000 28. 0.391 0.000 45, 0.076 | 0.191
12. 0.222 0.000 29. 0.350 0.000 46. 0.377 | 0.000
13. -0.146 | 0.012 30. 0.400 0.000 47. 0.145 | 0.012
14. -0.090 | 0.120 31. 0.022 0.709 48. 0.192 | 0.001
15. 0.180 0.002 32. 0.313 0.000 49, 0.277 | 0.000
16. 0.263 0.000 33. 0.267 0.000 50. 0.113 | 0.052
17. -0.030 | 0.611 34. 0.346 0.000
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3.7.1.6 Reliability of the Taylor Anxiety scale

To calculate the reliability of the Anxiety scale; the researcher used the following two
methods:

1- Split half method

The researcher calculated the reliability of the Anxiety scale by using split half method
where the Pearson’s correlation coefficient was (R; = 0.520) and by using the Spearman-
Brawn equation to correct the length of the scale (R, = 0.684).

2- Cronbache alpha equation

The researcher estimated the reliability of the Aaron Beck Depression Inventory by using
the equation of Cronbache alpha (No. of items = 50); where the value of alpha = (0.675).

The anxiety scale measurement device is valid and reliable for measuring anxiety.

3.7.1.7 Validity of Davidson PTSD check-list (Internal consistency)

To compute the internal consistency of the PTSD scale, the researcher calculated the
correlation coefficients of every item of the scale with the total scores of every scale, as
shown in table (3.9).

Table (3.9): Internal Consistency of PTSD Scale Items with the Total Score

Item Corr. Sig. Item Corr. Sig. Item Corr. Sig.
No Coeff. ® | Level No Coeff. ® | Level No Coeff. ® | Level
1. 0.466 0.000 8. 0.492 0.000 15. 0.655 0.000
2. 0.572 0.000 9. 0.572 0.000 16. 0.418 0.000
3. 0.433 0.000 10. 0.431 0.000 17. 0.618 0.000
4, 0.481 0.000 11. 0.428 0.000
5. 0.333 0.000 12. 0.504 0.000
6. 0.536 0.000 13. 0.633 0.000
7. 0.282 0.000 14. 0.573 0.000

As shown in table 3.9, all of the items had good levels of Internal consistency validity.
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Table (3.10): Correlation between domains and total score of PTSD

No. Domain Corr. Coeff. ® | Sig. Level
1 | Recall of previous traumatic events 0.808 0.000
2 | Avoidance of traumatic events 0.810 0.000
3 | Stimulation 0.843 0.000

As shown in table 3.10, all of the sub-scales had good levels of Internal consistency
validity with total scores, were the correlation coefficients (R) ranged from 0.808 to 0.843

and significance level at 0.001.

3.7.1.8 Reliability of the Davidson PTSD check-list

To calculate the reliability of the PTSD scale, the researcher used the following methods:
1- Split half method

The researcher calculated the reliability of the PTSD scale by using split half method
(partl = 9 items & part2 = 8 items), where the Pearson’s correlation coefficient was (R; =
0.656) and by using the Spearman-Brawn equation to correct the length of the scale (R, =
0.793).

2- Cronbache alpha equation

The researcher calculated the reliability of the PTSD scale by using the equation of
Cronbache alpha (No. of items = 17); where the value of alpha = (0.808). The PTSD scale
is valid and reliable for measuring PTSD among study participants.

3.8 Period of data collection

Data was collected during the period from June to December 2010.

3.9 Data entry and analysis
After data collection, the researcher used SPSS (version, 17) (SPSS Inc, 2009) Statistical
Package for the Social Sciences, in which the researcher consulted SPSS specialist to

obtain accurate and precise results.
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The researcher used descriptive statistics including frequencies for the socio-demographic
variables and data to present the entire sample for this study; t-test was used to examine the
differences related to some variables; one-way ANOVA for comparing between the study

variables; and Pearson correlation to identify the relationship between the study variables.

3.10 Limitation of the study
During the study, the researcher faced the following obstacles:
- Difficulty in reaching study subjects.
- Shortage of financial support.

- Few number of previous studies regarding quality of life.
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Chapter Four
Results and discussion
4.1 Sample characteristics

Table (4.1): Sample Characteristics

Demographic variable Frequency Percent %
Age
less than 30 years 78 39.19
30 — 40 years 69 34.67
41 — 50 years 38 19.09
51 — 60 years 14 7.03
Total 199 100.00
Number of marital years
1 -5 years 57 28.64
6 — 10 years 48 24.12
11 — 15 years 40 20.10
16 years and more 54 27.13
No. of children
no children 78 39.19
1-3 76 38.19
4-6 31 15.57
7 and more 14 7.03
Level of education
Basic 48 24.12
Secondary 91 45.72
University 60 30.15
Housing
Independent 98 49.24
with her family 40 20.10
with husband family 61 30.65
Residency
North Gaza 60 30.15
Gaza 90 45.22
Mid-zone 27 13.56
Khanyounis 15 7.53
Rafah 7 3.51
Work / employment
Yes 22 11.1
No 177 88.9
Monthly income
less than 1500 IS 145 72.9
1500 — 3000 IS 46 23.1
more than 3000 IS 8 4.0
Second marriage
Yes 43 21.6
No 156 78.4
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The study sample consisted of 199 martyrs' wives, their age ranged between less than 30 —
60 years old, the years of marriage varied from 1 to 16 years, number of children ranged
between O to more than 7 children. The study participants have different levels of
education; basic (24.12%), secondary (45.72%) and university degree (30.15%), most of
them (49.24%) were living in an independent house and some of them live with their
family or with their husband family. Most of the women are house keepers (88.9%) and
some of them are working or employed. Most of them (72.9%) have low income (less than
1500 IS monthly) and most of them (78.4%) did not marry again after their husbands'

death.

4.2 Study results

4.2.1 Quality of life level

To answer the question "What would be the quality of life among the martyrs' wives after
CLO in Gaza strip?", the researcher calculated means and percentage scores. The results

are illustrated in table 4.2.

Table (4.2): Response of study participants regarding overall QOL

Overall quality of life Frequency Percent
Very poor 13 6.5
Poor 67 33.7
Moderate 106 53.3
Good 10 5.0
Excellent 3 1.5
Total 199 100.0
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Table 4.2 show that 6.5% of martyrs' wives reported that their overall quality of life was
very poor, 33.7% reported that it was poor, 53.3% reported that it was moderate, only 5.0%

reported that it was good and 1.5% reported that it was excellent.

Table (4.3): Response of study participants regarding general health

Satisfaction regarding Frequency Percent
general health

Not at all 15 7.5
Little 58 29.1
Moderate 85 42.7
Much 35 17.6
Very much 6 3.0
Total 199 100.0

Table 4.3 showed that 7.5% of martyrs' wives are not satisfied with their general health,
29.1% have little satisfaction, 42.7% moderately satisfied. Only 17.6% are much satisfied

and 3.0% are very much satisfied.

Table (4.4): Quality of Life Among Study Participants

QOL dimensions

M SD %
Physical 16.25 281 54.16
Social relations 15.72 3.93 52.40
Psychological 16.80 3.06 56.00
Environmental 15.60 3.83 52.00
Total score 64.39 9.57 53.65

Table 4.4 showed that the highest score was in the psychological dimension with mean

score 16.80 * 3.06 and weighted percent 56.0, followed by physical dimension with mean
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score 16.25 = 2.81 and weighted percent 54.16, followed by social relations with mean

score 15.72 + 3.93 and weighted percent 52.40, and the lowest score was in the

environmental dimension with mean score 15.60 + 3.83 and weighted percent 52.0. On the

total scores of the scale, the mean score was 64.39 + 9.57 and weighted percent 53.65.

4.2.2 Quality of life and age

To answer the question "Are there significant differences in quality of life related to age?",

the researcher performed One-way ANOVA test. The results are illustrated he

Table (4.5): Differences in QOL Related to Age

Mean

. i Sum of P
QOL dimensions Category Squares df Square F value
Physical Between groups 91.347 3 30.449
Within groups | 1474.582 195 7.562 4.027 .008 *
Total 1565.930 198
Social relations Between groups | 242.591 3 80.864
Within groups | 2818.756 195 14455 | 5594 | .001*
Total 3061.347 198
Psychological Between groups 97.105 3 32.368
Within groups | 1765.639 195 9.055 3.575 015 *
Total 1862.744 198
Environmental Between groups 50.573 3 16.858
Within groups | 2861.065 195 14.672 | 1.149 331 //
Total 2911.638 198
Total score Between groups | 1504.880 3 501.627
Within groups | 16636.758 | 195 85.317 | 5.880 .001 *
Total 18141.638 | 198

* = significant at 0.05

/I = not significant

Table 4.5 show that there was statistically significant differences at 0.05 in quality of life

related to age of martyrs' wives in the following dimensions; physical (F = 4.027 and P
value = 0.008), social relations (F = 5.594 and P value = 0.001), psychological (F = 3.575
and P value = 0.015) and the total score (F = 5.880 and P value = 0.001). differences were

not significant in the environment dimension.

To find out the direction of these differences, the researcher performed Post hoc Scheffe

test. The results are illustrated in tables 4.6 and 4.7.

54




Table (4.6): Mean Scores for QOL and Age

QOL subscales Age group N Mean

less than 30 78 16.576

Physical 30-40 69 16.391
41 -50 38 14.947

51-60 14 17.357

less than 30 78 16.666

Social relations 30-40 69 15.956
41 -50 38 13.657

51 -60 14 15.000

less than 30 78 17.000

psychological 30-40 69 17.289
41 -50 38 15.394

51 -60 14 17.214

less than 30 78 16.192

Environmental 30 — 40 69 15.362
41 -50 38 14.894

51-60 14 15.428

less than 30 78 66.435

Total score 30-40 69 65.000
41 -50 38 58.894

51 -60 14 65.000

Table (4.7): Mean Differences in QOL Related to Age

QOL subscales Age groups Mean difference P value
Physical (less than 30) — (41 — 50) 1.629 0.032 *
(less than 30) — (41 — 50) 3.008 0.001 *

Social relations
(30 — 40) — (41 - 50) 2.298 0.032 *
Psychological (30 - 40) — (41 - 50) 1.895 0.023 *
(less than 30) — (41 — 50) 7.541 0.001 *

Total score

(30 — 40) — (41 - 50) 6.105 0.015 *

* = significant at 0.05
From table 4.6 and 4.7 the results show that:
- Martyrs' wives who are less than 30 years old have a better Physical status (m =
16.576) compared to those aged between 41 — 50 years (m = 14.947), mean

difference = 1.629 and P-value = 0 .032.
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Martyrs' wives who are less than 30 years old have a better social relations (m =
16.666) compared to those aged between 41 — 50 years (m = 13.675), mean
difference = 3.008 and P value = 0.001.

Martyrs' wives aged between 30 — 40 have a better social relations (m = 15.956)
compared to those aged between 41 — 50 years (m = 13.675), mean difference =
2.298 and P value = 0.032.

Martyrs' wives aged between 30 — 40 have a better psychological status (m = 17.289)

compared to those aged between 41 — 50 years (m = 15.394), mean difference

1.895 and P value = 0.023.

- Martyrs' wives aged less than 30 years and those aged between 30 — 40 years (m

66.435 and 65.000) have a better quality of life compared to those aged between 41 —

50 years.

4.2.3 Quality of life and number of marital years

To answer the question "Are there significant differences in quality of life among martyrs'

wives related to number of marital years?", the researcher performed One-way ANOVA

test. The results are illustrated in table 4.8.

Table (4.8): QOL and number of marital years

. . Sum of Mean .
QOL dimensions Category Squares df Square F Sig.

Physical Between groups 62.143 3 20.714
Within groups 1503.786 195 7.712 2.686 .048 *
Total 1565.930 198

Social relations Between groups 195.328 3 65.109
Within groups 2866.018 195 14.698 4.430 .005 *
Total 3061.347 198

Psychological Between groups 53.246 3 17.749
Within groups 1809.498 195 9.279 1.913 129171
Total 1862.744 198

Environmental Between groups 95.556 3 31.852
Within groups 2816.082 195 14.441 2.206 .089//
Total 2911.638 198

Total scores Between groups 1436.333 3 478.778
Within groups 16705.305 195 85.668 5.589 .001 *
Total 18141.638 198
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* = significant at 0.05 /I = not significant

From table 4.8, the results show that there are statistically significant differences at 0.05
related to number of marital years in physical dimension, social relations and the total
scores of the scale.

To find the direction of these differences, the researcher performed Post Hoc Scheffe test.
The results are illustrated in tables 4.9 and 4.10.

Table (4.9): Mean scores for QOL and marital years

QOL dimensions Marry years N Mean

1-5 57 17.087

Physical 610 48 15.791
11-15 40 16.275

16 and more 54 15.777

1-5 57 16.894

. . 610 48 15.708
Social relations 1115 20 16.050
16 and more 54 14.277

1-5 57 17.473

. 6-10 48 16.875
Psychological 11-15 40 16.750
16 and more 54 16.092

1-5 57 16.578

Environmental 610 48 15458
11-15 40 15.550

16 and more 54 14.740

1-5 57 68.035

Total score 6-10 48 63.833
11-15 40 64.625

16 and more 54 60.888

Table (4.10): Mean differences in QOL related to marital years

QOL subscales Marry years difference | Mean difference P value
Social (1 -5) — (16 and more) 2.616 0.006 *
Total score (1 -5) — (16 and more) 7.146 0.001 *

* = significant at 0.05

From table 4.9 and 4.10, the results show that:
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- Martyrs' wives who were married for 1 — 5 years have a better social relations (m =
16.894) compared to those married for 16 years and more (m = 14.277), mean
difference = 2.616 and P-value = 0 .006.

- Martyrs' wives who were married for 1 — 5 years have generally better quality of life
(m = 68.035) compared to those married for 16 years and more (m = 60.888), mean

difference = 7.146 and P-value = 0 .001.

4.2.4 Quality of life and number of children

To answer the question "Are there significant differences in quality of life among martyrs'
wives related to number of children?", the researcher performed One-way ANOVA test.
The results are illustrated in table 4.11.

Table (4.11): QOL and number of children

Sum of Mean .
QOL subscales Category Squares df Square F Sig.

Between groups 78.123 3 26.041

Physical Within groups 1487.807 195 7.630 3413 | .019~*
Total 1565.930 198
Between groups | 214.539 3 71.513

Social relations Within groups 2846.808 195 14599 | 4.898 | .003 *
Total 3061.347 198
Between groups 99.556 3 33.185

Psychological Within groups 1763.187 195 9.042 3.670 | .013*
Total 1862.744 198
Between groups 56.104 3 18.701

Environmental Within groups 2855.534 195 14.644 | 1.277 | .2831//
Total 2911.638 198
Between groups | 1545.167 3 515.056

Total score Within groups 16596.471 | 195 85.110 | 6.052 | .001~*
Total 18141.638 | 198

* = significant at 0.05 /I = not significant

From table 4.10, the results show that there are significant differences at 0.05 in QOL

related to number of children among martyrs' wives in physical, social relations,
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psychological dimensions and the total score of the scale, but there are no significant
differences in the environmental dimension.

To find the direction of these differences, the researcher performed Post Hoc Scheffe test.
The results are illustrated in table 4.12 and 4.13.

Table (4.12): Mean scores for QOL and number of children

QOL dimensions No. of children N Mean

no children 78 16.410

Physical 1-3 76 16.763
y 4-6 31 15.129

7 and more 14 15.142

no children 78 16.717

) ) 1-3 76 15.723
Social relations 16 31 14.290
7 and more 14 13.428

no children 78 17.307

] 1-3 76 17.013
Psychological 16 31 15.935
7 and more 14 14.857

no children 78 16.038

. 1-3 76 15.684
Environmental 16 31 14.935
7 and more 14 14.214

no children 78 66.474

1-3 76 65.184

Total score 16 31 60.290
7 and more 14 57.642

Table (4.13): Mean differences in QOL related to number of children

QOL subscale No. of children difference | Mean difference P value
Physical 1-3)-(4-96) 1.634 .056 //
Social relations (no'children) —(4-6) 2.427 .035*

(no children) — (7 and more) 3.289 032 *
Psychological (no children) — (7 and more) 2.450 .052 /1
Total score (no'children) —(4-6) 6.184 021 *

(no children) — (7 and more) 8.831 014 *
* = significant at 0.05 /I = not significant

From table 4.12 and 4.13, the results show that:
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- Martyrs' wives who have 1 — 3 children have a better physical status (m = 16.763)
compared to those who have 4 — 6 children (m = 15.129), mean difference = 1.634
and P value = 0.056.

- Martyrs' wives who have no children have a better social relations (m = 16.717)
compared to those who have 4 — 6 children (m = 14.290), mean difference = 2.427
and P value = 0.035.

- Martyrs' wives who have no children have a better social relations (m = 16.717)
compared to those who have 7 and more children (m = 13.428), mean difference =
3.289 and P value = 0.032.

- Martyrs' wives who have no children have a better psychological status (m = 17.307)

compared to those who have 7 and more children (m = 14.857), mean difference

2.450 and P value = 0.052.

- Martyrs' wives who have no children have generally better quality of life (m

66.474) compared to those who have 4 — 6 children (m = 60.290), mean difference

6.184 and P value = 0.021.

- Martyrs' wives who have no children have generally better quality of life (m
66.474) compared to those who have 7 and more children (m = 57.642), mean

difference = 8.831 and P value = 0.014.

4.2.5 Quality of life and education level
To answer the question "Are there significant differences in quality of life among martyrs'
wives related to educational level?”, the researcher performed One Way ANOVA test. The

results are illustrated in table 4.14.
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Table (4.14): Differences in QOL related to education level

Sum of Mean .
QOL subscales Category Squares df Square F Sig.
Physical Between groups 28.270 2 14.135
Within groups 1537.660 196 7.845 1.802 168 //
Total 1565.930 198
Social relations Between groups 21.802 2 10.901
Within groups 3039.544 196 15.508 .703 496 //
Total 3061.347 198
Psychological Between groups 85.146 2 42.573
Within groups 1777.597 196 9.069 4.694 .010 *
Total 1862.744 198
Environmental Between groups 37.986 2 18.993
Within groups 2873.652 196 14.661 1.295 276 11
Total 2911.638 198
Total score Between groups 533.919 2 266.960
Within groups 17607.719 196 89.835 2.972 .054 /1
Total 18141.638 198

* = significant at 0.05 /I = not significant

From table 4.14, the results show that there are no significant differences related to
education level in physical, social relations, environmental dimensions and total score of
the scale. Differences were significant in psychological dimension as F = 4.694 and P
value = 0.010.

To find the direction of these differences, the researcher performed Post Hoc Scheffe test.
The results are illustrated in table 4.15 and 4.16.

Table (4.15): Mean scores for QOL and level of education

QOL subscales Education level N Mean

Basic 48 16.458

Physical secondary 91 15.857
university 60 16.700

Basic 48 15.229

Social relations secondary 91 15.725
university 60 16.133

Basic 48 16.166

Psychological secondary 91 16.505
university 60 17.783

Basic 48 15.270

Environmental secondary 91 15.340
university 60 16.266

Basic 48 63.125

Total score secondary 91 63.428
university 60 66.883
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Table (4.16): Mean differences in QOL related to education level

QOL subscales Education level Mean difference P value
] (university) — (basic) 1.616 023 *

Psychological —
(university) — (secondary) 1.277 041 *

* = significant at 0.05

Table 4.15 and 4.16 show that martyrs' wives who have university education have a better

psychological status (m = 17.783) compared to those who have basic education (m =

16.166) and those who have secondary education (m = 16.505).

4.2.6 Quality of life and housing

To answer the question "Are there significant differences in quality of life among martyrs'

wives related to housing?", the researcher performed One Way ANOVA test. The results

are illustrated in table 4.17.

Table (4.17): Differences in QOL related to housing

Sum of Mean i
QOL subscales Category Squares df Square F Sig.
Physical Between groups 22.280 2 11.140
Within groups 1543.650 196 7.876 1.414 | 246/
Total 1565.930 198
Social relations Between groups 90.029 2 45.014
Within groups 2971.318 196 15.160 | 2.969 | .054//
Total 3061.347 198
Psychological Between groups 12.619 2 6.310
Within groups 1850.124 196 9.439 | .668 514 /]
Total 1862.744 | 198
Environmental Between groups 36.851 2 18.426
Within groups 2874.787 196 14.667 |1.256 |.287//
Total 2911.638 198
Total score Between groups | 174.034 2 87.017
Within groups 17967.605 | 196 91.671 | .949 .389//
Total 18141.638 | 198

/I = not significant

Table 4.17 show that there are no statistically significant differences in all dimensions and

total score of QOL scale related to type of housing among martyrs' wives.
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4.2.7 Quality of life and income

To answer the question "Are there significant differences in quality of life among martyrs'

wives related to income?”, the researcher performed One-way ANOVA test. The results

are illustrated in table 4.18.

Table (4.18): Differences in QOL related to income

Sum of Mean :
QOL Squares df Square F Sig.
Physical Between groups 29.126 2 14.563
Within groups 1536.804 196 7.841 1.857 | .159//
Total 1565.930 198
Social relations Between groups 35.814 2 17.907
Within groups 3025.533 196 15.436 | 1.160 | .316//
Total 3061.347 198
Psychological Between groups 4.099 2 2.049
Within groups 1858.645 196 9.483 |.216 .806 //
Total 1862.744 198
Environmental Between groups | 105.567 2 52.783
Within groups 2806.071 196 14,317 | 3.687 |.027 *
Total 2911.638 198
Total score Between groups | 471.170 2 235.585
Within groups 17670.468 | 196 90.155 | 2.613 |.076//
Total 18141.638 | 198

* = significant at 0.05

/I = not significant

Table 4.18 show that there are no significant differences related to monthly income in

physical, social relations, psychological dimensions and also in the total score of QOL

scale. Differences were significant only in the environmental dimension.

To find the direction of these differences, the researcher performed Post hoc Scheffe test.

The results are illustrated in table 4.19
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Table (4.19): Mean scores for QOL and income

QOL subscales Income IS N Mean

Less than 1500 145 16.172

Physical 1500 — 3000 46 16.195
More than 3000 8 18.125

Less than 1500 145 15.482

Social relations 1500 — 3000 46 16.282
More than 3000 8 17.000

Less than 1500 145 16.724

Psychological 1500 — 3000 46 17.065
More than 3000 8 16.875

Less than 1500 145 15.193

Environmental 1500 — 3000 46 16.478
More than 3000 8 18.000

Less than 1500 145 63.572

Total score 1500 — 3000 46 66.021
More than 3000 8 70.000

Table 4.19, show that differences in QOL between different groups of income were not
statistically significant, although there were mathematical differences.

This result means that different levels of income did not make differences in QOL among
martyrs' wives. QOL could be affected by other factors including age, social support and

family support.

4.2.8 Quality of life and work
To answer the question "Are there significant differences in quality of life among martyrs'
wives related to work?", the researcher performed independent sample t-test. The results

are illustrated in table 4.20.
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Table (4.20): Differences in QOL related to work

QOL subscales Work N Mean Devisaition t P
Physical L%S 12727 12232 ;gég 1155 | 2491/
Social relations \[(\|eos 12727 ﬁégg ggg; 4.516 .000 *
Psychological Lff’ 12727 12552 éggg 4072 | .000*
Environmental YN%S 12727 igggg ggi? 3.307 .001 *
Total score YN%S 12727 gg‘;’g‘;’ ;gzg 4.925 .000 *

* = significant at 0.05

From table 4.20, the results show that:

There are no statistical significant differences in physical status between martyrs' wives
who are working (m = 16.909) and those who are not working (m = 16.175), t value =
1.155 and P value = 0.249.

Martyrs' wives who are working have a better social relations (m = 19.136) compared
to those who are not working (m = 15.305), t value = 4.516 and P value = 0.000.
Martyrs' wives who are working have a better psychological status (m = 19.227)
compared to those who are not working (m = 16.508), t value = 4.072 and P value =
0.000.

Martyrs' wives who are working have a better environmental conditions (m= 18.090)
compared to those who are not working (m = 15.293), t value = 3.307 and P value =
0.001.

Martyrs' wives who are working have generally better quality of life (m = 73.363)
compared to those who are not working (m = 63.282), t value = 4.925 and P value =

0.000.
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4.2.9 Quality of life and second marriage

To answer the question "Are there differences in QOL between martyrs' wives who
married again and those who did not marry?", the researcher performed independent
sample t-test. The results are illustrated in table 4.21.

Table (4.21): Differences in QOL related to second marriage

Second S.
QOL subscales ) N Mean o t P
marriage Deviation
) Yes 43 15.814 2.937
Physical -1.166 24511

No 156 16.378 2.773

Yes 43 16.837 4.029
Social relations 2.106 .036 *
No 156 15.423 3.862

) Yes 43 17.604 2.664
Psychological 2.124 037 *
No 156 | 16.589 3.141

Yes 43 16.395 3.133
Environmental 1.536 126 //
No 156 15.384 3.987

Yes 43 66.651 7.831
Total score 2.004 .048 *
No 156 63.775 0.931

* = significant at 0.05 /I = not significant
Table 4.21 show that:

- There are no statistical significant differences in physical status and environmental
conditions between martyrs' wives who married again and those who did not marry
again.

- Martyrs' wives who married again have a better social relations (m = 16.837) and
those who did not marry again (m = 15.423), t value = 2.106 and P value = 0.036.

- Martyrs' wives who married again have a better psychological status (m = 17.604)
and those who did not marry again (m = 16.589), t value = 2.124 and P value =

0.037.
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- Martyrs' wives who married again have generally better quality of life (m = 66.651)
and those who did not marry again (m = 63.775), t value = 2.004 and P value =

0.048.

4.2.10 Mental health

To answer the question "What would be the mental health status among martyrs' wives
after the CLO", the researcher calculated frequency and weighted percent. The results are
illustrated in table 4.22.

Table (4.22): Mental health among study participants

Scale frequency %
Aaron Beck Depression Inventory

no depression (0-9) 19 9.54
mild depression (10 - 15) 23 11.55
moderate depression (16 — 23) 62 31.15
severe depression (24 — 36) 80 40.20
very severe depression (37 and more) 15 7.53
Total 199 100.0

Taylor Anxiety scale
very mild anxiety (0 - 16) 32 4.02
mild anxiety (17 -19) 29 3.01
moderate anxiety (20 — 24) 80 13.06
above moderate anxiety (25— 29) 41 42.21
severe anxiety (30 - 34) 11 25.12
very severe anxiety (35 -50) 6 12.56
Total 199 100.0

Davidson PTSD scale
no stress (0-12) 5 2.51
mild symptoms (13 -24) 39 19.59
moderate symptoms (25 — 39) 110 55.27
severe symptoms (40 and more) 45 22.61
Total 199 100.0

From table 4.22, the results show that:
- Regarding depression, 9.54% of martyrs' wives do not have depression, 11.55%
have mild depression, 31.15% have moderate depression, 40.20% have severe

depression and 7.53% have very severe depression.
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- Regarding anxiety, 4.02% of martyrs' wives have very mild anxiety, 3.01% have

mild anxiety, 13.06% have moderate anxiety, 42.21% have above moderate anxiety,

25.12% have severe anxiety and 12.56% have very severe anxiety.

- Regarding PTSD, 2.51% of martyrs' wives do not have stress symptoms, 19.59%

have mild symptoms, 55.27% have moderate symptoms and 22.61% have severe

symptoms.

4.2.11 Mental health and age

To find the answer for the question "Are there significant differences in mental health

related to age?", the researcher performed One-way ANOVA test. The results are

illustrated in table 4.23.

Table (4.23): Differences in mental health related to age

Sum of Mean .
Mental health scales Category s df Square F Sig.
qguares
Between groups 35.809 3 11.936
Depression Within groups 20301.739 195 104.111 115 951 //
Total 20337.548 198
Between groups 224.583 3 74.861
Anxiety Within groups 6278.010 195 32.195 2.325 076 //
Total 6502.593 198
Between groups 121.617 3 40.539
PTSD Within groups 21043.750 195 107.917 376 a7/
Total 21165.367 198
Table (4.24): Mean scores of mental health in relation to age
Mental health scales Age in years N Mean
Less than 30 78 23.179
Depression 3040 69 23.000
41 - 50 38 23.552
51 — 60 14 21.714
Less than 30 78 20.859
Anxiety 3040 69 22.956
41 - 50 38 22.078
51 - 60 14 24.071
Less than 30 78 31.551
3040 69 31.710
PTSD 41-50 38 33.052
51-60 14 29.785
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Table 4.23 and 4.24 show that there are no significant differences in depression, anxiety

and PTSD between martyrs' wives in relation to their age.

4.2.12 Mental health and number of marital years

To answer the question "Are there significant differences in mental health related to

marital years?", the researcher performed One-way ANOVA test. The results are illustrated

in table 4.25.

Table (4.25): Differences in mental health related to number of marital years

Mental health sum of Mean
scales Category Squares df Square F Sig.

Between groups | 275.203 3 91.734

Depression Within groups 20062.344 | 195 | 102.884 | .892 446 1/
Total 20337.548 | 198
Between groups | 116.012 3 38.671

Anxiety Within groups 6386.581 195 32.752 | 1.181 | .318//
Total 6502.593 198
Between groups | 453.757 3 151.252

PTSD Within groups 20711.610 | 195 | 106.213 | 1.424 | .237//
Total 21165.367 | 198

/I = not significant

Table (4.26): Mean scores of mental health in relation to marital years

Mental health scales

Marital years N Mean

1-5 57 21.754

Depression 610 48 23.979
11-15 40 22.100

16 and more 54 24.425

1-5 57 21.508

Anxiety 610 48 21.145
11-15 40 22.625

16 and more 54 22.981

1-5 57 29.421

610 48 33.083

PTSD 11-15 20 32.300
16 and more 54 32.685
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Table 4.25 and 4.26 show that there are no significant differences in depression, anxiety

and PTSD between martyrs' wives in relation to number of marital years.

4.2.13 Mental health and number of children

To find the answer for the question "Are there significant differences in mental health

related to number of children?”, the researcher performed One-way ANOVA test. The

results are illustrated in table 4.27 and 4.28.

Table (4.27): Mental health and number of children

Mean
Men;c?elllzsalth Category 8332:;: df Square F Sig.

Between groups | 171.887 3 57.296

Depression Within groups 20165.660 | 195 | 103.414 | .554 .646 //
Total 20337.548 | 198
Between groups 31.251 3 10.417

Anxiety Within groups 6471.342 195 33.186 314 .815//
Total 6502.593 198
Between groups | 688.793 3 229.598

PTSD Within groups 20476.573 | 195 | 105.008 | 2.186 | .091//
Total 21165.367 | 198

/I = not significant

Table (4.28): Mean scores of mental health in relation to number of children

Mental health scales Number of N Mean
children

No children 78 22.012

Depression 1-3 76 23.802

4-6 31 24.225

7 and more 14 22.642

No children 78 21.576

Anxiety 1-3 76 22.223

4-6 31 22.548

7 and more 14 22.571

No children 78 29.859

1-3 76 32.697

PTSD 1-6 31 34.935

7 and more 14 30.357

Table 4.27 and 4.28 show that there are no significant differences in depression, anxiety

and PTSD between martyrs' wives in relation to number of children.
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4.2.14 Mental health and level of education

To find the answer for the question "Are there significant differences in mental health

related to level of education?”, the researcher performed One-way ANOVA test. The

results are illustrated in table 4.29.

Table (4.29): Differences in mental health related to level of education

Sum of Mean .
Mental health scales Category s df Square F Sig.
qguares
Between groups 1156.668 3 578.334
Depression Within groups 19180.880 195 97.862 5.910 .003 *
Total 20337.548 198
Between groups 108.749 3 54.375
Anxiety Within groups 6393.844 195 32.622 1.667 192 //
Total 6502.593 198
Between groups 145.720 3 72.860
PTSD Within groups 21019.647 195 107.243 679 .508 //
Total 21165.367 198

Table 4.29 show that there were statistically significant differences at 0.05 in depression

related to level of education. Differences were not significant in anxiety and PTSD.

To find the direction of these differences, the researcher performed Post hoc Scheffe test.

The results are illustrated in table 4.30 and 4.31.

Table (4.30): Mean scores of mental health in relation to level of education

Mental health scales Level of N Mean
education

Basic 48 24.750

Depression Secondary 91 24.626

University 60 19.416

Basic 48 22.645

Anxiety Secondary 91 21.241

University 60 22.783

Basic 48 31.458

PTSD Secondary 91 32.648

University 60 30.683

Table (4.31): Mean differences in mental health related to education level

Mental health scales Education level Mean difference P value
) (basic) — (university) 5.333 022 *

Depression e
(secondary) — (university) 5.209 .008 *

Table 4.30 and 4.31 show that:

71




Martyrs' wives who have basic education have a higher level of depression (m =
24.750) compared to those who have university education (m = 19.416), mean
difference = 5.333 and P value = 0.022.

Martyrs' wives who have secondary education have a higher level of depression (m =
24.626) compared to those who have university education (m = 19.416), mean

difference = 5.209 and P value = 0.0.

4.2.15 Mental health and housing

To answer the question "Are there significant differences in mental health related to

housing?”, the researcher performed One-way ANOVA test. The results are illustrated in

table 4.32.

Table (4.32): Differences in Mental Health Related to Housing

Sum of Mean .
Mental health scales | Category S df Square F Sig.
quares
Between groups | 320.987 2 160.49
Depression Within groups 20016.56 195 102.12 | 1.572 | .210 //
Total 20337.54 198
Between groups 511.77 3 255.88
Anxiety Within groups 5990.82 195 30.56 8.372 | .000 *
Total 6502.59 198
Between groups 754.73 3 377.36
PTSD Within groups 20410.63 195 104.13 | 3.624 | .028 *
Total 21165.36 198
* = significant at 0.05 /I = not significant

From table 4.32, the results show that:

There are no significant differences in depression among martyrs' wives related to
housing (F = 1.572 and P-value = .210).
There are statistically significant differences at 0.05 in anxiety among martyrs' wives

related to housing (F = 8.372 and P-value = 0.000).

72



- There are statistically significant differences at 0.05 in PTSD among martyrs' wives

related to housing (F = 3.624 and P-value =.028).

To find the direction of differences in anxiety and PTSD, the researcher performed Post

Hoc Scheffe test. The results are illustrated in table 4.33 and 4.34.

Table (4.33): Differences in mean scores related to housing

Mental health scales Housing N Mean
Independent 98 21.846

Depression with wife family 40 23.675
with husband family 61 24.688

Independent 98 23.316

Anxiety with wife family 40 19.075
with husband family 61 21.950

Independent 98 30.224

PTSD with wife family 40 35.375
with husband family 61 31.885

Table (4.34): Mean differences in mental health related to housing

] Mean
Mental health scale Housing ) P value
difference
) (independent) — (with wife family) 4.241 .000 *
Anxiety i i _ i
(with husband family) — (with wife family) 2.875 .040 *
PTSD (with wife family) — (independent) 5.150 .029 *

From table 4.33 and 4.34, the results show that:

- Martyrs' wives who live in an independent house have a higher level of anxiety (m =

23.316) compared to those live with their family in the same house (m = 19.075),

mean difference = 4.241 and P value = 0.000.

- Martyrs' wives who live with their husband house have a higher level of anxiety (m =

21.950) compared to those live with their family in the same house (m = 19.075),

mean difference = 2.875 and P value = 0.040.
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- Martyrs' wives who live with their family in the same house have a higher level of

PTSD (m = 35.375) compared to those who live in an independent house (m =

30.224), mean difference = 5.150 and P value = 0.029.

4.2.16 Mental health and income

To answer the question "Are there significant differences in mental health related to

income?", the researcher performed One-way ANOVA test. The results are illustrated in

table 4.35..

Table (4.35): Differences in mental health related to income

Mean
Men;cg{lﬂl;l:alth Category 8332:;: df Square F Sig.
Between groups 541.09 2 270.55
Depression Within groups 19796.44 196 101.00 | 2.679 | .071 //
Total 20337.54 198
Between groups 67.14 2 33.57
Anxiety Within groups 6435.45 196 32.83 1.022 | .362 /I
Total 6502.59 198
Between groups 476.31 2 238.15
PTSD Within groups 20689.05 196 105.55 | 2.256 | .107 //
Total 21165.36 198

/I = not significant

The results show that there are no significant differences in depression, anxiety and PTSD

related to income among martyrs' wives related to income..

4.2.17 Mental health and work

To answer the question "Are there significant differences in mental health related to

work?", the researcher performed independent sample t-test. The results are illustrated in

table 4.36.
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Table (4.36): Differences in mental health related to work

Mental health scales Work N Mean Devisétion t P

Depression L%S 12727 %2225 193552212 2390 | 018 *
Anxiety Lff’ 12727 ggigg g:gg; 1185 | .238 /f
PTSD No 7 T 32080 [ somy | L1092 | 276/

* = significant at 0.05 /I = not significant
From table 4.36, the results show that:
- Martyrs' wives who are not working have a higher level of depression (m = 23.683)
compared to those who are working (m = 18.272), t value = - 2.390 and P value =
0.018.

- There are no significant differences in anxiety and PTSD between martyrs' wives

who are working and those who are not working.

4.2.18 Mental health and second marriage

To answer the question "How would second marriage affect mental health of martyrs'
wives?", the researcher performed independent sample t-test. The results are illustrated
below.

Table (4.37): Differences in mental health related to second marriage

Second S.
Mental health scales ) N Mean o t P
marriage Deviation
Yes 43 24.232 10.451
Depression .838 403 /1
No 156 22.769 10.057
Yes 43 20.302 5.325
Anxiety -2.276 024 *
No 156 22.525 5.761
Yes 43 33.325 11.072
PTSD 1.116 .266 //
No 156 31.339 10.122

* = significant at 0.05

/I = not significant
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From table 4.37, the results show that:

- There are no significant differences in depression and PTSD between martyrs' wives

who married again and those who did not marry again.

- Martyrs' wives who married again have lower level of anxiety (m =

compared to those who did not marry again (m = 22.525), t value = - 2.276 and P

value = 0.024.

4.2.19 Relationship between quality of life and mental health

To answer the question "Is there a relationship between quality of life and mental health

among martyrs' wives after CLO?", the researcher performed Pearson correlation test. The

results are shown in table 4.38.

Table (4.38): Relationship between QOL and mental health

QOL dimensions Depression | Anxiety | PTSD
) R -.050 -.203 -.096
Physical
S 4811/ .004 ** 7711
_ _ R -.145 101 -.148
Social relations
S 041 * 155 // 037 *
) R =177 -.046 -.115
Psychological
S 013 * 520 /1 105 //
) R -.358 -.321 -.402
Environmental
S .000 ** .000 ** | .000 **
R =274 -.245 -.287
Total score
S .000 ** .000 ** | .000 **

** = significant at 0.01

From table 4.38, the results show that:

- There is statistically significant negative relationship at 0.01 between QOL and

depression (r = - 0.274). This result indicates that as QOL decrease, depression level

increase.
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- There is statistically significant negative relationship at 0.01 between QOL and
anxiety (r = - .245). This result indicates that as QOL decrease, anxiety level
increase.

- There is statically significant negative relationship at 0.01 between QOL and PTSD (r
=-.287). This result indicates that as QOL decrease, PTSD increase.

The above results indicated that there is a negative relationship between quality of life and
mental health status (depression, anxiety and PTSD). This result means that as quality of

life decrease, mental disorders will increase.

4.3 Discussion

Quality of life

The results of the study showed that the majority of martyrs' wives evaluated their quality
of life in general as poor to moderate. The traumatic experience of losing the husband
could be the cause. This result agreed with study results of Araya (2007) which showed

that the effects of trauma reduced quality of life directly.

Also, the results showed that physical and psychological trauma resulted from war usually
affect general health and wellbeing of those experienced the war. These results agreed with
a study conducted in the US after the second Gulf War (GW) 1990 — 1991, showed that
GW-deployed veterans reported lower functional health status compared to general US
population norms. Within the group of GW-deployed veterans, several current medical and
psychological conditions predictive of lower physical functioning levels were identified
(Proctor, et al., 2001).

The results indicated that generally martyrs' wives have moderate quality of life and that all
domains of life — physical, social relations, psychological and environmental - were

affected by the trauma of war. This result agreed with the results of a study conducted in
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Croatia which showed that war affects self-perceived health, physical ability, and
emotional and mental health of the entire population affected by war (Banaszak, et al.,
2002). Another study showed that Korean War veterans reported significantly lower
percentage life satisfaction and quality of life scores on WHOQOL-Bref domains,
compared with similarly aged men (lIkin, et al: 2009). Another study examined the HRQL
of military personnel deployed to the Gulf War compared with those not deployed. Non-
deployed participants reported excellent health more often than deployed participants (31%
vs. 21%, p < 0.01). Deployed veterans reported poorer HRQL even after the adjustment for
other risk factors (Voelker, et al., 2002). Another study included 126 Croatian women with
status of either wife of war veteran suffering from PTSD, wife who lost her husband in war
circumstances or wife of war veteran with physical disabilities resulting from war
activities. Results indicated that assumed intensity of secondary trauma is not associated
with quality of life. Namely, the highest level of satisfaction was found in wives of the
most seriously affected invalids of war, followed by the wives of deceased soldiers, while
the lowest quality of life results were found in wives of veterans suffering from PTSD
(Zdjelarevi¢, et al., 2011). In another study conducted in Poland, twenty-one per cent
described their physical health and seven per cent their emotional health as poor (Evert,

2007).

The results indicated that generally younger martyrs' wives less than 40 years old have a
better quality of life compared to older ones. Also, generally martyrs' wives who were
married for 1 — 5 years have a better quality of life compared to those who are married for
16 years and more. These results are supported by the fact that among those martyrs' wives
who married again, 93.0% of them were less than 40 years old and 83.72% were married

for less than 10 years.

78



The results indicated that martyrs' wives who have smaller number of children have a
better quality of life compared to those who have more children. This result could be
attributed to the fact that big families with many children need more resources to meet life

demands and expenses.

These results indicated that martyrs' wives who have university education are
psychologically satisfied compared to those with lower level of education. This result is
considered a logic result as higher level of education give the person status and will

increase the chance for the woman to find a job which will help in meeting family needs.

Martyrs' wives who live in an independent house or living with her family or her husband's
family have equal status of quality of life. This result could be logic because martyrs'
wives usually get support from their families and from community institutions. On the

other hand, martyrs' families will not be left a lone regardless of their place of residency.

The results indicated that martyrs' wives who are working have a better social relations,
psychological status, environmental conditions and generally better quality of life
compared to those who are not working. This result could be logic as employed women
will have consistent monthly salary which will enable her to meet the daily needs of her

children without relying on the financial support from charity organizations.

The above results indicated that martyrs' wives who married again after the death of their
husband have better quality of life compared to those who did not marry again. This result
could be attributed to the fact that those who married again will feel more secured and safe

and receive support from their second husband.
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Mental health

The study results revealed that mental health status was affected negatively as a result of
the trauma of war and loss of husband as 47.73% of martyrs' wives have severe to very
severe depression, 79.89% have above moderate to very severe anxiety and 77.88%
experiences moderate to severe symptoms of PTSD. This result agreed with a study
conducted in Gaza which reported that exposure to trauma was significantly associated
with PTSD intrusion symptoms (Thabet, et al., 2008). Another study indicated that among
the consequences of war, the impact on the mental health of the civilian population is
significant and there was a definite increase in the incidence and prevalence of mental
disorders. Women are more affected than men (Murthy and Lakshminarayana, 2006).
Another study conducted in Bosnia found that women who experienced the trauma of war
had significantly higher prevalence of PTSD compared to women who did not experience
the trauma of war, the number of traumatic events experienced during the war was
positively associated with postwar stressful events. Postwar stressful events contributed
both to the number and intensity of PTSD symptoms and all general psychological
symptoms (Klaric, 2007). Another study conducted to examine trauma, poverty and mental
health among Somali and Rwandese refugees as a result of armed conflict showed that
32% of the Rwandese and 48.1% of the Somali refugees were found to suffer from PTSD,
and mental health consequences of conflict remain long after the events are over (Onyut,
2009). Another study conducted in Lebanon showed that exposure to war traumatic events
increased the risk for developing mental disorders (Karam, et al., 2008). Another study
conducted in Gaza showed that subjects reported a mean number of 7.7 + 2.21 traumatic
events, mean PTSD items were 50.45 and 54.4% of participants had symptoms of potential
clinical significance of PTSD, 26.5% of subjects reported severe to a very severe anxiety

(Thabet, et al., 2009).
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The results showed that there were no significant differences in depression, anxiety and
PTSD between martyrs' wives in relation to their age. This result disagree with the results
of a study conducted in Yugoslavia which showed that older age was associated with

higher rates of PTSD (Priebe, 2009).

Also, the results indicated that martyrs wives with lower level of education (basic and
secondary) have a higher level of depression compared to those with university education.
This result could be attributed to the fact that martyrs' wives who have university education
have better chance to find a job that may help them in meeting life demands and as a
consequence decrease level of depression. This result is supported by the finding that
among martyrs' wives who are working, 77% of them have a university degree. This result
agreed with the results of a study conducted in Yugoslavia which showed that lower

education, was associated with higher rates of PTSD (Priebe, 2009).

The results showed that martyrs' wives who live with their families in the same house have
a lower level of anxiety compared to those who live in an independent house or live with
their husband family. On the other hand, those who live in an independent house have a
lower level of PTSD compared to those who live with their family in the same house. In an
interview survey conducted in Gaza, some martyrs' who live with their families
complained of many restrictions including refusal to continue their university education,
controlling their money and prohibited to go out without permission from their brothers or

parents (Women's Affairs Center — Gaza, 2005).
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The results indicated that there was a negative relationship between quality of life and
mental health status (depression, anxiety and PTSD). This result means that as quality of
life decrease, mental disorders will increase. These results are supported by a study
conducted in Ethiopia which reported that mental distress mediated the effects of trauma in
reducing the quality of life and some trauma also reduced quality of life directly (Araya, et
al., 2007). Another study reported that combat experience, more war-related traumatic
events and current PTSD were all associated with lower QOL (Stefan, et al., 2009).
Another study examined PTSD and functioning and QOL outcomes revealed that suffering
associated with combat related-PTSD extends beyond the signs and symptoms of the
disorder to broader areas of functional and social morbidity and diminished quality of life
(Zatzick, et al., 1997). Another study conducted in Serbia showed that persons in whom
some stress related disorders were diagnosed had a lower quality of life (Colovic, 2009).
The results of another study indicated that subjects who are suffering from chronic PTSD
have a lower subjective perception of their quality of life (Bravo-Mehmedbasi¢, 2010).
Another study conducted in Bosnia revealed a strong negative relationship between quality

of life and PTSD manifestations (Bransteter, 2010).
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Chapter five
Conclusion and Recommendations
5.1 Conclusion
The CLO against Gaza on December 2008 left about 1400 martyrs, thousands of injured
and disabled individuals. The vast majority of causalities were civilians, adding to that
the mass destruction of infrastructure and demolishing of houses and lands. The loss of
beloved persons leaves emotional and mental disturbances, which may affect the
function of the affected ones in the community.
This study examined the quality of life and mental health among martyrs' wives after the
CLO in relation to some variables including age, marital years, number of children, work
and level of education.
These results of this study revealed that the majority of martyrs' wives (87%) believed that
their overall quality of life was generally poor to moderate and about (79%) of them were
not satisfied or have little to moderate satisfaction with their general health.
The results also indicated that generally martyrs' wives have moderate level of quality of
life and when comparing quality of life in relation to demographic variables, level of
quality of life was higher among younger age martyrs' wives, those who were married for 1
— 5 years, those who do not have children, those who are working / employed and those
who married again.
The results indicated that the trauma of war and loss of husband have negative impact on
mental health as 47.73% of martyrs' wives have severe to very severe depression, 79.89%
have above moderate to very severe anxiety and 77.88% experiences moderate to severe
symptoms of PTSD. There were no differences in mental health status in relation to age,
marital years, number of children and income. Martyrs' wives with lower level of

education have a higher level of depression. Those who were living in an independent
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house or living with their husband family have a higher level of anxiety compared to those
who live with their own family. Those who were working / employed have a lower level of
depression and those who married again have a lower level of anxiety.

Generally, the results indicated that there was negative relationship between quality of life
and mental health (depression, anxiety, PTSD).

These result raised the need to pay attention toward martyrs' wives and their families to

continue their life and enabling them to face the challenges with dignity.

84



5.2 Recommendations

In the light of the study results, the researcher recommends the following:

Establishing programs for regular assessment of mental health status of martyrs'

wives and offer interventions to enable them to cope with their current status.

- The need to increase social support from community institutions, governmental and
nongovernmental to enable the affected women to cope with the trauma of losing
their husbands.

- Establishing vocational training programs to enable the martyrs' wives to work and
earn adequate income to meet the life demands.

- The Palestinian National Authority should consider the martyrs' wives in
employment schedules and finding suitable jobs for them.

- The ministry of social affairs should adopt martyrs' wives and their families and

provide them with adequate financial support to meet life demands.

5.3 Suggestions for further research
- Conduct longitudinal studies to examine long term effects of loss on martyrs' wives
- Study the long term impact of war on different target groups
- Study the quality of life and mental health among Palestinian prisoners' wives, who are

in jail for many years.
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Annex (1)
Quality of Life Scale (QOL)
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Annex (2)
Aaron Beck Depression Inventory
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Annex (3)
Taylor Anxiety Scale
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Annex (4)

Davidson PTSD Scale
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Helsinki Committee

7/6/2010 g,

Name: B, any ales : Y
I would like to inform you that the committee PRl e il 38 aall oL ke eSS
has discussed your application about: ~Hilges
Quality of life and mental health of martyrs
wives after war on Gaza.

In its meeting on June 2010 . I |
2010 6 el samaiall Lgiuds 8 sliy

and decided the Following:- y

To approve the above mention research study. el aameaLs

Adle oSSl @l e 851

2

~~ Signature

Member 3 Member Chairperson

Conditions:- :
*» Valid for 2 years from the date of approval to start.
¢+ It is necessary to notify the committee in any change in the admitted study protocol.
** The committee appreciate receiving one copy of your final research when it.is
completed.
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Annex (10): Response of study participants on QOL scale

Response of study participants on physical domain

Physical domain Not | Little | Moderate | Much | Very
at all much
To which extent the pain prevent you from doing | 6.0 | 35.2 27.1 26.1 | 55
things you suppose to do
To which extent you need medical advice 12.1 | 39.7 25.6 15.6 7.0
Adequate energy for daily life 45 | 34.2 37.2 206 | 35
Satisfaction from sleeping 13.1 | 44.7 37.2 5.0 0
Satisfaction regarding ability to perform | 10.6 | 31.7 33.7 19.1 | 5.0
activities of daily living
Satisfaction regarding ability to work 16.1 | 25.1 31.7 221 | 5.0
Response of study participants on social relations domain
Social relations domain Not | Little | Moderate | Much | Very
at all much
Availability of recreational activities / leisure time | 13.6 | 50.8 26.1 9.0 0.5
Satisfaction regarding personal relationships 45 | 271 34.2 23.1 11.1
Satisfaction regarding support from friends /| 12.1 | 29.6 31.7 17.6 9.0
relatives
Satisfaction regarding availability of job / career 276 | 17.1 17.6 21.6 16.1
Communication with human rights organizations 41.2 | 33.7 14.6 6.0 4.5
Participation in social activities in the community 17.1 | 317 23.1 21.1 7.0
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Response of study participants on psychological domain

Psychological domain Not | Little | Moderate | Much | Very

at all much
To which extent you enjoy your life 23.6 |38.7 |27.6 8.5 1.5
To which extent you feel that your life has a | 10.6 | 32.2 | 35.7 156 |6.0
meaning
To which extent you are able to concentrate 45 1291 |422 171 |70
Acceptance of body image / appearance 85 [20.6 |30.7 4.5 5.0
Frequency of negative feelings 80 |[186 |22.1 382 |13.1
Feeling that people you lived with do not treat | 24.1 | 36.7 | 18.6 131 |75
you well

Response of study participants on environment domain
Environmental domain Not | Little | Moderate | Much | Very
at all much

Safety feeling 156 | 37.2 28.1 15.6 3.5
Safe and healthy of surrounding environment 55 | 38.2 41.7 101 | 45
Adequacy of money to meet life demands 14.6 | 45.2 30.7 4.5 5.0
Satisfaction regarding your home conditions 23.6 | 27.1 27.1 18.1 4.0
Satisfaction regarding health services offered to you 6.0 | 35.7 34.2 21.1 3.0
Satisfaction regarding movement / transport 15.1 | 30.2 33.7 17.1 4.0
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