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Abstract

Aim of the study: the study aims at exploring the effects of recurrent wars trauma on
devel oping PTSD and anxiety disorders amor
relation with some other socaemographic factors such as the numbesiloings, sex

and family income. Descriptive analytic, cross sectional design was used.

Methods: the researcher used Gaza traumatic events checklist, UCLA PTSD reactions
index parents form, and Spence anxiety scales for parents of preschool childedh as
as a socia@lemographic status form.

Sample consisted of: 399 mothers of preschool children who are attending
kindergartensin the five governorates of Gaza Strip aged fréryezrs old.

Results: the researcher found that 26.6% of preschool childnenexposed to severe
traumatic events, 46.6% to moderate traumatic events and 26.8% to mild traumatic
events. The prevalence of PTSD after more than 6 months of being exposed to war
traumatic events was 6%.

The study found that PTSD scores were higher gnabrildren whose age was 5 than
among the two other age groups.

The mean of anxiety disorders among preschool children was 49.8 %, this result is not
only related to exposure to war traumatic events, as other factors could play a role in
developing anxietyisorders such as the different parenting styles, abuse, culture, and
parents mental health problems.

Specific phobia constituted the highest prevalence followed by generalized anxiety and
separation anxiety. The results showed that there was signiioar@ation between
trauma and total PTSD and anxiety results, As well a significant correlation between
PTSD results and anxiety results, meaning that the more the preschooler was exposed to
war traumatic events, the more likely that he will suffer fromSP and anxiety
symptoms, In addition children suffering from PTSD are more likely to suffer from
anxiety disorders.

The study did not find any differences in males and females results in relation to trauma,
PTSD or anxiety.

Recommendations: further resegla@s should involve the psychiatric assessment of
primary care givers in parallel with that of children in order to understand the impacts of
family and social support on developing PTSD and anxiety problems in preschool
children in Gaza strip, in additiomore indepth studies measuring the effect of the
number of traumatic events, as well as the severity of exposure to different types of war
related trauma should be conducted instead of only depending on the counting of the
traumatic events that preschadiildren experienced for determining the severity of
traumatic events.
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Chapter 1

1. Introduction

1.1 Overview and Background

Since 1948, Palestinians have suffered from the repeated episodes of war and conflict
which have occurred approximately every seven to ten yg@arBalestinians live under
severe conditions with the sense that every nine years there is a war or an Intifada
(uprising), compounded with a continued sense of oppression caused by the occupation
(Altawil, et al. 2008).

In the last seven years peophng in Gaza were exposed to three recurrent wars; the
first one was on December 2008 which lasted 23 days, the second one started on
November 2012 and lasted for 8 days, and the last one stared on Julgn2Othéted

for 51days.

On 7 July 2014, a humaarian emergency was declaredtire Gaza Stripinvolving

intense Israeli aerial and navy bombaesht and. Israeli aggressiahe-escalated
following an operended ceasefire which entered into force on 26 August. The scale of
destruction, devastatio and displacement during the 5#ays of conflict was
unprecedented in Gaza, since at least the start of the Israeli occupation in 1967. The
humanitaian impact of this aggressionoomes against a backdrop of heightened
vulnerability and instability in Gazé€OCHA, 2014).

There is no doubt that these offendes/e too many devastating effects causing
physical, emotional and psychological problems on people living in Gaza Strip
including children. War traumatic events affected Palestinians normal daily life and it

has a negative impact on Palestinians wellbeing in all ages especially children. Those
traumatic events lead to mental health problems such as anxiety, depression, post
traumatic stress disorder, and attention deficit disorder (Thabet et al., 2004).

Traumaover whel ms the personds ego capacitie
(Herman, 1992). Fundamental assumptions about the safety of the world and trust in

the relationships are undermined as the individual struggles to assimilate this

experience (Herman992).



Children who experience severe early trauma often develop a foreshortened sense of
the future. They come to expect that life will be dangerous, that they may not survive,
and as a result, they give up hope and expectations for themselves thahteich

future (Terr, 1992).

Exposure to trauma in early childhood may cause disruptive and disorganizing effects
on early physical, cognitive, social, and emotional development. Traumatized
preschoolers often present with regulatory and satifitulties including frequent
tantrums, aggression, and noncompliance. Some young children exposed to trauma
develop symptoms consistent with a diagnosis of posttraumatic stress disorder (PTSD;
American Psychiatric Association [APA], 1994). Children mawffer from
posttraumatic stress disorder (PTSD) as well as other types of psychopathology, which
are not specific to the experience of trauma, such as general anxiety and depression
(Barenbaum, Ruchkin, & Schw&ktone, 2004). Symptoms of post trauma idelue
experiencing the traumatic event, avoidance of reminders of the event, and arousal
(Moin et al., 2007). Responses to violence and trauma may be categorized as either
selfdirected or directed toward others and can include nightmares and sleep
disturbances, regression and clinginess to caregivers, loss of concentration and learning

difficulties, fearfulness and anxiety, and aggressive behavior-&dgvartz,2008).

Previous studies have proved that there is a strong relationship between traumatic
expeiences and PTSD symptoms among-gekool children, but just a few children
have met the full diagnostic criteria of PTSD due to the old diagnostic criteria that they
relied on in diagnosing PTSD for psehool children. Previous studies had reported
high levels of internalizing and externalizing symptoms as well as PTSD symptoms of
re-experiencing, avoidance, and hyaeousal in toddlers who experienced traumatic

life events (Mongillo, Briggssowan, Ford, & Carter, 2009; Scheeringa, et al., 2003),
though they may not meet the full criteria for this diagnosis (Scheeringa, Zeanah,
Myers, & Putnam, 2003).

Early childhood trauma contributes to adverse adult outcomes as well, including
depression, posttraumatsstress disorder, substance abuse, heaidtblems (likely
related to increased stress and wear and tear on the immune system) and decreased

occupational attainment (Harris, Putnam & Fairbank, 2004).

2



The studies conducted on Palestinian children during the first Intifada showed that they
sufferedfrom depression, anxiety, and PTSD symptoms (Thabet & Vostanis, 2000;
Khamis, 1993; Gabarino & Kostelny, 1996).

This study wil/ focus on preschool childr
from trauma caused by the 2014 war on Gaza and will helpaws ka psychological

impacts on preschool children mental health by measuring PTSD and anxiety
symptoms that have been developed after being exposed to war traumatic events.

This study is conducted after more than 6 months of the ending of the 2014 war on
Gaza on 399 children recruited from kindergartens in all Gaza Strip areas and it
examines the types of traumatic events that they have been exposed to during the war

and PTSD and anxiety reactions they deped after it.

1.2 Study Problem

Due to the recurréraggressionsn Gaa strip especially the 2014 Israeli aggression on
Gaza strip,children hadbeen exposed to a large number of war related traumatic
events.This dudy attempts to identifghe effects ofwar traumatic experiences on
developingPTSD and anxiy symptomsamonga very young aggroup of population

like prestiool children aged 3 to 5 years @ld well ast@xplorethe likelihoodof this

age group to develop PTSD and anxiety disordées exposure to these war traumatic

events asameas older childremand adults.

1.3 Justification of the Study

The Gaza Strip population lives in exceptionally severe circumstances with a unique
situation around the world. This comdsea being exposed to three Israeli aggressions

in 2008, 2012 anthe 2014 offensen Gaza and its related traumatic events, which may
have severand serious effects especially on little children as they are considdredat

more vulnerable group. Felocal studies have taken the relationship between trauma
and the mental health of childrerespecially preschod children into consideration.

Most studies on the effect of political conflict involved older children and adolescents
(Zivcik, 1993; Goldstein et al, 1997; Thabet et al, 2002).



There has been limitegtsearch with prschool children, with emerging evidence that
young children are also affected by trauma, albeit expressing their distress differently
(Pfefferbaum, 1997; Gurwitch et al, 1998), particularly when exposed to political
conflict (Laor et al,1996; Zahr, 1996).

| found that very few studies have examined the effect of war trauma on this particular
age group compared to the studies that were implemented on school children and
adolescents. Despite the potentially profound impact ofrelated wlence on young

lives, the psychosocial impact of violent warlike conditions on children remains
understudied in Palestine. Research focused solely on the effect of exposure to
traumatic events on PTSD in the West Bank and Gaza-thdin, Qouta, Thabet, &I

Sarraj, 1993; Baker, 1990; Baker;Hlsseini, Arafat, & Ayyoush, 1991; Barber, 1999,
2001; Garbarino & Kostelny, 1996; Hi¥phia, 2004; Herberg & Ovensen, 1993;
Punamaki, Qouta, & El Sarraj, 1997, 2001; Khamis, 1993, 1995, 2000; Qouta,
Punamaki, & ElSarraj, 1995, 1998, 2003, 2005; Thabet & Vostanis, 1999; Thabet,
Abed, & Vostanis, 2002).

Most previous studies on anxiety showed that too many anxiety disorders have a very
early age of onset; anxiety disorders showed a steady increase over development,
starting before 5 years of age and building across the childhood and early adolesce
years (Roza et al. 2003). And frohere comes the importance of highlighting the
anxiety problems of preschoolers in Gaza especially after being exposed to these

catastrphic war events.

The DSMIV-TR field trials for PTSD clearly demonstrated that the younger the age at
which the trauma occurred, and the longer its duration, the more likely people were to
have long term problems with the regulation of anger, anxietysardal impulses

(Van der Kolk et al, 1993).

Using Diagnostic and Statistical Manual of Mental Disordelfsedition (DSMIV)
criteria, it has been estimated that about 9% to 10% of preschool children have an

anxiety disorder.



1.4Study Objectives
1.4.1General Objective:

To investigate the effeatf war traumatic experiencas developing Post traumatic

stressand anxietydisordersamong preschool children Gaza Strip.

1.4.2Specific Objectives:

1.

To recognizethe type of war traumatic eventand is severity on preschool
children in Gaza Strip.

To investigate the prevalence of PTSD and anxiety problems amorsghwel
children in Gaza strip.

To identify the relationship beten trauma and developing PTSD amtkiety
symptoms amongreschool childne in Gaza strip.

To explorethe relationship betwesanciocdemographic variables such @ex, age
and the place of resideg)and thePTSD amongreschoolers in Gaza Strip.

To deermine the relationship betwesaticdemographic &riables and anxiety
problems amongre-school children in Gaza Strip.

1.5Research questions:

1.

What are the types afar traumatic events andiseverity on prschool children
in Gaza Strip?

What is the prevalence of PTSD and anxiety problems amonrgcho®l children
in GazaStrip?

What is the relationship between war trauma thedlevdopmentPTSD symptoms
amongpreschool children in Gaza Strip?

What is tle most prevalent PTSD symptom amagmgschool children in Gaza
Strip?

What is the relationship betweexposure tovar trauma anddeveloping anxiety
problems amongre-school children in Gaza Strip?

What is the most ngvalent anxiety disorder amormgyeschool children in Gaza
Strip?

What is he relationship between PTSindthe sociedemographic variables (sex

age and nundr of siblings) ofpreschoolersn Gaza Strip?



8. What isthe relationship between anxieipdthe sociedemographic variables (sex
age and number of siblings) pfeschoolers in Gaza Strip?

9. What is the relationship betweexposure to trauma, and develgpiRTSD and
anxiety disorder among pigchool children irGaza Strip?

1.6 Definitions of variables:

Trauma

Psychological trauma is the unique individual experience @vant or enduring

conditionsi n whi ch the i ndi vi dueamoional expdrienteiist y t o
overwhelmedr the individual experiences (subjectively) a threatfeg bodily

integrity, or sanityPearlman & Saakvitne, 1995).

Posttraumatic stress disorder (PTSD)

Posttraumatic stress disordesra psychiatridisorder thatan occur following a major
traumaticevent. Characteristic symptoms includexeriencing phenomenasuch as
nightmares and recurrent distressing thoughts of theevent, avoidance and numbing of
general responsiveness such astrying not to talk about emeded of the traumatic
event, experiencingetachment andstrangement from other people andhypeisabu
symptoms including sleegisturbance, increased irritabilggd hypervigilancéBisson

& Andrew, 2009).

Anxiety

Anxiety is a generalized mood cotidn that can occur without anedtifiable

triggering stimulugOhman200Q)

Anxiety is a futureoriented mood state in which one is ready or prepared to attempt to

cope withupcoming negative even{Barlow, 2002).

Pre-school children

Preschool childremeans children who are below the age and grade level at which the

free public education is provided; and of the age or grade level at which they canbenefit
from an organized educational program provided in a school or instructional setting,

provided that gch children shall not be younger than three years of age.



1.7 Context of the study
1.7.1Gaza Strip

This study was conducted in Gaza Strip, which is a part of Palestine. Therefore, here is
some information about the demographic, socioeconomicem@viconmental context.

The entire area of historical Palestine is about 27,000 Km2, Palatine stretches from Ras
Al- Nakoura in the north to Rafah in the south. Palestine is boarded by Lebanon in the
north, the Gulf of Agaba in the south, Syria and Jordahe east and by Egypt and
Mediterranean Sea in the west. Palestine was places under British mandate, finished by
Israel establishment in 1948 in implementing the Balfour Declaration in 1917 to
providing a homeland for Jews, the result was uprooted m&stlestinian from their

cities, towns, and Villages and migrate to West bank, Gaza strip, Jordan, Lebanon,
Syria, and others countries. Now Palestine is limited to two geographically separated
area, Gaza Strip (GS), and West Bank (WB), total both aré@2@&km2, Which

represents 22% of historical Palestine area (MOH, 2006).

According to Palestinian Central Bureau of statistics (2014), the estimated number of
population in Palestinian territories is 4.6 million: 2.8 million in the West Bank and 1.8
million in Gaza Strip, 909,439 males and 880,571 females. Population density in Gaza
Strip is very high compared with the density in West Bank and the neighboring
countries. Density rate is about 4,904 inhabitants per one square kilometer in Gaza Strip,
and abat 500 inhabitants per one square kilometer in West Bank (PCBS, 2014).

1.7.2 Socieeconomic context

Gaza is an urban economy, heavily reliant on intensive trade, communication and
movement of people. The area has been essentially isolated sincen2@dtg that, in

the longer term, its economy is fundamentally unviable under present circumstances.
People of Gaza remain worse off than they were in the 1990s, despite increases in real
gross domestic product (GDP) per capita over the past three yeaed(Nations

Special Coordinator Office, 2012).

People in Gaza are complaining of a high unemployment rate;scaimmic

deprivation.

According to the | atest World Bank economi
- at 43.9 per centis now the higest in the world. Even more alarming is the situation

of youth unemployment which soared to more than 60 percent by the end of 2014.



According to the report, Gazabés GDP woul d
currently i s i flictssahd muliple eestrictionsflt@lso conkiders that n

the Israeli imposed blockade, in place since 2007, has resulted in a 50 per cent decrease

of Gazabs GDP. The report further states t
Gaza amounted to US$ 14ith a poverty rate of 39 per cent, an 11 per cent increase

from 2013.

1.7.3 Environmental context

Gaza Strip has been under an Israeli blockade for over seven years, with access and
movement of goods and people in and out of Gaza severely restrictatitenes

forced to a complete halt. Since 2006, Palestinians in Gaza face regular power cuts as
provision of electricity remains well below demand. The cuts affect private business and
homes, health services, waste water treatment plants, and schoglard kaffering as

well from overcrowding, short life expectancy, increasing infringements of their
economic, social, civil, political, security and human rights and on their freedom of
movement. Gazabs health systemegnedichler s f rc
supplies and equipment; also the water and wastewater situation in Gaza is critical
(OCHA, 2014).



1.7.4Preschool chidren in Gaza Strip

In Gaza Strip, education is offered to preschool children in kindergartens where
children ae divided into two groups; children with ages betwednygars and children
with ages less than 4 ysaAccording to Ministry of Elucation (2014) there are 477

kindergartens are distributed in all of Gaza Strip regions (north Gaza, East Gaza, West

GazaMiddle Zone, Kha-Younis, and Rafah)MOE, 2014).

Distribution of study population according to place of residence and gender

Table (1-1)

Regions Number of Number of | Number of | Number of
Kindergartens Males Females Teachers

North Gaza 85 6037 5690 439

East Gaza 70 3150 3229 319

West Gaza 66 4254 4421 337

Middle zone | 67 3623 3538 282

Khan-Younis | 60 4662 3389 250

East 50 2249 2375 196

Khan-Younis

Rafah 79 5234 4988 463

Total 477 29209 27630 2286




Chapter 2
2. Theoretical and conceptual framework and the literature review

2.1 Introduction

In this chapter the researcher will talk about theoretical framework and literature review.
The first part will present a review about the concepts of trauma, PTSD, and anxiety, by
examining he early use of these terms in research and theories that interpreted these
concepts, and factors associated with them. The second part will present the previous
studies about the three concepts trauma, PTSD, and anxiety in preschool children, and

the effects of trauma on developing PTSD and anxiety symptoms.

2.1.2 Conceptual frame work

Post
Traumatic
Stress
Disorder

Anxiety

Trauma

Figure (21) Conceptual frame work diagram.
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2.2 Definition of Trauma
DSM-IV - Trauma definition:

direct personal experience of an event that involves actual or threatened death or serious
injury, or other threat to oneds physical
death, injury, or a thredb the physical integrity of another person; or learning about
unexpected or violent death, serious harm, or threat of death or injury experienced by a
family member or other c¢close associate (C
event must involventense fear, helplessness, or horror (or in children, the response
must involve disorganized or agitated behavior) (Criterion A2).

Trauma is often the result of an overwhelming amount of stress that exceeds one's
ability to cope or integrate the emotionavalved with that suddenunexpected
experience

Children may experience Trauma as a result of a number of different circumstances,
such as: Abuse, including sexual, physical, emotional, Exposure to domestic violence,
Severe natural disaster, such as a flo@, earthquake or tornado, War or other
military actions, Abandonment, Witness to violence in the neighborhood or school
setting, including fights, drive by, shootings, and law enforcement actions, Personal
attack by another person or an animal, Kignag, Severe bullying, Medical procedure,

surgery, accident or serious illness.

11



2.2.History of trauma

The study of psychological trauma has its roots in the later part of the nineteenth century

with the work of the French neurologist Jelsiartin-Charcot. Charcot was the first
person to attempt to study and define a d
research, hysteria had been considered a disease with incoherent and incomf@ehensib
symptoms (Herman, 1992

Charcot was able toodument, in great detail, the development and characteristics of the
disease. Charcot was able to demonstrate the disease was psychological in nature. He
demonstrated his theory by artificially p
using hypnosisCharcot was unable to produce the nature of the disease and did not
offer a reasonable intervention for treatment. It was the goal of his students, including
Sigmund Freud, William James, and Pierre Janet, to research the aradup®ssible

cure for hyteria. Both Janet and Freud deduced the symptoms of hysteria were the
result of psychological trauma.

They believed the symptoms were the result of an altered state of consciousness
produced by the unbearable emotional reactions to the traumatic evaatsalked the
reaction Adissociation: sanhdudmnesuso p@He remda
Janet and Freud discovered symptoms could be alleviated if the patient was able to
verbalize the traumatic event stored in unconscious memory. Janet woluldhisal
treatment Apsychol ogi cal anal ysi so and Fr e
The work by Janet, Freud and, Freudds cou
psychotherapy. This method of treatment would allow a person to discusssthga in

a manner that would be conducive to the alleviation of the symptoms.

Psychoanalytic theory dominated the research into trauma for the later part of the
nineteenth century and the early twentiet
the irternal vicissitudes of fantasy and desire, dissociated from the reatxgger i enc e 0
(Herman, 199p . Freud based most of his research
lives. Freud found a correlation between sexually abuse women and hysterical hehavio
Freud later recanted his study of hysterics in women reporting the women were not
sexually abused. He reported the patients
recantation was the turning point away from the study of hysteria and trauma as
as®ciated with the unconscious. After the death of Charcot and the recantation of
Freudodos wor k, the study of psychol ogi cal
Charles Myers, a British psychologist, was one of the first to examine soldiers who

12



suffered froowh at he hteéed mesdhofctk 0). ( Her man, 1992
This nervous disorder was thought to be the result of the concussive effects of exploding
shells. It was later discovered that soldiers, who did not see combat, would suffer the
same nervous condition, as ditetsoldiers in combat. The prolonged exposure to war
and the aftermath produced hysterical symptoms in men similar to the symptoms
reported in women by Charcot and Freud. The diagnosis of combat neurosis was not
viewed as being fAihonorabl eo.

Traditionalistsquestioned the moral integrity of the soldier and questioned whether to
treat a soldier with this disorder. Traditionalists viewed the soldier afflicted with combat
neurosis as a coward and an infetiman being (Herman, 1994 ewis Yealland, a

British Psychiatrist, held on to the beliefs of the Traditionalists. Yealland used a method,
which included threats, punishment, and shame. If a soldier presented with mutism due
to the effets of the psychological traumagalland would apply electric shocks ttoe
soldierés throat until the soldier spoke.
soldier to a chair while yelling patriotic jargon for hours. The Traditionalist view
continued its form of treatment until W.H.R Rivers, a physician, offeredra manane
treatment based on psychoanalytic principles. His work with a young officer, Siegfried
Sassoon, demonstrated the humane approach to treatment could help the soldier return
combat without the hysterical sgces bubans. Ri
few years after World War |, the interest in combat neurosis faded. Abram Kardiner, an
American psychiatrist schooled in Vienna, began his research of combat neurosis in the
19206s. Kardinerfirst attempt ealgticpomtodevel o
view on combat neurosis. He eventually abandoned the theory and replaced it with a
framework based on the research of Janet. In 1941, Kardiner published his second book,
The Traumatic Neuroses of War, which eventually gave way to his ¢genefd of the

modern famework of traumatic syndromes (Herman, 199@jng World War I,
Kardiner joined another American Psychiatrist, Herbert Spiegel, to revise his text and
begin treatment based on the wok of Rivers. Kardiner and Spiegel found stadiers
suffering from the loss of attachment to their fighting unit. The treatment would then
have to be relatively close to the battlefront and include recreation of the traumatic event
through hypnosis. This formed of treatment proved effective, but Kerdind Spiegel
warned military psychiatrist the effects of treatment would not be permanent due to the
lasting effects of trauma on the mind. This treatment style stayed in practice until the

end of World War | when, once agathe study of trauma woulidde (Herman, 1992).
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The Vietnam War would be the next reappearance in the interest of combat neurosis by

two American psychiatrists, Robert Lifton a@haim Shatad e vel oped d@Arap ¢
for combat veterans suffering from the psychological trauma of wdr antiwar

senti ment . These fArap groupso offered the
and raise awareness about the&l of war (Herman, 1992. By the 19700s,
groupso spread across the nat i egmre$earchci ng
into the effects of combat exposure to soldiers. It was also during this time, the feminist
movement began to raise awareness about the everyday violence in the sexual and
domestic lives of women. Woman suffered the same effects of combasisein their

civilian lives. The effects of rape, sexual abuse, and sexual violence were more
prevalent in women than the trauma of war on men. Freud touched on this sexual issue
before his recantation several decades prior to the feminist movement.

In 1980, the American Psychiatric Association developed the category of posttraumatic
stress disorders. This category was based on the work of Kardiner. It included the
traumatic symptoms suffered by all effected by trauma. This category of disorders gave

rise to the challenge of treating such disorders. The theories of crisis and crisis
intervention began to take form amidst the newly found appreciation for traumatic

stress.

2.2.ZEarly childhood trauma

Early childhood trauma generally refers to the traumealiperiences that occur to

children aged 16 . Because infantsdo and young chil
from ol der childrenods, and because they m
threatening or dangerous events, many people assumeotitaj gge protects children

from the impact of traumatic experiences. Young children are affected by traumatic
events, even though they may not understand what happened.

A growing body of research ha&stablished that young children even infamisy be

affected by events that threaten their safety or the safety of their parents/caregivers, and
their symptoms have been well documented. These traumas can estitte of

intentional violencesuch as child physical or sgal abuse, or domestic violenoethe

result of natural disaster, accidents, or war. Young children also may experience
traumatic stress in response to painful medical procedures or the sudden loss of a

parent/caregiver (Nation&lhild Traumatic Stress NetworR010).
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2.2.3The biology of earlytrauma

Trauma is an external factor that clearly appears to change brain chemistry and probably
structure. For xample, Perry and colleagues (199%@ve considered how traumatic
Astateso become fAtraits. o Perrylshesmndde s cr |
to a threat along two pathways. One isthesweli o wn A f i ght or f 1l i ght
Perry calls the arousal continuum, whereby a progression of biochemical reactions result

in increased cortisol (as well as otherrmmgoorly understood phemna).The other

pathway Perry describes is the dissociative continuum, whereby there are gaps in the
stream of consciousness. Endogenous opiates and activation of the parasympathetic
nervous system | ead to the fAfrdcmoxemenor sur
and decreased attention. With repeated activation, the arousal pathways can make a
child with anxiety or trauma appear to have attention deficit hyperactivity disorder
(ADHD), while older children with the more dissociative aspects may appdaavio

not only attention problems but also learning disabilities, memorylgns) and

behavior problems.(Perry et al,199%)hildren with PTSD can certainly manifest a
combination of arousal and dissociation, and any given child may demonstrate different
types of reactions to a given trauma. Physical pain, along with the nature of the trauma,
may also modify thee manifestations of PTSIR.should be noted that dissociation and
dissociative disorders per se are closely related to psychic trauma andloakeokeat

as both a neurobiological reaction and a psychological defense
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2.2 .4Theories of trauma

2.2.4.1 Evolutionds | egacy

It is impossible to fully understand human behavior and the human response to trauma
without grasping key insights abiothe way our evolution has affected us. The
fightdrAlight response described below is a part of our mammalian heritage, and
continues to profoundly impact, at a physiological level, our response to all stresses,
even those caused by our sophisticataiias@nvironments. We are born with a number

of innate emotions that are also part of our mammalian heritage and that produce
patterned and predictable responses in all of our organs, including our brain. This means
that overwhelming emotions can do damégeur bodies as well as our psyches. As a
species we survived largely because we developed as social animals for mutual
protection and this social nature of human beings is grounded in our need to attach to
other human beings from cradle to grave. Ckiddwho suffer disrupted attachments
may suffer from damage to all of their developmental systems, including their brains
and we are particularly Buited to having the people we are attached to also be the
people who are violating us. Our very complexaibs and powerful memories
distinguish us as the most intelligent of all animals, and yet as we will see, it is this very
intelligence that leaves us vulnerable to the effects of trauma such as flashbacks, body
memories, podraumatic nightmares and bel@al reenactments.

Human brains function best when they are adequately stimulated but simultaneously
protected from overwhelming stress. This explains our need for order, for safety, for

adequate protection (Terr, 1992

2.2.4.2 The figh#®r4light response

We are animals and like other animals, we are biologically equipped to protect ourselves
from harm as best we can. The basic internal protective mechanism is called the
fightdr4lightreaction. Whenever we perceive that we are in danger our bodiks a
massive response that affects all of our organ systems. This change in every area of
basic function is so dramatic that in many ways, we are not the same people when we
are terrified as when we are calm.

Each episode of danger connects to evergrogipisode of danger in our minds, so that

the more danger we are exposed to, the more sensitive we are to danger. With each

experience of figlrAlight, our mind forms a network of connections that get triggered
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with every new threatening experiencecHildren are exposed to danger repeatedly,
their bodies become unusually sensitive so that even minor threats can trigger off this
sequence of physical, emotional, and cognitive responses. They can do nothing to
control this reactiorZit is a biological,builtdn response, a protective device that only
goes wrong if we are exposed to too much danger and too little protection in childhood
or as adults. The real nature of the fighn&light response means that if we hope to help
traumatized people, then wmust create safe environments to help counteract the

longderm effects of chronic stress (Seligman, 1992).

2.2.4.3 Learned helplessness

If a person is able to master the situation of danger by successfully running away,
winning the fight or getting helghe risk of longerm physical changes are lessened.

But in many situations considered to be traumatic, the victim is helpless and it is this
helplessness that is such a problem for human beings. As a species, we cannot tolerate
helplessnessZ it goes agmst our instinct for survival. We know from animal
experi ments, t hat hel pl essness can cause
and escape from danger so that once the animal becomes accustomed to trauma, it fails

to try and escape fromdangehTs has been called Al earned

Apparently, there are detrimental changes in the basic neurochemistry that allows the
animal to selnotivate out of dangerous situations. Change only occurs when the
experimenter actively intervenes and puli® tanimal out of the cage. At first, the

animal runs back in, but after sufficient trials, it finally catches on and learns how to
escape from the terror once again. The ar
they remain vulnerable to stress. Ashaoman experience, animals show individual
variation in their responses. Some ani mal
hel pl essnesso and others are very vulnera
can learn to be helpless too, that if a persoisubjected to a sufficient number of
experiences teaching him or her that nothing they do will affect the outcome, people

give up trying. This means that interventions designed to help people overcome
traumatizing experiences must focus on mastery angdoeerment while avoiding

further experiences of helplessness (Seligman, 1992).
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2.2.4.4 Loss of fvol ume control o

The experience of overwhelming terror destabilizes our internal system of aZtisal
internal Avol ume cont r over@ll odriemdtiong, éspeciallywe n o
fear. Usually, we respond to a stimulus based on the level of threat that the stimulus
represents. People who have been traumat:i
They tend to stay irritable, jumpy, and on edibjstead of being able to adjust their

Avol ume control 6, the pPexfsfoon siwsi trcehd,u cleads it
over the amount of arousal they experience to any stimulus, even one as unthreatening

as a crying child.

Children are born withonly an obrdff switch. Gradually, over the course of
devel opment and with the responsive and g
develops the ability to modulate the level of arousal based on the importance or
relevance of the stimulus. This part of the reason why the capacity of adults to soothe
frightened children is so essential to their development. They cannot soothe themselves
until they have been soothed by adults. Children who are exposed to repeated
experiences of overwhelming ar@alislo not have the kind of safety and protection that
they need for normal brain development. They may never develop normal modulation of
arousal. As a result they are chronically irritable, angry, unable to manage aggression,
impulsive, and anxious. Childni and the adults they becoriievho experience this

level of anxiety will understandably do anything they can to establish some level of
selisoothing and seffontrol. Under such circumstances, people frequently turn to
substances, like drugs or alcghar behaviors like sex or eating or even engagement in
violence, all of which help them toalm down, at least temporarilyBlaming and
punishment is thus counterproductive to the goals that we hope to athiesy just

tend to make things worse (Alfibet al., 1988).
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2.2.4.55ummary of theories

Traumatization occurs when both internal and external resources are inadequate to cope
with external threafThe way we think, the way we learn, the way we remember things,
the way we feel about ourselvéise way we feel about other people, and the way we

make sense of the world are all profoundly altered by traumatic emperie

-Fight or flight responsebiological mechanism to protect from hakappens whenever

the person perceives that henglanger Each episode of danger connects tergwther
episode in the mind, the more danger the peesgo®£d to the more sensitive he will

beto danger

-Learned helplessnessn traumatic situations, the victim is helplesRepeated
helplessness changes tha&sic neurochemistry that allows the personstifmotivate

out of dangerous situatis. Intervention must focus on empowerment while avoiding
future experiences of helplessness

-Loss of volume controlpeoplerespond to stimulus based o tireat thastimulus

presents. Trauma destabilizes itiemal system of arouséali . e. t he dAvol ume
that peoplenormally have over themotions, especially fear.Instead, traumatized
peopl e have onl.$ubstamce fise (@rugs,falcotsaxseting,and h
selfharm) tocalm and control internal statesaiming and punishment for destructive

coping mechanisms is countesgductive.
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2.3PostTraumatic Stress Disorder

The essential features of Posttraumatic Stress Disorder isdekelopment of
characteristic symptoms following exposure to an extreme traumatic stressor involving
direct personal experience of an event that involves actual or threatened death or serious
injury, or other threat to one's physical integrity; or witnegsan event that involves
death, injury, or a threat to another person; or learning about unexpected or violent
death, serious harm, or threat of death or injury experienced by a family member or
other close associate (Criterion Al). The person's resgonge event must involve
intense fear, helplessness, or horror (or in children, the response must involve
disorganized or agitated behavior) (Criterion A2). The characteristic symptoms resulting
from the exposure to the extreme trauma include persisteexperiencing of the
traumatic event (Criterion B), persistent avoidance of stimuli associated with the trauma
and numbing of general responsiveness (Criterion C), and persistent symptoms of
increased arousal (Criterion D). The full symptom picture megirbsent for more than

1 month (Criterion E), and the disturbance must cause clinically significant distress or
impairment in social, occupational, or other important areas of fumietjCriterion
F)(American Psychiatric Associatic994)

2.3.1Simple versus complex postraumatic stress disorder

Experiencing traumatic events can lead to a person developing simple or complex post
traumatic stress disorder (PTSD). Recent acute traumatic events or past single traumatic
events are most likely to lead tonglle PTSD. Longerm chronic abuse including
sexual abuse can lead to complex PTSD. Complex PTSD is more difficult to treat and
can involve more compl ex, psychosoci al

healthy, trusting relationships (Herma®92).
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2.3.2Brief History and Prevalence of PTSD in Children
The origin of PTSD has a rather long history dating back to the 1800s (Drell, Siegel, &

Gaensbauer, 1993; Terr, 1991) ; however, m
responsestor aumati c events, not childrenés.
PTSD was first described as fishell shocko

resulted in a dishonorable discharge from the army. In terms of children, early
grourdwork was laid by Anna Freudyho looked at traumtized war orphans; Rene
Spitz, wh o described Afhospi thaheaglectad in i n cf
institutions; and David Levy, who published a landmark study in 1945 on psychic
traumas conneetl with childhood surgeriédore recently, Lenore Terr hagsoduced a

strong body of work, including a study of 26 youngsters who were kmhthand

buried in CaliforniaShe also looked at what happened to memories of early trauma in
20 youngsters who had suffered psychic traumas before age 5. This lattewagidy
noteworthy in that these children had forensic evidence suppoingpecific trauma
histories.In 1993, the first book chapter about posttraumatic reactions in children from
birth to age 3 was published.

Early literatur e taumatichevehtslcorelndédstharaelsigppveonlds e st
be unaffected by the trauma if the caretaker remained calm and unaffected by the events
(Drell et al., 1993). This belief continued until researchers shifted their attention to
studying how children responded traumatic events in the 1970s. Terr (1991)
previously summarized several of these studies with each demonstrating that children
respond to traumatic events in a predictable manner that is independent of the responses
of their caretakers.

Since this timenumerous clinical studies have been conducted examining the effects of
various types btrauma on children, includingatural disasters (Bradbum, 1991; Earls,
Smith, Reich, & Jungl988; Pynoos et al., 1993)ar (Nader, Pynoos, Fairbanksl-A

Ajeel, & Al-Asfour, 1993);sexual abuse (DeBellis, Lefter, Trickett, & Putnam, 1994;
Wolfe, Gentile, & Wolfe, 1989)witnessing violent behavior on anothergmn (Pynoos

& Nader, 1988);serious lifethreatening iliness (Stuber, Nader, YasuBgnoos, &

Cohen, 1991)andcommunity violence (Nader, Pynoos, Fairbanks, & Frederick, 1990;
Pynoos et al., 1987). Controversial evidence has been presented in these studies in
relationship to the prevalence of PTSD in children who experience trauma. One study
reported a prevalee rate as high as 94% (Pynoos et al., 1987), whereas another
specified a considerably lower prevalence rate of 16% (Stuber et al., 1991). Earls et al.
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(1988) cited the 253 lifetime prevalence of PTSD occurring in children as 62.5%. To
date, however, therare no true epidemiological data concerning PTSD in children
(Perry, 1994; Terr, 1991).

One reason for extreme differences in the reported prevalence rates may be the type of
trauma being reported. Those studies involving violence tended to have higher
prevalence rates of over 90% (Pynoos et al., 1987; Pynoos & Nader, 1988); the lower
prevalence rate was reported in the study ofthfeatenig illnesses (Stuber et al.
1991). Another reason for different prevalence rates may be due to the diagnostic
criteria being used. The DSM, for example, has been shown to be more liberal in its
diagnosing of PTSD than the DSM-R. Schwarz and Kowalski (1991b) looked at the
prevalence rate of PTSD after a school shooting using both thelD$Nteria and the
DSM-III-R criteria. Under the DSMII criteria, 91 % of students experienced PTSD,
whereas the DSMII -R criteria only classified 50% of the students with PTSD. Many of
the earlier studies that indicated higher prevalence rates used th¢lID3ikéria.

DSM-IV Diagnostic criteria for PTSD included a history of exposure to a traumatic
event and symptoms from each of three symptom clusters: intrusive recollections,
avoidant/numbing symptoms, and hyagousal symptoms. A fifth criterion concerned
duration of gmptoms; and, a sixth criterion stipulated that PTSD symptoms must cause

significant distress or functional impairment.

2.3.3 Dagnostic criteria for defining PTSD in children
PTSD made its first appearance in the D8I depicting characteristicymptoms
following a psychologically traumatic event that is generally outside the range of human
experience. The characteristic symptoms involvexgeriencing the traumatic event;
numbing of responsiveness to, or reduced involvement with, the exteoridl and a
variety of autonomic, dysphoric, or cognitive symptoms (American FRatyich
Association, 1980 The DSMIII stated that the disorder can occur at any age, including
during childhood (American Psyietric Association, 1980 Since that time, tgntion
has been given to developing interview protocols that can make accurate diagnostic
assessments of PTSD in both adults and children using the DSM criteria (e.g., Earls et
al., 1988, cited in McNally, 1996). The measures covered in this articleaaes lon
definitions from the DSM, as well as empirical studies.
Although the DSMIII criteria has been demonstrated to be adequate for diagnosing
children with PTSD in clinical studies (Nader et 4090; Pynoos et al., 1987; Saigh,

22



1989), this criteria@ceived much criticism for being too general and for its lack of
detail for how children respond to traumatic events (Schwarz &edfski, 1991a,
1991H.The DSMIII-R provides clinical descriptions of symptoms that children with
PTSD may display.

Some of tle symptoms include the following: (a) reliving the traumatic event through
repetitive play representing the theme of the trauma; (b) losing interest in activities may
be expressed in the loss of recently learned developmental 254 skills; (c) acquiring a
bdief that future life goals will not be attainable; (d) developing omen formation the
skill to predict future ilfated events; and (e) exhibiting psychological and physical
symptoms, such as separation anxiety and stomachaches (American Psychiatric
Assocation, 1987; Brett, Spitzer, & Williams, 1988; Schwarz & Kowalski, 1991a).

The DSMIV (American Psychiatric Association, 1994) diagnostic criteria for PTSD
have relatively few significant changes from the D8MR. Appendix A presents a
summary of the DSMV diagnostic criteria for PTSD. One of the more significant
changes was revising the definition of the stressor to include how one may respond with
intense fear, helplessness, or horror (American Psychiatric Association, 1994, p. 428).
Instead of helplesess, children may display disorganized or agitated behavior. In terms
of chil dr en6s -1¥ eohlanger hoghlights tobseof nEv8yMearned skills
under diminished activities in the avoidance criterion.

Although the DSMIV provides symptoms chasteristic of children, one group of
professionals believed this nosological system has not fully addressed the symptoms of
children from birth to age 3, and thus created the Diagnostic Classification of Mental
Health and Developmental Disorders of Infanayd Early Childhood (Diagnostic
Classification: @3) (National Center for Clinical Infant Programs, 1994). Appendix B
provides the diagnostic criteria for PTSD according to the Diagnostic Classification: 0
3. The unique aspect of this classification systerthat each symptom is specifically
related to the ages from birth to 3 (e.g., difficulty going to sleep, evidenced by strong
bedtime protest or trouble falling asleeyo formal empirical studies have been
conducted of this nosological system; howev&sme preliminary work has been
completed about the usefulness of the symptomatology (Gaensbauer, 1996; Zeanah &
Scheeringa, 1996). As a result, this system should complement the\D&Ml other

classification systems when working with young children.
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2.3.4Theories of PTSD
2.3.4.Psychological processes and PTSD
2.3.4.1.Memory and PTSD

In PTSD, a number of changes in memory functioriiag been identified that are
comparable with studies of depressed patients: There tends to be a bias toward enhanced
recall of traumaelated material and difficulties in retrieving autobiographical
memories of specific incidents (Buckley, Blanchard, & N&DOO0). More specific to

PTSD is a contradictory pattern of recall related to the traumatic material itself, similar

to that found in studies of emotion and memory in nonclinical samples: In some studies,

high levels of emotion are associated with moredvand longlasting memories (e.g.,

Brown & Kulik, 1977; Conway et al., 1994; Pillemer, 1998; Rubin & Kozin, 1984),

while in others, they are associated with memories that are vague, lacking in detail, and
error prone (e.g., Koss, Figueredo, Bell, Tha&mi,romp, 1996; Kuehn, 1974; Loftus

& Burns, 1982). The DSMV (American Psychiatric Association, 1994) describes

PTSD as characterized both by highquency, distressingnd intrusivememories and

by amnesia for the details of the event. Consistent thith are clinical studies and
observations reporting that confusion and forgetting are as typical of trauma memories

as is vivid, lasting recall (Herman, 1992; Terr, 1990; van der Kolk & Fisler, 1995).
More systematic studi es naly experencédetraumatic me mi
events confirm that recall tends to improve over the first few weeks (Mechanic, Resick,

& Griffin, 1998), that their content may change (Schwarz, Kowalski, & McNally, 1993;
Southwick, Morgan, Nicolaou, & Charney, 1997), and thay tend to be disorganized

and contain gaps (Foa, Molnar, & Cashman, 1995; Harvey & Bryant, 18p98he

ot her notable feature of memory in PTSD i s
the trauma. Compared to normal autobiographical memasghldacks are dominated by

sensory detail such as vivid visual images and may include sonddgler sensations.

However, these images and sensations are typically disjointed and fragmentary.
OO0Relivingddo of t hese memtoersénsesftimessuchehdtl ect
the traumatic events seem to be happening in the present rather than (as in the case of
ordinary memories) belonging to the past. Reliving episodes also do not seem to occur

as a result of a deliberate search of memory, lutraggered involuntarily by specific

reminders that relate in some way to the circumstances of the trauma, such as the sound

of a police siren or the smell of smoke, or particular thoughts or images relating to the
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event. Although flashbacks are routinetiescribed by clinicians and researchers
working with traumatized victims (e.g., Bremner, Krystal, Southwick, & Charney, 1995;
Ehlers & Clark, 2000; Janet, 1904), there has been relatively little research to back up
the many informal observations aboutitheature. In one of the first systematic studies,
Reynolds and Brewin (1998) interviewed matched groups of patients suffering from
PTSD or depression, as well as nonclinical controls, and asked them to describe the
image or thought related to a stressfuént that was most frequently coming to mind.
Flashbacks, either on their own or in combination with other images and thoughts, were
reported as the most frequent intrusive cognition by 43% of the PTSD patients, 9% of
the depressed patients, and none hif honpatients. This supports the claim that
flashbacks are a distinctive feature of PTSD. More recent research has started to look at
other memory processes that are relevant to PTSD. For example, individual differences
in working memory capacity (i.ethe ability to hold and manipulate material in focal
attention) appear to be related to the ability to prevent unwanted material from intruding
and negatively affecting task performance. Healthy individuals with greater working
memory capacity are better suppressing unwanted thoughts when instructed to do so
under experimental conditions, whether these thoughts are neutral (Brewin & Beaton,
2002) or obsessional (Brewin & Smart, 2002) in nature. These findings may help to
explain why low intelligence, whh is strongly related to working memory capacity, is

a risk factor for PTSD (Brewin, Andrews, & Valentine, 2000). Given the demands of
psychological therapy, low levels of working memory capacity may also predict a less

successful outcome in therapy.
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2.3.4.1.Zomorbidity, ADHD and PTSD

Studies of attention in PTSD have recently been reviewed by Buckley et al. (2000), who
divided the literature into studies of automatic and strategic processing. Two studies
have suggested that there is atentional bias operating very early in processing, as
shown by slowed color naming following subliminal presentation of trauma words on a
Stroop test (Harvey, Bryant, & Rapee, 1996) and speeded reaction time to trauma words
in a dot probe paradigm (Brya& Harvey, 1997). However, comparable results were
not obtained using an auditory recognition task with Vietham veterans (Trandel &
McNally, 1987). Thus, strong conclusions cannot be drawn, and further evidence is
needed concerning automatic processimgcontrast, Buckley et al. argued that the
evidence for attentional bias is clearer in studies targetingreosgnition processes,

for example using Stroop tasks with supraliminal presentation times (Bryant & Harvey,
1995; Foa, Feske, Murdock, Kozak, &cMarthy, 1991; McNally, Kaspi, Rieman&

Zeitlin, 1996)While attentional bias is clearly important in PTSD, the research does not
provide evidence that the effects are unique to PTSD. Rather than using the above
paradigms, tasks which look at sustainétérdgion and repeated exposure to threat
stimuli may be more relevant to cognitive and exposure treatments which require
patients to attend and process their trauma memories for an extended period of time.
They may also be more ecologically valid in termg patientsd daily
vigilance in environments rich in threat cues. However, the available evidence on
whether PTSD is associated with deficits in sustained attention is inconsistent
(Vasterling et al., 2002; Yehuda et al., 1995).
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2.3.4.1.3Dissociation and PTSD

06Di ssociation6d has someti mes been defin
what we think of as the relatively continuous, interrelated processes of perceiving the
world around us, remembering the past, or having @lesiilentity that links our past

with our future (Spiegel & Cardenéa, 1991
under stress, for example, being reported by 96% of soldiers undergoing survival
training (Morgan et al., 2001). Dissociative symptoms ncostmonly encountered in
trauma include emotional numbi ngof-badey @ al i
experiences. They are related to the severity of the trauma, fear of death, and feeling
helpless (Holman & Silver, 1998; Morris, Kaysen, & ResRB)0; Reynolds & Brewin,

1999). It has been suggested that such reactions reflect a defensive response related to

i mmobilization (66freezingdéd6) in ani mal s (
In contrast to fighit flight reactions, in which hearate normally increases, dissociation

has been linked to a decrease in heart rate (Griffin, Resick, & Mechanic, 1997). When
these symptoms occur in the course of a traumatic experience, they are referred to as
Opemiaumati c di s s ocipespective stddiesAhlave bhssessed- pers e v e |
traumatic dissociation shortly after a trauma and found it to be a good predictor of later
PTSD (Ehlers, Mayou, & Bryant, 1998; Engelhard, van den Hout, Kindt, Arntz, &
Schouten, 2003; Holeva & Tarrier, 2001; Koopm@tassen, & Spiegel, 1994; Murray,

Ehlers, & Mayou, 2002; Shalev, Peri, Canetti, & Schreiber, 1996; Ursano et al., 1999).
Laboratory studies with healthy participants have confirmed that dissociation during
exposure to a trauma film is associated with iacrease in subsequent intrusive
memories of the film (Holmes, Brewin, & Hennessy, 2002). In contrast, the presence of
dissociative symptoms occurring after rather than during the trauma is not so
consistently associated with risk for later PTSD (Brewing#&ws, Rose, & Kirk, 1999;

Harvey & Bryant, 1998, 1999b).
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2.3.4.1.4Cognitivei affective reactions and PTSD

A requirement of the PTSD diagnosis according to DISMAmerican Psychiatric
Association, 1994) is to experience intense fear, helplessmebsrror at the time of

the trauma. Consistent with this, there is a strong relationship between each of these
specific reactions in victims of violent crime and the risk of PTSD 6 months later
(Brewin, Andrews, & Rose, 2000). Of those victims who dat go on to develop
PTSD, 44% repoed at leasbne of these reactions at an intense level, compared to 89%
of those who did go on to develop PTSD. However, consistent with other studies, a
small number of victims who would have met previous diagnosterizifor PTSD did

not report experiencing any of these reactions intensely. Instead, they reported high
levels of anger or shame. Other investigators have identified a variety of emotions
including shame and anger as sometimes being present during thatemse moments

of the traumatic event (Grey, Holmes, & Brewin, 2001; Holmes, Grey, & Young, 2003).

Closely related to helplessness is the id
|l oss of alll autonomy, a stlatef fodr tgs vtiaogr &
identity as a human being with a wil!/l of

p. 45). It is a profound state that, like helplessness, defies categorization as either an
emotion or a belief, having some characteristics othb Trauma victims who
experience mental defeat may describe themselves as like an object or as being
destroyed, or as ceasing to care whether they lived or died. Mental defeat, then, goes
beyond mere hel plessness i nEhetstetaat O0)g t he
studied former political prisoners in East Germany and found that even allowing for the
degree of torture experienced, those who still had PTSD years after their imprisonment
were characterized by having reacted during the traumametiital defeat. Whereas
some emotions are the direct result of outcomes, others depend on an element of
cognitive appraisal (e.g., Weiner, 1986). Traumatic events vary considerably in the time
that is available to the victim to appraise what is happening) @n generate
corresponding emotions. Post trauma, however, cognitive appraisal of the cause of,
responsibility for, and future implications of the trauma will provide numerous
opportunities to generate negative emotions (see also Beliefs and PTSD bekne)is
abundant evidence that feelings of guilt, shame, sadness, betrayal, humiliation, and
anger frequently accompany PTSD (Freyd, 1996; Resick & Schnicke, 1992; Reynolds
& Brewin, 1999). Longitudinal studies show that high levels of anger (Ehlers,et al
1998), and more specifically anger with others (Andrews, Brewin, Rose, & Kirk, 2000),
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predict a slower recovery from PTSD. In victims of violent crime, shame is a powerful
predictor of how PTSD symptoms develop over time (Andrews et al., 2000). Téhs stu
provided the first evidence of a mechanism that linked drptema vulnerability factor,
childhood abuse, with a failure to recover from adult traumas. Both the victims who had
been abused as children and the victims who felt more shame after beinljedsas
adults tended to recover more slowly. In addition, being abused as a child made victims
more likely to report experiencing shame. The effect of childhood abuse on recovery
was almost wholly mediated by the experience of shame. Recent innovatitnes
treatment of PTSD have also focused on modifying shame and guilt in addition to fear
(Lee, Scragg, & Turner, 2001).

2.3.4.1.Beliefs and PTSD

The significance of beliefs is illustrated by the fact that although threat to life
consistently emergeas a powerful predictor in studies of populations as divasse

combat veterangolitical prisoners, assault victims, and motor vehicle accident victims

(e.g., Dunmore, Clark, & Ehlers, 2001; Kilpatrick & Resnick, 1993), the subjective
perception of threds often a more influential predictor of distress and even of failure to
respond to treat ment t han -Comvad &oelinerb&jFeact i v e ¢
2001; Bernat, Ronfeldt, Calhoun, & Arias, 1998; Girelli, Resick, MarheBferak, &

Hutter, 1986). However, in PTSD the beliefs that are believed to be important include
much more than threat. A centr al i dea i s
beliefs and assumptions (Bolton & Hill, 1996; Horowitz, 1976, 1986; Jddwfhan,

1992). Camsistent with this, a general increase in negative beliefs about the self, others,

and the world has been found in trauma victims with PTSD compared to victims not
suffering from PTSD (Dunmore, Clark, & Ehlers, 1999; Foa, Ehlers, Clark, Tolin, &
Orsillo, 1999). A number of authors have emphasized the potential for trauma to destroy

trust and lead to the belief in victims that they have been let down or betrayed, for
example by caregivers (Freyd, 1996; Herman, 1992) or superior officers (Shay, 1995).

High levels of anger with others reported by PTSD patients are also consistent with a

loss of belief in the good intentions of other people (Andrews et al., 2000). Work on
torture victims indicates that political activists are not as traumatized by the experience
asarenolacti vi st s, even though they may be mc

1997). Whereas torture is consonant with the expectations of activists, for nonactivists,
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it is a violation of implicit beliefs that torture is either not employedsaeserved for
enemies of the state. Other research has confirmed the importance of beliefs about the
self. PTSD is associated with the belief that trauma has brought about a negative and
permanent change in the self and in the likelihood of achieviaggbgls (Dunmore et

al., 1999; Ehlers et al., 2000). In shipping disasters, passengers who attributed the bad
things that happened during the sinking to themselves and their actions had more
symptoms of PTSD (Joseph, Brewin, Yule, & Williams, 1991; JosBmwin, Yule, &
Williams, 1993). A series of studies has found that negative interpretations of the event
itself and of why the victim is subsequently experiencing symptoms are more frequent
in people who develop PTSD after an assault or a motor vehodigleat, and
particularly in those whose symptoms persist (Dunmore et al., 1999; Ehlers et al., 2000;
Steil & Ehlers, 2000). In prospective studies, Dunmore et al. (2001) and Ehlers et al.
(1998) additionally showed that negative interpretations of syngpfadicted a slower
recovery from PTSD. As noted above, negative beliefs do not have to occur during the
trauma itself but may represent the outcome of a separate appraisal process that only
begins after the danger is past. Were beliefs to have occuaedrgumatically,
however, they could form part of the-egperienced trauma memory and thus be

triggered by reminders of the trauma (Grey, Young, & Holmes, 2002).

2.3.4.1.&€ognitive coping strategies and PTSD

There is now extensive evidence that attemot suppress unwanted thoughts are
usually doomed to failure and that afterwards, the thoughts return even more strongly
(Wenzlaff & Wegner, 2000), and it has been suggested that the deliberate avoidance of
intrusive thoughts and memories will similarlg binhelpful for the majority of tcama
victims. The theoreticdink between greater avoidance and higher symptom levels has
been confirmed in a number of retrospective studies of assault and motor vehicle
accident victims (Dunmore et al., 1999; Steil &d&tk, 2000).

Prospective studies have shown that avoidance and thought suppression are related to a
slower recovery from PTSD (Dunmore et al., 2001; Ehlers et al., 1998). Other coping
strategies that are associated with a greater risk of PTSD include rumination éEhlers
al., 1998; Murray et al., 2002) and increased use of safety behaviors (Dunmore et al.,
2001).
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2.3.4.1.7Social support and PTSD

Of 14 separate risk factors for PTSD investigated in a recentanatgsis, including
trauma severity and gender, so@apport was shown to have the strongest effect size
(Brewin et al., 2000). Although most studies have only considered positive elements
such as the perception of emotional and practical support, several recent investigations
have also considered negatispacts of support such as indifference or criticism. When
both positive and negative support elements are investigated, a negative social
environment is a better indicator of PTSD symptomatology than lack of positive support
(Ullman & Filipas, 2001; Zoeller, Foa, & Bartholomew, 1999). Moreover, negative
apprai sal of othersd support attempts at
and 9 months later (Dunmore et al., 2001). Negative social support, at least in the case
of violent crime, appears to lmeore prevalent for women than for men victims, and in
addition, the relationship between negative social support and later PTSD symptoms is
stronger for women than for men (Andrews, Brewin, & Rose, in press). Negative social
support by partners has alseen found to predict a poorer response to treatment for
PTSD (Tarrier, Sommerfield, & Pilgrim, 1999).

2.3.4.18 Summary of Psychological processes and PTSD

PTSD is associated with disturbances in a wide range of psychological processes
including memory,attention, cognitiveaffective reactions, beliefs, coping strategies,

and social support. At present, it appears that what is most likely unique to PTSD,
compared to other psychological disorders, are the unusual and inconsistent memory
phenomena centeraah the event itself and the recruiting of a variety of dissociative
responses. In contrast, the findings concerning other processes have much in common
with the results of research on depression and other anxiety disorders, with which PTSD
is frequently canorbid. It is clear that the emotions involved in PTSD are not by any
means restricted to fear, helplessness, and horror, or to what was actually experienced at
the time of the trauma. Beliefs, too, are not restricted to those concerning the event itself
but may involve much more general aspects of the person, the social world, and the
future. Theories of PTSD, therefore, need to incorporate explanations of processes that
are both specific to PTSD and more general, as well as processes that are relatively
automatic (such as helplessness and dissociation) or relatively strategic (such as

individual appraisals and choice of copistrategy).
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2.3.4.Recent theories of PTSD

It is interesting that not all recent attempts to develop a theory of PTSD based on
traditional assumptions about fear and memory have been successful. For example,
Tryon (1999) proposed a theory of PTSD based on a connectionist neural network. This
involved making several assumptions, for example, that there would be an association
betweenenhanced memory for the trauma and greater PTSD and between enhanced
peritraumatic dissociation and reduced PTSD. As we have seen, both of these are
inconsistent with current empirical evidence. In contrast, there are now several theories
with a relativey broad scope developed by clinical researchers actively involved in the
treatment of PTSD.

2.3.42.1. Emotional processing theory

The earlier network theory of Foa et al. (1989) has been elaborated by Foa and Riggs
(1993) and Foa and Rothbaum (1998)sewveral ways in order to take account of
accumulating knowledge, particularly with respect to assault and rape victims. One
development was to elaborate the relationship between PTSD and knowledge available
prior to the trauma, during the trauma, and rattee trauma. They proposed that
individuals with more rigid prérauma views would be more vulnerable to PTSD. These
could be rigid positive views about the self as being extremely competent and the world
as extremely safe, which would be contradictedH®y event, or rigid negative views
about the self as being extremely incompetent and the world as being extremely
dangerous, which would be confirmed by the event (see also Dalgleish, 1999). Another
development was an increased emphasis on negative abpraisresponses and
behaviors which could exacerbate perceptions of incompetence. Foa et al. outlined how
these appraisals might relate to events that took place at the time of the trauma, to
symptoms that developed afterwards, to disruption in dailywiges, and to the
responses of others. Beliefs that were present before, during, and after the trauma could
interact to reinforce the critical negative schemas involving incompetence and danger
that they hypothesized uadie chronic PTSD.

Foa & Rothbaum(1998) also elaborated a number of mechanisms thought to be
involved in exposure treatment. First, repeated reliving should promote the habituation
of fear, reducing the level of fear associated with other elements in the trauma memory

as well as counterg the belief that such anxiety is permanent. Second, it prevents
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avoidance of the trauma memory being negatively reinforced. Third, rehearsing the
trauma memory in a therapeutic environment incorporates safety information into the
trauma memory. Fourthhé trauma can be better discriminated from other potentially
threatening events and seen as a specific case rather than as one among many examples
of a dangerous world or an incompetent self. Fifth, exposure offers the possibility to
experience the self ahowing mastery and courage in the face of challenge. Sixth, by
reflecting on events in detail, patients may reject previous negative evaluations as being
inconsistent with the evidence. Seventh, the severity of the event frequently disrupts the
cognitive processes of attention and memory at the time of the trauma and produces
dissociative states such as -oftbody experiences. This disruption leads to the
formation of a disjointed and fragmented fear structure that is resistant to modification
and to trama narratives that are relatively brief, simplistic, and poorly articulated.
Repeated reliving generates a more organized memory record that is easier to integrate
with the rest of the memory system. In summary, exposure is thought to have a number
of separate effects, some relatively automatic such as reduction in anxiety and change in
memory structures, and others more strategic such as positive reappraisals of actions

and events.

2.3.4.22 Summary of emotional processing theory

Emotional processing tbey has a great deal of explanatory power and is extremely
comprehensive. It draws attention to many of the important aspects of PTSD that are
likely to be encountered within therapy and offers many valuable suggestions to
clinicians about how to conceptir these. For example, the observation that the
rigidity of beliefs may be problematic, regardless of whether the content of the beliefs is
positive or negative, is potentially very important and helps to resolve some difficulties
with the theory of sh&tred assumptions. The theory is associated with a highly
effective treatment and also offers an extremely sophisticated account of the various
mechanisms that may underlie the success of treatment using prolonged exposure. The
increased emphasis on grauma risk factors and on appraisal processes has been
strongly supported by recent research reviewed earlier. The status of other aspects of the
theory is less well established, particularly the hypothesized mechanisms of change.
Although problems in reclahg the trauma are consistently related to {feimatic

dissociation, as the theory predicts, there is as yet no consistent evidence that
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improvement in therapy is related to changes in the structure of trauma memories, to the
initial activation of fear or to habituation. Interesting questions remain about the
relative importance of the automatic changes in trauma memories brought about by
exposure and changes resulting from conscious reappraisal of beliefs and about whether
these reflect the operatiar different kinds of mechanism. As previously noted, trauma
memories may not in fact be altered by the incorporation of new information, but may
remain unchanged and be blocked or inhibited by new memories created through
therapy. It also remains uncledghat an associative network model provides a
sufficiently flexible architecture to account for the sometimes contradictory phenomena.
The idea of a fear network as described by Foa and her colleagues involves different
aspects of information about the ewvdreing strongly associated. By implication, in
response to reminders, the entire fear memory (stimulus information, response
information, and meaning) will be retrieved. This is difficult to reconcile with
observations that for many patients, their traum@mory might contain gaps, parts
might be clear and parts vague, and initial amnesia might begin to diminish posttrauma
(Mechanic et al., 1998).

2.3.4.23 Dual representation theory

In contrast to the proposal of fear network theories that a traummeinory is an
ordinary memory that has a particular structure (more response elements, stronger inter
element associations, etc.) is the idea that trauma memories are represented in a
fundamentally distiat way (Janet, 1904;an der Hart & Horst, 1989; vaater Kolk &

van der Hart, 1991). These authors suggested that pathological responses (for example,
vivid and uncontrollable rexperiencing in the present) arise when trauma memories
become dissociated from the ordinary memory system and that recoveryesvol
transforming them into ordinary or narrative memories. However, they have not made
clear whether ordinary memories of the traumatic event can exist alongside dissociated
memories, and exactly how one form of memory is transformed into another. One way
of understanding this notion of a dissociated memory is to posit that there are two (or
more) memory systems and that trauma information is better represented in one system
than in the other. Several cognitive psychologists have proposed that therpasatese
perceptual memory system that records information that has received little, if any,

conscious attention. For example, even under ordinary conditions of attentional
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diversion, people frequently fail to see highly visible but unexpected objects Hedore

eyes, a phenomandrenknowmladl|ldmidmnessdd ( Ma
unattended objects or items that are not consciously seen in their experiments are
nevertheless encoded and analyzed in considerable detail and can unconsciectsly aff
participantsd responses on tests of i ndir
relevant to trauma victims, whose attention tends to be captured by the immediate
source of threat and who may report that they simply failed to hear words that were
shouted or shots that were fired in close proximity to them. Whereas in some models,

the perceptual memory system is unable to support conscious experience (e.g., Tulving

& Schacter, 1990), in others, it supports sensory images such as visual scenes (e.g.,
Brown & Kulik, 1977; Johnson & Multhaup, 1992; Pillemer, 1298

2.3.4.24 Neuropsychology and dual representation theory
Relating the theory to findings in cognitive neuroscience, Brewin (2001, in press)
highlighted the importance of the amygdala in activating fear responses and the different
pathways that could convey trauma information to the amygdala. Pathways involving
processing by the hippocampus would result in the laying down of integrated, coherent
representations of conscious experience, located in the appropriate temporal iahd spat
context.Memories formed as a result of activity in these alternative pathwaytsl wot
be open to deliberate recall, or locatable in a broader temporal or spatial context, but
could be accessed automatically by reminders, particularly perceptual features, similar
to those recorded in the trauma memory. Stress has very differents ediecthe
hippocampus and the amygdala. Declarative memory is initially enhanced by release of
the adrenal hormones adrenaline and corticosterone, and the sympathetic nervous
system and amygdaloid complex together constitute a powerful mechanism fongnsuri
that emotional events are preferentially retained in memory (Cahill & McGaugh, 1998).
Equally, there is evidence that prolonged, intense stress associated with high levels of
corticosterone (cortisol in humans) tends to impair the functioning of tip@d¢ampus.
This then tends to reverse the improvement in declarative memory (Bremner et al.,
1995; Metcalfe & Jacobs, 1998). In contrast, the functioning of the amygdala appears
generally to be enhanced as stress increases. These anatomically distincy memor
systems, and the effects of stress upon them, provide a plausible neural basis for
verbally accessible and situationally accessible memories, and for the symptoms of
PTSD.
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2.34.25 Summary of neuropsychology and dual representation theory

Dual represetation theory addresses a number of specific observations about PTSD
that are hard to explain under the assumption of a single memory system. It attempts to
include observations made by both socadnitive and informatioqprocessing
perspectives withiran overarching framework that explicitly differentiates cognitive
processes happening during the trauma from the more extensive appraisals that occur
afterwards. Among the implications are that images, appraisals, and emotions occurring
peritraumaticallyare processed in a way that is more automatic, more influenced by
previous associations, and less consciously accessible than when these same mental
contents occur postauma. According to this approach, the new representations do not
have to be more acrate or contain corrective information; they only have to be more
memorable. In this way, the theory is able to account for the effectiveness of imagery
rescripting and other procedures that are not concerned with veridicality but aim to

block intrusive inages by creating more benign alternatives.

23426Ehl ers and Clarkdés cognitive mod
Ehlers and Clark (2000) drew attention to the paradox in PTSD whereby patients feel
anxious about the future, even though the traliesain the pastPathological responses

to trauma arise when individuals process the traumatic information in a way that
produces a sense of current threat, either an external threat to safety or an internal threat

to the self and the future. The two major mechanismspiteatuce this effect involve

negative appraisals of the trauma orsexjueland the nature of the trauma memory

itself. Expanding on the work of Foa and Rothbaum (1998) and Jones and Barlow
(1990), Ehlers and Clark identified a wide range of relevant negative appraisals. Some

of these are focused on the traumatic event and sigeadieneralization of danger (e.qg.,

60 06o0tchaenr ssee | am a victimdd) or negative &
t hat bad things happen t cequelesdch as.the BISBDer ar
symptom of numbing ébatélltonpeepl beaghlrod
reactionsq 6 t thleiyn k 1 am too weak to cope@démyn my
body is ruinedodd). T hlevaridusly velvirg rdanget angg e s o
violation of standards by self or others, lor loss, explain the variety ofmotions

reported by patientsvith PTSD. Among the factors that increase the likelihood of

negative appraisals are thought processes during the trauma and prior beliefs and
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experiences. Ehlers and Clark identified a spefifit a me of mi nd t hey t
defeat, 6 di s cus s e taffeptiveeraactiona antl FTSD. MhisCeaagian,i t i Vv ¢
emphasizing the inability of the person to influence their fate, is a risk factor for such
seltappraisals as being weak, ineffectigeunable to protect orself.

234271Summary of Ehl ers and Clarkés <co
It is suggested that PTSD becomes persistent whenindividuals process the trauma in a
way that leads to a sense of serious, current threat. The sense ditigeatas a
consequence okxcessively negative appraisalstbe trauma and/or its seduanda
disturbance of autobiographical memory characterized by poor elaboration
andcontextualization, strong associative memory and strong perceptual priming. Change

in the negativeappraisals and the trauma memory are rpesveby a series of
problematicbehavioral and cognitivestrategies. The model is consistent with the main
clinical features of PTSD, helps explain severalapparently puzzling phenomena and
provides gramework for treatment by identifying three key targetschange.
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2.4 Anxiety Disorders

Anxiety disorders include disorders that share features of excessive fear and anxiety and
related behavioral disturbances. Fear is the emotionabmespto real or perceived
imminent threat, whereas anxiety is anticipation of future threat. Obviously, these two
states overlap, but they also differ, with fear more often associated with surges of
autonomic arousal necessary for fight or flight, thoughftammediate danger, and
escape behaviors, and anxiety more often associated with muscle tension and vigilance
in preparation for future danger and cautious or avoidant behaviors. Some times the
level of fear or anxiety is reduced by pervasive avoidaretgavior. Panic attacks
feature prominently within the anxiety disorders as particular type of fear response.
Panic attacks are not limited to anxiety disorders but rather can be seen in other mental
disorders as well.

The anxiety disorders differ from oma@other in the types of objectives or situations that
induce fear, anxiety or avoidance behavior, and the associated cognitive ideation. Thus,
while the anxiety disorders tend to be highly comorbid with each other, they can
differentiated by close examinan of the types of situations that are feared or avoided

and the content of the associated thoughts or beliefs.

2.4.1DSM-IV -TR Anxiety Disorders types

Anxiety disorders include generalized anxiety disorder (GAD), social anxiety disorder
(also known associal phobia), specific phobia, panic disorder with and without
agoraphobia, obsessieempulsive disorder (OCD), posttraumatic stress disorder
(PTSD), anxiety secondary to medical condition, acute stress disorder (ASD), and

substanceénduced anxiety digder.

2.4.2Defining fear and anxiety

The definition off e ar and anxiety varies greatly.

anxiety is a futureoriented mood state associated with preparation for possible,
upcoming negative events; and fear is an alarm response to present or imminent danger

(real or perceived). This view of human fear and anxiety is comparable to the animal

predatory imminence continuuml h a t i s, anxiety <correspon

during a potenti al predatory attack and

predator contact or imminent contact.

38

f



2.4.3History of anxiety disorders
Anxiety disordershave likely plagued human kind throughout time. References to
anxiety as a medical condition date back to Greece in the fourth century B.C., with the
writings of Hi ppocrat es, the nAfather of n
unrest. o Gheekasncaksd coined the word fdag
condition in which otherwise normal people were afraid to leave their houses.
The names by which anxiety disorders have been known over the centuries include
nervous illnesses, nerves, hysteria (omen; hypochondria was considered the
equi valent in men), Athe vapors, o nervous
neurosis.
In the late 1800s and early 1900s, the German physician Emil Kraepelin studied and
documented mental illnesses, paivg the foundation for modern psychiatry. Its focus
on diagnosis and classifieah comes from Dr. Kraepelif.he belief that psychological
factors were the cause of anxiety arose from the work of Sigmund Freud, however, who
in the late 1800s describedawvit he ter med fAanxi ety neur osi
in the American medical establishment in the early part of the twentieth century and
held sway until the advent of the pharmaceutical age in the latter part of the century.
The various treatment®oif anxiety conditions through the ages have included herbal
medicines, coldvat er i mmer si on, hydropathy (heat
cure, 0 and Anervous clinics. 0 Thewlichr st me
came into use in 183Z.he barbiturate Veronal, introduced in 1904, quickly took hold
as t he ndr ug of ¢ h trdatm@ aervous congitionshibaitme clin
(chlordiazepoxide) was the first antianxiety drug and the first benzodiazepine (a class of
tranquilizer) used inpsychiatric treatment.55From these pharmaceutical beginnings
came a virtual drug explosion, which continues today with the search for new and better
anxiolytics (antianxiety drugs) and antidepressants.
Psychotherapy was not neglected entirely in this bddagnitive therapy, behavioral
therapy, and cognitivbehavioral therapy (CBT) were used to good effect with anxiety
disorders. The cognitive approach seeks to change the thinking patterns that contribute
to anxiety, while the behavioral approach doessidmme with patterns of behavior and
uses behavioral methods such as exposure therapy to desensitize the individual to the
objects or situations that bring on fear.
Today, It I's widely accepted, due to much
thergy are particularly beneficial in the treatment of anxiety disorders.
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2.4.4Theories of anxiety disorders

2.4.41 Psychoanalytic theory

While much has been written about the development of, and changes in, the
psychoanalytic concept of anxiety, the majasigion, even after several decades,
remai ns Sigmund Freudos own set of stat
complexity of the problem of anxiety than
anxiety. In no other area did he change his point of \aswdramatically as he did

toward the origins and mechanisms of anxiety, in fact presenting two theories on the
topic.

Freudds early theory of anxiety, gener al |
and part of the general energy system of psychlytic theory. Anxiety was defined as
transformed libido. The transformation occurs as a result of repression, which distorts,
displaces, or generally dams up the libido associated with instinctual impulses. This
transformatiorof-l i bi d o o0 fu pebey ofmnxiety suggests that whenever the
organism is prevented from carrying out an instinctually motivated act, whether through
repression or through some prevention of gratification, anxiety will ensue. Such anxiety
may, of course, serve as a motige & symptom that in turn functions to terminate or
completely prevent the baequent occurrence of anxieflyreud 1916 1917). This

theory was amended in 1926 when Freud published Inhibitions, Symptoms and Anxiety.
The new position was restated in the Niemvoductory Lectures on Psychoanalysis in

1933 and in general remained his final statement on anxiety.

The second theory reversed the relationship between repression and anxiety. Although
Freud tended to maintain the possibility of both kinds of relakigns, the second theory

added the possibility that repression occurs because of the experience of anxiety. To
Freud, this was the more important possibility. In this context, anxiety becomes a signal
from the ego. Whenever real or potential danger isctideby the ego, this perception

gives rise to anxiety and in turn mobilizes the defensive apparatus, including, of course,
repression. Thus, because of the impending danger from unacceptable or dangerous
impulses, the unpleasantness of anxiety produeesettression of the impulses, which

in turn leads the organism out of danger.
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2.4.41.1 Avoidance of overstimulation

It should be noted that a centr al concept
notion of the avoidance of overstimulation. WWhex libido is dammed up by not
executing some instinctual act or whether the ego signals impending stimulation that
cannot be adequately handled, in both cases the anxiety anticipates an impending
situation for which no adequate coping mechanism is dleailo the organism. The
ultimate unpleasantness is overstimulation, including pain, and the anxiety in both
theories signals or anticipates this prototypical state. Thus, Freud derives the origin of
anxiety from the prototype of overstimulation. Such avéé¢ion is necessary at least for

the second theory, which presupposes cognitive, perceptual actions on the part of the
ego. Here anxiety is learned; it is acquired as a function of past experience. It is in this

sense that the psychoanalytic theory ofiety, including its several revisions, has never

abandoned the first theory, which descri b
the second theory, anxiety is derived fro
anxiety is fAautomatic. 0O

2.4.41.2 Antecedent and organismic conditions

The origin of Aautomaticodo anxiety is traccé
the birth trauma and the immediate period theredfimphasis on the helpless infaas,

well as on the birth trana ashe origin of the anxietystate places him apart from Rank

(1924), who relies solely on the birth trauma as the source of anxiety.

For Freud (926), the experience of anxietys distinct from its antecedents or
consequences or as a theomdtistate has htee aspectsa specifc feeling of
unpleasantnes%fferent or discharge phenomena, ahdhne or gani smdés per
these discharge phenomena. In other words, the perception of autonomic arousal is
associated with a specific feeling of unpleasantnessoAke primitive occasions for

this anxiety experience, Freud is frequently hazy. While, on the one hand, he considers

the predisposition toward anxiety as a genetic mecharitseud,1952) at other times

he considers anxiety as arising from separatiomfthe mother, castration fears, and

other early experiences. He considers the specific unpleasant experience of the anxiety
state as derived from the first experience of overstimulation at the time of birth. He says

t hat the birth etxspck a coagatenationiiof painfallfeelegs, of u s

discharges and excitation, and of bodily sensations, as to have become a prototype for
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all occasions on which life is endangered, ever after to be reproduced again in us as the
dread or 0 a n x(Freud, W95 Thosn it is pdsgble dhat some of the

di scussions that have arisen out of sever
have confused the specific experience of anxiety derived from the physiological make

up of the organism and therth trauma with the conditions that produce or threaten
unmanageable discharge. The conditions that produce such an anxiety state are, in
addition to the birth trauma, separation or loss of the mother, with the attendant threat of
overstimulation due toncontrollable impulses and threats, and castration fears with
similar consequences. Thus, where Rank places both the affect and the prototypic
antecedent conditions at the period of birth, Freud lets the organism inherit or learn the
affect at birth, butlao adds other specific conditions that elicit it later on in early life.

On this basis it is reasonable to cl ai m,
core what Freud has <called o6free fl oati ncg
effect of anxiety that a child either genetically or experientially brings into the world,
specific anxieties and fears are then situationally developed out of this basic
predisposition.

In this context, the various types of fears or anxieties that Freudsdes are not

different in their initial source of the affect but, rather, differ in the specific conditions

that give rise to them. They are fear, where anxiety is directly related to a specific
objed; objective anxiety which is the reaction to an extat danger and which is
considered to be not only a useful but also a necessary function of the system; and
neurotic anxiety, in which the anxiety is out of proportion to the real danger and
frequently is related to unacceptable instinctual impulses atwhanious conflicts.
Freudds notion that anxiety is brought ab
internal cues that signal helplessness or inability to cope with environmental er intra
psychic threats is mirrobadicnaKarenyHOBnN
a child has of being isolated and helpless in a potentialythe | e wor | d)o ( Hor
For Horney, primary anxiety is related eventually to disturbances of interpersonal
relations, initially those between the child and gigant adults. A similar position is

taken by Harry Stack Sullivan, who relates both parental disapproval to the development

of anxiety and the inadequacies, irrationalities, and confusions of the cultural pattern to

its elicitation.
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2.4.41.3Summary of psychoanalytic theories

The psychoanalytic position not only treats anxiety as an important tool for the adequate
handling of a realistically threatening environment, but it also relates anxiety to the
devel opment of neur ot i choabatystsatihen goron to Stless i c u
the social environment at large, while Freud sees the basic anxiety mechanisms in the
very early mother separation and castration fears. In all cases, however, anxiety is
related to the inability of the organism to copehwd situation that threatens to
overwhelm him, the absence of adequate acts to deal with environmental or intra
psychic events. As Freud phrased it in one of his later formaat s ; $feamnmsxoi et y

be a reaction to the perception of the absence offleeohb [ e. g., goal ] o (I

2.4.42 Learning theory

The theoretical position taken by most representatives of modern learning or behavior
theory is derived generally from the work of I. P. Pavlov and J. B. Watson. The two
major positions are thos# C. L. Hull and B. F. Skinner, although neither of these two
men themselves have worked extensively on the problem of anxiety. Most of the work
on anxiety, within the framework of learning theory, has been carried out by
representatives of the Hullian reml. While most of their experimental work has
invol ved | ower ani mal s, the ficonditioning
applied to complex human behavior (cf. Dollard & Miller 1950).

As Mowrer (1960) has shown, the role of anxiety for learniepty is derived mainly

from the attempts to explain the nature and consequences of punishment. In the case of
punishment, the application of some painful or noxious event following the performance
of a response inhibits or interferes with the performaoic¢hat response on some
subsequent occasion. Similarly, when an organism avoids a situation, it is, through the
operation of some mediating mechanism, precluding the occurrence of a noxious or
painful event. The nature of this mediating mechanism, legriaorists contend, is

what is commonly called fear or anxiety.
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2.4.42.1 Anxiety as an acquired drive

The conditioning model states that a previously neutral event or stimulus (the
conditioned stimulus, or CS), when paired with an unconditionetukis (US), which
produces a noxious state such as pain, will elicit a conditioned response (CR) after a
suitable number of pairings. This conditioned response is what is commonly called fear.
In a typical experimental situation, an animal might be plat@dwhite box with a door
leading to a black box. The floor of the white box is electrified, and the animal receives
a shock (US) that becomes associated with the white box (CS). If the animal is then
permitted to escape from the shock through the dothretdlack box, he will eventually

run from the white to the black box prior to the application of shock. Learning theorists
assert that the fear (CR) conditioned to the white box (CS) motivates subsequent
activity. The reductions of the fear by escaperfrthe (CS)thus produces avoidance of

the original noxious uncontifbned stimulus. Fear or anxietyviewed as a secondary or
acquired drive established by classical conditioning. While this basic paradigm has been
extensively elaborated, it represeriis basic notions about aasky in modern learning
theory. The Skinnerian point of view has been described by Schoenfeld (1950), who
argues against the notion that t he organi
suggests that the organism in fact escapes from a stimulus array that consists of the
conditionedstimulus as well as the proprioceptive and tactile stimuli, which precede the

unconditionedstimulus.

2.4.42.2 Antecedent conditions

Whether avoidance learning is achieved by the mediating effect of the conditioned fear
or ascribed to conditioned aves stimuli, the question still remains open as to the
necessary characteristics of the original, unconditioned, noxious, or aversive stimulus.
In one of the early statements on conditioned fear, Mowrer (1939) suggested that fear
was the conditioned formf ¢he pain response. However, it has been demonstrated that
pain cannot be a necessary condition for the establishment of anxiety since individuals
who are congenitally incapable of experiencing pain also show anxiety reactions. (For
summary of this arguent (Kessen& Mandler 1961.) In a more general statement about
the nature of acquired drives such as fear, Miller (1951) has extended the class of
unconditioned stimuli adequate for fear conditioning to essentially all noxious stimuli,

and Mowrer (1960) @mes close to a psychoanalytic position when he expresses
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essential agreement with the position that fear is a psychological warning of impending
discomfort. However, work with experimental animals has failed to establish
unequivocally that fear can be abtioned upon the onset of discomforting primary
drives or USs other than those associated with painful stimuli. This failure hampers the

generality of the conditioning model.

2.4.42.30rganismic conditions

The above evidence becomes important when aomsiders not only the antecedent
conditions for the establishment of fear, which the learning theorists relate to the
conditioning paradigm, but also the nature of the mediating response (the CR). A variety
of data (for example, Wynne & Solomon 1955) khewn that the development of the
anxiety or fear state in animals depends upon an adequately functioning autonomic
nervous system. Thus, within the confines of the conditioning model, those writers who
have speculated upon the nature of the mediatingoleanxiety state have suggested
that it presupposes some sympathetic arousal. It follows from this that fear or anxiety
can be conditioned only if the unconditional stimulus also is one that produces such
sympathetic or general autonomic effects. To tkierd then that a learning theory
position assumes emotional, autonomic responses correlated with the fear state, it also
suggests that fear necessarily derives only from those primary conditions that in turn are
autonomically arousing. Thus, at least asds such writers as Mowrer are concerned,
the threat of discomfort, or rise in primary drives, or overstimulation in general, can
only be prototypes for anxiety if, and only if, these states in turn have autonomic
components. However, this does not sdenbe the case for such divergent states as

hunger, thirst, and so forth.

2.4.42.4Consequent conditions

As far as the consequences of conditioned fear are concerned, there seems to be general
agreement, both theoretical and empirical, that they fadltwo general classes. In the

first class, fear and anxiety operate as secondary drives and exhibit all the usual
properties of drives, serving as motives for the establishment of new behavior. When
fear acts as a drive, new responses are reinforcedebsetiuction of that drive. This
responseproduced drive is the major emphasis that learning theory has placed on fear or

anxiety. In the second class, it has also been recognized that the conditioned fear
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response or the CER (conditioned emotional respomsg in a variety of situations
interfere with or suppress ongoing behavior. In this sense, it is of course no different
from the general anxiety concept of the psychoanalysts in that behavioral anxiety or
preoccupation with anxiety may be incompatiblethwother behavior or thoughts

required from the organism in a particular situation.

2.4.43 Existentialist psychology

The emergence of existentialism from a purely philosophical school to an important
influence on psychology has been a phenomenon of ttéwantieth century. What
existentialist thinking has done for psychology is not so much to present it with a new
theory in the tradition of wellefined deductive positions that became popular in the

early part of the century, but rather to provide ithwa wealth of ideas and challenges to
conventional wisdom. While a variety of different positions and schools can be
discerned within the movement, the problem of anxiety has remained essentially
unchanged f r o mpathKoreakingfarngukateom, gpudished more than a

hundred years ago (1844). For example, <Feanu | Sartrebs position
of anxiety is, for present purposes, not noticeably at variance with it (1943).
Kierkegaardoés central concept of shtheman d.
notion of freedom. Freedom is related to
range of possibility facing him in life possibility in that sense is not statically present in

his environment but created and developed by man. Freedom impliesstemex and
awareness of possibility.

Anxiety is intimately tied up with this existence of possibility and potential freedom.

The very consideration of possibility brings with it the experience of anxiety. Whenever
man considers possibilities and potential courses of action, he is facednwighya
Whenever the individual attempts to carry any possibility into action, anxiety is a
necessary accompaniment, and growth toward freedom means the ability to experience
and tolerate the anxiety that necessarily comes with the consideration of lpppssibi

modern terms, any choice situation involves the experience of anxiety, and thus for the
existentialist position the antecedents of anxiety are, in a sense, the very existence of
man ina world in which choice exists.

Kierkegaard endows even thewimorn child with an unavoidable and necessary
prototypical state of anxiety. However, since the child is originally in what Kierkegaard
calls a fnfstate of i nnocence, 0 a state in

46



possibilities facing him, his anxietgo is an anxiety that is general but without content.
Possibility exists, but it is a possibility of action in general, not of specific choices. The
peculiarly human problem of development faces the child as he becomes aware both of
himself and of his enronment. Possibility and actualization become specific, and
anxiety appears at each point where development and individuation of the child
progresses; at each point a new choice of possibilities must be faced, and anxiety must
be confronted anew.

The corsequences of this notion of anxiety are that as the individual develops he is
continuously confronted with the unpleasant experience of anxiety and with the problem
of mature development in the face of it. It is not only unavoidable as a condition of man;
it 1s, Kierkegaard maintains, actually so
hold of an individual, and yet one cannot tear oneself away, nor has the will to do so; for
one fears, but what one fears one desires. Anxiety then makes the iddividump ot e nt ¢
(Kierkegaard 195y Since anxiety is unavoidable and since it must be encountered if
one is to grow as a human being, all attempts at avoiding the experience of anxiety are
either futile, or they result in a constricted, uncreative, and ustieaiode of life. Only

by facing the experience of anxiety can one truly become an actualized human being
and facehe reality of human existence.

Kierkegaard also makes a clear distinction between fear and anxiety. Fear involves a
specific object that ifeared and avoided, whereas anxiety is independent of the object
and furthermore is a necessary attribute of all choice and possibility.

The importance of Kierkegaard, and the existentialist development in general, is not the
emergence of testabgeientific propositions, but rather the emphddisund inter alia

in some pgchoanalytic writingghat anxiety may not be primarily a learned experience
derived from past encounters with painful environmental events, but may be a naturally
occurring initid state of the organism. Man may in fact be born with anxiety, rather than
learn it through experience. While existentialism has not produced any clear definitions
of anxiety, apart from appealing to an assumed common phenomenology, it has raised
important questions both about the general problem of anxiety and, in the field of
psychotherapy, about the proper treatment for those conditions that show pathological

effects of anxiety.
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2.4.43.1 Summaryof existentialist psychology

Existential anxiety referto a sense of worry, dread or panic that may arise from the
contemplation of life's biggest questions, such as "Who am 1?" or "Why am | here?"
Existential perspeates contend that this contemplation leads inevitably to the
realization that everyone hdlse freedom and responsibility to find meaning in life.
Although this realization is inherently distressing, many existential thinkers view this
form of anxiety as healthy and productive.

Existential anxiety arises when people deeply contemplate theitemogs This
contemplation leads to thoughts and feelings of freedom and responsibility, which
burden the individual to find a purpose in {#nd to live genuinely according to this
purpose. It also may lead to a sense of alienation and isolation inottheé and a

heightened awareness of mortality.

2.4.5Age of onset of anxiety disorders

Given the stability of anxiety disorders, the age of onset has proven to be a very difficult
issue to address. Most common beliefs about the age of onset of varioasy anxi
disorders have come from retrospective reports from adults. These reports have led to
suggestions that a large proportion of specific phobias begin in early to middle
childhood, social phobia in early to raidiolescence, obsessiwempulsive disordemi

mid to later adolescence, and panic disorder in early adulthood (Kessler et al. 2005, Ost
1987). Data on the onset of generalized anxiety disorder tend to be less consistent,
varying from dl i f eulthood (Kessldr&alp2e0g). 1991) t o

2.4.Risk and maintaining factors

2.4.61 Family transmission

Anxiety runs in families. First degree relatives of people with anxiety disorders are at
significantly increased risk to also have anxiety as well as mood disorders. The same is
true more specificajifor anxiety in children and adolescents.

Anxious children are considerably more likely to have parents with anxiety disorders
and adults with anxiety disorders are more likely to have anxious children (Rapee et al,
2009).

Adults with anxiety disordersra more likely to have children who are highly inhibited
and inhibited children are more likely to have parents with anxiety and mood disorders
(Rosenbaum et al, 1993).
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2.4.62Genetic factors

There is little doubt that anxiety disorders are heritable. BsSinates suggest that
around 40% of the variance in anxiety symptoms and in diagnoses of anxiety disorder is
mediated by genetic factors. This estimate is even higher if one looks at stability of
anxiety over time. Slightly less research, but with similadings, has been done on
anxiety specifically during the childhood years. Twin studies of anxiety in children
indicate that around 30% to 40% of the variance in symptoms and disorders can be
attributed o heritability (Gregory & Eley2007). There is@me evidence (albeit with
limitations) that heritability estimates for temperamental risk for anxiety (e.g.,
inhibition) is slightly higher (Rapee & Coplan, 2010). As mentioned above, genetic risk
across anxiety disorders appears to be largely generaesmas to primarily load on a

very broad factor such as general neuroticism (Gregory & Eley, 2007).

2.4.6.3 Temperamental factors

Temperamental risk for anxiety is probably the best studied and most clearly established
risk factor (Fox et al, 2005; Rapee et al, 2009). A variety of similar temperaments have
been associated with child anxiety including: behavioural inhibition, withalraw
shyness and fearfulness. | will refer to these various temperaments in this section under
the general term inhibition. Extensive research has shown that very young children who
are identified as high on inhibition are at greater risk for later anxistyrders. As
described above, research has also linked inhibition with anxiety disorders in first
degree relatives. The most common assessment of inhibition occurs in children from
around 25 years of age. This may be done via questionnaires or diregtvaben.
Common features of inhibition include: Withdrawal in the face of novelty, Slowness to
warm up to strangers or peers, Lack of smiling, close proximity to an attachment figure,
Lack of talk, Limited eye contact or "coy" eye gaze, and unwillingteegxplore new
situations.Children who show these characteristics during preschool agel dnaes

more likely to meet criteria for anxiety disorders by middle childhood and this increased
risk has been shown to continue at least into adolescence {Falx 2005). Some
evidence has also indicated that infants (ag&drBonths) who show high levels of
arousal and emotionality are at greater risk to show high inhibition-byy&ars.
Therefore, it seems to be possible to identify increased risk for grixgeh a few

monthsof age (Kagan & Snidman, 1991).
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2.4.64 Parent and family factors

Given the evidence for the transmission of anxiety within families described above, it
has commonly been assumed that parents and the family environment must cadotribute
the development of anxiety disorders. However, evidence has been difficult to obtain
and data have not been entirely consistent. The most extensive research has focused on
parenting and parefhild interactions. There is now little doubt that the ptngnof
anxious children is characterized by overprotection, intrusiveness and, to a lesser extent,
negativity (McLeod et al, 2007). Whether this relationship is causal is much harder to
determine and, to date, there has been very little imedion of ths issuelt seems that

fear of strangers can be increased through an interaction between the infant's
temperament and the nhetr's overt indicators of feasrgue that the parewohild
relationship is likely to reflect cyclical interactions. That is, inteichildren are likely

to elicit overprotection from their parents and, in turn, overprotective parenting is likely
to lead to further anxiety (Hudson & Rapee, 2004; Rubin et al, 2009). Few longitudinal
studies have addressed this relationship, but at Eame evidence is consistent with

this theory (Edwards et al, 2010). There is also some evidence that an interaction
between the serotonin transporter gene and parenting predicts later anxiety in young
children (Fox et al, 2005).

2.4.65 Life events

Although there has been a large body of research examining the role of negative life
events in the onset of adult anxiety disorders (mostly agoraphobia), there has been very
little work looking at life events in childhood anxiety. This may be because child
arxiety often develops in a background of inhibited temperament and a clear and sudden
onset to the disorder is relatively rare. What research has been conducted suggests that
anxious children do report a greater number and impact of negative life eventiotha
children without anxiety disorders. While it is possible that this difference reflects
cognitive and reporting biases, at least some work has demonstrated this difference
using interviews with parents and identifying corroborating evidence (Allelin 20@8).
Nevertheless, demonstrating that anxious children have more negative life events than
nonanxious children does not mean that these events necessarily cause or trigger their
anxiety. Indeed the data suggest that the greatest difference is fausdcalled

"dependent” life events. Dependent events are ones that might be the result of the child's
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behavior (e.g., doing badly in a test might be a result of the child not studying). Thus it
is very possible that child anxiety leads to more negatigeeilients, perhaps due to the
worry and avoidance associated with the anxiety. Of course it is also possible that this
increased stress, in turn, helps to maintain and even increase the anxiety. One specific
form of life event that has received particudditention is bullying and teasing. There is
considerable evidence that anxious children are more likely to be teased and bullied than
nonranxious children and that they are often neglected or even rejected by their peers
(Grills & Ollendick, 2002). Once an the direction of causation is unknown but it is
very likely that anxious children elicit teasing from others due to their behaviours; in

turn, it is likely that teasing will further enhance their anxiety.

2.4.66 Cognitive biases

Anxious children repa heightened threat beliefs and expectations. To some extent this

is a reflection of the diagnosis, but it is also argued to represent a core maintaining
feature. Although there is considerable overlap, to some extent the threat expectancies
are specific.That is, socially phobic children are more likely to have increased
expectancies for soci al threat (e. g., Aot t
anxiety wild.l have increased expectancies
h u r, &and ¥0 on. Evidence suggests that these threat beliefs are greater among anxious
children than among children with other psychopathology and that they decrease with
successful treatment (Schniering & Lyneham, 2007). Whether they are causally related
to the onset of anxiety or simply reflect the anxiousness is not clear.

More recent research has also begun to focus extensively on the ways in which anxious
children process threatening information (Hadwin et al, 2006). As has been shown in
adults, anxious dhdren have both a bias in attention toward threat and a bias to interpret
ambiguous information in a threabnsistent manner. Some research has shown that

these biases decrease with successful treatment.
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Part Il:
2.5 Literature review of Trauma, Post-Traumatic Stress Disorder and

Anxiety
In this part, the researcher represents previous researches which studied trauma, PTSD,

andanxiety.

2.5.1Preschool children and trauma

In a study for Jensen and Shaw about Early childhood: Infancy, toddlerhood, and
preschool age. They argued that Chil dreno:
primarily based on their perception of the attitudes of adults in their social eneinbnm

as well as on messages communicated through mass media (Jensen & Shaw, 1993).
Another study in 2007 argued that young children were assumed to be more vulnerable
than adolescents due to their less developed cognitive capacities (Alkhatib et7l., 200

This is similar to the findings of other studies which agreed that the limited cognitive,
social, and emotional capabilities of young children make them particularly vulnerable

to experiencing confusion (Joshi iligins,O6Donn
2007) following exposure to war and terrorism. For example, lack of perspective taking
ability may lead young children to misinterpret the event, perceiving it as being their
own faul-'t (Joshi & Oo6Donnel |, 2 [e@e3hat. On t
young children are somewhat protected from the trauma because they do not understand

the full extent of its negative consequences (Punamaki, 2002).

A study about Trauma exposure in qshool children in a war zone aimed at
investigating the elationship between exposure to war trauma and behavioural and
emotional problems aomg preschool children in Gaza Strip, It was found that
exposure to day raids and shelling of the
associated with total behaval and emotional problems scores. Direct and-aiogct

Direct and nordirect exposure to war trauma increases the risk of behavioral and
emotional problems among psehool children, which may preseas nonrspecific

psychopathology (Thabet et al, 2006
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Another study for Abdel Aziz Thabetbout the effects of trauma on Palestinian
chil drends ment al health in Gaza strip an
traumatic events for children in Gaza were watching of pictures of mutilated bodies on

TV and the bombardment of the houses bBlidopters and tanks. These results were
consistent with other previous researches on Gaza children (Thabet et al., 2001, 2002,
2004, 2006).

2.5.2Trauma and sociedemographic variables

A study onpreschool children fofhabetand colleagues (2006und tat there was no
gender difference for the number of traumatic éve¢he children were exposedTbe

Gaza Traumatic Checklist scores was significantly higher among children from urban
kindergartens. This possibly reflected the repeated incursions higrgniibrces into the

city during the period of the study.

Another study for Hussain and others (1998) found ti&trhpact of trauma has been
foundto be mediated by loss of atives and support networks, lack of basic health
needs, internal displacemteor immigration, parental psiiopathologyand

socioeconomic adversity.

Adverse socialemographic conditions may have additive effects, increasing risk for

poor outcomes beyond that associated with trauma exposure (Bxaygsn et al.,

2012; Holt et al.2008). Sociedemographic status may also act as a moderator, with
trauma exposure having more damaging effects in children living with greater adversity.
Trauma exposure may also mediate links between sleeimgraphic risk and mental

health: Associationsetween mental health difficulties and sedemographic factors

may be attributable, at least in part, to increased trauma exposure among disadvantaged
populations (Shonkoff, Boyce, & McEwen, 2009).
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2.5.3Trauma and PTSD

There is evidence that exposuio traumatic events, can lead to post traumatic stress
disorder. In addition, proximity to the trauma and symptomatology are often associated
in the form of a lineadose response relationship between the trauma and the post
traumatic stress disorder sptoms in adults and children (Qouta & El Sarraj, 2003;
Thabet et al, 2004; Thabet et al, 2005; Thabet et al, 2006b, 2006c; Thabet et al, 2007a,
2007b in Press).

In a study about Posttraumatic Stress Disorder in Infants and Young Children Exposed
to WarRdated Trama 2011 conducted on 23ildren 1.5 to 5 years of age, 148
living near the Gaza Strip and exposed to daily-ketated trauma and 84 controls.
Children's symptoms were diagnosed, PTSD was diagnosed in 37.8%-ekpused
children (n = 56). Chiren with PTSD exhibited multiple posttraumatic symptoms and
substantial developmental regression. Symptoms observed in more than 60% of
diagnosed children included nonverbal representation of trauma in play; frequent crying,
night waking, and mood shiftand social withdrawal and object focus. Mothers of
children with PTSD reported the highest depression, anxiety, and posttraumatic
symptoms and the lowest social support, and displayed the least sensitivity during
trauma evocation. (Feldman, 2011)

2.54 PTSD prevalence in preschoolchildren

A recent study about the diagnosis of Posttraumatic Stress Disorder in Preschool
Children investigated the existing diagnostic algorithms for posttraumatic stress disorder
(PTSD) to determine the most developmentalgnsitive and valid approach for
diagnosing this disorder in preschoolersartRipants were 130 parents of
unintentionally burned childreni(t years). Diagnostic interviews were conducted with
parents to assess for PTSD in their child at 1 and 6 monsisimgory and the Child
Behavior Checklist for 1i% was also completed. The Diagnostic and Statistical
Manual of Mental Disorders (5th ed.) provided the most developmentally sensitive and
valid measure of PTSD in preschool children. The rate of PTSD aBagwas 25% at 1
month and 10% at 6 months. The predictive utility of Criterion A was not demonstrated.
These findings provide support for the inclusion of the proposed algorithm for PTSD in

preschool children. (Dgoung et al., 2011)
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In another study irconducted on refugee children in Sweden about-P@stmatic
Stress Disorder in Iranian preschool children exposed to organized violence 1996.

Fifty preschool children from 47 Iranian families living as refugees in Sweden were
assessed individually, simaheously with parental interviews focusing on exposure to
organized violence and pesaumatic stress symptomatology in the children.
Information given by the children increased the prevalence of aTPastatic Stress
Disorder (PTSD) diagnosis (DSM-R) from 2% to 21% in the 42 children with
traumatic exposure through war and political persecution. The amount of traumatic
exposure was strongly related to the prevalence of PTSD. The stability of prevalence
was high in a follomup and 2 years later; 2386 the children with traumatic exposure

still met the full criteriaof PTSD according to DSMI-R (Almqvist and brandell
forsberg, 1997).

A recent study about the diagnosis of Posttraumatic Stress Disorder in Preschool
Children investigated the exisgjrdiagnostic algorithms for posttraumatic stress disorder
(PTSD) to determine the most developmentally sensitive and valid approach for
diagnosing this disorder in preschoolers. Participants were 130 parents of
unintentionally burned childreni{ years)Diagnostic interviews were conducted with
parents to assess for PTSD in their child at 1 and 6 months post injury and the Child
Behavior Checklist for 1i% was also completed. The Diagnostic and Statistical
Manual of Mental Disorders (5th ed.) providee timost developmentally sensitive and
valid measure of PTSD in preschool children. The rate of PTSD diagnosis was 25% at 1

month and 10% at 6 months.

In a study on preschool children for Scheeringa, The rate of PTSD diagnosis 2 to 52
months followingexposure to a variety of accidental and interpersonal traumatic events
was 26% (Scheeringa et al., 2003) and 23%-antl 2year followup (Scheeringa,
Zeanah, Myers, & Putnam, 2005). In comparison, DBMates ranged from 0 to 11%

A study about traumani Rafah area showed that Twenty one (6.6%) of the children
reported no pdgraumatic stress reaction21.8%) reported mild postaumatic stress
reactions,(46.4%) reported moderate pastumatic stress reactions, and 80 (25.2%)

reported severe to veggvere postraumatic stress reactions.(Thabet and Thabet 2008)
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2.5.°TSD and sociedemographic variables

A study on diagnosis d?TSD in preschool children found na@sificant differencegor

child gender, pardrage, and parent employment status-ybung et al., 2011).

Whereby, another study conducted on preschool children and their mothers in Gaza strip
foundhat Socicdemographic characteristics were not associated with PTSD among
mothers or children. Among children, the only significant risk factor was having a
mother withPTSD (Kaufmarshriqui et al., 2013).

2.5.6Trauma and Anxiety

Last et al (1992) have suggestait the agef-onset data of childhood anxiety
disorderspoints to a developmental progression (simplephobia followed by separation
anxiety, overanxious orgeneral anxiety disoradrsessiveecompulsive disordersocial
phobia, and panic, with or without agphobia),which others have mapped against a
normativeprogression in fears and anxieties,-ratged repetitivebehaviors, and play
and mental activities (Carter et al1995; Craske 1997).

For many children with anxiety disordersthe relationship betweerdisorder
andimpairment is a reciprocal one, with impairment leadingto continued exacerbation of
anxiety symptoms, whichin turn results in worse impairment. As an example,social
phobia is often triggered by a traumatic orstressful event (Ost 1987) thhecdead to
phobicavoidance and deterioration in the
performance may foster increasedsocial discomfort, leading to further withdrawaland
worsening impairment (Beidel and Morris 1994). Adevelopmental psytiapgy

model suggests themutual importance of lessening psychopathology andhabilitating
developmental competencies, especially inchildhood, where lost developmental
opportunities andimpaired acquisition of skills carry significant independentrisks for

adwerse lifetrajectory outcomes.
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2.5.7Studies about prevalence of anxiety d@ders among preschool

children

A study aboutthe relationrship between mothers mental health and the prevalence of
depression and anxiety in preschool children in Gaza sitigwed that means of total
anxiety was 27.46, generalized anxiety 3.42, social anxiety 3.94, obsessive compulsive

disorder 4.92, physical injury fear 10.47, separation anxiety éT®4bet et al., 2014)

In a study about the prevalence and comorbidityPaschool Anxiety Disorders in
Pediatric Primary Care, a total of 917 parents of preschool children (agegears)
completed the Preschl Age Psychiatric Assessment; it was foundthaheralized
anxiety disorder, separation anxiety disorder, and sqgbia are common in
preschoclaged children attending pediatric primary care. Toegths of preschoolers
with an anxiety disorder only had a single anxiety disorder. Generalized anxiety

disorder displayed the greatest degree of comorbi@itanz et b 2013).

Another study found that the prevalence of anxiety disorders in a community sample of
preschoclaged children (2 years) has been reported as 9.5% (Edwards, Rapee,
Kennedy, & Spence, 2010)

2.5.8Anxiety and sociedemographic variables

Some poplation studies have failed to demonstrate significant sex differences in
prevalence of anxiety disorders (Canino et al. 2004, Ford et al. 2003).

The results of a study about The Relation
prevalence of depressi@md anxiety of preschool children after the 2012 war on Gaza

strip showedthat there were no significant gender differences in total anxiety problems

and other subscaleBleans of total anxiety problems were less in children from families

with high family income than the other groups. However, there were no significant

di fferences between the means of preschoo

residence or number of siblings. (Thabet et al., 2014)

Some researches mentioned that In addition teedda events, some evidence suggests
that chronic adversities are associated with the onset of anxiety disorders (Allen et al.
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2008) and that predisposing adversities may occur relatively early in life (Phillips et
al.2005). These data are supported bigwa epidemiological studies that indicate an
association between childhood anxiety disorders and low family socioeconomic status
(Cronk et al. 2004, Lewinsohn et al. 1997, Xue et al. 2005).

A study conducted on Preschool Anxiety Disorders in PediatiticaPy Care found that
Preschoolers who lived with a greater number of siblings were more likely to meet
criteria for generalized anxiety disorder, social phobia, and any anxiety didéncez

et al, 2013)In a study of Palestinian children in the G&ap, it was found that low
sociceconomic status (father unemployed or unskilled worker) was the strongest
predictor of general mental health problems. Living in irtigr areas or camps, both
common among refugees, was strongly associated with arpiebfems (Thabet &
Vostanis, 1998).

2.5.9Relationship between Trauma, PTSD and Anxiety

The limited data on the role of traumatic life events in the development of childhood
anxiety suggest a similar interaction between external events and internalspsoces
Evidence from the literature on posttraumatic experiences in children points to a central
role for intrapersonal factors such as a history of previous disorder in the development
of PTSD (Pine & Cohen 2002, Pynoos et al. 1999).

In a similar fashionsome longitudinal research with a community sample of preschool
aged children showed that it was the impact of negative life events rather than the
number of events that predicted anxious symptoms a year later and that the impact of

life eventswasintur predi cted by the childbés | evel

Studies have shown a greater number and impact of negative life events experienced by
children with anxiety disorders compared with nonclinical controls (Goodyer et al.
1990, Rapee & Stlos 2003, Tiet et al. 2001).

Few studies have distinguished events t hat
those that may be a result of the behavior or symptoms of the child. Nevertheless, at
least some research has demonstrated a greatdence of independent life events
experienced by anxious children, thus indicating that the experience of events is not
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purely a result of being anxious (Allen et al. 2008, Eley & Stevenson 2000).

Of course, establishing the occurrence of life events pmionset of an anxiety disorder

is extremely difficult because of the chronic nature of anxiety and the almost impossible
task of determining precise onset. Therefore, research to date does not indicate the
causal status of negative or traumatic life rdge However, at least one study has
indicated a greater number of traumatic events in the year preceding reported onset of
the current episode of disorder among anxious children compared with an equivalent

period among nonclinical controls (Allen et aD0B)

Research in childhood anxiety disorders is paralleling that of childhood traumatic stress
in addressing the interplay among traumatic experiences, psychopathologypachiid
interactions, and developmental disturbance. For many children withtyadigserders,
including PTSD, the relationship between disorder and impairment is a reciprocal one,
with impairment leading to continued exacerbation of anxiety symptoms, which in turn
results in worse impairment. As an example, social phobia is oftegerteid by a
traumatic or stressful evetitat can then lead to phobic avoidance and deterioration in

thedhhi | dés | evel of soci al activity (Ost,
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2.5.1@Comments on previous studies

Through reviewing previous studies, the researcioticed that the studies addressed

the issue of trauma and preschool children PTSD and anxiety used different ways and
different variables, so the results may vary according to the type of trauma the children
were exposed to, the diagnostic criteria usediagnose the symptoms, and the scales
used for assessment as well as the time in which the study took place after being

exposed to the traumatic events.

In most of the studies the relation between being exposed to traumatic events and
developing PTSD wawell established, however some studies argued that preschool
children are protected from developing PTSD because their cognitive abilities are not
very well developed to understand and perceive the context of the trauma.

Other studies discussed thationtrast with older children, who often present with post
traumatic stress and depressive disorders;sgmeol children may respond through
increased nonspecific behavioral problems and symptoms of underlying anxiety.
(Thabet et al,2006).

The most commonraumatic events for children in Gaza were watching pictures of
mutilated bodies on TV and the bombardment oftitbases by helicopters and tanks
(Thabet et a).2001, 2002, 20042006).

Previous Studies showed that being exposed to more war relatethti@events was
correlated with reporting more PTSD reactions.

Moreover, sociademographic variables such as low family income, and big number of
siblings were correlated with more sever traumatic events, PTSD and anxiety results.
The researcher found thamost of previous studies assessing different types of
psychopathologies found no significant age or sex differences in preschool children, this
is may be because they are very close in their age as well as their cognitive abilities and
t hey di abmcépts alfoud gender roles and cultural expectations according to their

sex yet.
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In addition the researcher noticed that studiedPoaschool childrefound that children

who were exposed to many traumatic events as well as preschoolers who neyaryed
PTSD reactions showed higher levels of anxiety.

Generalized anxiety disorder, separation anxiety, specific phobia and social phobia

found to be the most common types of anxiety disorders among preschool children.

The researcher of the current stu@gmot found any study on the effects of war trauma

in relation to PTSD and anxiety of preschool children in particular. As well as, most of
the studies were performed in different western countries and only very few studies
about preschool children mentadalth were performed in Gaza strip. So theaeseer

of the current study thinks thttis studyis importantas to contribute in this field.
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Chapter 3
3. Methodology

3.1 Introduction

In this chapter, the researcher presentiescription of the study design, population,
sample, instrument used in data collection, eligibility criteria, ethical consideration and
the limitations of the study.

3.2 Study Design

This study is a dscriptive analytical study thdties to answer thetwdy questions
about the effects of war on preschool children anxiety and PTSD in Gaza Strip.

It has been selected because this method is useful for the description and analysis of
study variables. This type of study measures the level and prevaleneepbktiomena

which is applied on the samplea particular time and place.

3.3Place of the study

This study was conducted in kindergartens of Gaza strip where most of preschool
children are found. The kindergartens are distributed in all areas os@igza

3.4 Study Population

According to the Ministry of Bucation statistics, the number of fm@hool children
attending kindergartens is 56,839 and the total number of kindergartens in Gaza Strip is
477. See table ¢3), (MOE, 2014).

Using EPI infosoftware, the sample size showed up was 400 plus 20 more in case of
any missing; after data collection the actual sample collected was 399 mothers
ofpreschool children aged from@years old. They were assessed by parental reports

in regard to their expose to war trauma, PTSD, and anxiety.
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Distribution of the study population according to place of residenand gender,
Table (3-1)

Regions Number of Number | Number Total
Kindergartens | of males | of females
North Gaza 85 6037 5690 11727
East Gaza 70 3150 3229 6379
West Gaza 66 4254 4421 8675
Middle zone 67 3623 3538 7161
Khan-Younis 60 4662 3389 8051
East khan+ 50 2249 2375 4624
Rafah 79 5234 4988 10222
Total 477 29209 27630 56839

Population (MOE, 2014)

3.5Study sample

The researcheused a cluster random sample. Using EPI info program, the total
number of respondent preschool children were 399 from 420 as a total selected sample.
The age ranged from-@ years. Males were 165 (41.35%); and female were 234
(58.65%) as shown in figui@2.
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Figure 31: distribution of the study sample according to place of

residence.

4 kinder 4 kinder 4 Kinder 4 Kinder 4 kinder
gartens | [| gartens gartens gartens gartens
| 84 | 81 | 75 81 | 78
mothers mothers mothers mothers mothers

Figure 32: distributionof the study sample according to gender

TotalnumberOf

participants
399

Male
165
(41.35%)

Female
234
(58.65%)
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3.6 Period of the study

The study was carried out in the second semester of the scholas@®$4£t015. The

duration of the study was approximately 4 months.

3.7 Data collection

The data was collected from four kindergartens in each area of Gaza strip- (South
middle - Gaza city- North area) after getting an official approval from the Ministry of
Education. The data was collected by the researcher and 3 assistants; the researcher
collected data through meeting the principal of each of the 20 kindergartens which
were chosen randomly in Gaza Strip to explain the purpose of the study. Additionally,
the researcher coordinated for an appointment to meet and gather the mothers of
preschool children and interview them directly to fill the questionnaire. The principal

of each kindergarten called the mothers and set an appointment for the researcher and
herteam to meet with mothers and fill the questionnaires. Data collection took almost
50 days.

3.8 Data entry and analysis

The collected data was processed and analyzed under the supervision of the academic
supervisor. The researcher used Statistical Pack&ocial Science (SPSS)rsion

20- program for data entry and analysis. Data coding and recording was done before
analysis. Frequency tables that show sample characteristics and plot differences
between various variables were done. Descriptive statistere used to present the
characteristics of the sample.

T-independent tests were used to test the sex differences related to children trauma,
PTSD, and anxiety. Or@ay ANOVA test was used to study the differences among the
"means’ of pmagRETShana dndetysaécording ® age, family income,
and type of residence. Person correlation was used to explain and clarify the data and to
demonstrate the relationship between preschool children trauma and anxiety, the
relationship between preschogchildren trauma and PTSD, and the relationship

between preschool children anxiety and PTSD.
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3.9 Study instruments

The researcharsa fourinstruments to implement his study:

1.Socio demographic questionnaires.

This will include; name, gender, date of birth, number of siblings, place of residence,

family income, mother and father educational level.

2.Gaza traumatic evens check list for children

Purpose: to identify the type of traumatic event the child was egptus during the

2014 war on Gaza.

This checklist describing the most common traumatic experiences families could have
faced in the Gaza Strip during the Gaza War one year ago. The checklist was revised
from a version used in et research (Thabet et 2008, 2009, 20)4and adapted for

the nature of traumatic events occurring during the Gaza war. The scale consisted of 25
items with Yes and No answer. The scale was recorded into mild traumatic events (less
than 5 traumatic events), moderate traumatents (610) and severe traumatic events

(11 and more traumatic events).

TheCr anachés dor Gahadarauenagtia evéenthechlistis (0.82and split half

is (0.75).

3.UCLA PTSD Reaction Index for DSM-IV.

Targd population and age grouhildren ages 7 to 12, adolescents ages 13 and
older,and parents can be used for children in preschool age.

The purpose is to screen for the presenceof any type of traumatic event and the
frequencyof DSMIV (APA, 1994) PTSDsymptoms.

Description:This isa client seHreport measure;although, it can also be administered in
aninterview format or in a school classroom(group) setting. Three versions of this
briefscreening instrument exist: child, adolescent,and parent. The UCLA PTSD
Reaction Index(Pynoos etl.,2a1998) is a revised version of thewidely used and
researched Child PTSD Reactionindex (CPTRIDNader et al., 1990).

The first section |ists 12 Avery scary,

topeople. 0 For eachsareyetsheorr emoporndemts

a bad accident, |l i ke a very serious car

d

-

C

m:

to be hurt badlyin your town, o0 and fAHear.|
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a |l oved one. 0Asecoasperde mind asfkese Ifiomg s hfed u

bad thing that happened. 0

Respondents answer yes or no to 12 quest

=]

di e?0iAiWas someone el se hurt attike oy Wwé&re and
v er y Ulpestldrtdseaion asks the respondent to rate 20statements egpoimt5
Likerttt ype scale (0 =none of the time and 4 =
the time during the pastmonth . . . | watch out for danger or things | amafraid of . . . |

feel grouchy, agry or mad . . . | feelalone inside and not close to people . . . | thinkthat

|l will not Ilive a |l ong |ife.o

The structure of the measure facilitates scoring.The measure was forward and back
translatedby experienced psychologists for use inArmenia, BammibHercegovina
(Stuvland,DuakovicBelko, & Kutlaca, 2001).

Psychometric propertie®sychometric propertiesare under investigatiortietJCLA
PTSDReactionindex (Rodriguez, Steinberg, Rynoos, 1999). It is reported here

because of thestrong psychoneproperties associated withthe CPTED on which

the measure is based.

Analysis: Strengths of the measure include thesgecific design, the accompanying
parentreport form, its affity to capture both a historpf traumatic &posure and

symptoms constentwith PTSD, and its usage across cultures.

TheCr a n a c heygsatioafdr PALA PTSD reation indexis (0.91pnd split halfis

(0.87).

4.The Revised Preschool Anxiety Scale. (Spence, 2001)

The modifications made to the original PAS for the revised version consisted of seven

items being removed based on very low response rates in the original study, three items
were adapted to provide a clearer meaning, and nine items were added to ferther th
breadth of symptom coverage . In particular, items added to the GA scale were
designed to reflect behavioral manifestations of worry. This construct is difficult to

assess in young children, with their limited vocabularies for describing inner states

(War ren et al ., 2006) . For example, for two
irritability due to worryingdd and O60tr ol
difficult for parents to ascertain whether such symptoms were a direct result of

worrying. Also, as worry is essentially an internal cognitive experience, it was expected
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that parents would have difficulty estimating how much of the day their child spent
worrying. Thus, these items were excluded and four new items wer@daddth a
morele havi or al focus (e.g., 606gets wupset i
anticipated that these changes would result in a clearer distinction between the GA and
SEP scales. The revised version consisted of 28 items rated from 0 (not at all true) to 4
(very often true), intended to assess the same five factors as the original PAS (Spence et
al., 2001): social anxiety (SOC), SEP, GA, specific fears (SPC), The questionnaire was
designed to be completed by parents, as very young children are generally not
considered reliable informants of their own anxiety symptoms (Edelbrock, Costello,
Dulcan, Kalas, & Conover, 1985; although see Muris et al., 2003).

TheCr a n a c h 0 stiorafdr Sperace agndety acale is (0.90) and split half is (0.79).

3.10 ScientificRigor

3.10.1 Validity
The questionnaires are revised and modified by experts and were applied before on

Gaza population.

3.10.2 Reliability:The reliability of traumatic experiences scdlas been estimated as
followed: value of Alfa is (0.82) and the wad of split half is (0.75).

The reliability of UCLA PTSD reaction index scalehabeen estimated as
followed:value of Alfa is (0.91) and thvalue of split half is (0.87andreliability of
the revised prschool anxietyscalehaseen estimated as followedalue of Alfa is
(0.90 andthe value of split half is (0.79

3.11 Eligibility criteria
Inclusion criteria

All preschool children aged from-@ years old and their mothers whesidein Gaza

strip at the same time of the study.

Exclusion criteria

-Mothers of children whose age are less than 3 and more than 6.
-Mothers of children with mental disabilities.

-Mothers of children already suffering from mental disorders

68



3.12 Ethical considerations

-An official approvalfrom School of Public Healtht AL Quds University.

-An official permission from the Ministry of Education that gives the researcher the
opportunity to enter the kindergartens to implement the study.

-An official approval fromadmnister of education of each region in Gaza strip.
-Informed consents approval from each parent (mother).

-An official approval from Helsinki committee.

-Participants felt free to volunteer; no coercion.

-Participants in the research study recognize theirgightl responsibilities.

-A privacy of the information and anonymity was maintained.

-Truthfulness of data has been maintained.

-A cover describing the study aim and its purpose and a guathatethe study was
for scientific research and that it wouttbt bring any threat or harm to the children and

their mothers were attached witietquestionnaires.

-3.13 Limitations

-There is a shortage of literature and resources regarding the study topic.

-Reliance on mothers' reports is not very sufficientafocurately assessing preschool

children psychological disorders.

-Studies with preschool children may be subject to the effect of parental recall and
parent al ment al heal th on their reporting
informants (predomin@ly teachers) and observational assessments could have

corroborated information obtained from parents.
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Chapter 4
4. Results

This chapteshows the main results concerning trauma, anxiety andP®fSpreschool
children. Results of the studstre presenteds the follow:

The first sectiorconsiss of the description for main soegemographic variables of the
whole sample in two parts (Soetl@mographic characteristics of the preschool children
and sociedemographic characteristics of thar@rs). The second sectisghows the
results of trauma of preschool which consists of frequency of preschool traumatic events
items, means of preschool traumaticemts scale, preschoolers trauraad sex.,
preschoolers trauma and age, preschoolers traumgaiailgl income, and preschoolers
trauma andlaceof residege, While the third sectioshows the results of preschool
PTSD which consists of frequency of preschool PTSD items, means of preRgisio|
scales, preschoolers PT&IDd sex preschoolers PTSRnd age, preschooleBBTSD

and familyincome, preschoolers PTSD and place of residence. While the fourth section
shows the results of preschool anxiety which consists of frequency of preschool anxiety
items, means of preschool anxiefyale , preschoolersanxiety and sex, preschoolers
anxiety and age, preschooleasxiety and family incom, preschoolers anxiety and
place of residence. And the lastction will show the relationship between trauma,

anxiety and PTSD in preschool children.
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4.1.Sociodemographic characteristics of the study sample

4.1.1. Sociedemographic characteristics of the preschool children

As presented in the following tabld-{), the total number of mothers of preschool
children was 399rom 420 as a total selected samplThe age ranged from@years
with mean ge 4.48 (SD =0.67). Males wefié5 (41.35%); and femalevere 234
(58.65%). Children who have siblings less than 4 were 262 (65.6); frérsildlings
were 89 (22.3%); and children who have siblings more thame& 48 (12.03%).
According to placeof residence, 21.02% were froNorth Gaza,20.30% from Gaza,
18.8% fron Middle area, 20.3% from Khaounis, and 19.55% from Rafah.

Sociodemographic characteristics of the children (N=399)

Table (4-1)
Sex No. %
Male 165 41.35
Female 234 58.65
Total 399 100
Age: mean age 4.48 (SD =0.67).
3y 37 9.3
4y 134 33.58
Sy 225 56.39
6y 3 0.75
Number of siblings
Less than 4 262 65.66
5-7 siblings 89 22.31
More than 8 48 12.03
Place of residence
North Gaza 84 21.05
Gaza 81 20.30
Middle zone 75 18.80
KhanYounis 81 20.30
Rafah 78 19.55
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4.1.2ZSociocdemographic characteristics of the parents

The following table(4-2) shows that83.16%) had family income less than 1200 NIS;
19.05% had family incomranged between 122500 NIS8.27%%6 had family income
ranged between 2503000 NIS; and9. 52 had income 3001 NI&nd more.
Furthermore the table shows thalt% of mothers were llliterate4% of them had
primary education; 108% had preparatory educatioB7% had secondary education;
125% had diploma; 33.1% had university degree; and 1.5% had post graduate
education.

For mo t h82.718%6&verd hmusewives3.76% were ordinary worksr 10.53%
were working and receivirgg salary; 1.50% were without work but receiving a
salaryandl1.50%wereworking othejobs

According to fathereducation 2.01% were llliterate; 6.77% had primary education;
15.59% finishedPreparatory educatior31.8% finished secondary education; 12.58%
had diploma;26.326 finished university educationand 576% had post graduate
education.

For fat her s o wjtholt work3l@.79% 8véte sungle workeBs76% were
skilled workers;30.33%6were waking and receiving a salary,3.036 were without

work but receivinga salary, and 4.51% were farmers

Sociodemographic characteristics of the parents

Table (4-2)
Family income No. %
Less than 1200 NIS 252 63.16
1201- 2500 NIS 76 19.05
2501- 3000 NIS 33 8.27
3001 NIS and more 38 9.52
Mother education
llliterate 4 1.00
Primary 16 4.00
Preparatory 43 10.08
Secondary 148 37
Diploma 50 12.5
University 132 33.1
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Post graduate 6 1.5
Mother work

Housewife 330 82.71
Ordinaryworker 15 3.76
Working and receiving salary 42 10.53
Not working but receivinga salary 6 1.50
Others 6 1.50
Father education

llliterate 8 2.01
Primary 27 6.77
Preparatory 61 15.29
Secondary 126 31.58
Diploma 49 12.28
University 105 26.32
Post graduate 23 5.76
Father work

Without work 130 32.58
Ordinaryworker 67 16.79
Skilled worker 11 2.76
Working and receiving salary 121 30.33
Not working but receivinga salary 52 13.03
Farmer 18 451
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4.2 Types and severity of traumatic evets due to 51 days of war on

Gaza Strip

The most common traumagxperienceseported by mothersn behalf of their children

were: hearing shelling of the area by artillery (95.5%), hearing the loud voice of drones
(89.2%), watching mutilated bodies in TV ( (81.2%), forced to leave you home with
family members due to shelling 48%), and inhalation of bad smells due to
bombardment (62.2%). While, the least common traumatic experiences were: Threaten
of being killed (6.5%), threaten of killing of your closed relative in front of him (7.8%),
andthreatened with death by being ds&s human shield by the army to move from one

home to home (8%).

Types of traumatic events due to 51 daysof war on Gaza in preschool
childrenTable (4-3)

Yes No
Type of traumatic event No.| % | No. %
Hearing shelling of the area by artillery 381 |955|18 |45
Hearing the loud voice of Drones 356 |89.2|43 |10.8
Watchingmutilated bodies and dead people in TV 324 |81.2|75 |18.38
Forced to leave you home with family members due to | 257 | 64.4 | 142 | 35.6
shelling
Inhalation of bad smells due to bombardment 248 |62.2|151|37.8
Hearing killing of a friend 235 |58.9|164|41.1
Witnessing firing by tanksdreavy ar ti | | 182 |456|217|54.4
homes
Witnessing demolition of big buildings 168 |42.1|231|57.9
Hearing killing of a close relative 149 | 37.3| 250 | 62.7

Deprivation from water or electricity during detention at| 141 | 35.3 | 258 | 64.7

home

Witnessing firing by tanks and heavy artillery at own ho| 100 | 25.1 | 299 | 74.9

Witnessing assassination of people by rockets 100 |25.1|298|74.9
Threaten by shooting 92 23.1| 307 | 76.9
Witnessing shooting of a friend 85 21.3| 314 | 78.7
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Witnessing shooting of a close relative 74 18.5| 325|815

Witnessing killing of a close relative 73 18.3 | 326 | 81.7

Destroying of your personal belongings during incursior 63 15.8 | 336 | 84.2

Witnessing killing of a friend 56 14.0 | 343 | 86.0

Witnessing arrest of a friend 51 12.8 | 348 | 87.2

Exposure to physical injury as a result of the bombing g 44 11.0| 355 89.0

the house

Exposure to physical injury caused by shrapimellet or 40 10.0| 359 | 90.0

missile

Witnessing arrest of a close relative by the army 38 9.5 |361|90.5

Threatened with death by being used as human shield | 32 8.0 | 367|920

the army to move from one home to home

Threaten of killing of your closed relative in front of you| 31 7.8 |368 922

Threaten of being killed 26 6.5 | 373|935

Severity of traumatic events due to 51 days war on Gaza

In order to find the severity of the traumatic experiences, total traumatic events were
recorded in to mild trauma {® events), moderatgauma (610 events) and severe
trauma (above 11 events). The results showed that 26.8 % reported mild traumatic
events, 45.6% reported moderate traumatic events, and 26.6% reported severe traumatic

events.

Level of traumatic events due to 51 days war oGaza

Table (44)

Traumatic events No. %
Mild traumatic events 107 26.8
Moderate traumatic events 186 46.6
Severe traumatic events 106 26.6
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Figure 4-1: Level of traumatic events due to 51 days war on Gaza
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Level of traumatic events due to 51 daysf war on Gaza accordingto sex
Chi square test showed that 10% of boys reported severe, and 16.5% of girls reported
severe traumatic events. No statistically significantly sex differences in reported

traumatic eventsxf = 0.98 df =1, p = 0.64).

Level of traumatic events due to 51 daysf war on Gaza according to sekable (4
5)

Trauma level NG P
Mild Moderate | Severe 0.89 0.64
No. 47 78 40
Male
% 28.4 47.2 24.2
Sex
No. 60 108 66
Female
% 25.6 46.1 28.2

Differences in traumatic events according to socidemographic

variables

In order to find differences in types and severity of traumatic event and other socio
demographic variables such as sex, age, place of residence, @dueatl family

monthlyincome.Independent t test and Oéay ANOVA test were conducted.
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4.2.1 Traumatic events and sex

The study showed that Palestinian preschool children in the Gaza Strip had experienced
from 0-25 traumatic events with mean of 8.3 traumatic events (8[33). Independent

T test was conducted. The results showed that mean traumatic event in boys were 7.99
(SD =4.07) and 8.67 for girls (SD = 4.45). There were no statistically significant
differences in total traumatic events aatog to preschool chilén sex (t=-1.55, p

=0.21).

Independent ttest of raumatic events and sex able (4-6)

Trauma Sex| N Mean | SD T P
Male | 165 799 (407 |-155|0.12
Female| 234 8.67 |4.45

4.2.2 Traumatic events and children's age

Oneway ANOVA was conducted in which total traumatic events was entered as

dependent variable and other sede@mographic variables as independent variables.

The results showed no significant differences in age of childréhy@ars) and total
traumaticevents (F = 1.54, p = 0.20)

One-way ANOVA of traumatic events and age ofhildren, Table (4-7)

Difference Sumof | DF | Mean F Sig.
Squares Square
Trauma | Between 85.654 |3 28.551 | 1.54 0.20
Groups
Within Groups| 7286.9 | 395 | 18.448
Total 7372.6 | 398
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4.2.3Traumatic events and children's place of residence

The results showed that mean traumatic events for children's place of resiamice (
Gaza Gaza, Middle area, Khan Younis, and Rafah) w23 6.3, 9.56 7.7,and9.23
respectively). There were statistically significant differences in traumatic events in
favour of children living in the midd area(F= 8.8, p = 0.001).

One-way ANOVA of traumatic events and children's place of residenceable (4-8)

Difference Sum of DF Mean F Sig.
Squares Square

Between 609.755 4 152.439 8.881 .001

Within 6762.806 394 17.164

Total 7372.561 398

Means and SD of traumatic eventsccording to place of residencelable (4-9)

Std.
Area N Mean Deviation
North Gaza 84 9.23 4.40
Gaza 81 6.30 2.79
Trauma Middle zone 75 9.56 4.95
KhanY ounis 81 7.70 3.85
Rafah 78 9.23 4.47
Total 399 8.39 4.30

4.2.4 Traumatic events andnumber of siblings
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Resultsshowed that childrehaving more than 8 siblings had mdraumatic events

than the other twgroups (F = 17.29, p = 0.001)

One-way ANOVA of traumatic events andnumber of siblings, Table (4-10)

Number of siblings | Sum of Squares | DF Mean Square | F Sig.
Between Groups 592.38 2 296.19 17.299]| 0.001
Within Groups 6780.2 396 |17.122

Total 7372.6 398

Means and SD of traumatic events accordingumber of siblings, Table (4-11)

Siblings N Mean Std. Deviation | Maximum
4 and less 262 7.61 3.65 22
S-7 89 9.12 4.46 22
8 and more 48 11.22 5.7 25
Total 399 8.380 4.3 25

4.2.5 Traumatic events andfamily monthly income
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Resultsshowed that children havinig@mily monthly incomeless than 1200 NIS had
more traumatic eventlan the other three groups (F =17.29, p = 0.001)

One-way ANOVA of traumatic events andfamily monthly incomeTable (4-12)

Family monthly | Sum of DF Mean F Sig.
income Squares Square

Between Groups | 236.63 3 78.877 | 4.366 | 0.005
Within Groups 7135.9 395 18.066

Total 7372.6 398

Means and SD otraumatic events accoding to family monthly income

Table (413
Monthly income N Mean SD
Less than 1200 NIS 252 8.86 4.42
1201- 2500 NIS 76 7.93 3.69
2501- 3000 NIS 33 8.18 4.8
3000 NIS and more 38 6.32 3.56
Total 399 8.39 4.3
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4.3 Posttraumatic stress symptoms

The most common post traumatic reactions in preschool children mgrehild feels

jumpy or startles easily, for example, when he/she hears a loud noise or when something
surprises him/her (34.1%), my child feels grouchy, angry or mad (33.3%), when
something reminds my child of what happened he/she gets very upset, ataset
(32.3%), my child has upsetting thoughts, pictures or sounds of what happened come

into his/her mind when he/she does not want them to (26.8%).

Posttraumatic distress symptoms in childrenTable (4-14)

PTSD Reaction Never, | Some | Much/

Rarely [ times | often

When something reminds my child of what happe 6.6 311 |323

he/she gets very upset, scared or sad.

My child has upsetting thoughts, pictures or sound;
what happened come into his/her mind when he/she| 46.6 26.6 |26.8

not want them to.

My child has dreams about what happened or other
54.4 23.6 |22.1
dreams

My child has flashbacks of what happened; he/she
like he/she is back at the time when the bad thing hapg 2.4 28.1 |195

living through it again.
When something reminds my child of wh

happened,he/she has strong feelings in his/her body 72.9 14.8 |12.3

heart beating fast, headaches, or stomach aches.

My child feels like staying by him/heself and not being
79.2 13 7.8

with his/her friends.

My child feels alone inside and not close to other 79.4 145 |6

My child tries not to talk about, think about, or h3 73.2 173 |95

feelings about what happened.

My child has trouble feeling sadness or anger. 68.9 20.6 |10.5

My child has troubleemembering important parts of wh
74.7 15 10.3
happened.
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My child tries to stay away from people, places, or thi

61.7 19.5 |18.8

that make him/her remember what happened.
My child thinks that he/she will not live a long life. 77.7 12.3 |10
My child watches out for danger or things that he/sh 499 273 |28
afraid of.
My child feels grouchy, angry or mad. 43.4 23.3 [33.3
My child feels jumpy or startles easily, for examg
when he/she hears a loud noise or when some|41.1 248 |34.1
surprises him/her.
My child has trouble going to sleep or wakes up o

Y 90ing P P 54.1 24.1 |21.8
during the night.
My child has trouble concentrating or paying attention. | 71.4 18.3 |10.3

Means and standard deviations of PTSD

The results showdldat themean total scores of PTSD w28.04 (SD =12.68), mean-re
experiencing symptoms was 7.11 (SD =4.63) mean avoidance was 5.59 (SD= 5.30), and

mean arousal was 7.26 (SD = 4.26).

Means and Standard deviations of PTSDTable (4-15)

PTSD Scores Minimum |Maximum |Mean Std. Deviation

Total PTSD .00 62 20.04 12.68
Re-experiencing | oo 19 7.11 4.63
Avoidance .00 26 5.5¢ 5.3(
Arousal .00 18 7.26 4.26
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Prevalence of PTSD

According to DSMIV -diagnostic criteria of PTSD of summir(gne reexperiencing
symptom 3 avadancesymptoms, and2 arousal symptoms)he results showed that

160 of children (40.1%) showed no PTSD, 116 of children (29.1%) showed at least one
criterion of PTSD (B or C or D99 showed partial PTSD (24.8%nd 240f children
showed full criteria of PTSD (6%).

Prevalernce of PTSD (N= 399), Table (416)

PTSD No. %
No PTSD 160 40.1
One symptom 116 29.1
Partial PTSD 99 24.8
Full PTSD 24 6.0
45
40
35
30
25
20
15
10 6
: I
0 T T .
No PTSC One symptoms Partial PTSC Full PTSC

Figure 4-2: Prevalence of PTSD (N = 399)

83



Differences between different soci@lemographic variables such as sex,

family monthly income and PTSD

In order to find the differences between different s@@mographic variables such as
sex, age , place ofesidence family monthly income and PTSD reactions; T
independent test for two groups and One way ANOVA for 3 and more groups was done
in which PTSD, reexperiencing, avoidance/numbing, and arousal were entered as

dependent variables and sodemographic variabk as independent variables.

4.3.1PTSD and sex differences

T independent test was performed to find sex differences in PTSD and sub scales The
results showed that there wecestatistically significant differences in total PTSD
scores (Mean 12.99 girls vs. 12.24 boys)-(89, p 0. 38), and also no significant

differencedor all subscales (rexperiencing symptoms , avoidance, and arousal).

Means and Standard deviationsof the PTSD and sub scales andex of children
Table (4-17)

Gender Mean | SD T P

Total PTSD Male 12.24| 19.37 | -0.89 | 0.38
Female | 12.99| 20.51

Re-experiencing Male 4581 6.78 |-1.18 | 0.24
Female | 4.67|7.34

Avoidance Male 5.24/5.38 |-0.66 |0.51
Female | 5.36|5.74

Arousal Male 4.08|7.25 |-0.02 |0.98
Female 4.4|7.26
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Differences in PTSD according to other soctdemographic variables

One way ANOVA was conducted in which total PTSD was entered as dependent

variable and other socidemographic variables as independent variables.

4.3.2PTSDaccording to age

Resuts showedsignificant differences in PTSD result&ithe arousaubscalegroup of

children (5 year®ld) had more PTSD than the other ages.

One-way ANOVA of traumatic events and age, Table (48)

PTSD according to age Sum of | DF | Mean F Sig.
Squares Square
Total PTSD | Between Groups | 989.485 | 3 329.828 | 2.068| 0.104
Within Groups 63003.9 | 395 | 159.503
Total 63993.4 | 398
Re-experiences| Between Groups | 123.639 | 3 41.213 |1.934|0.124
Within Groups 8418.73 | 395 | 21.313
Total 8542.37 | 398
Avoidance Between Groups | 55.099 |3 18.366 | 0.651| 0.582
Within Groups 11137.3 | 395 | 28.196
Total 11192.4 | 398
Arousal Between Groups | 177.906 | 3 59.302 |3.321|0.02
Within Groups 7052.99 | 395 | 17.856
Total 7230.89 | 398

Means and Standard deviations of the arousal symptoms of PTSBnd Age of

children, Table (4-19)

Age in years| N Mean Std. Deviation
3 37 5.73 3.69
4 134 6.87 4.11
Arousal 5 225 7.77 4.35
6 3 5.33 5.77
399 7.26 4.26
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4.3.3PTSDaccording to number of siblings

There weresignificant differences in total PSTD and subscalesording to number of

siblings. Total PTSD, reexperences, avoidance, and arous&re more in children with

8 and more siblings.

One-way ANOVA of PTSDand number of siblings Table (4-20)

PTSD and number of siblings Sum of DF | Mean F Sig.
Squares Square

Total PTSD Between Groupg 3119.290 |2 1559.645| 10.14 | .001
Within Groups | 60874.068 | 396 | 153.722
Total 63993.358 | 398

Re-experiences | Between Groupg 443.314 2 221.657 | 10.83 |.001
Within Groups | 8099.052 | 396 | 20.452
Total 8542.366 | 398

Avoidance Between Groupg 370.055 2 185.028 | 6.77 .001
Within Groups | 10822.356 | 396 | 27.329
Total 11192.411 | 398

Arousal Between Groupg 216.404 2 108.202 | 6.10 .002
Within Groups | 7014.488 | 396 | 17.713
Total 7230.892 | 398

Means and Stamlard deviations of the PTSD

subcales andnumber of siblings,

Table (4-21)
PTSD symptom|{Number of siblings
and number of Std.
siblings N Mean Deviation
Total PTSD 4 and less 262 18.04 12.23
5-7 89 23.33 13.37
8 and more 48 24.85 11.41
Re-experiences |4 and less 262 6.35 4.51
5-7 89 8.47 4.77
8 and more 48 8.73 4.13
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Avoidance 4 and less 262 491 5.07
5-7 89 6.66 5.68
8 and more 48 7.33 5.19
Arousal 4 and less 262 6.74 4.17
5-7 89 8.02 4.39
8 and more 48 8.67 4.10

4.34PSTD and subscales accdmg to family monthly income.

There were no significant differences in total PSTD and subscales according to family

monthly income.

One-way ANOVA of PTSD and family monthly income, Table (422)

o Sum  of Mean _
PTSD and family income DF F Sig.
Squares Square
Between Groupg 403.068 | 3 134.356 | 0.80 | 0.50
Total PTSD Within Groups | 67994.64 | 404 | 168.304
Total 68397.7 | 407
s Between Groupg 58.785 3 19.595 |0.88 |0.45
e
. Within Groups | 8953.134 | 404 | 22.161
experiences
Total 9011.919 | 407
Between Groupg 106.993 | 3 35.664 |1.19 |0.31
Avoidance Within Groups | 12107.86 | 404 | 29.97
Total 12214.85 | 407
Between Groupg 56.83 3 18.943 |0.80 |0.50
Arousal Within Groups | 9577.042 | 404 | 23.706
Total 9633.873 | 407
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4.4 Results of preschool anxiety

4.4.1. Frequency of Preschool anxiety items

The following table (423) demonstrates the frequency of preschool children's anxiety
items as answered by their mothers. The most common anxiety symptoms reported by
parents about their children weretas to keep thinking special thoughts (e.g., numbers

or words) to stop badings from happening (66%), has nightmares about being apart
from you (65.4%), Is afraid of the dark (62.2%), Is afraid of talking in front of the class
(preschool group) e.g., show and tell (57.9%), and Worries that something bad might

happen to him/here(g., getting lost or kidnapped), so he/she won't be able to see you

again (56.3%).

Frequency of Preschool anxiety itemsTable (423)

Quite
_ Often/
Not True at | Sometimes
No [ Item Very
All/ Seldom | True
Often
True
Has difficulty stopping him/herse
1 . Y PPIng 48.7 22.3 29.1
from worrying
Worries that he/she will do somethi
2 o 71.7 15.8 12.6
to look stupid in front of other peoplé
Keeps checking that he/she has d
3 things right (e.g., that he/she close( 71.7 14.8 13.5
door, turned off a tap
Is tense,restless or irritable due f{
4 _ 74.5 12 13.5
worrying
Is scared to ask an adult for help (e
5 64.2 13.8 22
a preschool or school teacher)
Is reluctant to go to sleep without y:
6 80 9.8 10.3
or to sleep away from home
7 Is scared of heights (higtlaces) 60.1 16.8 23
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8 Has trouble sleeping due to worrying 73.2 14.3 12.5
Washes his/her hands over and o

9 _ 70.7 10.3 19.1
many times each day
Is afraid of crowded or closead

10 66.6 15 18.3
places
Is afraid of meeting or talking t

11 - 58.6 14.5 26.8
unfamiliarpeople
Worries that something bad w

12 _ 56.2 18.3 25.6
happen to his/her parents

13 | Is scared of thunder storms 36.4 20.6 43.1
Spends a large part of each d

14 _ _ . 40.9 22.3 36.9
worrying about various things
Is afraid of talking irfront of the class

15 28 14 57.9
(preschool group) e.g., show and te
Worries that something bad mig
happen to him/her (e.g., getting lost

16 _ PP (¢g- 9 J 29.6 14 56.3
kidnapped), so he/she won't be ablg
see you again

17 | Is nervous of going swimming 41.1 11.3 47.6
Has to have things in exactly the rig

18 | order or position to stop bad thin{ 66.9 11 22.1
from happening
Worries that he/she will do somethi

19 o 67.4 10.5 22.1
embarrassing in front of other peopl

20 | Is afraid of insects and/or spiders | 37.4 13.8 48.7
21. Has bad or silly thoughts

21 |images that keep coming back oy 42.9 15.5 41.6
and over
Becomes distressed about yq

22 | leaving him/her at preschool/school| 36.8 15.3 47.9
with a babysitter
Is afraid to go up to group of childrg

23 52.4 12.8 34.8

and join their activities
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24 | Is frightened of dogs 40.1 13.5 46.3

Has nightmares about being apd
25 21.8 12.8 65.4
from you

26 | Is afraid of the dark 23.1 14.8 62.2

Has to keep thinking special thoug
27 | (e.g., numbers or words) t&top bad 21.5 12.5 66

things from happening

Asks for reassurance when it does
28 32.8 15.3 51.8
seem necessary

4.4.2 Means of Preschool anxiety scales

The following table (44) shows the means of preschool anxiety scales, where the
mean for total anxietgcale was (49.84for generalizedanxiety was (10.7); for social

anxiety was (8.4); for specific phobia was (21.11); and separation anxiety was (9.65).

Means of Preschool anxiety scaleJable (4-24)

Preschool anxiety N Minimum Maximum | Mean Std.
problems Deviation
Anxiety 399 |3 104 49.84 20.80
Social Anxiety 399 |0 28 8.41 6.07
Generalized Anxiety 399 |0 28 10.71 6.15
Separation anxiety 399 |0 20 9.65 5.07
Specific phobia 398 |0 36 21.11 8.88

4.4.3 Preschoolers anxiety problems and sex

The following table (425) shows independenitést comparing means of Preschoolers
anxety problems according to seXhe ttest shows that there are no significant
differences between means of anxiety problems for males and females for anxiety and

all subsales.
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Independent ttest comparing means ofPreschoolersanxiety problems according
to sex Table (425)

Anxiety and sex Sex N Mean | Std. T P
Deviation

Anxiety Male 165 | 48.04 | 21.46 -1.45| 0.15
Female | 234 | 51.11 | 20.28

Social Anxiety Male 165 | 8.13 6.45 -0.78| 0.44
Female | 234 | 8.61 5.80

GeneralizedAnxiety | Male 165 | 10.47 |6.28 -0.66| 0.51
Female | 234 | 10.88 | 6.07

Separation anxiety | Male 165 | 9.45 5.06 -0.64| 0.53
Female | 234 | 9.78 5.08

Specific phobia Male 164 | 20.06 | 9.00 -0.64| 0.53
Female | 234 | 21.84 | 8.73

4.4.4 Preschool children anxiety problems and age

One way ANOVA test was used to study the difference in means of children anxiety
probl ems accordi ng t osshkogrein tiieFollofving tablgherand 6
were no significant differences between the means of Preschoolers anxiety problems

according to age.

One-way ANOVA comparing means ofPreschoolersanxiety problems according
to age (N=399) Table (426)

Preschoolanxiety Source of Sum of Mean _
) DF F Sig.
problems variance Squares Square
Between
917.022 3 305.674 |.705 |.550
Groups
Within
Total anxiety scale 171354.030 | 395|433.808
Groups
Total 172271.053 | 398

91



Between
22.133 3 7.378 199 | .897
Groups

Generalized anxiety Within
14642.278 | 395 37.069

Groups
Total 14664.411 398
Between
129.271 3 43.090 1.139] .333
Groups
Social anxiety Within
14940.158 395| 37.823
Groups
Total 15069.429 398
Between
_ 45.229 3 15.076 585 | .625
Obsessive Groups

compulsive disorde| Within
10183.944 | 395| 25.782

CD Groups
Total 10229.173 398
Between
210.950 3 70.317 .892 | .445
Groups

Physical injury fear | Within
31066.618 | 394 | 78.849

Groups
Total 31277.568 397
Between
917.022 3 305.674 | .705 | .550
Groups

Separation anxiety | Within
171354.030 | 395|433.808
Groups

Total 172271.053 | 398

4.4.5 Preschool children anxiety problems angblace of residence

The results showed that there were statistically significant differences in total anxiety
in favour of children living inrRafah area (F= 4.9, p = 0.001), sb@hobia (t 2.65, p =
0.03),generalized anxiety (F= 3.9, p = 0.004), separation anxiety (F= 5.1, p = 0.001),
and specific phobia (F= 25, p = 0.03).
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One-way ANOVA of anxiety and children's place of residencelable (4-27)

Anxiety and place of residence |Sum oDF  [Mean F Sig.
Squares Square
Anxiety Between Groups [8258.924 4 2064.731 |4.960|.001
Within Groups 164012.128 |394 |416.274
Total 172271.053 |398
Social Anxiety | Between Groups |384.771 4 96.193 2.654/.033
Within Groups 14279.640 |394 |36.243
Total 14664.411 | 398
Generalized |Between Groups |583.879 4 145.970 3.970(.004
Anxiety Within Groups 14485.549 394 |36.765
Total 15069.429 398
Separation Between Groups [503.673 4 125.918 5.101(.001
anxiety Within Groups 9725.500 394 |24.684
Total 10229.173 |398
Specific phobia Between Groups |799.646 4 199.912 2.578|.037
Within Groups 30477921 393 |77.552
Total 31277.568 |397

Means and SD of anxiety according to place of residencEable (4-28)

Place of residence N Mean Std. Deviation

Anxiety North Gaza 84 47.08 21.91
Gaza 81 42.58 18.83
Middle area 75 51.41 20.57
KhanYounis 81 53.64 21.63
Rafah 78 54.9 18.75
Total 399 49.84 20.8

Social Anxiety North Gaza 84 8.51 6.8
Gaza 81 6.57 5.04
Middle area 75 8.61 6.06
KhanYounis 81 8.98 5.94
Rafah 78 9.42 6.11
Total 399 8.41 6.07
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North Gaza 84 10.06 6.26
GeneralizeAnxiety | Gaza 81 8.81 5.34
Middle area 75 10.83 5.88
KhanYounis 81 11.86 6.46
Rafah 78 12.09 6.3
Total 399 10.71 6.15
Separation anxiety| North Gaza 84 8.82 5.09
Gaza 81 8.02 4.87
Middle area 75 9.79 5.28
KhanYounis 81 10.68 5.03
Rafah 78 11.01 4.55
Total 399 9.65 5.07
Specific phobia North Gaza 84 19.69 8.93
Gaza 81 19.17 8.41
Middle area 74 22.38 9.09
KhanYounis 81 22.12 8.69
Rafah 78 22.37 8.92
Total 398 21.11 8.88

4.4.6Preschooler'sAnxiety problems anchumber of siblings

Resultsshowed that children having more than 8 siblings were yretomatichan
the other two groups in all anxiety and subscales.

One-way ANOVA of anxiety and number of siblings Table (4-29)

Anxiety and number of siblings Sum of DF Mean F Sig.
Squares Square
_ Between 7462.403 |2 3731.202 8.965|.001
Anxiety Within Groups|164808.649| 396 416.183
Total 172271.053|398
_ _ Between 449.731 2 224.866 6.264|.002
Social Anxiety [\ithin Groups|14214.680 |396 35.896
Total 14664.411 |398
Generalized |Between 558.577 2 279.289 7.622 |.001
. Within Groups|14510.851 |396 36.644
Anxiety Total 15069.429 |398
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Separation Between 281.562 2 140.781 5.604 |.004
anxiety Within Groups|9947.611 |396 25.120
Total 10229.173 | 398
Specific Between 655.310 2 327.655 4.226|.015
, Within Groups|30622.258 |395 77.525
Phobia Total 31277.568 |397
Means and SD of anxiety and number of siblingsrable (4-30)
Anxiety and number of siblings N Mean
Anxiety 4 and less 262 46.79
S5-7 89 54.46
8 and more 48 57.92
Total 399 49.84
Social Anxiety 4 and less 262 7.68
5-7 89 9.36
8 and more 48 10.60
Total 399 8.41
Generalized 4 and less 262 9.86
Anxiety 5-7 89 12.37
8 and more 48 12.31
Total 399 10.71
Separation 4 and less 262 9.05
anxiety 57 89 10.64
8 andmore 48 11.08
Total 399 9.65
Specific phobia | 4 and less 261 20.25
5-7 89 22.09
8 and more 48 23.92
Total 398 21.11
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4.4.7 Preschool children anxiety problems andamily income

One way ANOVA test was used to study the difference in means of Preschoolers
anxiety problems according to family income "Less than 1200 NIS, 12600 NIS,
2501- 3000 NIS, and 3001 NIS and mor®esultsshowed that children havirfgmily
monthly incone less than 1200 NIS were masaxious tharthe otherthree groupgF =

10.16, p = 0.001)

One-way ANOVA of anxiety and family monthly income, Table (4-31)

Anxiety and family income Sum of DF |Mean Square|F Sig.
Squares
Between Groupy12341.816 (3 |4113.939 10.161].001
Anxiety Within Groups |159929.236|395 |404.884
Total 172271.053/398
Between Groupg 736.842 3 |245.614 6.966 |.001
Social Anxiety |Within Groups |13927.569 |395 |35.260
Total 14664.411 398
Between Groupg 860.150 3 |286.717 7.970 |.001
Generalized __
_ Within Groups |14209.279 |395|35.973
Anxiety
Total 15069.429 398
. Between Groupy 358.745 3 [119.582 4.785 |.003
Sepaation ___
_ Within Groups |9870.428 |395|24.988
anxiety
Total 10229.173 398
Between Groupg 1357.244 |3 |452.415 5.958 |.001
Specific phobia] Within Groups [29920.324 {394 |75.940
Total 31277.568 | 397

96




Means and SD of anxiety according to family monthly incomeTlable (4-32)

Anxiety and family income N Mean S.D
Anxiety Less than 1200 NIS 252 52.15 20.31
1201- 2500 NIS 76 52.11 21.85
2501- 3000 NIS 33 45.73 18.50
3000 NIS and more | 38 33.58 16.13
Total 399 49.84 20.80
Social Anxiety Less than 1200 NIS 252 8.96 6.07
1201- 2500 NIS 76 9.16 6.35
2501- 3000 NIS 33 6.70 6.04
3000 NIS and more | 38 4.71 3.67
Total 399 8.41 6.07
Generalized Less than 1200 NIS 252 11.29 6.26
Anxiety 1201- 2500 NIS 76 11.42 6.37
2501- 3000 NIS 33 9.64 4.87
3000 NIS and more | 38 6.42 3.95
Total 399 10.71 6.15
Separation Less than 1200 NIS 252 10.10 4.97
anxiety 1201- 2500 NIS 76 9.84 5.17
2501- 3000 NIS 33 8.85 4.73
3000 NIS and more | 38 6.92 5.04
Total 399 9.65 5.07
Specific phobia Less than 1200 NIS 251 21.85 8.66
1201- 2500 NIS 76 21.68 9.07
2501- 3000 NIS 33 20.55 9.10
3000 NIS and more | 38 15.53 7.94
Total 398 21.11 8.88

4.5Relationship between PTSD and total Tauma

Pearson correlation test was done to find the association between trauma, PTSD, and
anxiety. The results showed that there wsagnificant correlation between total
traumatic events reported by children and total anxiety(r = 0.30, p = 0.001), generalized
anxiety (r=0.31, p = 0.001), separation anxiety (r=0.25, p = 0.001), and specific phobia
(r=0.14, p = 0.01). This means that erpnces that are more traumatic lead to anxiety.
Also trauma was correlated with total PTRD= 0.32, p = 0.001), rexperiencing
(r=0.32, p = 0.001), avoidance (r=0.28, p = 0.0019, aousal (r = 0.23, p = 0.001).
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Person Correlations between traumaTSD, and Anxiety, Table (4-33)

Trauma, 1 2 3 4 5 6 7 8 9
PTSDand Trauma
anxiety
1. Trauma 0
2.Total
30**
anxiety
3.Social
29** 76**
Anxiety
4.Generalized
31 82%* | B2**
Anxiety
5.Separation
25** TR | 427 | 60**
anxiety
6.Specific
14%* B2%% | A2%* | AT** | 52**
phobia
7. Total PTSD |.32** B4%* | 46** | 60** | .48** | .48**
8.Re
32%* HO*x | 39%* | 58** | 4T7** | 44%* | 90**
experiences
9. Avoidance |.28** BE** | A7xx | 51** | 39** | 38** |.88** |.67**
10. Arousal  |.23** 58 | 38** | 54r* | 43 | 49** | 90** |.76** |.68**
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Chapter -V-
5. Discussion and Recommendations

5.1 Introduction

This chapter presents a discussion of the results of the study as presented in chapter
four; these findings ardiscussed in line with the literature review, which is important to

clarify them in comparison with other studies conducted by other researchers.

The chapter also presents recommendations for kindergartens, teachers and parents
regarding trauma, PTSD andxaety in preschool children in Gaza strip, as well as it
provides decision makers with recommendations to set plans for caring about this

category.
5.2 Main Results

The most common traumatic experiences reported by children were hearing shelling of
the aea by artillery (95.5%), while the least common traumatic experiences were:
threatened of being killed (6.5%). The results also showed that 26.8 % reported mild
traumatic events, 10% of boys reported severe, and 16.5% of girls reported severe
traumatic evets which means that there was no statistically significantly sex differences
in reported traumatic events and there was no statistically significant differences in total
traumatic events according to preschool children sex .

The results showed no signdict differences in age of children-@3years) and total
traumatic events. There were statistically significant differences in traumatic events in
favor of children living in the middle area and there were statistically significant
Children having more tme8 siblings had more traumatic experienttean the other two
groups as well as children having family monthly incdess than 1200 NIS had more
traumatic experiencelan the other three groups.

For PTSD results, the most common post traumatic reactiomseschool children
were: My child feels jumpy or startles easily, for example, when he/she hears a loud

noise or when something surprises him/her (34.1%).
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The results showed that the mean total scores of PTSD were 20.04, mean re
experiencing symptomsas 7.11, mean avoidance was 5.59, and the mean arousal was
7.26.

According to DSMIV diagnosis of PTSD of summing of (one-egperiencing, 3
avoidance, and 2 arousal symptoms), The results showed that 160 of children (40.1%)
showed no PTSD, 116 of childré29.1%) showed at least one criteria of PTSD (B or C

or D), 99 showed partial PTSD (24.8%), and 24 of children showed full criteria of
PTSD (6%).

The results showed that there were no statistically significant differences in the total
PTSD scores for bay and girls, and also no significant for all subscales (re

experiencing symptoms, avoidance, and arousal).

Results showedignificant differences in PTSD, and subscales according togagap
of 5 yearsold children were found teavemore PTSDarousalsymptomshan the other

ages.

The results oPSTD and subscales accordinghe number of siblings showed that total
PTSD, reexperiences, avoidance, and intrusion were moreiidreh with 8 and more
siblings and there were no significant differences total PSTD and subscales

according to family monthly income.

For anxiety results, the most common anxiety symptom reported by parents about their
children was: Has to keep thinking special thoughts (e.g., numbers or words) to stop

bad things from happeérg (66%).

The mean for total anxiety scale was (49.84); for generalized anxiety was (10.7); for
social anxiety was (8.4); for specific phobia was (21.11); and for separation anxiety was
(9.65).

No significant differences were shown between the 'meanahxiety problems for
males and femagefor anxiety and all subscaless well as between the 'means' of

preschool ersé anxiety problems according t

The results showed that there were statistically significant differences in total anxiety in

favor of diildren living in the Rafah area.
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Children having more than 8 siblings were more anxious than the other two graiips in
anxiety and subscales, In additi@hildren having family monthly income less than

1200 NIS were more anxious than the othezehgraips

The results showed that there was significant correlation between total traumatic events
reported by children and total anxiety, generalized anxiety, separation anxiety and
specific phobia. This means that experiences that are more traumatic leadety. a

Also trauma was correlated with total PTSDemperiencing, avoidance, and arousal.
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5.3 Discussion

The current study investigates the effects of 2014 war trauma on preschool children

anxiety and PTSD in Gaza strip.

Possibldimitations of this study include using screening measures rather than extensive

diagnostic and structured interviews.

Reliance oomo t h reporgsds not sufficient. Although this is difficult to avoid due to
the limited communication abilities of presahochildren, parent reports have the

tendency to underestimate internalizing symptoms in children (M8ieeiman et al.,

2008; Scheeringa et al ., 2006) and can
experiences, level of guilt, or misconceptions thaithe chi I d i s &é06too
affected.

Moreover, the number of girls in this study was higher than the numlbeysfthis is

due to the lack of commitment from the principals of the selected kindergartens
regarding the request of researcher to sdl@enhothers of boys and 10 mothergyof r | s 6
preschoolers. In addition, the difficulty of gathering the specified number of mothers for
the meetings from each kindergarten obliged the researcher to fulfill the questionnaires
with the mothers who came foreghappointed meetings regardless of the sex of their

children.

In addition to that, the number of preschool childrethwhe age group of 3 was lower

than the other two age groups (4 and 5 years old children) because many of the
randomly chosen kindergan® are not accepting this age group in their classes. Also,
the number of children with this age group was lower inkihdergartens that already

accepthis age.

The researcher acknowledges that she used the Arabic version of Gaza traumatic events

scak, PTSD scale, and Spence anxiety scale.

The most common traumatic experiences reported by children were hearing sifelling
the area by artilleryhearingthe loud voice of dronesvatchingmutilated bodies in TV
forced to leave home with family membehge to shelling, and inhaling badhslls due

to bombardmentwhile the least common traumatic experiences for children vere t
threat of being killedthreat of killing of having a close relagixkilled in front of them
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and the threat of dying as a humsimeld by the Israeli army while nae from one

home to another

This result is coherent wittihe results obther studies conducted on Gaza children after
being exposed to waelated traumatic events (Thabet et al., 2001, 2002, 2004, 2006).

The results showed that 26.8 % reported mild traumatic events, 45.6% reported
moderate traumatic events, and 26.6%or&d severe traumatic events, whiish
understandable because the war of 2014 on the Gaza strip areas, which lasted 51 days,

was very destruive and resulted in a very large number of injuries and martyrs.

10% of boysand 16.5% of girls reported severe traumatic events. There was no
statistical significant sex difference in reported traumatic eyewtsich is also

reasonable because all thhkildren were affected by the war to the same degree

regardless of their sex.

Therewere no significant differences the age of children (8 years) and the total
traumatic eventsThis is because all the children in this study are very close in age; this

means they are almost from the same age group.

The results showed that the mean traumat.
(north Gaza, Gaza, Middle area, Khéounis, and Rafah) were (9.23, 6.3, 9.56, 7.7,
and 9.23 respectively). There wertatsstically significant differences in traumatic

events in favor of children living in the iftdle Area

The reseaher believes this result showeg@ because some of the randomly chosen
kindergartens from the Middle Area were found to be in highly affected slums during

the war which may result in a greater number of traumatic events for people living there.

The results showed thathitdren having meoe than 8 siblings experienced more
traumatic eventthan the othemto groups In addition, children having family monthly
income less than 1200 NIS wenad more traumatic experiencésn he other three
groups whichis expected because more than 60loldren in this study were from
families with income lowethan 120 NIS per month; thatmeans that most of the
children exposed to traumatic events had low family income. Moreover, the big number
of siblings can cause children to be highly expose@verstraumatic events and lead to

a lesser ability for parent to protect, control and observe their children.

103



According to DSMIV diagnosis of PTSD of summing of (one-egperiencing, 3
avoidance, and 2 arousal symptoms), Thelteshowed that 160 of ddrenshowed no
PTSD, 116 of childreshowed at least one criteria of PTSD (B or C ¢y ¥ showed
partial PTSD and 24 of childrenrewed full criteria of PTSD

The researcher finds that this result fairly agrees with the results of PTSD prevalence in
some studies and differs from the results showed by other previous studies. The
prevalence of PTSD can vary depending on the diagnostic criteria used to diagnose the
symptoms and the timing when the study took place after the ending of the traumatic
events. It is important to clarify that this study was conducted after more than six
months of the ending of the warhe results agrees withhe recent study using dsm5
diagnostic criteriathat estimated the rate of PTSD diagnosis among unintentionally
burned preschool children, after 6 months of their injury, to 8é @e Young et al.

2012.

This result agrees with the previous results which found no differences bebtagen

and girls regarding the severity of traumatic events and agrees with many previous
studies conducted on preschool children and discussing different types of emotional,
behavioral problems and many psychiatric disorders. Most of them found no diéferenc

in prevalence between boys and girls in this age grbloig. study agrees with study-

on diagnosis of PTSD in preschool childremhich found no significant differences

between child gender, parent age, and parent employmen{B&atisung et al2011).

Results showed no significant differences in PTSD and subscales according to age. The
group of 5yearold children had more PTSD than the other ages. This result is logical
because the-$ear old children have better cognitive ability to understaeccontext of

the trauma than the other children aged 3 and 4 years old have. This result agrees to
some point with some research findings which suggest that very young children cannot
conceptualize traumatic events. Their cognitive abilities to appifasemeaning of the
traumatic events are not as developed as those of older children. Instead, they may
present with noispecific behavioral or emotional disorders, rather than PTSD reactions.
Older children are possibly more vulnerable to develop thepfekentation of PTSD

after exposure to a severe traumatic event (pynoos, 1990; el bedour, 1993; green et al,
1994).
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For tal PSTD and subscales aatiog to the number of siblinggptal PTSD, re
experiences, avoidance, and intrusion were more in childitnsiblings numbered 8
and up. This result is plausible because as the big number of sibliagsxpose
children to mordraumaticstressbecause of themited ability of the parents tononitor
andpay attention toall of their childreduring the Israle offensein order to protect

them, or togive sufficient careand assurance to all of them.

There were no significant differences in total PSTD and subscaleslexgcto family
monthly income, whichndicates that the financial situation has nothingdto with
developing PTSD after the Israeli offense.

The total result of anxiety is higher than the results of other studies about the prevalence
of preschool children anxiety, but the researcher thinks thatldgical in this study
because it is conduatein a war affected country with too maitife stressors and

ongoing crisis.

No significant differences were found between means of anxiety problems for males
and females for anxiety and all subscales, and no significant differences were found
between the means pfr e s ¢ haoxtety probkerds according to age.

These results matowith some poplation studies that have mgmonstratedignificant

sex differences in prevalence of anxiety disorders in preschool children (Canino et al.
2004, Ford et al. 2003). n addi ti on, results of Thabet
anxiety prevance in preschool children (Thabet et al., 2084pwed no gender or age

differences for all types of anxiety disorders in preschool children.

The results showed that there were statistically significant differences in total anxiety in
favor of childreniving in the Rafah area.

This result can & acceptabland it is may be due to the great damages that Rafah area
witnessed during the 2014 war. Also, it is may be due to the exposure of the area to
shelling and bombing, ground invasion, and the destruamh demolishing of the
underground tunnels. Additionally, some other unexplored risk factorsheaglayed

a role in the appearance of this result in Rafah area.

Children having siblings or more had more anxiety symptoms than the other groups in

all anxietysubscales
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This result agrees with the previously discussed results which found that trauma severity
and PTSD are positively correlated with the increasing number of siblings. These results
prove that the big number of sibling is a risk factor dexweloping PTSD and anxiety
disorders.The large number of siblings can be stressful and may affect the mothers
mental health and ability to show sufficient care for all of her children, which may in
return affect negatively on the children's mental hedithis result also agrees with a
study conducted on preschool anxiety disorders in pediatric primary care which found
that preschoolers who lived with a greater number of siblings were more likely to meet
criteria for generalized anxiety disorder, sociabpia, and any anxiety disorder (Franz,

L etal., 2013).

Children having family monthly income less than 1200 NIS were more anxious than the

other thee groups

This result is consistent with other researches about children anxiety and shows that low
family income can create an anxious and stressful environment for the parents, as well
as for their children in return. Parker et al (1999) reported that low income parents also
report a higher level of frustration and aggravation with their children. Thisresajt

in an increase of anxiety and fear of preschool children.

The results showed that there was significant correlation between total traumatic events
reported by children and &t anxiety generaked anxiety separdon anxiety and
specific phobia This means that experiences that are more traumatic lead to anxiety.

Also trauma was correlated witbtal PTSD re-experiencing, avoidancend arousal

This result is consistent with most of the studies conducted on children as well as a
study conducte in Gaza (Thabet et al., 2007), (Pine & Cohen 2002, Pynoos et al. 1999),
(Edwards et al. 2009), (Goodyer et al. 1990, Rapee & Szollos 2003, Tiet et al. 2001),
(Allen et al. 2008), (Ost 1987).
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5.4 Conclusion

The current study contributes to the exigtliterature by revealing that tlexpcsure to
war traumatic events cardutes to appearancd PTSD and anxietyproblemsamong
preschool childrenas well as proving the possibility of developing PTSD among
preschool children like other older childrendaadults,and it shows th#tere are a
correlations between preschool childrerposure to trauma and havilRSD and

arxiety problems.

Furthermore, it shows that preschool children both males and feraate equally
affected by theseverityof exposure taraumadic eventsnd that both sexes from this age

group are almost the same in regard to the development of PTSD and anxiety disorders.

Moreover, the current study shows that low family income influences the appearance of
anxiety problems among psehool children. In addition, the high number of siblings
has significaneffects on prevalence &fTSD and anxiety problenamong preschool

children.

5.5. Recommendations

In the light of the literature and the results of the current study, the following

recommendations are made:
5.5.1Kindergartens should

-Maintain psychosocial connection among children and their mothers or caregivers by
sharng them in kindergartens' activities. This is important to promote active
participation between mothers and their children.

-Kindergartens should reinforce favorite recreational activities that children prefer for
recreation and to improve their mental tieauch as leisure trips, educational trips, as

well as play therapy.

5.5.2Concerneds oci et al i nstitutions and NG(
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-Societal institutions should organize activities for parents and caregivers of preschool
children to improve their mental health amelp children overcome war trauma, such as

various training courses and educational programs.

-Low family income proved to have great influence on preschoolers' mental health
problems and anxiety, so societal institutions and decision makers must carpadyout
families through providing various forms of aid.

-Societal institutions should promote public educational and awareness raising programs
for parents regarding helping their children dealing as much as possible with war

trauma and its effects.

-Outreachchild mental health clinics with multidisciplinary staff need to be established
at primary health centers to assess and treat children referred from community agencies

and schools after exposure to traumatic events.

5.5.3Recommendations for furtherstudies

-Research should involve the psychiatric assessment of primary care givers in parallel
with that of the children in order to understand the effects of family and social support

on developing PTSD and anxiety problems in preschool children in Gaga St

-More in-depth research should be conducted to measure the impact of both the number
and severity of exposure to different types of trauma rather than exposure to the count of

traumatic events that preschool children experienced after being expogas to

-Researches should implement more studies on risk and protective factors influencing
prevalence of PTSD and anxiety problems in preschool children after being exposed to

war trauma.
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