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ABSTRACT

The purpose of the following study was to assess the level of Post-
traumatic Stress Disorder (PTSD) and to assess the type of coping
strategies (problem solving, seeking social support, avoidance) while
under stress among a sample of youth (ages 13-19) who were living in
the South of Lebanon during the Israeli occupation of the South. The
sample included 150 youth (74 male and 76 female) ages 13-19 (X=
15.83). The Penn Inventory For Post Traumatic Stress Disorder (Melvyn,
1990) and the Coping Strategies Indicator (Amirkhan, 1993) were
administered. Results showed that age and PTSD level are inversely
related; female participants scored a higher PTSD level than male
participants. ANOVA results showed that coping strategies differ across
age groups; however, no significant results were obtained across

gender.
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CHAPTER |

INTRODUCTION

Post-traumatic Stress Disorder Level and Coping Strategies of

Youth (ages 13-19) Living in South of Lebanon

Statement of the Problem

Stressful life events are distinguished by their specific overwhelming
characteristics and profound, far reaching effects. Stressful life events
may be seen as promoting personal growth, but they also have to be
considered as possible risk factors, pbsing a threat to the individual’s
mental and physical well being. A recent study by Stein, McQuaid,
Pedrelli, Lenox, & McCahill (2000), has shown that post-traumatic stress
disorder (PTSD) is more prevalent than originally believed. PTSD is not
a new disorder. There are written accounts of similar symptoms that go
back to ancient times, and there is clear documentation in the historical
medical literature starting with the American Civil War, when a PTSD-like
disorder was known as "Da Costa’'s Syndrome." There are particularly
good descriptions of posttraumatic stress symptoms in the medical
literature on combat veterans of World War Il and on Holocaust
survivors. PTSD was mainly studied among soldiers who had been

exposed to the horrors and destruction of war. Recently, PTSD has been



studied in the light of other traumas, not necessarily pertaining to war
casualties. For PTSD to be diagnosed, a person must have experienced
an emotional stress that was of a magnitude that would affect almost
anyone, such as combat experiences, natural catastrophes, assault,
rape, and serious injuries, illnesses, or accident (Sadock, Kaplan and
Grebb, 1994). According to A. Fleming (1984), “No event is universally
stressful.” However, some stressors, such as that of the exposure to
war, leave few untouched, thus leading to a traumatic experience. Stress
has its many manifestations and forms; many people react to stressful
events in different manners. Almost any kind of stressful stimuli can
become a traumatic experience provided it is of significant intensity,
duration, or frequency, which is essentially the disruption of the balance
within the body (Barrow & Prosen, 1981). A study that documented a
relation between exposure to crime and violence and distress symptoms
done by Fitzpatrick and Boldizar (1993) involved a sample of not only
children but also adolescents. Specifically, participants were low-income
African-American youth (ages = 7 to 18 years; N = 221). More than 70%
of the children and adolescents reported being victims of at least one
violent act. Similar to Richters and Martinez (1993), participants were
more likely to have witnessed violence than to have been victimized,
with close to 85% having witnessed at least one violent act and 43.4%
having witnessed a murder. In addition, of those who had been exposed

either as witness or victim, 89% met at least one of the DSM IlI-R criteria



for PTSD, with the average number of symptoms being five. Boys
reported significantly more exposure to violence than girls, but girls
reported more PTSD symptoms than boys. Many other studies indicate
the effects of trauma on children and youth. In light of all the
investigation done on other populations, Lebanon is a site were many
traumas were experienced. Research in the area of South Lebanon will

be a valuable asset.

Coping

South Lebanon has been the target and site of terrors and traumas that
the circumstances of war forced upon those living in the territory it
infects. War and its effects do not leave anyone out of the
consequences. Everyone who experiences war and the stress it inflicts,
is affected in one manner or another. The elderly, adults, young adults,
youth, teenagers, young children have all been affected one way or
another. What effect has the Israeli occupation and force had on the
youth in the South of Lebanon? How have they been coping with the
stressors? Is coping a crucial factor? Today’s youth, are faced with so
many stressful events and a lot of pressure. Yet, it is expected for them
to deal with these stressors and grow to be healthy adults. Stressors are
many and can not be avoided, yet when one is equipped to deal with the
stress in a rational and productive manner, then the person grows to

become as healthy as he/she can be. Hence, coping and coping



strategies are essential for a person's survival. Coping is defined by
many researchers as a response to stress. It also refers to a person's
behavioral and cognitive attempt to manage (reduce, minimize, master,
or tolerate) both internal and external demands of the person. According
to Folkman, Lazarus, Dunkel- Shatter, De Longis and Gruen (1986),
coping is of two types, regulating stressful emotions (non-cognitive) and
dealing with the problem causing stress (cognitive). Coping with stress
is essential for healthy functioning. Many life stressors cannot be
avoided; dealing with and managing stressful situations are issues that
all face at one time or another in their lives. The stress of war and
violence is undoubtfully a topic for concern. Knowing how people deal
with this stress is vital to provide means and measure for a better

psychological well being.

Social Aspect of Coping with Death

Village life in the South of Lebanon is one which is based on a closely
knit society. Everyone knows everyone else. Social support and relations
are of great importance to the people. The extended family is as
important, if not more, than the nuclear family. Neighbors are a part of
the family as well.

When a person dies, the whole village mourns in respect for the
deceased and the family. There is a spirit of unity and care for the family.

The women in the household of the deceased scream out in grief and



agony. This is the sign and indication that someone has died. Then the
death toll is tolled on the church bell. Women sit around the dead body,
crying and praying; while men sit alone in another room, usually in the
neighbor's home and stay awake all night. Work and businesses stop in
a moment of silence during the funeral. This paves the way for people
who have personal problems and vendettas to reconcile with one
another. They believe that death can take them any day, so they should
hold no grudges against anyone while they are alive. Everyone in the
village and neighboring villages have to fulfill their “waijib” (their social
duty) by attending the funeral and offering their condolescences. If the
deceased is young, then the village poet comes and recites poems
speaking of the young person, while the scouts marching band march
around the village square and playing a processional. Women and men
outwardly show that they are in a period of grief when the women wear
black clothing and men do not shave their beards for forty days. The
social aspect of the grieving process is taken into great account.
However, we do now really know how people cope with death and losing

those close to them. What goes on on the inside, we really do not know.

Purpose of the Study

The purpose of this study is to assess the level of PTSD among a

sample of youth (Ages 13-19) who were living in the South of Lebanon



during the Israeli occupation of the South, and to assess their coping

strategies when dealing with stressors.

This study is to attempt to answer the following:

1. Do youth in South Lebanon have a high level of PTSD?

2. What coping strategies do youth in South Lebanon use to
successfully cope with stress?

3. Do older youth (16-19) and younger youth (13-15) differ in their
level of PTSD? Do older youth (16-19) and younger youth (13-15)
differ in their coping skills?

4. |s there a gender difference in the coping strategies? Is there a

gender difference and level of PTSD?

Need for the Study

The need for the study stems from the fact that any stressor or traumatic
event affects a person; if so, have not the youth in South Lebanon been
affected from the trauma of war with the Israelis? For years, people living
in the South of Lebanon have had to endure the hardships of military
forces and witness many horrific events. No significant study has been
carried out on PTSD in the South of Lebanon. How people have been
coping has not been a concern. Considering all the stress people faced
during the war and the aftermath of surviving the war itself, not much

research has been done concerning the implications of the war on the



people. They have been busy with picking up with their lives and hoping
for a better future. What psychological implications have resulted after
experiencing trauma? What coping skills and strategies have been
used? The outcome of the study can provide diagnostic and predictive
uses in helping in the raising of awareness for the need to provide
trained professionals in aiding people deal with post-war affects. It is
important to know the extent of PTSD level among the youth in
particular, who are the leaders of tomorrow. It would also be of value for
social work organizations in developing community preventive programs
in educating society how to cope with stress by learning proper coping
strategies. Awareness of PTSD and coping should be raised and proper
curative aid should be catered to victims. Children exposed to disasters
are at risk for a number of mental health related problems. The type and
severity depend on the nature and extent of disaster trauma, the
influence of family and community, the resilience or vulnerability of the
child, and symptom onset and duration. Levels of functioning and cross-

cultural differences also play an important part in coping with stress.

Culture in South Lebanon

The make up of villages in the South of Lebanon is mainly of an
agricultural type. People own land and they plant crops on their land in
order to make a living from the sales of their produce. Till this day, many

of the activities that the youth are involved in and enjoy immensely are



work and chores they have out on the fields, whether it is planting,
reaping, or the like.

Father Shoucairallah Choufani (1996) writes in his account of the history
of the South about how life has changed throughout the years. Due to
the migration of people to other countries and cities, after the 1970’s,
many have left their villages and their land and have taken a risk at
making a “better” life elsewhere. As a result, many have lost interest in
taking care of land and planting. Many workers who made their living by
working for crop owners lost their jobs and their income slowly started to
decline. Moreover, for a number of years, there was a drought, caused
by a major decline of rainfall. This also led people to leave for the city.
There was no capital investment in learning new methods of agriculture
and no one was interested in learning, since agricultural innovations and
new methods were no longer taught. Production was scarce and workers
fewer. Anyone who had the means, financial or other, left the villages to
start a different life. During the aggression between Israeli troops and
Lebanese resistance, which took place on Lebanese soil, particularly in
the South, many more people migrated to other areas. Hence, those
who remain full time residents of the village are those who have no
substantial means to leave the village. Those who belong to a better
socio-economic status live mainly in the city- Beirut. The war has left its

effects on the society and its economic status on a whole. Thus, there is



little unaffected (social, economic, psychological, etc...) by the

aggression of casualties.

Hypotheses

The questions generated in this study may be translated into the
following hypotheses:
H1: Older youth (ages 16-19) have lower level of PTSD than younger
youth (ages 13-15).
H2: Older youth (ages 16-19) differ in the coping strategies they use
from younger youth (ages 13-15).
H3: Female participants have a higher PTSD level than male
participants.

H4: Male and female participants differ in coping strategies they use.

Assumptions

1. It is assumed that all participants have the proper skills in
comprehending and completing questionnaires.
2. It is assumed that participants will answer truthfully and

accurately.



Method

Participants

The research includes 150 youth (74 male and 76 female equally), ages
13-19, living in Marj-Aaioun, a South Lebanon village, which is located
directly along the boarders of Lebanon and Israel. The sample of
participants will be taken from the local public schools of the village. The
participants should have been living in this area during the time of
tension and casualty with Israeli forces. The majority of inhabitants of
this area are Christian, mainly from the Maronite sect. With the purpose
of controlling variables and maintaining reliability of results, the study
has been confined to this group - Maronite youth living in South

Lebanon.

Apparatus

All of the following assessment tools have been translated from the

English language into Arabic language by qualified translators.

1. Penn Inventory for Post Traumatic Stress Disorder (1990), by

Melvyn Hammarberg

2. Coping Strategy Indicator (CSI) (1993), by James H. Amirkhan

3. Data Sheet

10



Procedure

Participants were given the inventories mentioned above in a group
setting. They were told that this is a part of a study on youth and their
ways of thought. Thus, they were assessed according to the scale and
criterion of the apparatus mentioned above. After scores on the scales
are produced, high scores and low scores were chosen and statistical

assessments were performed on these ranges.

Limitation

1. There may be a limitation in the use of apparatus used in the
study (questionnaires and scales) as the youth in Lebanon are not

accustomed to filling out forms and questionnaires.

Definition of Terms

1. Post-traumatic Stress Disorder (PTSD):

Re-experiencing the trauma in memories and dreams, avoiding anything
reminiscent of the event, memory loss, emotional numbing, sleep

disturbance, anxiety
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2. Stress:
Psychological and physical strain or tension generated by physical,
emotional, social, or economic, or occupational circumstances, events,
or experiences that are difficult to manage or endure
3. Stressor:

A stimulus which produces great deal of discomfort to a person
4. Coping:

Dealing with stressors; action that enables one to adjust to the
environmental circumstances

5. Coping Strateqies:

Methods and techniques one uses to deal with stressful events
6. Depression:

Loss of hope, self-worth, motivation, or purpose in life; fatigue;
decreased pleasure in previously enjoyed activities; changes in sleep
and appetite; suicidal thoughts or actions

7. Psychosocial stressor:

Any life event or change that causes stress

12



CHAPTER II

LITERATURE REVIEW

The following section is designated for a review of available research in
the field concerning post-traumatic stress disorder and the different

aspects of coping and its strategies.

Post-traumatic Stress Disorder

Post-traumatic Stress Disorder (PTSD) is a psychiatric disorder that can
occur following the experience or witnessing of life-threatening events
such as military combat, natural disasters, terrorist incidents, serious
accidents, or violent personal assaults like rape. People who suffer from
PTSD often relive the experience through nightmares and flashbacks,
have difficulty sleeping, and feel detached or estranged, and these
symptoms can be severe enough and last long enough to significantly
impair the person’s daily life. PTSD is not a new disorder. There are
written accounts of similar symptoms that go back to ancient times, and
there is documentation starting with the American Civil War, when PTSD
was known as "Da Costa’s Syndrome." There are fine descriptions of
post-traumatic stress symptoms in medical literature on combat veterans
of World War Il and on Holocaust survivors (Hobfoll, S. et al., 1989).
Careful research and documentation of PTSD began mainly after the

Vietnam War. Studies showed that the prevalence of PTSD in that group
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was 15.2% at that time and that 30% had experienced the disorder at
some point since returning from Vietham. PTSD has subsequently been
observed in all veteran populations that have been studied, including
World War Il, Korean conflict, and Persian Gulf populations, and in
United Nations peacekeeping forces deployed to other war zones
around the world. There are remarkably similar findings of PTSD in
military veterans in other countries. For example, Australian Vietham
veterans experience many of the same symptoms that American
Vietnam veterans experience. PTSD is not only a problem for veterans,
however. Although there are unique cultural- and gender-based aspects
of the disorder, it occurs in men and women, adults and children,
Western and non-Western cultural groups, and all socioeconomic strata.
A national study of American civilians conducted in 1995 (Kessler, R. et
al.) estimated that the lifetime prevalence of PTSD was 5% in men and
10% in women. Most people who are exposed to a traumatic, stressful
event experience some of the symptoms of PTSD in the days and weeks
following exposure. Available data suggest that about 8% of men and
20% of women go on to develop PTSD, and roughly 30% of these
individuals develop a chronic form that persists throughout their lifetime.
The course of chronic PTSD usually involves periods of symptom
increase followed by remission or decrease. Some older veterans, who

report a lifetime of only mild symptoms, experience significant increases
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in symptoms following retirement, severe medical illness in themselves

or their spouses, or reminders of their military service.
Characteristics of those who develop PTSD

In attempt to find a definition for PTSD and characteristics of those who
develop PTSD there have been certain characteristics which determine
whether a person who experiences a trauma will actually develop PTSD
or not. Some of the characteristics are the following:

1. Those who experience greater stressor magnitude and intensity,
unpredictability, uncontrollability, sexual (as opposed to nonsexual)
victimization, real or perceived responsibility, and betrayal
2. Those with prior vulnerability factors such as genetics, early age of
onset and longer-lasting childhood trauma, lack of functional social
support, and concurrent stressful life events

3. Those who report greater perceived threat or danger, suffering,
upset, terror, and horror or fear.

4. Those with a social environment that produces shame, guilt,

stigmatization, or self-hatred.

Response to Trauma

There is a wide range of emotional and physiological reactions that
children may display following disaster. From previous research, we
know that more severe reactions are associated with a higher degree of

exposure (i.e., life threat, physical injury, witnessing death or injury,
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hearing screams, etc.), closer proximity to the disaster, a history of prior
traumas, being female, poor parental response, and parental

psychopathology. (Goenjian, AK, et al., 1997)

Age Level Characteristics

Every age group has its ways of reacting to certain stimuli. The pre-
adolescent and adolescent years form significant years in a person’s life.
Hence, they have their own ways of reacting to stressors and trauma
that other age groups would react differently to. The following age level
characteristics of reactions to trauma have been taken from C.
Monahon’s guide on children and trauma.

Pre-adolescents and Adolescents (12-18 years)

* Self-consciousness

* Life-threatening reenactment

* Rebellion at home or school

* Abrupt shift in relationships

* Depression and social withdrawal

* Decline in school performance

*Trauma-driven acting out, such as with sexual activity and reckless risk
taking

* Effort to distance oneself from feelings of shame, guilt, and humiliation
* Excessive activity and involvement with others, or retreat from others in

order to manage inner turmoil
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*Accident proneness
*Wish for revenge and action-oriented responses to trauma
*Increased self-focusing and withdrawal

* Sleep and eating disturbances, including nightmares

The above symptoms are normal reactions to trauma and do not
necessarily mean that a child has acquired a disorder. Children, who lost
a friend or relative in the Oklahoma City bombing, were more likely to
report immediate symptoms of PTSD than non-bereaved children.
Arousal and fear presenting seven weeks after the bombing were
significant predictors of PTSD (Pfefferbaum et al., 1999). Two years after
the bombing, 16% of children who lived approximately 100 miles away
from Oklahoma City reported significant PTSD symptoms related to the
event (Pfefferbaum et al, 2000). This is an important finding because
these youths were not directly exposed to the trauma and were not
related to people who had been killed or injured.

No study specifically reported on rates of PTSD in children following the
bombing. However, studies have shown that as many as 100% of
children who witness a parental homicide or sexual assault, 90% of
sexually abused children, 77% of children exposed to a school shooting,

and 35% of urban youth exposed to community violence develop PTSD.
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Earthquakes and PTSD

Carr et al. (1997) estimated that Posttraumatic Stress Disorder occurs in
32% to 60% of the adult survivors and 26% to 95% of the child and
adolescent survivors who have been evaluated after earthquakes and
such traumas. Persistent or recurring disruptions from the earthquake
substantially contribute to continued mental-health problems. General
psychological distress levels following an earthquake appear to stabilize
after about 12 months, but posttraumatic stress reactions do not stabilize
until 18 months after the earthquake. Coping with stress by using
avoidance measures (e.g., withdrawal from the situation, isolation, trying
to avoid further stressors) appears to contribute to continued distress
and posttraumatic stress (Carr et al, 1997). Also at risk are (1) rescue
workers with high levels of catastrophic exposure and (2) individuals
who, in reaction to the earthquake, tend to "dissociate," or become
"numb," and have a sense of being detached from their emotions and

bodily experiences for a prolonged period of time (Marmar et al, 1999).

Consequences of Traumatic Stress

Immediate consequences of trauma, affecting the majority of people who
experience severe stress, include:
* Emotional symptoms: shock, intense fear, tearfulness, anger,

shame, helplessness, nervousness, numbness
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. Mental symptoms: confusion, disorientation, unwanted
memories, decreased concentration
* Physical symptoms: bodily injury, muscular tension, fatigue,
edginess, change in sleep and appetite, gastrointestinal
problems, racing heart, bodily aches and pains
Long-term consequences of severe stress can be complex and severe,
including marked interpersonal changes such as apathy, anger, and

isolation.

Traumatic Events Civilians Experience During War

Typically when we think about being exposed to traumatic events during
a war, we think about what soldiers experience (e.g., being fired upon,
becoming a prisoner of war, sustaining an injury, or witnessing serious
injury or death). However, civilians who are not directly involved in the
war effort are also frequently confronted with war related stressors.
Some typical civilian stressors include life threat; being bombed, shot at,
threatened, or displaced; being confined to one's home; losing a loved
one or family member; suffering from financial hardships; and having
restricted access to resources such as food, water, and other supplies.
Particularly horrific stressors experienced by some civilians during war
include torture, beatings, rape, forced labor, witnessing sexual abuse of

or violence toward a family member, and mock execution.
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Effects of War-zone Stressors on Civilians

Most of the research on the effects of war on civilians has been
conducted on refugee samples and people who were displaced as a
result of war. Compared to other war-exposed civilians, these
individuals’ experiences may be more traumatic not only because of the
situations that led to their exile but also because of stressors
experienced in refugee camps and during the process of resettlement. In
general, refugees exhibit high rates of PTSD and depression as well as
other psychiatric problems, particularly if they were tortured (de Jong,
Scholte, Koeter, & Hart, 2000). For example, in a survey of Bosnians
from a refugee camp in Croatia who experienced on average more than
six traumatic events, approximately one third had depression and one
quarter had PTSD. Twenty percent met criteria for both disorders.
Refugees with both depression and PTSD were five times more likely to
report being physically disabled than refugees with no psychiatric
symptoms (Mollica et al., 1999).

PTSD and other problems are prevalent in non-refugee samples as well.
A study reported on PTSD in survivors of war or mass violence in four
low-income countries (de Jong, et al., 2001). Rates of PTSD were 37.4%
in Algeria, 28.4% in Cambodia, 17.8% in Gaza, and 15.8% in Ethiopia.
These rates are considerably higher than the U.S. rate of 8% PTSD level

among survivors of mass trauma (Kessler, Sonnega, Bromet, & Nelson,
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1995). One suggested explanation for the significantly higher rate in
Algeria is that the terrorist attacks were still ongoing when PTSD was
assessed. Overall, several risk factors for PTSD were identified,
including torture and the experience of trauma after the age of 12.
Results from studies of refugees and impoverished countries may be
difficult to generalize to Western cultures. However, findings from more
industrialized settings such as Israel and Lebanon may be more
relevant. Studies from the Gulf War suggest that, during the early weeks
of the war, there was a marked rise in stress for people of all ages.
However, the stress level dropped off within a few weeks (Milgram,
1994). Data were collected on all casualties that arrived in the
emergency departments of 12 local hospitals after actual missile attacks
and false alarms. Almost 75% of admissions were for stress reactions or
unjustified atropine (poisonous drug used to relieve spasm) injections.
The highest number of psychological casualties occurred during the first
two missile attacks, after which the numbers declined (Bleich, Dycian,
Koslowsky, Solomon, & Weiner, 1992). Another study found that while
approximately half of the participants in a study sample reported sleep
problems during the war, there was significant improvement 30 days
after the war ended (Askenasy & Lewin, 1996). Similar results were
found in a study following the 1982 Lebanon-Israel war. Almost 12,000
Israelis (civilians) were interviewed regarding their mood on eleven

different occasions between 1979 and 1984. Outbreak of war coincided
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with an increase in depression. Incidence of depressed moods peaked
at the time of the Palestinian massacre at the Sabra and Shatilla refugee
camps in Lebanon, and then it dropped below baseline even though
conflict continued. Thus, many civilians respond to prolonged war with
various stress symptoms, but as time passes people seem to recover

and stress levels return to normal (Askenasy & Lewin, 1996).

Long-term Effects for Civilians Exposed to War Stress

Although most civilians who are exposed to war stress will not develop
long-term mental-health problems, some will, particularly if they have
been exposed to severe stressors. Much research on this topic has been
conducted with Holocaust survivors. In a study of 124 Jewish Holocaust
survivors, 46% met criteria for PTSD. In a community sample of Israelis
age 75 and older, 27% of male and 18% of female Holocaust survivors
met criteria for PTSD as compared to 4% percent of males and 8% of
females who did not experience the Holocaust (Landau & Litwin, 2000).
These statistics make it clear that PTSD symptoms will persist
throughout Holocaust survivors’ lifetimes. Similarly, data from a long-
term follow-up study of civilians in Holland 50 years after World War Il
indicate that 4% of the population exposed to a war related event has
PTSD. Only 1.5% of nonexposed individuals in this same category have

PTSD (Bramsen & van der Ploeg, 1999).
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Physical Health Problems Associated with Exposure to War

There is accumulating evidence that PTSD is associated with long-term
physical health problems. In terms of research on civilians exposed to
war, there is evidence from an epidemiological study of civilians in Beirut
that exposure to war events is associated with higher mortality rates.
Men exposed to five or more traumas were more than twice as likely to
die sooner than non-exposed men while women exposed to five or more
traumas were almost three and a half times as likely to die earlier than
non-exposed women (Sibai, Fletcher, & Armenian, 2001). In a previous
study on heart disease and wartime stressors, it was found that people
with heart disease were five times more likely to have crossed the
"green-line" (demarcation lines that divide the capital of Beirut into two
sectors and separate the belligerent parties) than patients without heart
disease. This suggests that there is a relationship between heart
disease and wartime stress (Sibai, Armenian, & Alam, 1989). There is
also evidence that war may affect the immune system, as evidenced by
a sample of displaced women from Croatia who had altered
psychological, hormonal, and immunological activity (Sabioncello et al.,
2000). Most research on the effects of prolonged stress on civilians has
been carried out on adult samples. The literature suggests that children
are also affected but that the majority will not suffer from long-term
consequences. Following the period of SCUD missile attacks on Israel

during the Gulf War, children ages 10-15 were asked to describe what
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they thought life would be like for children their age next year. Their
dominant perception was positive (73%), although children who reported
greater postwar reactions held more pessimistic views (Schwarzwald,
Weisenberg, Soloman, & Waysman, 1997). Several months after the
war, children ages 10-15 reported that they were more concerned about
traffic accidents, relations with friends, and their studies than about
missile attacks (Greenbaum, Erlich, & Toubiana, 1993). A one-year
follow-up of children showed that high school students from high-risk
areas reported no war symptoms except sensitivity to loud noises, which
was reported by about one out of five children (Klingman, 1995).

As is the case with adults, children living in refugee camps experienced
more psychological problems than non-refugee children (Paardekooper,

de Jong, & Herman, 1999).
Impact-phase

Most people respond appropriately during the impact of a disaster, they
react to protect their own lives and the lives of others. This is a natural
and basic reaction. A range of such behaviors can occur, and these may
also need to be dealt with and understood in the post disaster period.
After the fact, people may judge their actions during the disaster as not
having fulfilled their own or others’ expectations of themselves. During
the impact phase, some people respond in a way that is disorganized
and stunned, and they may not be able to respond appropriately to

protect themselves. Such disorganized or apathetic behavior may be
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transient or may extend into the post disaster period, so that people may

be found wandering helpless in the devastation afterwards. These

reactions may reflect cognitive distortions in response to the severe

disaster stressors and may for some indicate a level of dissociation.

Several stressors may occur during impact, which may subsequently

have consequences for the person:

Threat to life and encounter with death

Feelings of helplessness and powerlessness

Loss (e.g., loved ones, home, possessions)

Dislocation (i.e., separation from loved ones, home, familiar
settings, neighborhood, community)

Feeling responsible (e.g., feeling as though could have done
more)

Inescapable horror (e.g., being trapped or tortured)

Human malevolence (It is particularly difficult to cope with a

disaster if it is seen as the result of deliberate human actions.)

The different stressors and their intensity affect the response of a person

during the impact phase of a disaster. When a person is faced with

traumatic stressors, their own self expectations, their cognitive schema,

and judgment of their actions is revealed in their response to the

stressors.
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Immediate Post Disaster Phase: Recoil and Rescue

This is the phase where there is recoil from the impact and the initial
rescue activities commence. Initial mental-health effects may appear
(e.g., people show confusion, are stunned, or demonstrate high anxiety
levels). Emotional reactions will be variable and depend on the
individual’s perceptions and experience of the different stressor
elements noted earlier. Necessary activities of the rescue phase may
delay these reactions, and they may appear more as the recovery
processes get under way.

Reactions may include:

> . Numbness

o Denial or shock

. A Flashbacks and nightmares
o = Grief reactions to loss

s - Anger

¥/ Despair

& o Sadness

> 86 Hopelessness

Conversely, relief and survival may lead to feelings of elation, which may
be difficult to accept in the face of the destruction the disaster has

wrought.
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PTSD Among Youth and Children

A study that documented a relation between exposure to crime and
violence and distress symptoms done by Fitzpatrick and Boldizar (1993)
involved a sample of not only children but also adolescents. Specifically,
participants were low-income African-American youth (ages = 7 to 18
years; N = 221) who were involved in a federally funded summer camp
program within a large, southern central city. More than 70% of the
children and adolescents reported being victims of at least one violent
act. Similar to Richters and Martinez (1993), participants were more
likely to have witnessed violence than to have been victimized
themselves, with close to 85% having witnessed at least one violent act
and 43.4% having witnessed a murder. In addition, of those who had
been exposed either as a witness or a victim, 89% met at least one of
the DSM I1lI-R criteria for PTSD, with the average number of symptoms
being five. Boys reported significantly more exposure to violence than

girls, but girls reported more PTSD symptoms than boys.

In a study by Jenkins & Bell (1994), 203 African American students
(ages = 13 to 18 years) from a public high school on Chicago's south
side in a high violent crime district were assessed on exposure to crime
and violence. Almost two-thirds of the youth indicated that they had seen
a shooting and almost one-half had been shot at themselves. Forty-five

percent reported that they had seen someone killed. Of those who had
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witnessed severe violence, 36% reported that the victim was a friend
and 34% reported that the victim was a family member. Although being
personally victimized was similarly correlated with psychological distress
symptoms for boys (r=.25) and girls (r=.22), witnessing violence was
more highly correlated with psychological distress symptoms for girls
(r=.33) than boys (r=-.07). Overall, girls reported more distress
symptoms than boys, and boys reported more high risk behaviors (e.g.,

weapon carrying, substance use, and fighting) than girls.

A survey by Schwab-Stone et al. (1995) was designed to assess positive
school and community involvement as well as high risk behaviors in
large sample of youth (N=2,248; sixth, eight, and tenth graders) in New
Haven, Connecticut. Of particular relevance to this present research are
the students' responses to the question: “During the past year, how
many times have you seen someone get shot or stabbed?” In addition
this question, four questions about feelings of personal safety. To the
question about exposure to violence, more than 40% of the youth
reported exposure to a shooting or stabbing in the past year. To the
questions about feelings of personal safety, 74% reported feeling unsafe
in one or more common settings (e.g., home, neighborhood, school).
Exposure to violence was found to be associated with increased
willingness to use physical aggression, diminished perception of risk,
lowered personal expectations for the future, dysphoric mood, antisocial

activity, alcohol use, and diminished academic achievement.

28



Kliewer, Lepore, Oskin, and Johnson (1998) reported that among 99
children (ages = 8 to 12 years; 96% African-American) who lived in high
crime and violence areas in Richmond, Virginia. Results showed that
88% of the children had heard gunfire near home, 25% had seen
someone shot, and 17% had seen someone killed. Based on children's
and parents' ratings on several questionnaires, exposure to community
violence was found to be significantly associated with internalizing

symptoms of depression and anxiety.

Social support also was assessed in this study and was found to be
inversely related to levels of internalizing symptoms of depression and
anxiety, and to moderate the relation between violence exposure and

intrusive thoughts.

As a result of exposure to trauma, many youth show symptoms of
disorders other than PTSD, such as depression, anxiety, antisocial

behavior, substance abuse, failure to thrive, among others.

Responses of Disaster Victims in Other Cultures

Whereas physical health risks and injuries sustained as the result of a
disaster are generally similar across cultures, the psychological
responses to disasters, loss and surrounding stressors tend to be
different among cultures (Lechat, 1990). PTSD, depression and anxiety

appear to be the most common reactions to severe crises and disasters.
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There are a number of clinical and epidemiological studies of natural and
man-made disasters in various countries. Studies of victims and
survivors of disasters provide data about these responses. de la
Fuente's (1990) study on the psychological impact of the 1985 Mexican
earthquakes reported that 32% of the victims displayed PTSD, 19% had

generalized anxiety and 13% had depression.

Zhang & Zhang (1991) examined the long-term psychological effects of
the 1976 Tangshan earthquake in China. Results suggested the
presence of long-term psychological effects. The authors suggest that
the after-effects of earthquakes should be considered not only as
physical disasters, but also with reference to the psychological shock

caused by the earthquake.

In a study exploring the role of primary care workers in providing mental
health services to adult victims following a volcanic eruption in Armero
(Colombia) and earthquakes in Imbabura (Ecuador), Lima et al (1990)
found that twelve months following the disaster results showed the
frequency of emotional disorders among disaster victims was
proportional to the magnitude of the catastrophe. Victims from different
disasters showed similar profiles. Lima and Pai (1992-1993) summarized
the findings of the Colombian and Ecuadorian projects. A high
prevalence of emotional distress was reported at the baseline surveys

(55%-40%). This was 3-4 times greater than the rates seen in ordinary
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clinical situations. This distress corresponded to well-defined psychiatric

disorders, mostly PTSD and major depression.

Joh (1997) studied disaster stress resulting from the 1995 Kobe
earthquake in Japan. He examined the mental and physical stress
disorders among 748 victims (aged 4-88) in the first month after the
earthquake. These were analyzed according to refugee conditions,
gender, age/generation, and degree of housing damage. Results

showed that:

1. people sheltered in public or private shelters felt more severe
stress than people sheltered in other places;

2. women in their sixties felt more severe mental and physical stress
than other people;

3. victims suffering completely collapsed housing and partially
collapsed housing had higher stress degrees than the victims in

housing needing repairs.

Guarnaccia (1993), in the first community based study of ataques de
nervios (attacks of nerves), discussed the issue of categorizing it as a
culture-bound syndrome. He conducted a psychiatric epidemiology
survey using 912 subjects between the ages of 17-68 in Puerto Rico.
This study was performed in 1987 to measure the psychosocial effects
of a disaster (earthquake) which occurred on the island in 1985.

Guarnaccia identified stressful situations surrounding ataques. They
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were correlated with other psychiatric diagnoses and it was found that
subjects who reported ataques de nervios were more likely to meet
criteria for depression, dysthymia, generalized anxiety disorder, panic
disorder, and PTSD. Guarnaccia suggests that the term "popular iliness"
is a better descriptive term for the syndrome than is "culture-bound

syndrome".

In summary, it appears that the most common symptoms displayed
across the cultures sampled in the above studies of victims of various
disasters were those associated with the diagnoses of depression,
anxiety and PTSD. They manifest themselves in different ways within
cultures, but the symptoms tend to fit the general diagnostic criteria for

depression, anxiety disorders and PTSD.

Biological consequences associated with PTSD

PTSD is associated with a number of distinctive neurobiological and
physiological changes. PTSD may be associated with stable
neurobiological alterations in both the central and autonomic nervous
systems, such as altered brainwave activity, decreased volume of the
hippocampus, and abnormal activation of the amygdala. Both the
hippocampus and the amygdala are involved in the processing and
integration of memory. The amygdala has also been found to be
involved in coordinating the body's fear response. Psychophysiological

alterations associated with PTSD include hyper-arousal of the
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sympathetic nervous system, increased sensitivity of the startle reflex,
and sleep abnormalities. People with PTSD tend to have abnormal
levels of key hormones involved in the body’s response to stress.
Thyroid function also seems to be enhanced in people with PTSD. Some
studies have shown that cortisol levels in those with PTSD are lower
than normal and epinephrine and norepinephrine levels are higher than
normal. An important finding is that the neurohormonal changes seen in
PTSD are distinct from, and actually opposite to, those seen in major
depression. The distinctive profile associated with PTSD is also seen in
individuals who have both PTSD and depression (Kolb, LC, 1987).
PTSD is associated with the increased likelihood of co-occurring
psychiatric disorders. In a large-scale study, 88 percent of men and 79
percent of women with PTSD met criteria for another psychiatric
disorder. The co-occurring disorders most prevalent for men with PTSD
were alcohol abuse or dependence (51.9 percent), major depressive
episodes (47.9 percent), conduct disorders (43.3 percent), and drug
abuse and dependence (34.5 percent). The disorders most frequently
comorbid with PTSD among women were major depressive disorders
(48.5 percent), simple phobias (29 percent), social phobias (28.4
percent), and alcohol abuse/dependence (27.9 percent). PTSD also
significantly impacts psychosocial functioning, independent of comorbid
conditions. For instance, Vietnam veterans with PTSD were found to

have profound and pervasive problems in their daily lives. These

33



included problems in family and other interpersonal relationships,
problems with employment, and involvement with the criminal justice
system. Headaches, gastrointestinal complaints, immune system
problems, dizziness, chest pain, and discomfort in other parts of the
body are common in people with PTSD. Often, medical doctors treat the
symptoms without being aware that they stem from PTSD (Litz, BT,
Keane, T.M., 1989).

For more than a century, ever since people's responses to overwhelming
experiences were first systematically explored, it has been noted that the
psychological effects of trauma are expressed as changes in the
biological stress response (van der Kolk, BA, van der Hart, O, 1991). In
1889, Pierre Janet, postulated that intense emotional reactions make
events traumatic by interfering with the integration of the experience into
existing memory schemes. Intense emotions, Janet thought, cause
memories of particular events to be dissociated from consciousness, and
to be stored, instead, as visceral sensations (anxiety and panic), or as
visual images (nightmares and flashbacks). Janet also observed that
traumatized patients seemed to react to reminders of the trauma with
emergency responses that had been relevant to the original threat, but
that had no bearing on current experience. He noted that victims had
trouble learning from experience: unable to put the trauma behind them,
their energies were absorbed by keeping their emotions under control at

the expense of paying attention to current exigencies. They became
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fixated upon the past, in some cases by being obsessed with the trauma,
but more often by behaving and feeling like they were traumatized over
and over again without being able to locate the origins of these feelings
(Grinker, R., Speigel, J., 1995).

Therefore, trauma does have a long term effect on a person. On the
mental health level, it affects the cognitive functioning of a person as well

as their emotional wellbeing.

Symptomatology of PTSD

In an apparent attempt to compensate for chronic hyperarousal,
traumatized people seem to shut down: on a behavioral level, by
avoiding stimuli reminiscent of the trauma; on a psychobiological level,
by emotional numbing, which extends to both trauma-related, and
everyday experience. Thus, people with chronic PTSD tend to suffer
from numbing of responsiveness to the environment, punctuated by
intermittent hyperarousal in response to conditional traumatic stimuli.
Thus, people with PTSD suffer both from generalized hyperarousal and
from physiological emergency reactions to specific reminders (Litz, BT,
Keane, T.M., 1989). The loss of affective modulation that is so central in
PTSD may help explain the observation that traumatized people lose the
capacity to utilize affect states as signals. Instead of using feelings as
cues to attend to incoming information, in people with PTSD arousal is
likely to precipitate flight or fight reactions. Thus, they are prone to go

immediately from stimulus to response without making the necessary
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psychological assessment of the meaning of what is going on. This
makes them prone to freeze, or, alternatively, to overreact and intimidate
others in response to minor provocations (van der Kolk, BA, Duncey,

DP, 1989).

Psychophysiology

Abnormal psychophysiological responses in PTSD have been
demonstrated on two different levels: 1) in response to specific
reminders of the trauma and 2) in response to intense, but neutral
stimuli, such as acoustic startle. The first paradigm implies heightened
physiological arousal to sounds, images, and thoughts related to specific
traumatic incidents. A large number of studies have confirmed that
traumatized individuals respond to such stimuli with significant
conditioned autonomic reactions, such as heart rate, skin conductance
and blood pressure. The highly elevated physiological responses that
accompany the recall of traumatic experiences that happened years, and
sometimes decades before, illustrate the intensity and timelessness with
which traumatic memories continue to affect current experience (Pitman,

Orr, & Shavel, 1993).

Developmental Level and Psychobiological Effects of Trauma

While most studies on PTSD have been done on adults, particularly on

war veterans, in recent years a small prospective literature is emerging



that documents the differential effects of trauma at various age levels.
Anxiety disorders, chronic hyperarousal, and behavioral disturbances
have been regularly described in traumatized children (Cole PM &
Putnam, FW, 1991). In addition to the reactions to discrete, one time,
traumatic incidents documented in these studies, intrafamilial abuse is
increasingly recognized to produce complex post-traumatic syndromes,
which involve chronic affect dysregulation, destructive behavior against
self and others, learning disablities, dissociative problems, somatization,
and distortions in concepts about self and others (Terr, LC., 1991). The
Field Trials for DSM IV showed that these conglomerations of symptoms
tended to occur together and that the severity of this syndrome was
proportional to the age of onset of the trauma and its duration (Herman,
JL, 1992).

Consequently, on a physical health level, trauma leaves traces of
biological dysfunctions. These physical symptoms, such as
gastrointestinal complaints, headaches may not be obvious reactions to
exposure to trauma, yet they are as real as symptoms such as reliving

the trauma and being emotionally disturbed.
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COPING

Coping is defined by many professionals as a response to stress. It also
refers to a person's behavioral and cognitive attempt to manage (reduce,
minimize, master, or tolerate) both internal and external demands of the
person. According to Folkman, Lazarus, Dunkel- Shatter, De Longis and
Gruen (1986), coping is mainly of two types, regulating stressful
emotions (non-cognitive) and dealing with the problem causing stress
(cognitive). Coping with stress is essential for healthy functioning.
According to Seyle (cited in Barrow & Prosen, 1981), an organism
responds to stressors in three different stages. First, in the alarm stage,
known as the ‘flight or fight’ response; second comes the resistance or
adaptation stage, wherein a response is initiated, bringing the
individual’s dominant defenses into play; third, is the exhaustion stage
which usually follows resistance. This stage is characterized by the
inability of the organism to cope in a stressful encounter. It is at this
stage that the physical and/or psychological malfunctioning can appear.
At this stage coping skills and strategies are of great value.

Coping is critical in competency/vulnerability models of child and
adolescent psychopathology (Rutter, 1979; 1990). In these models,
coping is viewed as a process that may serve as a protective factor that
helps to buffer individuals' responses to stressful life events. Thus,
exposure to crime and violence challenges the victim/witness' capacity

to generate adaptive coping responses, and promotes the use of
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maladaptive coping responses. These might include self-blame, anger,
withdrawal, blaming others, etc., (Schepple & Bart, 1983). These
maladaptive coping responses, moreover, if sufficiently intense, may
facilitate the intrusive memories and avoidance reactions associated with
posttraumatic stress (Resick & Schnicke, 1992), and interfere with

successful emotional processing during the exposure-based exercise.

Albert Ellis states that many of us hold irrational beliefs about our own
behavior and the way others treat us. We assume that we should have
love and approval all the time from all people who are significant to us.
We feel we must be competent, adequate, and successful all the time;
and we think it is terrible when things do not go the way we want them
to. Just as self- defeating logic is maladaptive form of coping, other
forms of emotion focused coping, such as seeking social support,
escape avoidance, expression of feelings, escapist fantasy and fatalism
also fail to help individuals cope adequately with stressful situations and

non-cognitive strategies (Schepple & Bart, 1983).

An important role in coping with stressful events is played through a
moderating factor, approached from a functional perspective namely,
cognitive coping strategies- active problem solving. When an individual
employs cognitive coping strategies, problem solving strategies, it
indicates that the person is constantly changing cognitive and behavioral

efforts to manage specific external and/or internal demands that are
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appraised as taxing or exceeding the person’s resources. The use of a
particular coping strategy in a stressful situation and not another may, to
a large extent, predict levels of stress. This notion was investigated by
Gibson, Westwood, Ishiyama, and William (1991) who conducted a
study in which the examined what 3820 adults (47% male; 53% female)
from different socio-economic classes perceived to be their most
stressful encounter and what they did to cope. Results showed that in
spite of the severity of stressors, individuals who tried harder or planned
for a solution (problem solving coping) were those who had low level of
stress; however, individuals who suffered from the same severity and
used non-cognitive coping strategies were the ones who had the high
levels of stress. Holohan and Moos (1987) examined the effects of level
of stress on coping styles and mental health in a longitudinal study of 50
adults. Subjects completed stress and coping measures. Findings
showed that problem focused coping was employed by low stressed
individuals and was more adaptive than escape avoidance (non-
cognitive strategy) which high stressed individuals used as a means of
coping. In accordance with this study Holohan and Moos (1987) further
examined the predictors of problem focused and non-cognitive coping
strategies in a community sample of over 400 adults. Results indicated
that low stressed individuals were more likely to rely on problem focused
coping and less likely to use avoidance coping- which was typical of high

stressed individuals. In light of the studies mentioned above, there has
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been evidence that high and low stressed adults employ a combination
of coping strategies. Harlovic and Keenan (1991) have found that both
high and low stressed adults employed a combination of cognitive and
non-cognitive coping strategies. Moreover, results indicated that
cognitive coping strategies were more likely to be invoked than non-

cognitive ones by low stressed adults.

Coping and Family Support

Holohan and Moos (1987) assessed coping and family support as
predictors to psychological adjustment to stress. Results of their study
with families demonstrated that disclination to use avoidance coping, use
of active-problem solving and availability of family support operate jointly
as buffers against stress. However, it is of great importance that
perceived social support in the absence of cognitive focused strategies
could reduce levels of stress only minimally. Family support and the
support of those close to the person experiencing loss plays a major role
in healthy survival of stressful encounters. The contribution of home
factors contribution to children's ability to cope disaster highlights the
importance of caregiver communication. The explanatory value of the
extent children were upset or distressed by talk about trauma at home
was particularly salient. Results by Ronan (1997) supported findings that

the extent to which children are able to cope with stressful events is
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often dependent on communication from caregivers, initially and over

time.

Firth-Cozens and Field (1991) investigated the relationship between
coping strategies and death situations. In their Ioﬁgitudinal study of
medical students in their junior year, they found high scores on
measures of stress, as a result of someone close being dead, over a
period of one year between the first and second administration of the
scale. Assessment showed that strategies used by students to cope with
patient's death showed that passive acceptance through escape
avoidance and fatalism, which essentially is non-cognitive coping
strategies, induce further stress. On the other hand students who
employed active problem solving coping strategies were able to cope
competently. Hence, it can be said that cognitive coping strategies,
mainly problem solving, is of greater use in coping than other non-

cognitive strategies.
Coping in Children and Adolescences

Children and adolescents are believed to be exceptionally vulnerable to
the effects of trauma due to their underdeveloped cognitive coping
mechanisms (Gibbs, 1989) and their reliance on adults (Atkins, 1991). In
terms of perceived coping ability, adults have the advantage of
incorporating skills attained through life experience and have more

control over their external environment (Ryan-Wagner, 1992). In support
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of this developmental progression, Atkins (1991) has shown that
increased age is positively related to more active modes of coping in the
face of traumatic stressors. In addition, children have less control over
environmental contingencies found helpful for reducing stress compared
to adults (Atkins, 1991). As a consequence of these individual and
ecological factors, children are often more limited than adults in their

flexibility for coping with the environment.

However, while coping style has been examined, the extent to which
such factors impact upon a child's ability to cope after disaster strikes
has not (Compas & Epping, 1993, cited in Vernberg et al., 1996). They
may not react or attempt to cope with trauma in the same manner that
adults do, yet youth and children do use coping strategies to cope with
stressors. How children and youth manage to cope with stressors of

trauma needs more investigation and research.

In the following study, three different strategies of coping are

investigated: problem solving, seeking social support, and avoidance.
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CHAPTER III

METHOD

Sample and Population

This study focuses on population of an agricultural society, based on the
traditional culture of Lebanese villages. The society under study is made
up of middle-low class socio economic status. In order to avoid
confounding variables, the study focuses on a particular group of people,
of Christian religion and Maronite sect, living in Marj-Aaioun. All the
participants have lived in the South of Lebanon their whole life and have
witnessed many of the happenings and results of the aggression
between Lebanon and Israel during the occupation of Israeli troops in
the South area of Lebanon.

The sample for this study includes 150 participants (74 male; 76 female),
ages 13-19 (X= 15.83). Participants are residents of a village in the
South of Lebanon and attend local public schools. The English language
is taught as the second language, while Arabic is the spoken language.
Although, English is taught, many of the subjects studied at local public
schools are learned in the Arabic language. The participants are of
similar socio-economic status- mainly middle low class. This specific
population was selected for the study due to the availability of sources in

this particular geographic location. Considering the nature of the study
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being descriptive the sample in this study is sufficient for the

investigation in question.
Procedure

Permission was obtained by local public schools, who allowed the
distribution of the scales/questionnaires in their school during class
sessions. Participants were asked to take part in a study dealing with
youth and their ways of thought. The Penn Inventory for Post Traumatic
Stress Disorder (26 items) and the Coping Strategy Indicator (CSI) (33
items) were administered in classroom settings. The two scales along
with a data sheet were given to each participant. Instructions were given
to participants to fill out the questionnaires as accurately as possible.
Students were allowed fill in the questionnaires at their own pace, but
not exceeding 30 minutes. They were asked to read the questions
accurately and give honest and clear answers. To ensure anonymity,

participants were not required to state their names on the questionnaire.

Description of the Instruments

The instruments utilized in this study are scales which have been found
to be valid and reliable instruments. Original scales are in English. For
the purpose of this study, the scales were translated into Arabic to avoid

any potential problems of misunderstanding.
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Post-traumatic Stress Disorder Scale

The Penn Inventory for Post Traumatic Stress Disorder (1990), by
Melvyn Hammarberg was used in this study. The scale is a measure of
the severity of PTSD. It can be used as a screening tool in settings of
high prevalence to measure the severity of PTSD. It is a self-
administered scale, comprised of 26 items. Each item is comprised of
four sentences. The meaning of the sentences measures the prevalence
of PTSD symptoms. The degree, frequency, and intensity of symptoms
of PTSD are measured as well. In scoring and interpreting the Penn
Inventory uses an interval scale in relation to the DSM IlI-R criteria. The
inventory is scored by the summing of the circled values for items 1
through 26. Where the values are letters, then A=0, B=1, C=2, D=3. The
summary score ranges from 0 to 78. It measures the strength or intensity
of PTSD, given the determination of a traumatic stressor event in the
person’s history. A cutoff score of 35 or above was used to estimate
diagnostic accuracy. Research done by the author of the scale indicates
that 95% of those diagnosed with PTSD were correctly identified by a
Penn Inventory score of 35 or above. Also found was that 89% of those
undiagnosed or diagnosed with a disorder other than PTSD had a score
less that 35. The Penn Inventory has demonstrated very good reliability,

with internal consistency coefficient yielding 0.92 (Hammarberg, 1992).
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(See Appendix B for the Penn Inventory for Post Traumatic Stress

Disorder)

Coping Strategies Scale (CSI)

The CSI, devised by James H. Amirkhan (1993) is a 33 item, 3 point
self-report rating scale designed to assess three basic modes of coping
(avoidance, seeking social support, & problem solving). Participants
select a stressful event from their lives and briefly describe it. This event
must have occurred within the past six months and must be considered
important. Keeping that event in mind, participants must respond to the
33 questions. Three rating options are provided: 1. a lot; 2. a little; 3. not
at all. For each response a numerical value was assigned. A Lot was
assigned a score of 3; A Little was assigned a score of 2; Not At All
was assigned a score of 1. Responses indicate whether participants
cope with stress by problem solving, seeking social support, or avoiding
the event. Three separate scores are obtained. The scores for each
coping strategy will indicate which coping strategy is used for stressful
events. Depending on which coping style each participant scored highest
determines the coping strategy he/she preferred to use during a stressful
situation. Items # 2, 3, 8, 9, 11, 15, 16, 17, 20, 29, 33 measure problem-
solving coping strategy; items # 1, 5, 7, 12, 14, 19, 23, 24, 25, 31, 32
measure seeking social support coping strategy; items # 4, 6, 10, 13,
18, 21, 22, 26, 27, 28, 30 measure avoidance coping strategy. Scored

are added and the score which is highest determines the preferred
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coping strategy. The summary score ranges from 14 to 42. The CSl has
demonstrated sufficient reliability scores. The internal consistency has
yielded a value of 0.78 for problem solving strategies, 0.65 for seeking
social support as a coping strategy, and 0.72 for avoidance as a coping
strategy (Amirkhan, 1994) (See Appendix D for the Coping Strategies

Scale)

Data Sheet

A data sheet requiring the age, religion, religious sect, and the dates of

years lived in the village was attached to the questionnaires.

Hence, each participant, upon the completion of the Penn Inventory and
the CSI will yield four scores:
1. PTSD level

2. score for Problem solving as a coping strategy

w

. score for seeking social support as a coping strategy

4. score for avoidance as a coping strategy
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CHAPTER IV

RESULTS

General data summarization and analysis of the level of PTSD, coping
strategies (problem solving, seeking social support, avoidance) and their
interactions will be dealt with in this chapter. In addition, the results of

hypotheses testing will be reported.

Hypothesis #1 states that older youth (ages 16-19) have lower level of
PTSD than younger youth (ages 13-15). To test this hypothesis, an
independent group t-test was conducted on the participants’ PTSD
scores in the two age groups (older youth, younger youth). Results
revealed a significant difference in the group mean scores, where t=
2.64, df= 148, at p < 0.05. Specifically, younger youth had a higher mean
score on PTSD level than the older youth. In fact, the younger youth
mean PTSD score exceeds that of the older youth by 4.188 points.

Summary of results are presented in table 1.
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Table 1

Independent Group t-test Older/Younger Age Group and PTSD level

Mean SD t Sig.
Older Youth 23.182 9.065 2.64 0.0092
Younger
Youth 27.370 10.360 |

A regression analysis was conducted on age and PTSD level to check
the variation of age in relation to the variation in the level of PTSD. At a
95% confidence level, results showed that age and PTSD level are only
slightly related. That is, age is not a strong predictor of PTSD level; for,
the variation in age explains only a 3.3% of the variation in the PTSD
level. The regression equation is as follows:

PTSD = 39.9696 — 0.9319 (Age)

This shows that there is a negative relation between PTSD level and
age. Specifically, for every one additional year of age, the PTSD level
will decrease by 0.9319 on average. This result is inline with the
expectation of hypothesis #1 that older youth have a lower PTSD level
than younger youth. The following table, table 2, displays results on

regression analysis.
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Table 2

Regression Analysis

Change Statistics

R Adjusted Square F _
R | Square | R Square | Std. Error | Change | Change | df1 | df2 Sig.

183 | .033 .027| 1.91505| .033| 5.104| 1| 148| .025

Hypothesis #2 states that older youth (ages 16-19) differ in the coping
strategies they use from younger youth (ages 13-15).

In order to test the above hypothesis, a 2X3 factor analysis of variance
was conducted with age (older and younger youth) and coping strategies
(problem solving, seeking social support, and avoidance) being the two
factors. The results obtained yielded two main effects and an interaction:
Age, F(1, 432) = 4.736188, at p< 0.05 and coping, F(2, 432) = 3.388, at
p < 0.05. Results of interaction between age and coping strategies was
significant with F(2, 432) = 3.37 at p<0.05. These results are in line with
the hypothesis stating that older youth differ from younger youth in the
coping strategies they use. The table, table 3, below shows a summary

of the results obtained.
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Table 3

Two Factor ANOVA Summary Table for Age and Coping

Source of

Variation SS df MS F Sig
Age (A) 65.98174 1165.98174 | 4.736188 | 0.0299
Coping (B) | 163.4292 281.71461 | 3.388613 | 0.0346
AXB 17.97717 2|81.98858 | 3.372746 | 0.0382
Within 10417.45| 432 |124.1144
Total 10664.84 | 437

Mean scores for each coping strategy of younger and older youth are
plotted on figure 1. This figure shows that younger youth have a higher
mean score for seeking social support as their coping strategy, than the
mean scores of problem solving and avoidance. Furthermore, it shows
that older youth have a higher mean score for problem solving, than

mean scores for seeking social support and avoidance.
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Figure 1

Means of Coping Strategies for Old and Young Youth
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According to figure 1, the mean scores for problem solving differ for
older youth and younger youth; where, older youth have a higher mean
score than older youth. A t-test was conducted on the mean scores of
problem solving for the two groups. Results showed significance with t=

3.2456, p< 0.05. Table 4 shows a summary of the results.
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Table 4

Independent Group t-test Older/Younger Youth and Problem Solving

Mean SD t Sig.
Older Youth 26.88 5.294 3.2456 0.0063
Younger
Youth 24.32 5.291

The mean scores of seeking social support also differs for older and
younger youth, where younger youth have a higher mean score than
older youth. A t-test was conducted on the mean scores of seeking
social support for the two groups. Results showed significance with t=

5.2154, p< 0.05. Table 5 shows a summary of the results.

Table 5

Independent Group t-test Older/Younger Youth and Social Support

Mean SD t Sig.
Older Youth 2212 3.76 5.2154 0.0051
Younger
Youth 25.33 4.56

The mean scores of avoidance also differ for older and younger youth;
where younger youth have a higher mean score than older youth. A t-

test was conducted on the mean scores of avoidance for the two groups.
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Results showed no significance with t= 2.0230. Table 6 shows a

summary of the results.

Table 6

Independent Group t-test Older/Younger Youth and Avoidance

Mean SD t Sig.
Older Youth 23.25 2478 2.0230 0.061
Younger
Yolith 24.14 2.04

Results clearly indicate that older youth have a higher mean score for
problem solving (cognitive method) as their coping strategy, while
younger youth have a higher mean score for seeking social support
(non-cognitive method) as their coping strategy.

Therefore, in line with the hypothesis stated above, it can be said that
older and younger youth do differ in the use of their preferred coping
strategy, specifically in problem solving and seeking social support;
where older youth prefer problem solving and younger youth prefer

seeking social support.

Percentage of prevalence of each coping strategy for all the participants
was calculated and the following results were obtained: 28% of
participants preferred problem solving as their coping strategy, 19%

preferred seeking social support as their preferred coping strategy, and



53% preferred avoidance as their coping strategy. The following chart,

chart 1, presents the proportions.

Chart 1

Percentage of Coping Strategies

|8 Coping

Problem Solving Social Support Avoidance

Among the 53% who preferred avoidance, 67% were younger youth (13-
15) and 33% were older youth (16-19). Among the 19% who preferred
seeking social support as their coping strategy, 53% belonged to the
younger youth and 47% belong to the older youth. Among the 28% who
preferred problem solving as their preferred coping strategy, 30%
belonged to the younger youth and 70% belonged to the older youth.

The following chart, chart 2 summarizes the results.
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Chart 2

Percentages of Age and Coping Strategy

E older
! younger

Problem Seeking Social Avoidance
Solving Support

Hypothesis # 3 states that female participants have a higher PTSD level
than male participants. In order to test the hypothesis mentioned, an
independent group T-test was conducted on gender (Male, Female) and
PTSD level. With a 95% confidence level with t= 2.199, df= 148, enough
evidence has been found to state that the female PTSD level is higher
than the male PTSD level by 3.513 points on average. Summary of

results are presented in table 7.



Independent Group t-test Gender and PTSD level

Table 7

Mean SD t Sig.
Male 23.487 8.915 2.20 0.029
Female 27.000 10.602

Percentage of high level of PTSD was calculated and results revealed
the following: 38.7% of participants scored a score of 35 or higher on the
Penn Inventory for PTSD, indicated a high level of PTSD. Of the 38.7%,
there was 58% prevalence for female participants and 42% prevalence
for male participants. This supports the t-test results found above. The
following chart, chart 3, presents the ratios. Results are in line with the
hypothesis, that female participants have a higher PTSD level than male

participants.
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Chart 3

Percentage of high PTSD level

High PTSD

Hypothesis # 4 states that there is a difference in coping strategies and
gender. In order to test this hypothesis, a 2 x 3 factor analysis of
variance was conducted to investigate the interaction of the means of
the use of different coping strategies (problem solving, seeking social
support, avoidance) by different genders (male, female). Results
obtained yielded the following:

Gender, F(1, 438) = 2.9074 has no significant value and coping, F(2,
438) = 3.416005, is significant at p < 0.05. There is no significant
interaction between coping and gender. Table 8 shows a summary of the

results.
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Table 8

ANOVA Summary Table for Gender and Coping

Source of

Variation SS df MS F Sig.
Gender (A) | 22.07432 1]22.07432 | 2.920318 | 0.0784
Coping (B) | 163.8694 2|81.93468 | 3.416005 | 0.0337
AXB 121.3919 2 | 60.69595 | 2.530523 | 0.0807
Within 10505.66 | 438 | 23.98553
Total 10813 | 443

Means of scores for each coping strategy was calculated for male and
female participants. Figure 2 shows the mean scores of coping

strategies of male and female participants.
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Figure 2

Means of Coping Strategies for Male and Female Participants
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This figure shows that female participants have a higher mean score for
problem solving as their coping strategy, than the mean scores of
seeking social support and avoidance. Furthermore, it shows that male
participants have a higher mean score for avoidance, than mean scores

for seeking social support and avoidance (see figure 2).

According to the mean scores, female participants have a higher mean
in problem solving than male participants; whereas, male participants

have a higher mean score in avoidance than female participants.



There is also a difference in means of seeking social support as a coping
strategy, where female participants have a higher mean in seeking social
support than male participants. However, the differences in means is no
significant, as there was no interaction found in ANOVA results (see

table 6).

In addition to the above results, percentages were calculated to detect
which coping strategy is mostly used by the genders. Results were as
follows: Among the 28% of the participants who prefer problem solving
as their preferred coping strategy, 66% were male and 34% female.
Among the 19% of the participants who preferred seeking social support
as a coping strategy, 42% were male and 58% female. Among the 53%
of participants who preferred avoidance as a coping strategy, 58% were
male and 42% female. The following chart, chart 4, is a summary of the

percentages.
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Chart 4

Percentage of Gender and Coping Strategies

@ female
# Male

Problem solving  Seeking Social Avoidance
Support
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CHAPTER V

DISCUSSION

The following section focuses on the discussion of results, suggestions
for future research, brief conclusion and clinical implications of the

research conducted.

Age and PTSD level

As predicted, the study shows that older youth (ages 16-19) have a
lower level of PTSD than younger youth (ages 13-15). Age findings are
supported by previous research indicating aspects of children's
responses to stressful events are impacted on by developmental level
(Atkins, 1991). Older youth are more developed cognitively and can
handle and understand chaotic situations more than younger youth, who
are still more reliant on others for explanation and help. Lonigan et al.
(1994) have shown that younger children are more likely to develop
PTSD symptoms following a disaster. Pre-school aged children are
reported to show lower levels of global psychological distress than older
children, but a higher incidence of specific behavioral disturbance (e.qg.,
instances of acting out). Younger children apparently are also more
impacted by caretakers' reactions to the traumatic event. School-aged
children typically begin to show the emergence of traditional PTSD

symptoms: trauma-specific fears and anxieties, somatic concerns, sleep
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disturbance and school problems, very possibly as a result of increased
ability to understand the traumatic event (Green et al., 1991). That is age
appears to impact on children's ability to cope and deal with stress

following trauma.

Gender and PTSD level

Results in this study showed further that female participants tend to have
higher PTSD level than male participants. Such results is in line with
research by Richters and Martinez (1993) who stated that boys reported
significantly more exposure to violence than girls, but girls reported more
PTSD symptoms than boys. Jenkins & Bell (1994), found that, overall,
girls reported more distress symptoms than boys, and boys reported
more high risk behaviors (e.g., weapon carrying, substance use, and

fighting) than girls.

Statistical findings in this study also noted that 38.7% of all participants
do have high PTSD level. The inventory sets a cutoff point of 35 to
indicate low or high PTSD level. Therefore, those who have scored 35 or
higher on the Penn Inventory have a high level of PTSD. Among the
38.7 % participants who have a high score of PTSD level, 58% are
female and 42% are male. That is to say, more female participants have
a higher level of PTSD than male participants, which supports results
obtained in line with hypothesis 1. Kessler, R. et al. (1995) found that

among the American population who have undergone trauma, there is a
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5% prevalence of PTSD in men and a 10% prevalence of PTSD in
women. The overall occurrence of PTSD among American popuiation
who have encountered trauma is 8%. However other studies conducted
in other parts of the world, yield different results. For example, de Long
et al. estimated that PTSD rates in Algeria yield 37.4%; in Cambodia,
28.4%, in Gaza 17.8%. Gaza, in particular, is the site of many traumatic
events where people are exposed to high rate of violence. The PSTD
prevalence being 17.8% indeed constitutes a large portion of the
population. It is also important to note that the findings in this present
research were based on a population sample of N=150 participants.
Finding that 38.7% of the sample has high PTSD level is quite
considerable. This is a significantly high rate compared to prevalence
rates in other areas of the world. This means that there is a noticeably

large number of people who are suffering from PTSD in South Lebanon.

Therefore, the prevalence of PTSD changes, depending on the severity

of the trauma, and the cultural views of the trauma.

Coping and Age

Results obtained showed that there is a significant difference between
age and coping strategies used. It was found that older youth have a
higher mean score for problem solving, while younger youth have a
higher mean score for seeking social support as their preferred coping

strategy. Results also showed that among those who scored high on
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avoidance as their preferred coping strategy, 67% were of the younger
youth (ages 13-15) and 33% were of the older youth (ages 16-19);
among those who scored high on seeking social support as their
preferred coping strategy, 63% were of the younger youth and 37% were
of the older youth; whereas, results for problem solving as a preferred
coping strategy showed that 70% the older youth prefer this strategy
while only 30% the younger youth prefer problem solving. The results
show that, as predicted, younger and older youth differ in their use of
coping strategies when faced with a stressor. Age is a factor when it
comes to the use of different coping strategies. Younger youth tend to
use non-cognitive coping strategies (seeking social support and
avoidance), while older youth have a tendency to use cognitive
strategies (problem seeking). Atkins (1991) has shown that increased
age is positively related to more active modes of coping in the face of
traumatic stressors. In addition, children have less control over
environmental contingencies found helpful for reducing stress compared
to adults. As a consequence of these individual and ecological factors,
children are often more limited than adults in the flexibility afforded them
for coping with their environment (Atkins, 1991).According to Gibbs
(1989) younger youth are still developing in their cognitive coping
mechanisms. Atkins (1991) also mentions that young adolescents are

more reliant on others, mainly adults, who have an advantage having
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better developed coping strategies and also have the advantage of

having control over certain external environment.

Coping is critical in competency/vulnerability models of child and
adolescent psychopathology (Rutter, 1990). In these models, coping is
viewed as a process that may serve as a protective factor that helps to
buffer individuals' responses to stressful life events. Research by
Vernberg et al. (1996) has shown that children may have a continued
preoccupation with a traumatic event(s) that may last for periods up to
one year or more. Theory has additionally suggested that in the absence
of effective coping, the meaning and impact of traumatic events may
continue to play a role in the personality and psychological development

of children (Vernberg et al., 1996).

The results obtained in this study are inline with previous research done

on the coping strategies of younger and older youth.

Coping Strategies and their Prevalence

Interesting to discover was that 53% of participants in this study scored
higher on avoidance (non-cognitive method) as their preferred coping
strategy as opposed to problem solving or seeking social support.
Findings also show that 28% of the participants scored high on problem
solving (cognitive method) as their preferred coping strategy as opposed
to seeking social support or avoidance. Based upon personal

observation, culture plays a major role in coping strategies. Culturally,
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the Lebanese have a different way of dealing with problems, trauma, and
conflict than Western cultures. When conflict arises between two parties,
it is the tendency to avoid further conflict. Instead of reasonably
confronting one another, each party tends to avoid speaking about the
issue at hand with the other party. However, they do talk about it with
others. Confronting is viewed as rude and insolent. There is a social
persona that has to be kept. People avoid confrontation unless there is a
very fundamental issue at hand. Unless the issue is very important to
one of the parties involved, such as a matter of pride, then confrontation
is not likely to happen.

Hence, avoidance as a means of dealing with an issue is most often the

case. Clearly, the present study reflects this tendency faithfully.

As mentioned earlier, village life in Lebanon is a closely knit one. The
extended family is central in the lives of the people. Social life is of great
importance. A person’s family, nuclear and extended, along with friends
and neighbors constitutes a significant part of their lives. Social support
is not something they have to seek and look for, it is a part of the culture
to be supportive to others during traumatic events. Therefore, it is of no
surprise that only 19% of the participants in this study scored higher on
seeking social support as their preferred coping strategy as opposed to
problem solving and avoidance. Support is already there, they have no
need to search for it. Everyone feels it is their social and moral duty to

support an individual or a family who is in crisis. During hard times,
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people gel together. It is also important to mention here (see
introduction) that families who have lost a member have full support from

the whole village.

Mourning as a Coping Strategy

As mentioned earlier, the society as a whole mourns the death of village
members. Cultural beliefs can be resourceful in providing support for
grieving families. Across cultures, people differ in what they believe and
understand about life and death, what they feel, what elicits those
feelings, the perceived implications of those feelings, the ways they
express those feelings, the appropriateness of certain feelings, and the
techniques for dealing with feelings that cannot be directly expressed.
Historical studies have shown how individuals in western culture have
mourned differently over time (Rubin, 1990). A cross-cultural perspective
shows an infinite variety in people's responses to death, in how they
mourn, and in the nature of their internalization of the lost object. Rather
than being process-oriented, mourning is seen as an adaptive response
to specific task demands arising from loss that must be dealt with
regardless of individual, culture, or historical era. The primary mental
health benefits of ritual are closely tied to the relational aspects of the
ritual process. These act to validate and encourage the healthy
expression of a wide range of human emotions. Rubin (1990) states that

religious ceremony and ritual functions mitigate anxiety and deal
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effectively with other problematic emotional states. Religious rites have a
cathartic effect as emotions are released and expressed through
attachment and connection to significant others. Rubin (1990) suggests
that ritual can be used to assist individuals to move from a maladaptive

to an adaptive style of grieving.

Family Support and Coping

The present study, as mentioned above, has found that younger youth
tend to seek more social support in order to cope with stress than older
youth. This result falls inline with research done by Atkins (1991) which
states that the contribution of home factors contribution to youth's ability

to cope highlights the importance of caregiver communication. The

explanatory value of the extent youth were upset or distressed by talk

about the volcano disaster at home was particularly salient. Results
supported previous findings that the extent to which children are able to
cope with stressful events is often dependent on communication from
caregivers, initially and over time (Atkins, 1991; Vernberg et al., 1996).
Holohan and Moos (1987) assessed coping and family support as
predictors to psychological adjustment to stress. Declination to use
avoidance coping, use of active-problem solving and availability of family

support operate jointly as buffers against stress.
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Hence, it can be concluded that sufficient social support and effective
family communication about the stressful event is crucial in affective

coping with stress and trauma.

Coping and Gender

Based on the results of this study, scores coping strategies and gender
differences were analyzed. Two by three factor ANOVA results showed
that there is a significant result in the preference of coping strategies, yet
no significant result was found in the interaction of gender and coping
strategies used. Findings show that 56% of those who preferred problem
solving as their coping strategy were male and 44% female.
Furthermore, 52% of those who preferred seeking social support as their
coping strategy were female and 48% were male. Where, 58% of those
who preferred avoidance as their coping strategy were female and 42%

were male.

The mean scores of coping strategies showed that female participants
had a higher mean score in problem solving, than in seeking social
support or avoidance. It also showed that female participants had a
higher mean score than male participants on problem solving. This does
not indicate the number of female or male participants who prefer

problem solving over other coping strategies.
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Consequently, male participants had a higher mean score of avoidance
as a coping strategy, than problem solving or seeking social support.
This, also, does not indicate the number of male participants who prefer

avoidance as their coping strategy.

There is a difference in coping strategies used by males and females.
Males and females tend to have different cognitive schemas and do
have different views about issues. Although, no significance was found
in this study, there does seem to be some notion that there are

differences in coping strategies used by males and females.

Psychosocial Development of Youth

Many psychologists and personality theories have dealt with the
developmental stages of life, in particular during the adolescent years.
These years are very important in a person’s life. The seven years
constituting the teenage years are among the most crucial years, which
determine the course of a person’s future in many ways. A person goes
through critical stages during these years. Many questions are asked by
teenagers and how they find the answers and what answers they find to
these questions determines the kind of person he/she will become as an

adult.

A sense of identity and belonging is formed during these years. Youth

are in the process of developing their identity and usually like to join into
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a group (church group, clubs, etc...) where they feel they belong and are
accepted by those around them. In addition to this, their self-esteem is

being formed and they are learning more about who they are or are not.

Youth ask questions such as: “Who am [?” “Why am | here?” “What
difference do | make in this world? In this society | am a part of?” Other
issues are dealt with during this age too, such as, what career choice will
they make, who they will marry, how they will make an honest living, and
such. Perhaps many may not ask these questions out loud or even ask
all these posed questions, yet these issues occupy a large part of their

thoughts.

Social life also changes, as youth become less dependant on their
parents. They have more freedom to go around without the supervision
of a parent or adult. They spend time with friends, who can influence
them in the right or wrong way. Peers play an important role in their
lives. It is also during this stage where teenagers form their beliefs and
values, often mimicking their parents, yet also forming their personal
ones. They have a longing to find the meaning to life and seek to be

loved by those around them, especially their peers.

Physically, they go through major bodily changes as they hit puberty.
They begin to look like adults on the outside, yet they are not full adults,

yet. Hence, it is during these years that a person really learns how to
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solve problems constructively and pick up coping skills that will aid them

during stressful events or traumas.

In a study conducted by Hanis and Szyjakowski (1990), the
effectiveness of a cognitive intervention to help adolescents cope with
stress was investigated. The youth who received training showed
significant reductions in levels of stress and anger, improvement in self-
esteem, and an increase in the number of reported positive cognitions.
Hence, it can be said that having the right coping strategies can enhance

one's self-esteem.

Clearly, this study has shown that there is a considerably high level of
PTSD among youth in South Lebanon. Studies done by Monahon (1997)
indicate that youth react to stress and trauma in different ways. As a
result of trauma, some youth may become very self-consciousness and
have low level of self-esteem, while others may express rebellion at
home or school, abrupt shift in relationships or may show substantial
decline in school performance. Adolescents tend to react in different
manners to trauma than adults do. They are at a different level
psychosocially and hence, trauma affects the health and manner of their

development.

With all of these changes taking place their physical, social, and
psychological life in such a short time, how can they also manage to deal

with the stressor of war? Adolescence itself is a stressful period in a
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person’s life. With added stressors and traumatic events to add on,
youth in South Lebanon need all the help they can get from

professionals- psychologists, educators, social workers and others.

Suggestions for Future Research

Challenge

The topic of challenge is an interesting issue to discuss. In psychological
terms, the word “challenge” usually refers to an opportunity for growth,
mastery, or gain (Folkman, 1984). Challenging situations are perceived
by some individuals as a time for growth, yet for others it is perceived as
a stress arousing situation (Barrow and Prosen, 1981). One person’s
threat may be another person’s challenge; however, challenge itself may
be stressful for some individuals. Yet, what exactly could the challenge
be here? The challenge lies in the values and moral beliefs of the
people. How war and trauma is viewed culturally by those in the South is
of great importance. Do they take it as a challenge? Or do they view
themselves as helpless victims? Along with the culture, comes honor
and pride. People in the South have a great sense of honor. Their honor
is of great value, especially to the men. They take pride in keeping their
families safe. Their land constitutes a big part of their honor. They
identify with their land and land has great sentimental value for them.
Therefore, any man would see war, invasion of their land as a challenge

and a cause to fight for. Being a martyr and dying for land and cause is
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considered a high privilege. Families take pride in members they have
lost in fight for the cause of keeping their land and most importantly, their
honor. Many people have a great belief in hope for a better future.
Hence, in attempt to delay gratification, they believe that they will endure
the hardships of today for a better and brighter tomorrow. Loss of close
family members, friends, and other goods of sentimental value suddenly
carries on a new meaning. When people lose valued belongings for a
cause they truly believe in, coping is seen in a new realm. Hence, to
what extent did those living in the South view the war there as a
challenge and to what extend did they feel like victims. This could be an

interesting field for further study.

Depression and PTSD

The co-occurrance for men with PTSD and major depressive episodes
was estimated to be 47.9 percent in a study by Kolb (1987). The
comorbidy of PTSD and major depressive disorders among women were
48.5 percent. It was noted earlier that many who suffer a trauma often
have high levels of depression and anxiety. They may not score high on
PTSD level, yet their depression and anxiety could possibly be a
byproduct of trauma (Kolb, 1987). Further research could be done on the

prevalence of depression and other anxiety disorders, such as phobias.
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Proximity

It was discussed in the review of literature that those who do actually
witness, experience a trauma, or live in close proximity of a traumatic
event, have higher PTSD level than others. Further researchers could
investigate the type of trauma each person faced and estimate the
proximity. The present research did not assess the type of loss or
trauma a person witnessed or experienced. Further research can be
done on proximity, how close (territorially) individuals were to a traumatic

event and level of PTSD.

Physical Health Issues

As mentioned earlier, trauma and stress is the cause of many health
issues. There can be a number of physical health problems as a result of
experiencing trauma, from sleep disturbances to heart failure and
strokes. Further research, perhaps more pertaining to the medical realm,
could be conducted on health issues. Such as, what is the prevalence of

people who have heart problems, and others.
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Conclusion

This purpose of this study was to assess levels of PTSD among youth
(ages 13-19) living in the South of Lebanon and to assess the type of
coping strategies (cognitive, non-cognitive) they prefer. Results obtained
showed that female participants have a higher prevalence of high level
of PTSD. It was also found that age is a factor in level of PTSD, where
older youth had a lower level of PTSD than younger youth. Different
coping strategies (problem solving, seeking social support, and
avoidance) were also assessed. Results showed that older and young
youth use different coping strategies when faced with a stressor.
However, no significant differences were found among gender and their
use of coping strategies.

The level of PTSD among participants in this study was considerably
high, with 38.7 % of the participants qualifying with high PTSD level.
Clinicians and other professionals should be aware of these findings. It is
apparent that PTSD is significantly prevalent among youth in South
Lebanon. This is considerably high compared to prevalence rates in
other areas of the world.

Furthermore, it is a fact that stress plays a big role in medical problems.
Those who are subject to high stress levels are very likely to suffer from
heart failure, ulcers, develop asthma, suffer from substance abuse, and

other physiological and psychological disorders. Youth should be aware
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of ways that help prevent health problems in the future by learning how
to take care of themselves properly.

Social organizations and other professionals can and should form
special programs in enhancing coping skills among children and youth.
They can work towards equipping youth with a preventive plan in
teaching about cognitive coping strategies.

In the world we live in today, stressors are everywhere and traumatic
events often surprise a person with no prior warning. Some stressors
can be avoided, yet many cannot be. As much as parents and other
adults would like to, they cannot protect children and youth from
experiencing stressful situations. They live in this world with all the
violence and man induced traumatic events. However, how these
stressor are handled and how one copes with situations of stress is the
issue. Teaching children and youth useful coping strategies and
equipping them with the necessary skills to handle what life has in store
for them is definitely a must to help youth attempt to prevent the
reactions to stressors they will face in life from turning into a mental,
physical, or emotional impairment. Furthermore, at a curative level,
those who do have high levels of PTSD should have the proper care

from professionals who will help them help themselves.
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DSM-IV Diagnostic Criteria

Posttraumatic Stress Disorder

The person has been exposed to a traumatic event in which both

of the following were present:

(1)  the person experienced, witnessed, or was confronted with
an event or events that involved actual or threatened death
or serious injury, or a threat to the physical integrity of self
or others.

(2) the person’s response involved intense fear, helplessness,
or horror. Note: In children, this may be expressed instead
by disorganized or agitated behavior.

The traumatic event is persistently re-experienced in one (or

more) of the following ways:

(1)  recurrent and intrusive distressing recollections of the
event,
including images, thoughts, or perceptions. Note: In young
children, repetitive play may occur in which themes or
aspects of the trauma are expressed.

(2) recurrent distressing dreams of the event. Note: In
children, there may be frightening dreams without

recognizable content.
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(2)

3)

- (4)

acting or feeling as if the traumatic event were recurring
(includes a sense of reliving the experience, illusions,
hallucinations, and dissociative flashback episodes,
including those that occur on awakening or when
intoxicated). Note: In young children, trauma-specific
reenactment may occur.

intense psychological distress at exposure to internal or
external cues that symbolize or resemble an aspect of the
traumatic event.

physiological reactivity on exposure to internal or external
cues that symbolize or resemble an aspect of the traumatic

event.

Persistent avoidance of stimuli associated with the trauma and

numbing of general responsiveness (not present before the

trauma), as indicated by three (or more) of the following:

(1)

efforts to avoid thoughts, feelings, or conversations
associated with the trauma

efforts to avoid activities, places, or people that arouse
recollections of the trauma

inability to recall an important aspect of the trauma
markedly diminished interest or participation in significant
activities

feeling of detachment or estrangement from others
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(6) restricted range of affect (e.g., unable to have loving
feelings)
(7) sense of foreshortened future (e.g., does not expect to
have a career, marriage, children, or a normal life span)
D. Persistent symptoms of increased arousal (not present before the
trauma), as indicated by two (or more) of the following:
(1) difficulty falling or staying asleep
(2) irritability or outbursts of anger
(3) difficulty concentrating
4) hypervigilance
(5) exaggerated startle response
E. Duration of the disturbance (symptoms in Criteria B, C, and D) is
more than 1 month.
= The disturbance causes clinically significant distress or
impairment in social, occupational, or other important areas of

functioning.

Specify if:
Acute: if duration of symptoms is less than 3 months
Chronic: if duration of symptoms is 3 months or more
Specify if:
With Delayed Onset: if onset of symptoms is at least 6 months

after the stressor



Appendix B

Questionnaires

Penn Inventory for Post Traumatic Stress Disorder

English version
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PENNINVENTORY

Date

“On this qestioanaire afe groups of statements. Please read each group of statements carefolly. Thea pick out the one stalemeat in each
group which best describes the way you have beea feeling duting the PAST WEEK, INCLUDING TODAY!- Circle the number beside
the statemeat you picked. Besure toxead all the stutements in each group before making your choice, Pléase continoe oz the other
sde.

T 0wk

W TOWR O o

U (] =) i~ No]

o O w >

Tdon't fee! mach different thix most othes peojile my age.
1 fec] somewhat differen than most otker peopie my sge.

I feet 50 different than most other people my age that I
choose.pretty carefully who I'll be with and when.
Ifdnmdbdianmmoﬂn'pomlamylghﬂm
away from sl of them at all costs,

Lcare ununh:bohnbaeonseqummofwhul’mdm.u
most other peaple.
Imh..mmmmmmrmmgm
most other people.

1 care mnch fess abour the consequemices of what I'm doing
than ot other people.

Often 1 think, *Let the ctmsequences bo dummed!™ becansa T
 don't care sbout them atall

Wlnlmwdnmluufnrmmmlmﬁnd
someons (o join me if T want to.

T'm ablg tn do something for exjoymicat even when [can't
find somecne [ join me.

Tioss interest in doing thitngs for enjoyment whez there's no-

on8 [ join me.
1have o inlerest in doing snything for eajoyment at all

Imdybdmwmm
1 sometimea feel jumpy md uptight.
Toften fes! juupy or uptight
1 feel fmmpy or uptiglit all the time,

Tknow somcone nearby who really inderstands e

P'mnot concerned whether anyono nearby seally under-
stands e, .

T'm worried because no ono nearby really undersiands me.
I‘mv«ywmﬁedbeuusom one nearby understands ma at

meluﬁudemymwhuuit':mm«
better than anyone else's.
I'mwmmafmdmubovmymgubecmnwup

" quicker than ather pecple's.

I'm often afraid w show my anger because it might turn to
Viplence,
I’mmuﬁﬁdo!bewmhsndmhtlmnﬂwmywlf
1o show say anger atall

T don't have any past trawmes to feed overfy anxious about.
When something reminds e of my past travmas | feel
anxious but can tolerste it

When something reminds me of fmy past traumas I feel very’
anxions and must really make #n ¢ffort to lolerate it.

When something reminds me of oty past trautas I feel so
anxious 1 can hardly stand it and bave no ways to tolerats it.

{PLEASE CONTINUE ON THE REVERSE SIDE) , b '

8 A [Ihavenot re-experienced & flashback to & tranma event “as

10

11

12

13

14

16

B
C

o 0 ®H > UOwm» Do > Uom>

U 0 & » COwk cnw>-qu>

if I wesé there again.”

T have re-expericnced & fashback 10 a trauma event “as if I
were there sgain” for a few mimnies or less,

My re-cxpeniencing of a flashback to a trawma event
sometises lustx the hetter part of an hour,

My re-axpenicacing of & flashback to & traurma eveat often
lnsts for an bour or more,

T am Jess casily districted than ever,
T am a3 easily distractod ssever
[ am more easily distracted than sver.
xmwmnnm .

My spiritual life provides moro meArdig than it used to.
My spiritual life peovides about & much mesning as it
uedio. -

My spiritns] life provides less meaning than it used to.
I doni't care sbout my spiritual life.

T can concentrate beiter: than ever.

T can concentrawe about 23 well as ever.
Tcan't concentrate s well a5 [ used to.
1 can't concentrateat all

T've told a friend or family member about the Smportant
parts of ty most traunatic experiences. :
1'vo ud to be careful in choosing the party of my treu-
m:;;mmwnﬁmdlwfmﬂym
Some paits of my traumalic ex #70 50 hard 20
Tndenstand that I've said almost nothing about thewn 1o

sayone,
Nonmﬂpmﬂﬂymmdunmmapd
ences T've Had to five with,

1 generally don't have nightmares.

Mynlslmummhnwlhhngmmtheym

Mymﬂlmummumubhugnhym
m;hnmnm\mhlmgthmthcym

ldm‘lfeelmﬁuedd:wmhfa.

1 fest less confused about nry life thar Tused toy
1 feel just a3 confuused about tiy Life 48 used to,
1 feel mars confuused shout my Life than Tused .

Tienow myself better than [nsed 10,

{mow meyself xboat ay weli a3 [ used 10,
T don’t know miyself as well az I tised 0.
1 feed like I don't know who T am at all.

Tknow more ways to cantrol or reduce my soger than most
people,

Tknow sbout #s many ways 10 control o¢ reduce my anger
&8 most people.

Tkmow fewer ways to control or reduce my anger lhan

most peaple.

I kmow of no ways to control or reducs my rager.
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W x> wo . W »

21

o du> vous o o

T N ok

u,mfm> T

 maE> dowk

IWmmhnsdaujwmmhmﬁﬁ.
Thave experienced one or mote traumes of fimited

intersity.

T havo experienced very intense and upsetiing trauings,
The trsurmas 1 have experienced were so mttnse that
tnemcries of them intmde on ty mind wilhout warting,

I’wbemabhmﬂuﬁcminp loward aitaining mmry of ny
#oalt :
I've been able to shape things toward aitaining some of my

ﬁ;’%«hmtdm
Idm'lmhw»ﬁupcﬂ:ingswwudmym

Imdiewfounuyundndmmmmhuskn
band regardless of imwanted thoughts. :

When ymwanred thoughts intrude on my mind I'm shic t5
Tecognizs them briafly and then refocus my mind on the
task at hared.

T baving  bvd tine coping with enwanted donghes and
don’t know how 10 rafocas my mind on the task at hand.
Tl nover be sble 1o cope with unwanted thoughts,

Y'aim schieving mast-of the things | want,
T am achieving many of the things [ want.

. Tanr achieving soxme of he things 1 went.
-Jam achieving few of the things 1 want,

slocp as well as usual.

[ don’t sieep as well a3 vaual.
LWIbvpmhnqumlyauﬂlnﬁ:mnmnlmdhxve
difficulty getting back w0 sloep,

Toften have nightmures or wake up several houss eardier
then nsnal and cannot get back to seep.

¥ don't have irouhle remambering things I should fmow,
Lhave Iesa troubls them 1 used 10 romeanbering things I
should know.
Imwdummmaulmdmmmbm
things I should know.

[ have mare roubls than T used to remembering things [
should know.

My goxls are clearer thin they were,
My goals are s clear as they wese,
My goals are not a8 clear as they were.
1 don't know what my goals are.

T'm usually able to let bed memaories fade from my mind,
Sometimes 2 bed memory comes back to e, bat I can
modif it, replace if, or set it aside, . -

When bad memaries intrude o my mind I can® tmin
pet them ont,
Iwmylhnl‘mgmnsuuybecmnebldmmukee?
intruding o oy mind.

Usmally I feel understood by others.

Sometimes I don’t feel understood by others.
Mot of the tima T don't fee! understood by otbers,
No one inderstands me at ail,

Thave pot lost anything or anyone dear to me,

T hnve grieved for those I've lost and can now go an,
Tbaven't finished grieving for those I've lost.

The pain of my logs is 50 great that ¥ can't grieve and don't
- Imow how o get started,

logy,

mmmmmynmmmmlvyna rberg, Ph D, Doy
mmvmumydeyImMphs.PAﬂth
Pmlmmyfumnum

. 81930 Melvyn Hammarhery; Ph, D,

181426,
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Appendix C

Questionnaires

Penn Inventory for Post Traumatic Stress Disorder

Arabic version
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Appendix D

Questionnaires

Coping Strategies Indicator

English version
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Keeping that stressful event in mind, indicate to what extent you. . .

1.

2.

3.

10.

1.

12,

18.

14.

15.

16.

17.

Let your feelings out to a friend?

Rearranged things around you so that your
problem had the best chance of being resolved?

Brainstormed alt possible solutions before
deciding what to do?

. Tried to distract yourself from the problem?

Accepted sympathy and understanding from
someone?

Did all you could to keep others from seeing
how bad things really were?

. Talked to people about the Situation because

talking about it helped you to feel better?

. Set some goals for yourself to deal with the

situation?

. Weighed yeur options very carefully?

Daydreamsd about better fimes?

Tried different ways to solve the problem
until you found one that worked?

Confided your fears and worries to a friend
or relative?

Spent morg time than usual alone?

Told people about the situation because just
talking about it helped you to come up with
solutions?

Thought about what neaded to be done to
straighten things out?

Tumed your full attention to solving the

' problem?

Formed a plan of action in your mind?

O Alet

0O Aot

0 Alet

0 Alot

O Alot

O Alet

0 Alot

0 Alot
0 Alot

0 Alet

0O Alot

O Ajot

0 Alet

f Alot

Q0 Alot

O Alot

0O Alot

0 Alittle

g Alittle

0O Alittle

I Alitlle

0 Afitle

0 Alittle

0 Alittle

O Alittle
O Alittle

0O Alitle

0 Alittle

O Alittte

O A fittie

0 Alittle

0 Alittle

0O Alittle

0 Alittie

0 Notatall

[0 Notatall

Not at all

{m ]

O Notatall

O Not at all

O Notat alf

0 Notatall

1 Not at all
{1 Not at all

Not at all

(]

O Notatall

O Notatall

O Not atall

O Notat afl

O Not at all

a]

Not at all

m}

Not at all
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0 Alittie

18. Watched television more than usuai? D Alot
19. Went to someone (friend or professional) in

order to heip you feel better? 0 At O Alittle
20. Stood firm and fought for what youwanted in

the situation? 0 Alot [ Alittle
21. Avoided being with people in generai? 0 Alst O Alittie
22. Burled yourself in a hobby or sports activity

to avoid the probiem? O Aot [0 Afittle
23. Waent to friend to help you feel better about

the problem? D Aot O Alittle
24, Wentto afriendfor advice on how to change

the situation? 0O Afot T Alittle
25. Accepied sympathy and understanding from

friends who had the same problem? 0O Alet O Alittle
28. Slept more than usual? O Alot O Alittle
271. Fantasized about how things could have

been different? O Alot O Alittle
28. |dantified with characters in novels ormovies? 0O Alot O Alittle
29. Tried to solve the problem? 0 Aot 0O Alitle
30. Wished that people would just leave you

alone? O Alot O Alittle
31. Accepted help from a friend or relative? O Aiot O Alittle
32. Sought reassurance from those who

know you bast? 0 Alot O Alittle
33. Tried to carefully plan & course of action

rather ihan acting on impulse? O Alet O Alittle

You may STOP here.
Thank you for your cooperation!

O Notatall

£1 Notatalt

0 Notatall
0 Not at all

O Notatali

O Notatall

O Not at al

O Notatall

O Not at ail

O Not at ail
O Notatall

0O Not at alf

0O Not at ail
O Notatall

O Notat ail

O Not at ali
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Appendix E

Questionnaires

Coping Strategies Indicator

Arabic version
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