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people aged 9-18 years in the Gaza Strip
during a period of continuing exposure to
political trauma. Children reported high
rates of post-traumatic and anxiety reac-
tions. Trauma exposure was significantly
associated with post-traumatic symptoms.
This paper discusses the implications of
children’s trauma for health policy, and
calls upon existing structures and cultur-
ally appropriate programs to intervene in
war zones to provide aid, to reconstitute
communities, and to provide health and
therapeutic interventions.

Research evidence on the
impact of political conflict
on children’s mental
health

Children exposed to political violence
are at high risk of developing a range of
mental health problems and disorders, pre-
dominantly post-traumatic stress disorders
(PTSD) and depression."* Aside from the
direct effects of war, children in zones of
conflict are also negatively impacted by
lack of basic health care infrastructure, loss
of family members, disruption of social
networks, internal displacement, and pa-
rental response to war.

Political violence is positively correlat-
ed with such mental health presentations
(usually post-traumatic stress disorders
(PTSD) and depression), often in a ‘dose-
effect  relationship.>* The
mechanisms for this phenomenon have

underlying

proved more difficult to explore because
of the high potential for confounding vari-
ables such as loss of loved ones, disruption
of social networks, lack of basic health
needs, or displacement.

Some studies have taken into consider-
ation these factors, as well as adolescents’
coping strategies, in exploring the complex
relationship between mental health and
traumatic conflict. Following the war in
former Yugoslavia, Durakovic-Belko et al.’
investigated the risk factors for post-trau-
matic and depressive disorders in children
and young people and found different
patterns for the two types of psychopa-
thology. Variance in post-traumatic stress
symptoms was mainly explained by trau-
matic war experiences and individual and
socioeconomic factors, and less by cogni-
tive appraisals and coping mechanisms. In
contrast, depression was predicted more by
individual and socioeconomic factors and
less by war experiences, while cognitive
appraisal and coping mechanisms did not
contribute significantly.

Family response also makes a significant
difference in the mental health of children
living in war zones. Children’s adaptation
to the Lebanese war was associated with
family resources, social support and in-
creased use of cognitive coping strategies.®
Also, perceived stress was a stronger pre-
dictor than the actual events experienced
by families. Parental responses to missile
attacks in Israel affected children’s emo-
tional reactions and prognosis.”® Similar
mechanisms were found to be operative in
the development and continuation of child
mental health problems following the Sep-
tember 11th terrorist attacks in the US.”

Descriptive or qualitative studies estab-
lished themes of coping strategies among
refugees and displaced young people fol-
lowing war situations. Kline and Mone'
identified three coping strategies employed
by young refugees in Sierra Leone: main-
taining an intact sense of purpose, effec-
tive control of traumatic memories, and
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successful protection against destructive
social isolation. Halcon et al.'! established
coping strategies such as sleeping, read-
ing, praying and talking to friends among
Somali and Ethiopian refugee youths liv-
ing in the US. The adolescents’ search for
meaning to the conflict and sensitivity to
the political environment have been found
to be related to insecurity about the pros-
pect of future war in Bosnia Herzegovina,
thus adversely affecting their adjustment.'
Similar findings were established by Puna-
maki et al.’®, whose studies suggested that
Palestinian boys were more likely to en-
gage in political activity in order to cope
with trauma. It is important to note that
not all coping responses are specific to the
conflict, as these can be interlinked with
universal adolescent developmental issues.
For example, some concerns expressed by
high school students in Jerusalem were
specific to the conflict in the region, i.e.
coping with aggression, war, and enlist-
ment into the army, while other concerns
were universal (self-image, peer relation-

ships, and school).'

Earlier studies in the Gaza
Strip following exposure
to war trauma

Since the late 1990s, we have complet-
ed a number of studies in the Gaza Strip.
Our initial study of children’s health after
the end of the first period of conflict es-
tablished high prevalence rates of PTSD
among children, with 41% of youth aged
6-11 years experiencing post-traumatic
stress reactions (such as thoughts and feel-
ings related to the traumatic events, physi-
cal expression of distress, and avoidance of
situations that reminded the child of the
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trauma), and significant association with
traumatic events and with other behav-
ioural and emotional problems."” Exam-
ples of the trauma experienced by children
include injuries, day and night raids, and
death or imprisonment of family, relatives
or friends. When we re-interviewed these
children (N=234) one year later, well into
the Oslo agreement and peace process in
the region, the prevalence rate of post-
traumatic stress reactions had decreased
to 10%."° The findings suggested that
most reactions were acute and resolved in
the absence of further conflict, but there
were also a substantial number of children
who suffered chronic and resistant post-
traumatic reactions. Palestinian children’s
mental health was compounded by their
adverse socioeconomic circumstances,
which is a common finding in research
with children who are victims of political
conflict.

The second period of conflict in the re-
gion started in September 2000. Although
we could not access all areas of the Gaza
Strip to follow-up the previous sample, we
repeated the epidemiological study with a
new cohort, and found that the prevalence
rates of post-traumatic stress reactions
had again risen dramatically with wide-
spread exposure to new traumatic events.
Children’s emotional presentations were
strongly correlated with maternal psy-
chopathology, e.g. mothers’ response to
trauma.'” Traumatic events had changed
since the previous conflict, with most chil-
dren reporting watching pictures of muti-
lated bodies on television, and witnessing
bombing of people and houses. In order
to understand the underlying mechanisms
between trauma and mental health prob-
lems, we conducted a subsequent study
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comparing children whose houses had
been demolished, with children (matched
for age and gender) from areas indirectly
exposed to other types of traumatic events,
mainly through the media and adults.'
Children directly exposed to war trauma
reported significantly higher post-trau-
matic stress and fears. By contrast, children
indirectly exposed to traumatic events (i.e.
through their parents or other adults, and
through the media) reported significantly
more anticipatory anxiety and cognitive
expressions of distress. However, another
study also established symptom overlap
between different emotional responses,
namely those of post-traumatic and de-
pressive nature."”

Since almost all of the previous research
has investigated the impact of political
trauma after the termination of conflict,
the study presented in this paper address-
es the types and severity of child mental
health problems during continuing expo-
sure to traumatic events. The findings are
being discussed in the context of policy
and service development in war-affected
zones.

The Study

Methods
Goal

The aim of the study was to determine
the association between ongoing trauma

and child mental health problems.

Setting and sample

The Gaza Strip is a narrow area of land
bordering the Mediterranean Sea between

Israel and Egypt, covering an area of ap-
proximately 360 square kilometres in the
Middle East. It has high population densi-
ty, unemployment, socio-economic depri-
vation, family overcrowding and short life
expectancy. Nearly two-thirds of the pop-
ulation are refugees, with approximately
55% of them living in eight crowded refu-
gee camps. The remainder live in villages
and towns. The data collection was carried
out by three trained professionals with the
supervision of the first author, during a pe-
riod of repeated incursions.

A total number of 420 children aged
9-18 years were selected from two cities,
two camps and three villages in the Gaza
Strip. From each city, camp or village we
selected one street at random, and every
other home was subsequently selected
from each street. Of those 420 children
and their families, 409 agreed to take part
in the study, or which makes for a partici-
pation rate of 96.4%. Children and their
parents were interviewed in their family
home. One of the difficulties during this
study was that interviews often had be dis-
continued and repeated because of concur-
rent hostilities in the area.

Measures

Children and parents completed the
questionnaires described below. Question-
naires were completed independently by
the participants, although items were dis-
cussed and clarified by the researchers if
necessary. Completed questionnaires were
not received from the following groups:
CRIES-13 by 18 children; RCMAS by 18
children; and SDQ by 23 parents.

* The Gaza Traumatic Fvent Checklist
(GTEC) was used as a measure of chil-
dren’s exposure to traumatic events.
This test was initially developed by
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the research department of the Gaza
Community Mental Health Program
and has been used in previous stud-
ies of Palestinian children.’*" This
checklist consists of 19 items cover-
ing different types of traumatic events
that a child may have been exposed to
in the particular circumstances of this
regional conflict. This differs from
traditional war conflicts as the popula-
tion has remained relatively stable and
has been regularly exposed to shelling
and incursions. Children were asked
about the events they had experienced
in the preceding 24 months, i.e. since
the onset of this particular phase of
the conflict, and completed a checklist
with dichotomous answers of “yes” or
“no.” The checklist was analyzed to
find a total score of trauma exposure.

* The Childrens Revised Impact of Events
Scale (CRIES-13)*° measured symp-
toms of post-traumatic stress disorder
(PTSD). This included all 8 items of
the original Impact of Events Scale,
as well as 5 items derived from the
arousal criteria in the DSM-IV clas-
sification. Individual items were rated
according to the frequency of their oc-
currence during the past week (none
= 0, rarely = 1, sometimes = 3, a lot
= 5) and in relation to specific trau-
matic events written at the top of the
scale. In this study the revised IES was
translated from English to Arabic and
back translated. A cut-off score of 30
and above has been found to indicate
the likely presence of PTSD.21 A total
score was provided, as well as subscales
scores for intrusion, arousal and avoid-
ance of PTSD symptoms.
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* The Revised Childrens Manifest Anxi-
ety Scale (RCMAS)* is a standard-
ized 37-item self-report questionnaire
for children and young people. It
measures the presence or absence of
anxiety-related symptoms by asking
respondents to answer with “yes” or
“no” in response to 28 anxiety items
and 9 lie items. A cut-off total score of
19 has been found to predict the likely

presence of anxiety disorder.”

* The Strengths and Difficulties Question-
naire (SDQ)** was completed by par-
ents on their children’s behavioral and
emotional functioning. This standard-
ized questionnaire includes 25 items
on a 0-2 scale (0 = problem never ex-
perienced by the child; 1 = sometimes;
2 = frequently experienced). The 25
SDQ items are grouped in the scales
of hyperactivity, emotional, conduct,
and peer relationship problems, as
well as a prosocial scale. A score is es-
timated for each scale and a total dif-
ficulties score for the four problem
scales. A high score indicates a high
likelihood that the child experiencing
mental health problems will require
clinical assessment and treatment. The
SDQ has previously been used in the
Gaza child population by the research
group.”

A sociodemographic data checklist.

The SDQ and sociodemographic data
checklist were completed by parents, while
the remaining three questionnaires (GTEC,
IES and RACMAS) were completed by the
children, who had access to the research-
ers for clarification of items, but were not
interviewed by the researchers.
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Statistical analysis

Descriptive data is presented, expressed
as frequencies (%), mean scores and stan-
dard deviations. The association between
continuous scores was investigated by the
Spearman non-parametric correlation test,
as the data was not normally distributed.
Differences among groups were analysed
by the Mann-Whitney or Kruskal Wal-
lis non-parametric tests, depending on
the number of groups. The association
between trauma exposure and mental
health problems was examined by a series
of linear regression models, with the total
number of traumatic events entered as the
independent variable and each of the child
psychopathology measures (IES, RCMAS
or SDQ) total score as the dependent vari-
able in each model.

Results

Sociodemographic data

The 409 participating children were
evenly distributed among boys (50.1%)
and girls (49.9%). Their mean age was
12.9 years (SD = 2.5). Palestinian families
consisted of a large number of children,
as 15.3% had 4 or less children, 48.1%
of families had 5-7 children, and 36.6%
had 8 or more children. Of the children,
28.1% lived in the cities, 40.8% in vil-
lages, and 31.1% lived in refugee camps.
Due to the high levels of unemployment,
73.3% of families had an average monthly
income of less than $270 US, 15.8% had
a monthly income $271-560, and only

Table 1. Type of traumatic experiences by children (N = 409)

Traumatic event N !

Watching mutilated bodies and wounded | 399 B7.3
people TV

Hearing shelling of the area by artillery | 382 90.9

Hesring sonic sounds of jetfighters | 375 Be.2

Witnessing signs of shelling on the ground | 373 HH.B

Hearing about killing of a friend | 267 5.3

Witnessing bombardment of other people’s 341 Hid
homes by airplanes and helicopters

Witnessing attacks by rockets | 316 773

Witnessing firing by tanks and heavy artillery | 277 67.7
of neighbour’s home

Hezring about killing of a close relative | 246 60,1

Witnessing firing by tanks and heavy artillery | 210 513
on their home
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Table 2. Frequencies of post traumatic stress symptoms reported by children

(N = 395)

Never | Karely | Sometimes Abways
% % % %

Intrusive thoughts 129 14.4 44.1 287
Tried to remove it from memory 209 0.8 30.0 i3
Difficulties paying attention or 19.9 15.5 308 248
COnCentrating
Psychological reactions 8.4 182 34.2 343
Startled more easily or feel more 15.8 12.6 31.5 40.1
NErVOLS
Avoid reminders 229 17.2 34.3 254
Try not talk about it 2032 15.7 312 238
Intrusive images 12.1 175 3713 L.
Other things keep making me think | 14.1 14.1 42.9 288
about it
Try not to think about it 214 153 36.2 271
(iet easily irritable 225 19.8 34.11 34.6
Alert and watchful even when there | 193 17.2 7 258
is no obvious need to be
Insomnia 18.7 106 30.7 40.0

10.9% had more than $561 monthly (in-
come was classified according to shekels,
with 1 shekel = $0.27). The fathers’ mean
age was 42.5 years (SD = 7.1), and the
mothers’ mean age was 38.7 years (SD
= 6.7). Of the fathers’ employment sta-
tuses, 49% were unemployed and 23.8%
were civil employees, while the remain-
ing 27.2% were manual workers. 97.6%
of mothers were housewives. According to
their level of education, 77% of the fathers
surveyed had completed secondary educa-
tion, while 83% of mothers had completed
a secondary level of education.

Exposure to traumatic events

Children reported that they had expe-
rienced an average of 7 types of traumatic
events during the previous year (range 0-10,
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SD = 2.3). The most frequently reported
traumatic event (Table 1) was watching
mutilated bodies and wounded people on
TV (97.3%), followed by witnessing the
signs of shelling on the ground (90.9%),
and hearing sonic booms from jetfighters
(89.2%). The least frequently reported
traumatic experiences were hearing about
the killing of a close relative (60.1%) and
witnessing firing by tanks and heavy ar-
tillery at their home (51.3%). Only one
factor was reported different between the
genders. Boys reported significantly more
about hearing about the killing of a friend
as compared to girls (Mann-Whitney test,
2=-1.91,p = 0.05).

There were no gender differences in
trauma exposure (z = 0.80, p = 0.42). Chil-
dren coming from families with monthly
income of less than $271 reported a signif-
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icantly higher number of traumatic events
(Kruskal-Wallis test: X*= 5.8, df = 2, p =
0.05).

Post-traumatic stress reactions

Children reported a variety of differ-
ent reactions to traumatic events (Table
2). The most common reactions were ex-
aggerated startle (40.1% of respondents),
insomnia (40.0%) and trying to remove
memories from their mind (39.3%). The
least commonly reported PTSD symp-
toms were staying away from reminders
(25.4%), concentration problems (24.8%)
and not talking about the trauma (23.8%).
Using an established cut-off score of 30
and more on the TES-13 to determine
the likelihood of PTSD disorders21, 268
children (65.5%) were rated within the
clinical PTSD range. 125 boys (61.9% of
boys surveyed) and 143 girls (70.1% of
gitls surveyed) scored above the IES cut-
off score. However, there were no signifi-
cant gender differences on total IES scores
(Mann-Whitney test, z = -1.29, p = 0.19).
Exposure to trauma was significantly as-
sociated with PTSD symptoms (total IES
scores): linear regression, B = 0.87, 95%
CI=0.33 to 1.42, p = 0.002).

Anxiety symptoms

According to the RCMAS, the most fre-
quently reported anxiety symptoms were:
“I get nervous when things do not go the
right way for me” (90.1%), “I often worry
about something bad happening to me”
(80.1%), and “I worry about what is going
to happen” (77.1%). The least common
anxiety symptoms were: “I often feel sick
in my stomach” (28.3%), “I am tired a lot”
(27.6%), and “I feel alone even when there

are people with me” (21.6%). Using the
previously established cut-off score of 19
on the RCMAS23, 104 children (25.4%)
reported anxiety scores within the clinical
range. There were no gender differences on
RCMAS scores (z = 0.42, p = 0.88). There
was some association between trauma ex-
posure and total RCMAS scores, but this
did not reach statistically significant levels
(B =0.24, 95% CI = -0.014 t0 0.49, p =
0.064).

General mental health
problems

Using the Strengths and Difficulties
Questionnaire on general morbidity (be-
havioral and emotional problems), 203
children (49.6%) were rated within the
range for likely clinical morbidity accord-
ing to the previous SDQ cut-off score of
17 or more. 25 There were no gender dif-
ferences on total SDQ scores (z = -0.80,
p = 0.42). Exposure to trauma was not
significantly associated with total SDQ
scores (B = 0.07, 95% CI = -.28 to 0.44,
p = 0.68).

Discussion

Children living in regions of war and po-
litical conflict experience severe trauma, in
addition to the psychological and physical
impacts of malnutrition, physical illness,
displacement and loss of family and sup-
port networks.? To date, most research has
been epidemiological in nature, studying
the high prevalence of post traumatic stress
reactions and related emotional disorders.
However, on the rare occasions in which
child mental services were established in
war-affected areas, the pattern of referrals
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was much broader, with about 20% con-
sisting of stress-related disorders.'?

The findings of this study are consis-
tent with literature on the impact of war
trauma. This research established an as-
sociation between continuing exposure
and post-traumatic stress reactions, which
corresponds to previous research that mea-
sured emotional responses following the
termination of conflict. This association
was weaker for children’s anxiety symp-
toms, and did not apply to general mental
health and especially to behavioral prob-
lems, which have been shown to have a
different etiological pathway. The findings
apply to a substantial proportion of chil-
dren exposed to trauma in countries and
areas with limited mental health resources
or services. Therefore, the implications of
the findings for policy need to be interpret-
ed in a wider context. In doing so, we have
also considered relevant evidence from the
literature; we acknowledge that some poli-
cy recommendations may not directly arise
from these findings, but rather from the
contextualization of these findings in the
literature on emergency, preventive, and
intervention programs in war zones.

The increasing media and policy atten-
tion on children living in war zones pro-
vides a good opportunity to consider the
implications of these research findings for
international initiatives to improve the
well-being of children and families. Dif-
ferent levels of programs and interventions
have been described in recent years, most
of which are universal to child popula-
tions and their communities, i.e. provided
to all children exposed to trauma, rather
than targeted to those at higher risk or
presenting with mental health problems.**
Universal interventions include educating
children, parents and teachers to recognize
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distress and other mental health presenta-
tions and to recognize how these could be
related to experienced trauma; develop-
ing strategies to deal with these presenta-
tions; and normalizing their life activities.
A combination of similar interventions is
both appropriate according to previous
evidence, and cost-effective, as they can
be provided by non-specialist welfare and
support agencies. Of course, interventions
under extremely adverse circumstances can
only be put in place after children’s basic
needs have been met.”> %

There is already some research evidence
on strategies to prevent or minimize chil-
dren’s response to trauma through ongo-
ing political conflict. Implementation of
aid efforts are more likely to be successful
through agencies operating in the area and
in collaboration with schools, which are the
main source of stability and safety for the
children. International organizations such
the United Nations (under whose hospices,
for example, all schools in the Gaza refugee
camps operate) and UNICEF have a major
role to play in providing as much socioeco-
nomic stability, education, alternative cop-
ing strategies, and awareness of the impact
of trauma, as is humanly possible in these
sad and untoward circumstances.

The school and primary health clinics
run by bodies like the World Health Orga-
nization are also good agents for identifying
children who require interventions. The
nature of intervention can be informed by
clinical and research evidence from previ-
ous work with victims of community vio-
lence, abuse, natural disasters, and political
persecution. Group interventions are more
cost-effective, although there is supporting
evidence for cognitive-behavioral® and
family-based interventions.*
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Following the epidemiological research,
we completed a controlled intervention
trial of group debriefing (supportive psy-
chotherapy) and school-based psycho-
education for traumatized children in
refugee camps across the Gaza Strip.’' The
findings suggested that, in the presence of
ongoing conflict, neither intervention had
a positive impact on children’s symptoms,
despite their satisfaction with the individ-
ual treatment. In other words, the children
found that talking about their experiences
was helpful, but their symptomatic pre-
sentations were not found to change. This
by no means negates the importance of
mental health services in alleviating chil-
dren’s distress, but does indicate the limi-
tations of making an impact on a larger
scale, in the absence of other measures to
safeguard children’s safety and basic needs.
More promising outcomes — an improve-
ment in children’s symptoms — were found
in the same area by Loughry et al.*?, who
evaluated a program based on structured
activities, rather than direct therapeutic
interventions. This included cultural and
recreational activities such as traditional
dancing, artwork, sports, drama and pup-
petry. The activities were provided by local
young volunteers, who had been trained
by non-governmental organizations.

The involvement of parents is essential
in such programs for a number of reasons.
Parents may perpetuate children’s emo-
tional distress if their own fears of loss or
grief for lost loved ones are not addressed.
Their parenting capacity can be impaired
when they feel more vulnerable. In times
of war and major conflict, adults also face
disrupted support networks that need
strengthening. 3

Interventions should take into consid-
eration children’s developmental needs and

expression of psychopathology in that they
should not merely replicate treatment pro-
grams originally designed for adults. The
treatment of resulting psychiatric disor-
ders, particularly post-traumatic stress and
depression, needs to be viewed in the same
framework, also taking into account cul-
tural issues and limited specialist resourc-
es.'? The diversity and comorbidity of child
psychiatric disorders should also be kept in
mind, instead of only targeting PTSD. In
addition to assessment and treatment, spe-
cialist practitioners (psychologists and psy-
chiatrists) have an important role to play
in setting up training for non-specialist
staff. This is critical in regions where few
specialists practice, because non-specialist
staff members are needed to manage sim-
ple cases and accurately refer complex cases
to a specialist.

In conclusion, the findings of this study
add to the body of knowledge on the im-
pact of political conflict and violence on
child mental health. This impact is pri-
marily expressed by emotional presenta-
tions such as post-traumatic and anxiety
reactions. These reactions were found to
occur in a substantial proportion of the
exposed child population, which suggests
that efforts to help children should be
much broader than developing specialist
services and interventions. The consensus
of the literature on a range of impacts of
trauma on child mental health indicate
that health and welfare policies, interna-
tional organizations and governments can
all make a substantial contribution to chil-
dren’s mental health and well-being, even
under the most adverse circumstances.
Previous research evidence and service ex-
perience now need to be applied and inte-
grated with more strategic and co-ordinat-
ed international efforts and aid programs,
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rather than operate in isolation through
time-limited projects or specialist provi-
sions.
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