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Abstract

Researcher: Rania Mohammed Aiash

Supervisor: Dr. Sanaa I. Abu-Dagaa

Evaluation of Selected therapeutic interventions Implemented in the mental health clinic of
the Palestinian Ministry of Health for Gaza children after Crisis.

This study of the knowledge of the researcher, is considered as important
because it evaluates selected psychotherapeutic interventions that done for a group of children
after Gaza war, and complaints of PTSD. The aim of this study is to know the useful
psychotherapeutic interventions that can be selected for such a group of children.

The general objective for this study is the Evaluation of selected therapeutic interventions

implemented in the mental health clinic of the Palestine Ministry of Health for children in Gaza

Strip after Crisis.

The problem of the study has identified the following research questions;

1. What are the types of psychological interventions that were used with children by Mental
Health Clinic in Ministry of Health? How they were used?

2. To what extent the psychological interventions that were provided for children in Mental
Health Clinic of Ministry of Health were effective?

3. To what extent parents were satisfied with psychological interventions that provided for their
children after crisis?

4. What are the recommendations and suggestion for improving psychological interventions
implemented in Mental Health Clinic in Ministry of Health?

The sample was estimated 30 cases of PTSD from children, A sample of around 15 children who

received pharmacological interventions with their parents, and other 15 children who received

psychological interventions with one of their parents were registered in governmental mental

health clinic during the year 2009 selected from population and all sample collected without any

droped out.



The researcher used 6 types of tools; the first one is Socio demographical survey, which
has 10 questions about social and economical status for the child.

The second one is PTSD Questionnaire which has a scale for 17 questions to check the degree of

PTSD for child.

The third one is SDQ, which has 25 questions designed for parents to talk about the personality

manner for their child.

The Fourth one is a survey to evaluate the service in governmental mental health hospital and has

more than 50 questions.

The fifth one is a focus group that done for selected community mental health workers. And the

last one is collecting data from patient’s records.

Descriptive statistics in addition to inferential non parametric statistics including Mann-Whitney

test.

Results showed that;

1. Cognitive behavioral therapy not used in professional and theoretical manner in mental
health clinic ministry of health.

2. Children who are using play therapy or medication are improved equally after treatment.

3. Play therapy group improved better then medication group from family perspective.

4. Play therapy group were satisfied more than medication group with regard to hospital
Services.

Recommendations for this study are;

1. Policy Makers and managers in mental health clinic-Ministry of health should be informed
with the results of this study to take necessary steps to improve psychotherapeutic
interventions for children (especially cognitive behavioral therapy).

2. Mental health workers should be encouraged to increase their knowledge and skills regularly
through continuous education.

3. Evaluate all types of psychotherapy that used by mental health clinic- Ministry of health.
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Chapter 1



1.1.

Chapter 1
Introduction
Justification, research questions, and objectives

Introduction:

In December 1987, the Palestinian popular uprising, or Intifada, against the Israeli
military occupation opened a dramatic new chapter in the Palestinian-Israeli conflict with far-
reaching psychological, political, and socio-economic consequences. From the beginning,
children were active in the core events of the Intifada and came to be known as “the children of
the stones (Qouta. 2000)." The events and the responses of the Israeli occupying forces in the
Gaza Strip and West Bank resulted in more than 22,000 Palestinians being injured, over 1,474
killed, and more than 500 homes sealed or demolished during the first three years of the Intifada.
Approximately 57,000 Palestinians were arrested, many of whom were subjected to systematic
physical and psychological torture (PCBS, 2006).

Most of Gaza’s children experienced physical or psychological violence or they may
have witnessed it directed towards their families and friends. Furthermore, these experiences
occurred in the specific historical context of Palestine, and were resonant with the uprooting of
their families from their country in 1948 (Qouta, 2000). During the Intifada, a generation of
children was subjected to severe forms of violence. In addition, they were denied their social,
political, and economic rights, as well as their right to self-determination (Qouta, 2000).

Nowadays, people of Gaza including suffered severely from Recurrent crisis. Situation
for around 1.5 million Palestinians in the Gaza Strip became worse than it has ever been since
the start of the Israeli military occupation in 1967 (NACC, 2008).

The war on Gaza which started on December 27" 2008 has further deteriorated the
already miserable situations. This situation has manifested itself in an increased unemployment
rates-more than 50%, an increase in the prevalence of poverty- more 75%, collapse of economy
and rapidly increasing dependence on food aid than ever before (more than 85% of population
received food aid assistance) (NACC, 2008). During the war and the post war periods, causalities

have dramatically increased and the provision of basic primary health care services has



significantly deteriorated due to accessibility problems affecting both health providers and
clients abilities to reach health centers, destruction of six primary health care clinics and the
inability to provide needed medical commodities (NACC, 2008).

According to the Gaza Ministry of Health (MOH), as of January 2009, Israeli attacks in
Gaza had killed at least 1303 Palestinians - both civilians and combatants - and wounded another
5300. More than 500 children and 300 women are among the dead; more than 1,947 children and
626 women had been wounded. According to the United Nation (UN), more than 40 percent of
the dead and 50 percent of the wounded are women and children (MOH, 2009). "Gaza was in the
midst of a humanitarian crisis even before this fighting started due to Israel's unlawful blockade,
aided by Egypt's cooperation in keeping its border with Gaza closed, and now it is facing a
catastrophe (HRW, 2009). The wounded are getting only rudimentary care from facilities that
lack equipment, material and personnel. Hospitals have been running full-time on generators
since December 30, when Gaza's only power plant stopped functioning, and in some hospitals,
generator fuel is running low. According to humanitarian agencies and medical officials, many
patients are needlessly dying because of a lack of timely medical care. A key problem has been
the inability to transfer seriously wounded persons out of Gaza. According to the MOH, at least
413 wounded were in critical condition as of January 11 (MOH, 2009). While many wounded
people still require medical care, particularly surgical procedures or post-operative care, the
population in the Gaza strip is also in need of social and psychological assistance.

Particularly in its first six months, the year 2008, had witnessed massive reduction of fuel
supply and the progressive decrease of the electricity supply to Gaza had affected all the sectors
and life aspects including health services. Entry of goods and movement of people to Gaza were
severely restricted resulted in shortage of drugs, supplies, spare parts and collapse of
construction related industry and so on. As evidenced by health and demographic reports, the
described above situation has negatively affected the physical and psychological health status of
the population. Also, the unprecedented division of Palestinians resulted in problems that
negatively affected the ability of health services to meet the increasing needs and demands of the
population (NACC, 2008).

Current human right reports still documented hard conditions for people in Gaza as
Gaza's civilians are facing dire shortages of food, water, cooking gas, fuel and access to medical
care. Human Rights Watch (HRW) said that United Nations agencies (UNA) have only been



1.2.

able to reach a small portion of those dependent on aid - which includes more than 80 percent of
the population - since the Israeli offensive began on December 27, 2008. The electricity supply
has slightly improved in recent days but remains low, and in some places open sewage is spilling
into the streets. The ongoing fighting is preventing many families from leaving their homes to
purchase food or obtain food aid. Children, who make up 56 percent of Gaza's residents, are
especially vulnerable (HRW, 2009).

Everyone in Gaza was exposed to the insecurity during the Israeli army's incursion, as
there was neither safe place nor any possibility of escape. The psychological effects are normal
given the period of intense insecurity they have endured. “Nightmares, insomnia, weight loss,
irritability, poor concentration, hyper vigilance, or psychosomatic signs like headaches and
stomach pains often occur after periods of high stress. If these persist more than one month they
may be considered symptoms of post-traumatic stress disorder (PTSD) or another psychological
disorder (Diagnostic and statistical manual for mental disorder (DSM 1V), 1996).

Crisis can happened to any individual at any time through the course of life, for children
traumatic events can affect their lives significantly in various ways. It is important to remember
that children are people, but they are not mature adults, subsequently, they have inherent
tendency toward emotional growth and have the capability for positive self direction.
Furthermore, children can demonstrate their ability to or not to speak, and will take the
therapeutic experience where they need to be, so it is important to have a good effective
psychosocial interventions that can help Gaza's children after crisis. Studies of Qouta, Thabet, &
others showed that there is a high prevalence of PTSD among Palestinian children who exposed

to military violence.

Justification of the Study:

Psychological interventions play an important role in overcoming the child reactions to
traumatic Experiences. Many of these programs have been defined as variations of ‘debriefing’
(critical incident stress or psychological) and ‘trauma/grief-focused’ therapy, although these
terms have been used for different types of interventions that have been designed for the family,
the individual child, or a group of children exposed to similar events (Thabet, 2008).

Research showed that psychological interventions have been empirically proven to
benefit the emotional well-being of children suffering from trauma-related psychological
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concerns such as crisis. Relaxation techniques, problem solving, aggression management, grief
resolution, narratives, stress inoculation, and medication are examples of ways to help children
cope with natural disasters; social support may offer important protection for mental health in the
context of traumatic events, including the trauma of war (Feeny, 2004). Cognitive-behavioral
interventions, mainly in group settings, have been associated with decrease in PTSD symptoms
among children who experienced single incident stressors and chronic abuse (Walser, 2009).

Studies have described or evaluated different models of interventions for traumatized
Children who had suffered abuse, experienced natural disasters, or exposed to community
violence. These predominantly adopt psychodynamic or cognitive therapeutic frameworks,
medication, and a variety of techniques. All therapeutic interventions have not been as well
evaluated with children as with adult victims of trauma. The treatment aimed at facilitating
communication, discussion of fears, myths and beliefs, discharge of feelings, and empowerment
in building their future. Drawing, storytelling, role-play, and medication were used also too
reduce fears especially, for the number of children who are at risk of developing emotional and
behavioral problems (Walser, 2009).

Hopefully this study will help in identify good practices of psychological interventions
within Palestinian context, Know factors that contribute to child and parents satisfaction with
psychological treatment, to become more aware and sensitive to the risks of war on mental health
among children during crisis period, and to use protective interventions in war zone.
Significance of the study:

Theoretical significance:

This study will guide researchers to conduct further studies related to evaluation of services
provided by Mental Health Clinic in the Palestinian Ministry of Health or other institution
dealing with treatment of psychological trauma among Palestinian children. This eventually will

assist in building a Palestinian model in this field.

Practical significance:
By analyzing the study results, the researcher will provide suggestions and
recommendations to improve the quality of interventions in mental health clinic of the

Palestinian Ministry of Health.



1.4.

1.5.

1.6.

1.7.

General Objective:

The overall objective of the study is the evaluation of selected therapeutic interventions

implemented in the Mental Health Clinic of Palestinian Ministry of Health for children in Gaza

Strip after Crisis.

Specific Objectives:

1. To identify the types of psychological interventions used by mental health clinic in

Ministry of Health.

2. To explore the extent the psychological interventions that provided for children in Mental

Health Clinic of Ministry of Health after Gaza crisis were effective.

3. To know if parents were satisfied with the psychological interventions used with the

children.

4. To provide recommendations and suggestions for improving psychological interventions

in Mental Health Clinic in Ministry of Health.

Research Questions:

1.

What are the types of psychological interventions that were used with children by Mental
Health Clinic in Ministry of Health?

To what extent the psychological interventions that were provided for children in Mental
Health Clinic of Ministry of Health were effective?

To what extent parents were satisfied with psychological interventions that provided for
their children after crisis?

What are the recommendations and suggestion for improving psychological interventions

implemented in Mental Health Clinic in Ministry of Health?

Research Hypothesis:



1. There are no statistical significant differences in PTSD total score between medication and
play therapy group after treatment.

2. There are no statistical significant differences in SDQ total score in medication group before
and after treatment

3. There are no statistical significant differences in PTSD total score in medication group
before and after treatment.

4. There are no statistical significant differences in SDQ total score between medication and
play therapy group after treatment

5. There are no statistical significant differences in PTSD total score in play therapy group
before and after treatment.

6. There are no statistical significant differences in SDQ total score in play therapy group
before and after treatment

7. There are no statistical significant in parents general satisfaction total score between
medication and play therapy group.

8. There are no statistical significant in satisfaction performance among community mental
health worker total score between medication and play therapy group.

9. There are no statistical significant in benefits from psychotherapy total score between
medication and play therapy group.

10. There are no statistical significant in satisfaction in hospital services total score between
medication and play therapy group.

11. There are no statistical significant in satisfaction with psychotherapeutic guidance total score
between medication and play therapy group.

12. There are no statistical significant in satisfaction with place of service total score between
medication and play therapy group.

1.8 Operational Definitions:
1.8.1 Evaluation:
It is the systematic acquisition and assessment of information to provide useful feedback
about some object (William, 2006). In this study, the operational definition of evaluation refers

to tools used like socio-demographical questionnaires, PTSD questionnaires, Strengths and



Difficulties Questionnaire (SDQ), & evaluation of service questionnaires to address the research

problem.

1.8.2. Psychological Interventions:

IT is an intentional interpersonal relationship used by trained psychotherapists to aid a
client or patient in problems of living. It aims to increase the individual's sense of their own well-
being. Psychotherapists employ a range of techniques based on experiential relationship
building, dialogue, communication and behavior change and that are designed to improve the
mental health of a client or patient, or to improve group relationships (Crowdy, 2001. In this
study, psychological interventions refer to those interventions used in Palestinian context to help
patients psychologically including cognitive behavioral therapy (CBT), play therapy, medication,
and family therapy.

1.8.3 .Children:
A child (plural: children) is a human being between the stages of birth and puberty. The
legal definition of "child" generally refers to a minor, otherwise known as a person younger than

the age of majority. "Child" may also describe a relationship with a parent or authority figure, or

signify group membership in a clan, tribe, or religion; it can also signify being strongly affected

by a specific time, place, or circumstance, as in "a child of nature (Free dictionary, 2009).

1. 8. 4 Mental health clinics, Palestine Ministry of Health:

It is a clinic that followed psychiatric hospital in Gaza, to resolve many psychological
problems that outcome with repeated crisis for both adult and children, around 12 mental health
worker worked in this clinic which divided in five governmental areas (Gaza city, Al Nusiraat,
Abushbaak, AL Shjaeiaa, and Rafaah ). (AL Khawaja, 2009).

1.8.5 Crisis:
A crisis is any critical incident that involves death, serious injury, or threat to people;
damage to environment, animals, property and/or data; disruption of operations; threat to the

ability to carry out mission; and/or, threat to the financial welfare and image of the university. It
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is an emotionally stressful event or traumatic change in a person's life (Khansas, 2009). In this

study crisis refer to Gaza war.

1.9. Context of the Study:

1.9.1. Geographical Context:

Gaza Strip is a narrow band of land located on the south of Palestine, constituting the
coastal zone of the Palestinian territory along the Mediterranean Sea between Egypt and Israel.
More than 1,443,814(37.13%) of the total Occupied Palestinian Territories (3,888,292) live in
the Gaza Strip, with a population density of 3988 persons/Km2 (PCBS, 2006) .About two third
of them are registered refugees it is 45 Kilometers long and 6-12 kilometers wide with an area of
362 square kilometers. ( MOH, 1999). Currently, the Gaza Strip is composed of five provinces:
North Gaza, Gaza City, Mid Zone, Khan Younis and Rafah. The population was estimated with
3.6 million at the end of 2006. There of 2.3million in the population in Palestine are refugees
(PCBS, 2006).

1.9.2. Economical Context:

After the outbreak of Al-Agsa Intifada in 2000, the Israeli Government took security,
political and administrative measures in response to the Palestinian Intifada. Life in Gaza is
accompanied by extensive decline in living conditions due to the turn down in most families'
income and accessibility to basic services, mainly health and education. The Israeli Government
prevented most of the Palestinian laborers (125,000) who used to work in Israel, in the fields of
agriculture, constructions, hotels and restaurants, from reaching their workplaces for security
reasons. This measure increased the unemployment rate in Gaza to be 25% and the poverty rate
to reach 65%. 32% of Gaza households are living in extreme poverty (PCBS, 2006).

Although it withdrew from the Gaza Strip unilaterally, Israeli Government continues
watching and controlling the Palestinian movement in an out the Strip. The measures taken by
Israel and its partners against the Palestinians after January 2006 elections will worsen the

situation more and more.

1.9.3. Health Context :



According to the World Health Organization's (WHO) definition, health is not only
freedom from illness and sickness but also a physical, psychological and social stability. Based
on this definition the health status in the Gaza Strip can be considered very bad because of the
Israeli cruel measurements imposed on the Palestinian people (WHO, 2006). There are 24
hospitals (general, specialized (psychiatry), rehabilitation, maternity) in the Gaza Strip of which
12 are managed by Ministry of Health, 10 by non governmental organization (NGOs) and two
private. The total number of hospitals' beds is 1917 of which 1462 for MOH, 416 for NGOs and
39 for private. The population/hospital ratio is 57,098 which is considered very low. This level of
capacity makes it difficult for people to receive sufficient and adequate services (MOH, 2009).

Hospitals suffer from inability to provide some kinds of treatme7nts such as lack of
modern medical equipment and professionals in the field. Moreover, many people can't afford
paying their health insurance fees due to their difficult economic situation.

1.9.4. Health Context During Gaza War in December 2008:

Israel started its latest vicious war on Gaza on December 27, 2008. in the south of
Palestine . Regarding to ministry of health in Gaza, the following list presents the evident results
of continuous air strikes and aggression against Gaza over 23  days.
Number of Palestinians in Gaza killed: 1,303 and counting, as bodies and corpses are dug out
from under the rubble of the destroyed buildings, number of children killed: 500, number of
women Killed: 100 and number of elderly people killed: 105. Total number wounded: more than
5,300. Most were severely injured; if they survive their injuries, they will live with a permanent
disability. Gaza was in the mildest of a humanitarian crisis even before this fighting, and that due
to recurrent Israeli wars, siege, and Palestinian group fighting (MOH, 2009).

All of these crisis effect mental health for Palestinian people , which result on 60.1
/100000 mentally ill patient (MOH, 2009), and this percentage will raise dramatically after these
continuous crisis , which need a great effort from mental health worker to do, and to have good

plan to help such a people.
1.9.5. Children & Crisis:

Children in Gaza have been subjected to repeated and direct Crisis. Children faced threats

of shooting; they also repeatedly witnessed their parents and/or family members being under
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such threat. They, children- more than 780,000 making up 55% of the population- have been
vulnerable from a psychological point of view to nocturnal enuresis, hyper-arousal, sleep
disorders, speech disturbances, anxiety, and lack concentration are frequently observed.
Therefore, there is an urgent and strong necessity for children to be cared for. It requires
intervention at multiple levels, including immediate support, training and competency

development (Psychiatry and the Palestinian Population, 2002).

1.10. Study setting:
1.10.1 Psychiatric status in Gaza:

Until 1979 Gaza referred its psychiatric patients requiring admission to hospital to the
Bethlehem psychiatric hospital on the West Bank. In 1979 a 20-bed unit was opened, expanded
to 32 beds, based in EI-Naser Psychiatric Hospital in Gaza. There is also a vigorous community
mental health program based in Gaza and an out-patient clinic in Khan Younis. The Gaza
Community Mental Health Program has held a number of conferences on psychiatry, with
international participation (Thabet, 1999).

In May 1994, the Palestine Council of Health, formed in July 1992, began its
implementation of an Israeli/Palestinian agreement on health care on the West Bank and in Gaza
(Psychiatry and the Palestinian population, 2002). In regard to psychiatry, its objectives included
reduction of alcohol and drug misuse, reduction in disability associated with mental illness,
decrease in mortality and disability associated with interpersonal and self-directed violent
behavior and the revitalisation of the psychiatric hospitals on the West Bank and Gaza, as well as

of the community psychiatric health clinics in various Palestinian cities.

1.10.2. Psychiatric hospital:

Psychiatric hospital in Gaza is a unique one that followed Ministry of health, and has five
clinics, which branched in five governmental areas in Gaza. 12 mental health workers from
different educational background (Social worker, nurses, psychologist, and doctors) worked in it
as the therapist for people who are having different psychological problems. Psychiatry hospital
focused in traumatized people after war, especially the children. They tried to decrease suffers on

people by different ways, and that regarding to the traumatic experience that the patient has it
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through different interventions like cognitive therapy, behavioral therapy, debriefing, telling

stories, drawing , and play therapy (AL Khawajah, 2009).

1.10.3. Activities of Psychiatric hospital in Gaza:

Admission: Psychiatry hospital has more then 30 beds divided between male and female
ward. Admission applied for chronic and acute cases like sever depression and schizophrenia.

Follow up: Follow up applied for different cases , in five governmental areas through
clinic, and that done by mental health workers during psychotherapeutic sessions like; behavioral
therapy, which contains exposure therapy and Play therapy. Debriefing as early intervention
which include talking, relaxation techniques, breathing exercise, and others. Community Work,
and that done through home visit for boarder areas in buffer zone, people with traumatic
experience, Chronic cases who cant come to the hospital, Clients who missed follow up. Last
service is Hot line, they used to answer people in the phone who can’t come to the hospital by
giving advice, especially during the war time (AL Khawajah, 2009).

There are many cases that followed by psychiatric hospital like Depression (Major
depression, Dysthymic, Non-specific depression, Adjustment disorder with depression, Bi-polar
depression), Anxiety Disorders (Panic disorder, Post traumatic stress (PTS), Social anxiety,
Agoraphobia, Generalized anxiety, Obsessive compulsive disorder, Specific phobias),
Schizophrenia, Childhood psychological problems (Attention Deficit Hyperactivity Disorder
(ADHD), Conduct disturbance, Oppositional behavior, Separation anxiety) Impulse Control
Disorders (Pathological gambling, Intermittent Explosive Disorder, Domestic Violence,
Kleptomania, Pyromania, Pathological Gambling, and Trichotillomania) Personality Disorders
(Obsessive compulsive, Narcissistic, and Borderline personality disorders), Adjustment disorders
(Marital conflict and Job stress), and Family Problems (AL Khawajah, 2009).
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Chapter 2

Conceptual Frame work

2.1. Introduction;

In this chapter the researcher presented the conceptual framework which consists of six
parts. The first concern is about Gaza Crisis, the second concern is about children, Trauma, &
war, third one will be about Post traumatic stress disorder, and forth one about Psychotherapeutic

Interventions and the last one will be about evaluation system.

2.2. Gaza Crisis;
2.2.1. Crisis:

Crisis has been seen and studied as the change in individual undergoing transition as the
cumulative toll of major life change events and as a single of strain in a social system. Strategies
of intervention follow naturally form the aspect of crisis that is emphasized, but a complete
approach must deal with individual, the events, and the social system (Rosenbaum, 1988).

In the individual undergoing transition, crisis is often viewed as disequilibrium, absent in
steady state of the reacting individual who find him self in hazardous situation. There are three
sets of interrelated factors which can produce a set of crisis (Rosenbaum, 1988). (1) a hazardous
events that poses some threat, (2) a threat (to an instinctual need) which is symptomatically
linked to earlier threats that have resulted to vulnerability to conflict; and (3) an inability to
respond with adequate coping mechanism. Generally the term crisis is preferred to the older term
stress because it offers the idea of the positive turning point rather than the image of a burden or

load under which a person either survives or breaks (Kansas, 2009).

2.2.2. Background about Gaza:

The Gaza Strip is a coastal strip of land on the eastern shore of the Mediterranean
Sea bordering Egypt and Israel. It is one of the most densely populated places on earth. It holds a
population of 1,500,202 on an area of 360 square kilometers (139 sq mi) (HRW, 2009).
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The UN, HRW and many other international bodies and NGOs consider Israel to be the
occupying power of Gaza Strip as Israel controls Gaza's airspace, territorial waters and does not

allow the movement of people or goods in or out of Gaza by air or sea (Gold, 2005).

UN proposed the partitioning of Palestine into two independent States, one Palestinian
Arab and the other Jewish, with Jerusalem internationalized. One of the two States envisaged in
the partition plan proclaimed its independence as Israel and in the 1948 war expanded to occupy
77 per cent of the territory of Palestine. Israel also occupied the larger part of Jerusalem. Over
half of the indigenous Palestinian population fled or were expelled. Jordan and Egypt occupied
the other parts of the territory assigned by the partition resolution to the Palestinian Arab State
which did not come into being (Hector, 2009).

In 1967 war, Israel occupied the remaining territory of Palestine, until then under
Jordanian and Egyptian control (the West Bank and Gaza Strip). This included the remaining
part of Jerusalem, which was subsequently annexed by Israel. The war brought about a second

exodus of Palestinians (See Annex 1).

In December 1987, the Palestinian popular uprising, or Intifada, against the Israeli
military occupation opened a dramatic new chapter in the Palestinian-Israeli conflict with far-
reaching psychological, political, and socio-economic consequences. From the beginning the
events and the responses of the Israeli occupying forces in the Gaza Strip and West Bank
resulted in more than 22,000 Palestinians being injured, over 1,474 killed, and more than 500
homes sealed or demolished during the first three years of the Intifada. Approximately 57,000
Palestinians were arrested, many of whom were subjected to systematic physical and
psychological torture (PCBS, 2006).

A Peace Conference on the Middle East was convened in Madrid on 30 October 1991,
with the aim of achieving a just, lasting and comprehensive peace settlement through direct
negotiations along 2 tracks: between Israel and the Arab States, and between Israel and the
Palestinians, based on Security Council resolutions and the land for peace. A series of
subsequent negotiations culminated in the mutual recognition between the Government of the

State of Israel and the Palestine Liberation Organization, the representative of the Palestinian
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People, and the signing by the two parties of the Declaration of Principles on Interim Self-
Government Arrangements in Washington on 13 September 1993, as well as the subsequent
implementation agreements, which led to several other positive developments, such as the partial
withdrawal of Israeli forces, the elections to the Palestinian Council and the Presidency of the
Palestinian Authority, the partial release of prisoners and the establishment of a functioning

administration in the areas under Palestinian self-rule( Hector, 2009).

The controversial visit by Ariel Sharon of the Likud to Al-Haram Al-Sharif (Temple
Mount) in 2000 was followed by the outbreak of the second intifada. A massive loss of life, the
reoccupation of territories under Palestinian self-rule, military incursions, and extrajudicial
killings of suspected Palestinian militants, suicide attacks, rocket and mortar fire, and the
destruction of property characterized the situation on the ground (United Nations Document,
2000).

Israel began the construction of a West Bank separation wall, located within the
Occupied Palestinian Territory, which was ruled illegal by the International Court of Justice in
2004 (Gaza Strip History, 2009).

In 2005, Israel withdrew its settlers and troops from the Gaza Strip as part of its

“Disengagement Plan,” while retaining effective control over its borders, seashore, and airspace

(Hector, 2009).

2.2.3. Gaza War (December 2008- January 2009)

Israel responded to the Hamas take over of the Gaza Strip on 15 June 2007 by closing
Gaza’s borders to export and severely limiting imports. This isolation of the Gaza Strip, along
with a lack of effective coordination between the Palestinian Authority in Ramallah and the
Hamas authorities in Gaza has resulted in shortages of medical and non medical equipment
remain unavailable in Gaza stores stocks and on the local market and cannot be imported into
Gaza due to the current import restrictions. This includes food, water systems, Electricity, and
health (Humanitarian Affairs, 2007).
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The cease-fire, implemented unilaterally by Israel on 18 January, The cease-fire followed
twenty-two days of bombardment by land, sea and air which left over 1,300 Palestinians dead
and over 5,000 injured. Many of the injured will require long-term treatment (UN Report, 2009).

Many families are homeless: preliminary estimates by the Palestinian Central Bureau of
Statistics indicate the complete destruction of over 4,000 residences and partial destruction to
17,000 others. Thousands still have no access to piped water. Unexploded ordnance poses a
significant threat to the Gazan population and to the work of humanitarian organizations (UN
Report, 2009).

Gaza’s people Need re-establishment of basic services, including water, health, food,
cash assistance, education and psychosocial support .Palestinian Ministry of Health (MOH)
figures as of 19 January are 1,314 Palestinians dead, of whom 412 are children and 110 are
women. The number of injuries stands at 5,300, of whom 1,855 are children and 795 are women
(MOH, 2009).

Although hospitals still have a large number of intensive care patients, capacity is
gradually freeing up for the provision of routine care for chronically ill patients who are now
returning for treatment, as well as regular services such as elective surgery. Hospitals are
receiving mains electricity intermittently, with generators providing back-up electricity supply.
Repair of medical equipment, already a priority before the conflict when the blockade hindered
the import of necessary spare parts, remains a priority, as does the import of spare parts for
medical equipment (UN Report, 2009).

According to a recent report by the consultancy company Near East Consulting, about 96
percent of Gaza residents feel depressed and disheartened. The highest level of depression is in
North Gaza and Rafah, where 81 percent of the respondents do not feel secure about their
households and family members. This represents an increase of 17 percent since December 2008
(MOH, 2009).

Vital infrastructure has been compromised or destroyed, resulting in a lack of shelter and
energy sources, deterioration of water and sanitation services, food insecurity and overcrowding.
An estimated 100 000 people were newly displaced; 49 693 of them were residing in 50 shelters
organized by United Nations Relief and Works Agency for Palestine Refugees in the Near East
(UNRWA, 2009), the remaining being sheltered with host families. Fifteen hospitals and 41
primary health care (PHC) clinics in the Strip were damaged during the strike. Twenty-nine
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ambulances were damaged or destroyed. 21 out of 56 Ministry of Health (MOH) and three out of
17 UNRWA PHC centers were closed during part or all of the period of the crisis (MOH, 2009).

Specific concerns exist for the chronically sick. It is estimated that, during the military
operation, 40% of the chronically ill interrupted their treatment. These concerns were
exacerbated by the virtual halt of referrals of ordinary patients outside Gaza as life-threatening
injuries had a higher priority in an overwhelmed system. Elective surgery and non-urgent routine
medical interventions were delayed or interrupted during the crisis. This indicates that a growing
number of patients, mainly with chronic conditions, are waiting treatment (MOH, 2009).

People in Gaza affected severely through this military operation, which left thousands of
people especially children complaints of several psychological problem like anxiety and

Posttraumatic stress disorder.

2.3. Children, Trauma, & War:
2.3.1. The Psychological effects of Trauma on children:

War has particularly brutal effects on children. They are forced to develop within
contexts of seemingly permanent psychosocial trauma or what some psychologists refer to as the
"normal abnormality” of violence. Situations that once seemed unimaginable - the burning of
one's crops and home, the massacre of one's neighbors, the murder of one’s parent or sibling - are
now daily occurrences. A child constructs a sense of which he or she is and develops an identity
within such violent contexts. Psychologists who work to understand and support these children
have focused much of their attention on the child's experiences of sorrow or sadness from loss,
on his or her traumatic experiences and their effects, and on identity development (Bintoon,
2002).

Although individual children respond in quite distinct ways to loss and traumatic events a
small number of relevant studies suggest that children in situations of institutionally-structured
violence generally experience higher than usual levels of fear, anxiety, insecurity and
aggressiveness. They frequently have difficulties in expressing themselves corporally and/or
emotionally, often experience nightmares and exhibit both psychosomatic symptoms (for

example, chronic head and stomach aches, allergies, tics) and regressive behaviors such as
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bedwetting (Spitzer , 1983). These symptoms may appear immediately after an experience of
extreme violence or weeks, months, or even years later. The children whose stories are told here
express sorrow and loss and evidence both some of the typical psychological symptoms
identified among children who have live in situations of extreme violence and some of the
resources of those who, in the words of Juan, "adapt.” Psychologists sometimes refer to these
latter children as resilient. Continuity in the presence of family members or a trusted adult and
the maintenance of one's own cultural and/or religious practices, even if one has fled one's home
and/or community of origin, have been found to be important supports for children coping with
the effects of war (Bintoon, 2002).

2.3.2 The Psychological effects of War on Gaza’s children,;

The Palestinian Ministry of Health estimated that 1, 314 Palestinians were killed in the 23
days of the military operation in the Gaza Strip. This statistics were only updated until Jan. 18th
2009, but after the Israeli ceasefire, many corpses were found under the debris and the
demolished houses in many areas (Zeytoun, Al Atatra, Ezzbet Abed Rabo, and Beit Hanoun)
(MOH, 2009).

The bombing and shelling caused extensive damage to civilian facilities throughout the
Gaza Strip. Supplies of basic food and fuel, and the provision of electricity, water and sanitation

services remain critical.

Civilians in Gaza bore the brunt of the conflict, with 412 children and 100 women killed
and 5, 450 people wounded. Ten of thousands of people were rendered homeless after their areas
were damaged or destroyed during bombing raids (MOH, 2009).

Children represent more than 50% of the Palestinian society, and the most vulnerable
group of this society, Children have been critically affected by the daily violence, such as
bombing, destruction of their houses and other measures (PCBS, 2006).

Damages to residential property, schools, health clinics and water and electricity

infrastructure by Israelis are still widespread.
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45.2% of death occurrence among children was caused mainly by firearm missiles by
Israeli occupation, Up to 80% of Palestinian children suffer from behavioral problems, including:
Increasing level of violence, Sleeping problems, with feelings of fear and anxiety, Changes in
attachment to family and community, Various emotional and cognitive problems such as

inability to concentrate, and decreasing hope in the future (MOH, 2009).

Palestinian children who experience armed conflict carry the heavy emotional, social, and
spiritual burdens associated with death, separation from and loss of parents, attack and
victimization, destruction of homes and communities, poor economical status, and disruption of
the normal patterns of living. Hundreds of children have been killed or injured, many seriously.
Many others have lost their loved ones. The continuous fighting and destruction of livelihoods
and basic infrastructures, severely compromise enjoyment of human rights especially in relation
to health, education and family life (Mosa, 2009).

2.3.3 Ongoing Trauma among Gaza’s children:

The unpredictability of the day-to-day situation further adds to the stress and anxiety felt

by not having control over ones lives.

This is the current situation in Palestine but it comes with the memories of the conflicts of the
past and ultimately with the loss of land and identity. Methods of coping with chronic instability
tie into religious beliefs, community lifestyle and cultural traditions. One of the most dominant
effects of the continued conflict is the loss of hope. The affects on the individual, the family, and
the community will be long lasting — finding ways to overcome the traumas of the past is the

only way to a brighter future.

Palestinian children experience many forms of violence from the current war, longest
occupation in the world and continuous Palestinian-Israeli conflict. Those which are most likely
to cause trauma among children are the death of a parent, relative or acquaintance, torture,
witnessing an act of violence, separation from one or both parents for any period of time, injury,
including those resulting in deformity or handicaps, engaging in violence, poverty and severe

depravation, and shelling or demolition of their house (Mosa, 2009).
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2.4. Post Traumatic Stress Disorder

2.4.1. Diagnostic Features:

The essential feature of Posttraumatic Stress Disorder is the development of
characteristic symptoms following exposure to an extreme traumatic stressor involving direct
personal experience of an event that involves actual or threatened death or serious injury, or
other threat to one's physical integrity; or witnessing an event that involves death, injury, or a
threat to the physical integrity of another person; or learning about unexpected or violent death,
serious harm, or threat of death or injury experienced by a family member or other close

associate (Herman, 1997).

The person's response to the event must involve intense fear, helplessness, or horror (or
in children, the response must involve disorganized or agitated behavior (American Psychiatric
Association, 2000). The characteristic symptoms resulting from the exposure to the extreme
trauma include persistent reexperiencing of the traumatic event, persistent avoidance of stimuli
associated with the trauma and numbing of general responsiveness, and persistent symptoms of

increased arousal (Herman, 1997).

The full symptom picture must be present for more than 1 month, and the disturbance
must cause clinically significant distress or impairment in social, occupational, or other

important areas of functioning.

Traumatic events that are experienced directly include, but are not limited to, military
combat, violent personal assault (sexual assault, physical attack, and robbery), being taken
hostage, terrorist attack, torture, incarceration as a prisoner of war or in a concentration camp,
natural or manmade disasters, severe automobile accidents, or being diagnosed with a life-

threatening illness.

For children, sexually traumatic events may include developmentally inappropriate
sexual experiences without threatened or actual violence or injury. Witnessed events include, but
are not limited to, observing the serious injury or unnatural death of another person due to

violent assault, accident, war, or disaster or unexpectedly witnessing a dead body or body parts.
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Events experienced by others that are learned about include, but are not limited to, violent
personal assault, serious accident, or serious injury experienced by a family member or a close
friend; learning about the sudden, unexpected death of a family member or a close friend; or
learning that one's child has a life-threatening disease. The disorder may be especially severe or
long lasting when the stressor is of human design (e.g., torture, rape). The likelihood of
developing this disorder may increase as the intensity of and physical proximity to the stressor

increase (Spitzer, 1983).

The traumatic event can be reexperienced in various ways. Commonly the person has
recurrent and intrusive recollections of the event or recurrent distressing dreams during which
the event is replayed. In rare instances, the person experiences dissociative states that last from a
few seconds to several hours, or even days, during which components of the event are relived
and the person behaves as though experiencing the event at that moment (American Psychiatric
Association, 2000).

Intense psychological distress or physiological reactivity often occurs when the person is
exposed to triggering events that resemble or symbolize an aspect of the traumatic event (e.g.
anniversaries of the traumatic event; cold, snowy weather or uniformed guards for survivors of
death camps in cold climates; hot, humid weather for combat veterans of the South Pacific;

entering any elevator for a woman who was raped in an elevator) (Herman, 1997).

Stimuli associated with the trauma are persistently avoided. The person commonly makes
deliberate efforts to avoid thoughts, feelings, or conversations about the traumatic event and to
avoid activities, situation, or people who arouse recollections of it. This avoidance of reminders
may include amnesia for an important aspect of the traumatic event. Diminished responsiveness
to the external world, referred to as "psychic numbing™ or "emotional anesthesia," usually begins
soon after the traumatic event (American Psychiatric Association, 2000).

The individual may complain of having markedly diminished interest or participation in
previously enjoyed activities, of feeling detached or estranged from other people, or of having
markedly reduced ability to feel emotions (especially those associated with intimacy, tenderness,

and sexuality). The individual may have a sense of a foreshortened future (e.g., not expecting to
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have a career, marriage, children, or a normal life span) (American Psychiatric Association,
2000).

The individual has persistent symptoms of anxiety or increased arousal that were not
present before the trauma. These symptoms may include difficulty falling or staying asleep that
may be due to recurrent nightmares during which the traumatic event is relived, hypervigilance,
and exaggerated startle response. Some individuals report irritability or outbursts of anger or

difficulty concentrating or completing tasks (American Psychiatric Association, 2000).

Individuals with Posttraumatic Stress Disorder may describe painful guilt feelings about
surviving when others did not survive or about the things they had to do to survive. Phobic
avoidance of situations or activities that resemble or symbolize the original trauma may interfere
with interpersonal relationships and lead to marital conflict, divorce, or loss of job. The
following associated constellation of symptoms may occur and are more commonly seen in
association with an interpersonal stressor (e.g., childhood sexual or physical abuse, domestic
battering, being taken hostage, incarceration as a prisoner of war or in a concentration camp,
torture): impaired complaints; feelings of ineffectiveness, shame, despair, or hopelessness;
feeling permanently damaged; a loss of previously sustained beliefs, hostility; social withdrawal;
feeling constantly threatened; impaired relationships with others; or a change from the

individual's previous personality characteristics (Herman, 1997)..

There may be increased risk of Panic Disorder, Agoraphobia, Obsessive-Compulsive
Disorder, Social Phobia, Specific Phobia, Major Depressive Disorder, Stomatization Disorder,
and Substance-Related Disorders. It is not known to what extent these disorders precede or

follow the onset of Posttraumatic Stress Disorder (Herman, 1997).

2.4.2. Children and Posttraumatic Stress Disorder

Individuals who have recently emigrated from areas of considerable social unrest and
civil conflict may have elevated rates of Posttraumatic Stress Disorder. Such individuals may be
especially reluctant to divulge experiences of torture and trauma due to their vulnerable political
immigrant status. Specific assessments of traumatic experiences and concomitant symptoms are

needed for such individuals (Herman, 1997).
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In younger children, distressing dreams of the event may, within several weeks, change
into generalized nightmares of monsters, of rescuing others, or of threats to self or others. Young
children usually do not have the sense that they are reliving the past; rather, the reliving of the
trauma may occur through repetitive play (e.g., a child who was involved in a serious automobile

accident repeatedly reenacts car crashes with toy cars) (Spitzer, 1983).

Because it may be difficult for children to report diminished interest in significant
activities and constriction of affect, these symptoms should be carefully evaluated with reports
from parents, teachers, and other observers. In children, the sense of a foreshortened future may
be evidenced by the belief that life will be too short to include becoming an adult. There may
also be "omen formation” - that is, belief in an ability to foresee future untoward events. Children
may also exhibit various physical symptoms such as stomachaches and headaches (Spitzer,
1983).

2.4.3. Prevalence:

Community-based studies reveal lifetime prevalence for Posttraumatic Stress Disorder
ranging from 1% to 14%, with the variability related to methods of ascertainment and the
population sampled. Studies of at-risk individuals (e.g., combat veterans, victims of volcanic
eruptions or criminal violence) have yielded prevalence rates ranging from 3% to 58%
(American Psychiatric Association, 2000).

2.4.4. Course:

Posttraumatic Stress Disorder can occur at any age, including childhood. Symptoms
usually begin within the first 3 months after the trauma, although there may be a delay of
months, or even years, before symptoms appear. Frequently, the disturbance initially meets
criteria for Acute Stress Disorder in the immediate aftermath of the trauma. The symptoms of the
disorder and the relative predominance of reexperiencing, avoidance, and hyperarousal
symptoms may vary over time. Duration of the symptoms varies, with complete recovery
occurring within 3 months in approximately half of cases, with many others having persisting

symptoms for longer than 12 months after the trauma (American Psychiatric Association, 2000).
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The severity, duration, and proximity of an individual's exposure to the traumatic
event are the most important factors affecting the likelihood of developing this disorder. There is
some evidence that social supports, family history, childhood experiences, personality variables,
and preexisting mental disorders may influence the development of Posttraumatic Stress
Disorder. This disorder can develop in individuals without any predisposing conditions,

particularly if the stressor is especially extreme.

2.4.5. DSM-IV criteria for PTSD:

In 2000, the American Psychiatric Association revised the PTSD diagnostic criteria in
the fourth edition of its Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR).
The diagnostic criteria (Criterion A-F) are specified below.

Diagnostic criteria for PTSD include a history of exposure to a traumatic event meeting
two criteria and symptoms from each of three symptom clusters: intrusive recollections,
avoidant/numbing symptoms, and hyper-arousal symptoms. Fifth criterion concerns duration of

symptoms and a sixth assesses functioning.

Criterion A: stressor

The person has been exposed to a traumatic event in which both of the following have

been present:

1. The person has experienced, witnessed, or been confronted with an event or events that
involve actual or threatened death or serious injury, or a threat to the physical integrity of oneself

or others.

2. The person's response involved intense fear, helplessness, or horror. Note: in children, it may
be expressed instead by disorganized or agitated behavior . (American Psychiatric Association,
2000).

Criterion B: intrusive recollection
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The traumatic event is persistently re-experienced in at least one 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

3. 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 upon awakening or when intoxicated). Note: in children, trauma-specific reenactment may

occur.

4. Intense psychological distress at exposure to internal or external cues that symbolize or

resemble an aspect of the traumatic event.

5. Physiologic reactivity upon exposure to internal or external cues that symbolize or resemble

an aspect of the traumatic event (American Psychiatric Association, 2000).

Criterion C: avoidant/numbing

Persistent avoidance of stimuli associated with the trauma and numbing of general

responsiveness (not present before the trauma), as indicated by at least three of the following:

1. Efforts to avoid thoughts, feelings, or conversations associated with the trauma

2. Efforts to avoid activities, places, or people that arouse recollections of the trauma

3. Inability to recall an important aspect of the trauma

4. Markedly diminished interest or participation in significant activities

5. 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) (American Psychiatric Association, 2000).

Criterion D: hyper-arousal

Persistent symptoms of increasing arousal (not present before the trauma), indicated

by at least two of the following:

1. Difficulty falling or staying asleep

2. Irritability or outbursts of anger

3. Difficulty concentrating

4. Hyper-vigilance

5. Exaggerated startle response (American Psychiatric Association, 2000).

Criterion E: duration

Duration of the disturbance (symptoms in B, C, and D) is more than one month

(American Psychiatric Association, 2000).

Criterion F: functional significance

The disturbance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning (American Psychiatric Association, 2000).

Specify if:

Acute: if duration of symptoms is less than three months

Chronic: if duration of symptoms is three months or more

Specify if:
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With or without delay onset: Onset of symptoms at least six months after the stressor

(American Psychiatric Association, 2000).
2.5. Psychotherapeutic Interventions:

Psychotherapy is an intentional interpersonal relationship used by trained
psychotherapists to aid a client in problems of living. It aims to increase the individual's well-
being. Psychotherapists employ a range of techniques based on experiential relationship
building, dialogue, communication and behavior change and that are designed to improve the
mental health of a client or patient, or to improve group relationships (such as in a family).
Psychotherapy may be performed by practitioners with a number of different qualifications,
including psychologists, marriage and family therapists, occupational therapists, licensed clinical
social workers, counselors, psychiatric nurses, psychoanalysts, and psychiatrists ( Kalman &
Matthew, 2004).

The word psychotherapy comes from the Ancient Greek words psyché, meaning breath,
spirit, or soul and therapeia or therapeuein, to nurse or cure. Its use was first noted around 1890.
It is defined as the relief of distress or disability in a one person by another, using an approach

based on a particular theory or paradigm ( Kalman & Matthew, 2004).

The treatment of mental and emotional disorders through the use of psychological
techniques designed to encourage communication of conflicts and insight into problems, with the
goal being relief of symptoms, changes in behavior leading to improved social and vocational

functioning, and personality growth.

Most forms of psychotherapy use spoken conversation. Some also use various other
forms of communication such as the written word, artwork, drama, narrative story or music.
Psychotherapy occurs within a structured encounter between a trained therapist and client(s).
Purposeful, theoretically based psychotherapy began in the 19th century with psychoanalysis;
since then, scores of other approaches have been developed and continue to be created (Binstock,
1997).
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Whilst some psychotherapeutic interventions are designed to treat the patient employing
the medical model, many psychotherapeutic approaches do not adhere to the symptom-based
model of "illness/cure"”. Some practitioners, such as humanistic therapists, see themselves more
in a facilitative/helper role. As sensitive and deeply personal topics are often discussed during
psychotherapy, therapists are expected, and usually legally bound, to respect client or patient
confidentiality. The critical importance of confidentiality is enshrined in the regulatory

psychotherapeutic organizations' codes of ethical practice (Kalman & Matthew, 2004).
2.5.1. Systems of psychotherapy:

Psychoanalytic: the first practice to be called psychotherapy. It encourages the
verbalization of all the patient's thoughts, including free associations, fantasies, and dreams, from
which the analyst formulates the nature of the unconscious conflicts which are causing the
patient's symptoms and character problems(Binstock,1997).

Cognitive behavioral: generally seeks by different methods to identify and transcend
maladaptive cognitions, appraisal, beliefs and reactions with the aim of influencing destructive
negative emotions and problematic dysfunctional behaviors. Cognitive behavioral therapy refers
to a range of techniques which focus on the construction and re-construction of people's
cognitions, emotions and behaviors. Generally in CBT the therapist, through a wide array of
modalities, helps clients assess, recognize and deal with problematic and dysfunctional ways of
thinking, emoting and behaving (Binstock, 1997).

Behavior: focuses on modifying overt behavior and helping clients to achieve goals. This
approach is built on the principles of learning theory including operant and respondent
conditioning, which makes up the area of applied behavior analysis or behavior modification.
This approach includes acceptance and commitment therapy, functional analytic psychotherapy,
and dialectical behavior therapy. Sometimes it is integrated with cognitive therapy to make
cognitive behavior therapy. By nature, behavioral therapies are empirical (data-driven),
contextual (focused on the environment and context), functional (interested in the effect or
consequence a behavior ultimately has), probabilistic (viewing behavior as statistically
predictable), monistic (rejecting mind-body dualism and treating the person as a unit), and
relational (analyzing bidirectional interactions) (Wilson & others, 1985).

29


http://en.wikipedia.org/wiki/Medical_model
http://en.wikipedia.org/wiki/Psychoanalysis
http://en.wikipedia.org/wiki/Cognitive_behavioral_therapy
http://en.wikipedia.org/wiki/Cognition
http://en.wikipedia.org/wiki/Emotions
http://en.wikipedia.org/wiki/Behavior
http://en.wikipedia.org/wiki/Applied_behavior_analysis
http://en.wikipedia.org/wiki/Behavior_modification
http://en.wikipedia.org/wiki/Acceptance_and_commitment_therapy
http://en.wikipedia.org/wiki/Functional_analytic_psychotherapy
http://en.wikipedia.org/wiki/Dialectical_behavior_therapy
http://en.wikipedia.org/wiki/Cognitive_behavior_therapy
http://en.wikipedia.org/wiki/Monistic

Psychodynamic: is a form of depth psychology, the primary focus of which is to reveal
the unconscious content of a client's psyche in an effort to alleviate psychic tension. Although it
has its roots in psychoanalysis, psychodynamic therapy tends to be briefer and less intensive than
traditional psychoanalysis (Binstock, 1997).

Existential : is based on the existential belief that human beings are alone in the world.
This aloneness leads to feelings of meaninglessness which can be overcome only by creating
one's own values and meanings (Kalman & Matthew, 2004).

Humanistic : emerged in reaction to both behaviorism and psychoanalysis and is
therefore known as the Third Force in the development of psychology. It is explicitly concerned
with the human context of the development of the individual with an emphasis on subjective
meaning, a rejection of determinism, and a concern for positive growth rather than pathology. It
posits an inherent human capacity to maximize potential, 'the self-actualing tendency'. The task
of Humanistic therapy is to create a relational environment where this tendency might flourish
(Binstock, 1997).

Brief: "Brief therapy" is an umbrella term for a variety of approaches to psychotherapy. It
differs from other schools of therapy in that it emphasizes a focus on a specific problem and
direct intervention. It is solution-based rather than problem-oriented. It is less concerned with
how a problem arose than with the current factors sustaining it and preventing change (Binstock,
1997).

Systemic: seeks to address people not at an individual level, as is often the focus of other
forms of therapy, but as people in relationship, dealing with the interactions of groups, their

patterns and dynamics (includes family therapy & marriage counseling) (Binstock,1997) .

2.5.2. Some Types of Psychotherapy:

Cognitive Behavioral Therapy:

Cognitive Behavioral therapy is one of the few forms of psychotherapy that has been
scientifically tested and found to be effective in for many different disorders. In contrast to other
forms of psychotherapy, cognitive behavioral therapy is usually more focused on the present,
more time-limited, and more problem-solving oriented. Indeed, much of what the patient does is

solve current problems. In addition, patients learn specific skills that they can use for the rest of
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their lives. These skills involve identifying distorted thinking, modifying beliefs, relating to

others in different ways, and changing behaviors (Donohue, 1998).

CBT is an empirically supported treatment that focuses on patterns of thinking that are
maladaptive and the beliefs that underlie such thinking. For example, a person who is depressed
may have the belief, "I’'m worthless," and a person with a phobia may have the belief, "I am in
danger.” While the person in distress likely holds such beliefs with great conviction, with a
therapist’s help, the individual is encouraged to view such beliefs as hypotheses rather than facts
and to test out such beliefs by running experiments. Furthermore, those in distress are
encouraged to monitor and log thoughts that pop into their minds (called "automatic thoughts")
in order to enable them to determine what patterns of biases in thinking may exist and to develop
more adaptive alternatives to their thoughts. People who seek CBT can expect their therapist to

be active, problem-focused, and goal-directed (Donohue, 1998).

Studies of CBT have demonstrated its usefulness for a wide variety of problems,
including mood disorders, anxiety disorders, personality disorders, eating disorders, substance

abuse disorders, and psychotic disorders.

Cognitive Behavioral Therapy focused in three areas which are Cognitive, Behavior, and

emotion as the following;

Cognitive: It is the way of learning new methods and ways to change old thinking
patterns and habits. If person always thinking and expecting the worst, then such this person will
continue to suffer. CBT help in train or condition minds to think and respond differently than we
have in the past. Or think of it this way — if mind can be conditioned to think and feel negatively,

then person can be reconditioned to think healthfully (Kalman & Matthew, 2004).

Behavior: The behavioral aspect of therapy is the part where actually put everything
into place in everyday, real-life situations where bothered by anxiety and depression. This area is
always handled at the same time or after cognitive therapy, because we need a strong foundation
of cognitive and emotional skills/strategies so that begin living and acting differently before we

confront real-life challenges. This stage is essential for people with some of the anxiety problems
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(such as social anxiety disorder and PTSD) and serves as a powerful adjunct to individual

treatment for others (Donohue, 1998).

Emotion: It is important to have some type of relaxation or "de-stress" strategy that is
accessible whenever we need it. In this area, calmness and peace are the goals. The more your
brain is quiet and relaxed, the easier therapeutic information can get into it and be processed.
This is simply another way to let the therapy reach your brain and gently sink in (Kalman &
Matthew, 2004).

Exposure Therapy:

Over time, people with PTSD may develop fears of reminders of their traumatic event. These
reminders may be in the environment. For example, certain pictures, smells, or sounds may bring
about thoughts and feelings connected with the traumatic event. These reminders may also be in
the form of memories, nightmares, or intrusive thoughts. Because these reminders often bring

about considerable distress, a person may fear and avoid them (Spitzer, 1983).

The goal of exposure therapy is to help reduce the level of fear and anxiety connected
with these reminders, thereby also reducing avoidance. This is usually done by having the client
confront (or be exposed to) the reminders that he fears without avoiding them. This may be done
by actively exposing someone to reminders (for example, showing someone a picture that

reminds him of his traumatic event) or through the use of imagination (Spitzer, 1983).

By dealing with the fear and anxiety, the patient can learn that anxiety and fear will
lessen on its own, eventually reducing the extent with which these reminders are viewed as
threatening and fearful. Exposure therapy is usually paired with teaching the patient different
relaxation skills. That way the patient can better manage his anxiety and fear when it occurs
(instead of avoiding) (Spitzer, 1983).

Play Therapy:

Children who have experienced considerable change in their lives or who have survived

traumatic events need to express and understand their feelings. Through the therapeutic use of
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play, children are given the opportunity to express their feelings naturally, and safely, thus
enabling the healing process to begin. When a child is helped in this way, a clear message is sent:
receiving help is okay. Therapy allows children to internalize this nurturing message and learn
healthy self-care skills that carry into adulthood (Livingston, 2000).

Play Therapy is a specific counseling approach in which games, toys and mediums such
as clay, drawings and paint are used to help a child or adolescent to express their emotions,
thoughts, wishes and needs. It helps them to understand muddled feelings and upsetting events
that they have not had the chance or the skills to sort out properly. Rather than having to explain
what is troubling them, as adult therapy usually expects, children use play to communicate at
their own level and at their own pace, without feeling interrogated or threatened (Livingston,
2000).

Play Therapy is the systematic use of a theoretical model to establish an interpersonal
process where in play therapists use the therapeutic powers of play to help clients prevent or
resolve psychosocial challenges and achieve optimal growth and development (Livingston,
2000).

Play Therapy is often used as tool of diagnosis. A play therapist observes a client playing
with toys (play-houses, pets, dolls, etc.) to determine the cause of the disturbed behavior. The
objects and patterns of play, as well as the willingness to interact with the therapist, can be used
to understand the underlying rationale for behavior both inside and outside the session (Spitzer,
1983).

According to the psychodynamic view, people (especially children) will engage in play
behavior in order to work through their interior obfuscations and anxieties. In this way, play
therapy can be used as a self-help mechanism, as long as children are allowed time for "free
play" or "unstructured play."” From a developmental point of view, play has been determined to
be an essential component of healthy child development. Play has been directly linked to

cognitive development (Livingston, 2000).

One approach to treatment is for play therapists use a type of systematic desensitization
or relearning therapy to change disturbing behavior, either systematically or in less formal social

settings.
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The initial focus of the therapy is on building a relationship between a child and the
therapist. This relationship is a very important tool in the therapeutic process because a child or
adolescent will more readily talk about their intimate feelings when they feel respected and
accepted. In the sessions the therapist uses specific techniques to assess how a child or
adolescent experience their world and how they communicate and react to the events and people
in their world. Children are lead to become aware of what they are feeling and opportunities are
given to express these feelings. Awareness is a very important process in play therapy, because
without awareness change is not possible. Throughout the therapy the child or adolescent is
empowered and supported to learn more about who they are, to talk about things that are
frightening or painful, to be self supportive and to experiment with new behavior (Livingston,
2000).

Play Therapy can be useful to become aware of what feelings and how these feelings
manifest in behavior or one's body. They can learn how to become better at regulating emotions
and expressing them in constructive ways. They can discover who they are and what their strong
and weak points, needs, wishes, thoughts and dreams are. The combination of this self-
knowledge and training in social skills may help a child to become more assertive, self-confident

and to have self-respect and respect for others (Spitzer, 1983).
Play therapy Helpful for;

Children who are dealing with parental conflict, separation or divorce

Children who have been traumatized (sexual, physical or emotional abuse)
Children who have been adopted or are in foster care

Children who are dealing with issues of loss, such as illness or death of a loved one
Children who have been hospitalized

Children who have witnessed domestic violence

Children diagnosed with Attention Deficit Disorder (ADD/ADHD)

Children who have experienced serious accidents or disasters (Livingston, 2000).

Stress-Inoculation Training:
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2.5.3

The basic goal of Stress-Inoculation Training (SIT) is to help a patient gain confidence in

his ability to cope with anxiety and fear stemming from trauma reminders.

In SIT, the therapist helps the client become more aware of what things are reminders
(also referred to as "cues") for fear and anxiety. In addition, clients learn a variety of coping

skills that are useful in managing anxiety, such as muscle relaxation and deep breathing.

The therapist helps the patient learn how to detect and identify cues as soon as they
appear so that the patient can put the newly learned coping skills into immediate action. In doing
so, the patient can tackle the anxiety and stress early on before it gets out of control (Spitzer,
1983).

Cognitive Processing Therapy:

Cognitive-Processing Therapy (CPT) was developed by Resick and Schnicke to
specifically treat PTSD among people who have experienced a sexual assault. CPT lasts 12

sessions. CPT can be viewed as a combination of cognitive therapy and exposure therapy.

CPT is like cognitive therapy in that it is based in the idea that PTSD symptoms stem
from a conflict between pre-trauma beliefs about the self and world (for example, the belief that
nothing bad will happen to me) and post-trauma information (for example, the trauma as
evidence that the world is not a safe place). These conflicts are called "stuck points" and are

addressed through the next component in CPT writing about the trauma (Spitzere, 1983).

Like exposure therapy, in CPT, the patient is asked to write about his traumatic event in detail.
The patient is then instructed to read the story aloud repeatedly in and outside of session. The
therapist helps the client identify and address stuck points and errors in thinking, sometimes
called "cognitive restructuring.” Errors in thinking may include, for example, "I am bad person*
or "l did something to deserve this." The therapist may help the patient address these errors or

stuck points by having the client gather evidence for and against those thoughts (Spitzer, 1983).

Pharmacological Therapy:
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Post-traumatic stress disorder (PTSD) causes significant distress and is often associated
with markedly reduced functioning. Recent reviews have consistently recommended trauma-
focused psychological therapies as a first-line treatment for PTSD. Pharmacological treatments
have also been recommended but not as consistently (Pharmacological treatment, 2009).

In some cases, Therapist needs to prescribe psychotropic medications even before he or
she has completed the medical and psychiatric evaluation. The acute use of medications may be

necessary when the survivor is dangerous, extremely agitated, or psychotic.

After a disaster, some survivors experience extreme and persistent arousal in the form of anxiety,
panic, hyper-vigilance, irritability, and insomnia. Empirical research has shown that hyper-
arousal during the first few weeks following trauma is a risk factor for the development of
PTSD. Techniques to reduce arousal include relaxation and breathing exercises, utilizing social

supports, psychotherapy, and pharmacotherapy (Pharmacological treatment, 2009).

Pharmacological agents for the treatment of trauma-related arousal include antiadrenergic agents
such as clonidine, guanfacine, prazosin, and propranolol. Pharmacological treatment for post
traumatic stress reactions is generally reserved for individuals who already have received a brief
individual or group intervention. If these approaches are ineffective, clinicians should consider

pharmacotherapy (Pharmacological treatment, 2009).

2.5.4 Islam and Psychotherapeutic Treatment:

An understanding of Islamic beliefs and the teachings of Islam can provide invaluable
resources for the treatment of Muslim clients who are experiencing depression, anxiety, stress,
loss and grief, and posttraumatic stress symptoms. In such a model it is essential to support
clients in their religious beliefs, to strengthen their faith, correct their thoughts and beliefs
(cognitive re-structuring) and change their behaviors. Counseling' and ‘psychotherapy’ within
Islamic belief has an ancient tradition of changing the behavior and manner of clients, sinners,
evil doers and patients by cognitive and behavioral psycho-spiritual methods that extensively

rely on the righteous and exalted personality of the therapist (Mehraby, 2003).
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Psychotherapy is in reality a form of education which directs the patient to recognize his
behavior, to conform with prevailing standards. It helps in motivating the patient to adopt the
alternate ways of behavior. Islamic principles which are based on Quran and Hadith are the best
form of prevention and treatment of emotional disturbances. Muslims physicians and mental
health professionals should incorporate the Islamic values and ethics in techniques of

psychotherapy.

Religion plays a significant role in satisfying our physical as well as spiritual needs: Islam
teaches us a code of behavior and gives us a meaning for our existence. Unfortunately, in today's
western society the religious, moral and ethical values have been declining. The families are
falling apart, divorce rate is increasing sharply, substance abuse and excessive sexual indulgence
are common in adolescents and young adults. These factors lead to conflicts, resentment, loss of
self-respect, loneliness, depression, anxiety and a host of psychological symptoms. Despite
progress in the behavioral sciences, there remains the question of whether current technique of
treatment and prevention of emotional disturbances are effective in making a significant impact

on psychiatric problem (Ahmed, 2008).

Our religion, Islam, plays a significant role in satisfying our physical as well as spiritual
needs. Islam teaches us, a code of behavior, and conservation of social values and gives us a
meaning for our existence. It helps in toleration and developing adaptive capacities for stressful
events of life. It gives us a sense of self-respect and teaches us about the virtues of family life
and a cohesive society with a sense of brotherhood. Shall Muslim psychiatrists and
psychotherapists incorporate the Islamic values, ethics and code of behavior in techniques of
psychotherapy? (Ahmed, 2008)

Person' s religious belief has a significant bearing on his personality and his viewpoint in
life. When a Muslim puts trust in God he minimizes the stress on himself by reducing his
responsibility and power to control his failure.

It is therefore important to take into account all religious matters and traditional values in
the treatment of Muslim clients, notwithstanding that a person's religious beliefs are also a
dynamic part of their personality, and at different stages in their lives they may be more reliant
on their "Spirituality and religious faith (Mehraby, 2003).
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2. 6. Evaluation:

Is the process of determining significance or worth, usually by carefully appraisal and
study? Evaluation is the analysis and comparison of actual progress vs. prior plans, oriented
towered plans for future implementation .It is part of a continuing management process
consisting of planning, implementation and evaluation ideally with each following the other in a
continuous cycle until successful completion of the activity .Evaluation is the process of
determining the worth or value of something (Marris and Braz, 2006).

Evaluation is about using monitoring and other information you collect to make
judgments about your project. It is also about using the information to make changes and
improvements (William, 2006).

William sees that evaluation aims to answer agreed questions and to make a judgment
against specific criteria. Like other research, for a good evaluation, data must be collected and
analyzed systematically, and its interpretation considered carefully. Assessing 'value' - or the
worth of something - and then taking action makes evaluation distinctive. The results of an

evaluation are intended to be used.

There are many different perspectives and approaches to evaluation. Answering questions
such as 'Why are we doing it?" 'Who is the evaluation for?' and 'What are the key issues to
address?" will help you decide whether you wish to self-evaluate or to have an external
evaluation. The questions will help you to think about what you want to focus on (William,
2006).

Charities Evaluation Service (CES) approach is that monitoring and evaluation not only
measure how well you are doing , but also help you to be more effective (Marris and Braz,2006)

Evaluation helping to ensure that objectives are met, identifying successes, problems ,
weakness, staff training and development needs so they can be rectified ,providing information
to aid further development ,contributing to securing funding for further development and
gaining the support of institutional managers (Thebridge, 2002) .
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Evaluation guiding future plans, providing information for stakeholders, developing
guidelines which may be useful for other library services ,devising strategies to develop projects
into services and positioning the library in relation to current learning and research environment
(Marris and Braz,2006).

Evaluation has been defined as systematic investigation of the merit, worth, or
significance of an object. During the past three decades, the practice of evaluation has evolved as
a discipline with new definitions, methods, approaches, and applications to diverse subjects and
settings. Despite these refinements, a basic organizational framework for program evaluation
practice had not been developed. In May 1997, staff recognized the need for such a framework
and the need to combine evaluation with program management. Further, the need for evaluation
studies that demonstrate the relationship between program activities and prevention effectiveness
was emphasized (Scutchfield. & Keck, 2002).

2.6.1 Health Program Evaluation:

Program evaluation is an essential organizational practice in health however, it is not
practiced consistently across program areas, nor is it sufficiently well-integrated into the day-to-
day management of most programs. Program evaluation is also necessary for fulfilling operating
principles for guiding health activities, which include a) using science as a basis for decision-
making and public health action; b) expanding the quest for social equity through public health
action; c) performing effectively as a service agency; d) making efforts outcome oriented; and e)
being accountable (2 ). These operating principles imply several ways to improve how health
activities are planned and managed (CDC, 1999). They underscore the need for programs to
develop clear plans, inclusive partnerships, and feedback systems that allow learning and
ongoing improvement to occur. One way to ensure that new and existing programs honor these
principles is for each program to conduct routine, practical evaluations that provide information

for management and improve program effectiveness (CDC, 1999).
Effective program evaluation is a systematic way to improve and account for health

actions by involving procedures that are useful, feasible, ethical, and accurate. The recommended

framework was developed to guide public health professionals in using program evaluation. It is
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a practical, nonprescriptive tool, designed to summarize and organize the essential elements of
program evaluation. The framework comprises steps in evaluation practice and standards for
effective evaluation (CDC, 1999).

There is a framework for program evaluation. The framework is composed of six steps
that must be taken in any evaluation. They are starting points for tailoring an evaluation to a
particular health effort at a particular time. Because the steps are all interdependent, they might
be encountered in a nonlinear sequence; however, an order exists for fulfilling each — earlier
steps provide the foundation for subsequent progress. Thus, decisions regarding how to execute a
step are iterative and should not be finalized until previous steps have been thoroughly addressed
(CDC, 1999). The steps are as follows:
Step 1: Engage stakeholders.
Step 2: Describe the program.
Step 3: Focus the evaluation design.
Step 4: Gather credible evidence.
Step 5: Justify conclusions.
Step 6: Ensure use and share lessons learned.
Adhering to these six steps will facilitate an understanding of a program’s context (e.g.,
the program’s history, setting, and organization) and will improve how most evaluations are

conceived and conducted.

2.6.2 Steps in Program Evaluation

Step 1: Engaging Stakeholders

The evaluation cycle begins by engaging stakeholders (i.e., the persons or organizations
having an investment in what will be learned from an evaluation and what will be done with the
knowledge). Public health work involves partnerships; therefore, any assessment of a public
health program requires considering the value systems of the partners. Stakeholders must be
engaged in the inquiry to ensure that their perspectives are understood (CDC, 1999). When
stakeholders are not engaged, an evaluation might not address important elements of a program’s

objectives, operations, and outcomes. Therefore, evaluation findings might be ignored, criticized,
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or resisted because the evaluation did not address the stakeholders’ concerns or values. After

becoming involved, stakeholders help to execute the other steps (CDC, 1999).

Step 2: Describing the Program

Program descriptions convey the mission and objectives of the program being evaluated.
Descriptions should be sufficiently detailed to ensure understanding of program goals and
strategies. The description should discuss the program’s capacity to effect change, its stage of
development, and how it fits into the larger organization and community. Program descriptions
set the frame of reference for all subsequent decisions in an evaluation. The description enables
comparisons with similar programs and facilitates attempts to connect program components to
their effects (CDC, 1999).

Moreover, stakeholders might have differing ideas regarding program goals and
purposes. Evaluations done without agreement on the program definition are likely to be of
limited use. Sometimes, negotiating with stakeholders to formulate a clear and logical
description will bring benefits before data are available to evaluate program effectiveness.
Aspects to include in a program description are need, expected effects, activities, resources, stage

of development, context, and logic model (CDC, 1999).

Step 3: Focusing the Evaluation Design

The evaluation must be focused to assess the issues of greatest concern to stakeholders
while using time and resources as efficiently as possible. Not all design options are equally well-
suited to meeting the information needs of stakeholders. After data collection begins, changing
procedures might be difficult or impossible, even if better methods become obvious. A thorough
plan anticipates intended uses and creates an evaluation strategy with the greatest chance of
being useful, feasible, ethical, and accurate. Among the items to consider when focusing an

evaluation are purpose, users, uses, questions, methods, and agreements (CDC, 1999).

Step 4: Gathering Credible Evidence
An evaluation should strive to collect information that will convey a well-rounded picture
of the program so that the information is seen as credible by the evaluation’s primary users.

Information should be perceived by stakeholders as believable and relevant for answering their
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questions. Such decisions depend on the evaluation questions being posed and the motives for
asking them. For certain questions, a stake holder’s standard for credibility might require having
the results of a controlled experiment; whereas for another question, a set of systematic
observations (e.g., interactions between an outreach worker and community residents) would be
the most credible. Consulting specialists in evaluation methodology might be necessary in
situations where concern for data quality is high or where serious consequences exist associated
with making errors of inference (CDC, 1999).
The second element of the framework is a set of 30 standards for assessing the quality of

evaluation activities (CDC, 1999), organized into the following four groups:

Standard 1: utility,

Standard 2: feasibility,

Standard 3: propriety, and

Standard 4: accuracy.

2.7. Conclusion;

In this chapter researcher tackled many different points like Gaza ongoing trauma that
started on 1948 and still running over years, and how it effects different ages within Palestinian
context. Second, effect of war on Gaza’s children, which is the main important point in this
research as we found it in many researches like (Baker & Kanan, 2003), (Vostain, 1999),
(Thabet, 2002), & (Thabet, 2006). Third diagnostic criteria of PTSD. Forth different types of

psychotherapeutic interventions that used in and out palestain. and last, evaluation system.
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Chapter 3



Chapter 3

Literature Review

3.1 Introduction:

In this chapter the researcher presents related previous studies that related to children,
trauma and war, PTSD and children during war,Effectivness of Play Therapy, Effectivness of
Chemichal theraPsychotherapeutic interventions, Evaluating Psychotherapy, and psychotherapy
(medication). Finally the researcher will present her own comments in previous literature

review.

3.2 Studies related to Children, Trauma, & War

3.2.1. Emotional problem in Palestinian children living in war zone (Thabet, 2002).

In another study done by Thabet which aimed in identifying the emotional problems in
Palestinian children who are living in the war zone . 91 children taken as a sample who suffered
their homes demolished during the events of the Al-Agsa Intifada in the Salah al-Din Gate, and
the Tufah neighborhood in Khan Younis, and on settlements in Deir el-Balah and 89 children
had been subjected to female sample types other painful events related to political violence, it
has been shown that children whose homes bombed and Demolition showed symptoms of
psychiatric disorders and post-traumatic symptoms. Also fear more members of the group and
the law has been the results by 59.3% of the children of the group that their homes were
demolished and 24.7 % of the group told the law on the reactions of post-traumatic disorders.
There has been a direct correlation between exposure to traumatic experiences, such as the
bombing of homes and the emergence of psychological reaction. In contrast, the children who
had been subjected to traumatic experiences transferred from adults and the media showed

concern and the expression aware anguish.

3.2.2. Psychological impact of military violence on children as a function of distance from

traumatic event: the Palestinian case (Baker & Kanan, 2003).
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The psychological well-being of 114 Palestinian children aged 5-16 was assessed with
questionnaires. Three groups of children were distinguished: children living at close proximity
(500 meters or less) to a bombed target; children living within a distance of 500-1000 meters,
and children living at a greater distance than 1000 meters. The results showed that the well-being
of Palestinian children was negatively affected by the military and political violence to which
they were subjected. The study also demonstrates that psychological security is as crucial as
physical security to the wellbeing of children. It may not be sufficient to relate the impact of a
traumatic event to the physical distance alone, psychological distance also has to be taken into

account.

3.2.3. Effect of political violence on Palestinians in the Gaza Strip ( Thabet, 2006)

The aim of the study was to determine the prevalence of PTSD, anxiety, behavioral, and
emotional problems of Palestinian children in relation to traumatic events and other
socioeconomic status. A sample of 409 children from the entire Gaza Strip aged 9-18 years was
survey using self-report questionnaires. Children were interviewed using Gaza Trauma
Checklist, Child Revised Impact of Event Scale-13, and Child Revised Manifest Anxiety Scale,
and their parents reported about their children behavioral and emotional problems using Strength
and Difficulties Questionnaire. The results estimated mean traumatic experiences were 7.7.
There was significant relationship between number of traumatic events and PTSD of children,
intrusion, avoidance, and arousal. No gender differences in PTSD symptom. Children coming
from families with monthly income less than 271 $ reported more traumatic events. Total IES
score of children was significantly associated with PTSD symptoms. No relationships between
number of traumatic events SDQ total or subscales. Prevalence of PTSD in children was 65.5%.
The result showed that there were no sex differences in PTSD symptoms. Children coming from
families with 4 and less children had more PTSD symptoms. Prevalence of anxiety disorder was
(33.9%). No gender differences in anxiety disorder. General mental health problems rated by
parents SDQ was (52.2%); conduct disorder (42.2%); hyperactivity (28.1%), emotional problems
(32.8%), peers problems (69.9%), and prosocial problems (14%).

3.2.4. Trauma exposure in pre-school children in a war zone (Thabet & others, 2006).
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Thabet investigate the relationship between exposure to war trauma and behavioral and
emotional problems among pre-school children, and that b y taking a total of 309 children aged
3-6 years which were selected from kindergartens in the Gaza Strip, and were assessed by
parental reports in regard to their exposure to war trauma, using the Gaza Traumatic Checklist,
and their behavioral and emotional problems, using the Behavior Checklist (BCL) and SDQ.
Thabet found that Pre-school children were exposed to a wide range of traumatic events. The
total number of traumatic events independently predicted total BCL and SDQ scores. Exposure
to day raids and shelling of the children’s houses by tanks were significantly associated with total

behavioral and emotional problems scores.

3.3 Studies related to PTSD & Children during War:

3.3.1. Post-traumatic stress reactions in children of war (Thabet & Vostanis, 1999).

The aims of this study were to estimate the rate of posttraumatic stress reactions in
Palestinian children who experienced war traumas, and to investigate the relationship between
trauma-related factors and PTSD reactions. The sample consisted of 239 children of 6 to 11 years
of age. Measures included the Rutter A2 (parent) and B2 (teacher) scales, the Gaza Traumatic
Event Checklist and the Child Post Traumatic Stress Reaction Index. 174 children (72.8%)
reported PTSD reactions of at least mild intensity, while 98 (41%) reported moderate/severe
PTSD reactions. Caseness on the Rutter A2 scale was detected in 64 children (26.8%), which
correlated well with detection of PTSD reactions, but not with teacher-detected caseness. The

total number of experienced traumas was the best predictor of presence and severity of PTSD.

3.3.2. Child Development And Post-traumatic Stress Disorder After Hurricane Exposure
(Delamater & Applegate, 2000).

This study examined child development in relation to post-traumatic stress disorder
(PTSD) after hurricane exposure. The study subjects were 175 3 to 5-year old minority children
enrolled in Head Start programs. Children were evaluated 12 and 18 months after Hurricane

Andrew struck south Florida. Mothers were interviewed concerning symptoms of PTSD and
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completed a questionnaire regarding their children’s development. Results indicated that 16.5%
of exposed children met DSM-IV diagnostic criteria for PTSD at 12 months, and 11.6% had
PTSD at 18 months post-hurricane. Children who had PTSD at 12 months were more likely to be
delayed in their development at 18 months, and those with PTSD at 18 months similarly were
more likely to be delayed. These findings indicate that children with PTSD are at risk for delays

in their overall development.

3.3.3. Prevalence and determinants of PTSD among Palestinian children exposed to

military violence (Quota, 2003).

Quota study aimed to show the prevalence of PTSD among Palestinian children who
exposed to military violence. The prevalence and determinants of PTSD were assessed Among
121 Palestinian children (6-16 vyears; 45% girls and 55% boys) living in the area of
bombardment. The mothers (21-55 years) and the children themselves reported their exposure to
military violence (being personally the target of violence or witnessing it towards others) and
symptoms of posttraumatic stress disorders (PTSD: intrusion, avoidance and hyper vigilance).
The results showed that 54% of the children suffered from severe, 33.5 % from moderate and 11
% from mild and doubtful levels of PTSD. Girls were more vulnerable; 58% of them suffered
from severe PTSD, and none Scored on the mild or doubtful levels of PTSD. The child’s gender
and age, mother’s education and PTSD symptoms were significant, and the exposure to
traumatic experiences marginally significant determinants of children’s PTSD symptoms. The
most vulnerable to intrusion symptoms were younger girls whose mothers showed a high level of
PTSD symptoms, whereas those most vulnerable to avoidance symptoms were children who had
personally been targets of military violence and whose mothers were better educated and showed

a high level of PTSD symptoms.

3.3.4. Prevalence of PTSD among Palestinian children in Gaza Strip (Qouta, 2004)

This research study aimed to get acquainted with the prevalence of PTSD, and other

psychological suffering among Palestinian children living under severe conditions during the last
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two and half years of the Al-Agsa Intifada. The sample consists of 944 children whom age
ranged between 10-19 years. The group excluded those with previous mental health problems. In
this research, trauma scale, PTSD scale, the Child Posttraumatic Stress Index, the Children’s
PTSD-symptoms, The Posttraumatic Stress Disorder Reaction Index (CPTS-RI) and open
questions had been used as tools. The results indicated that 32.7% of the children started to
develop acute PTSD symptoms that need psychological intervention, while 49.2% of them
suffered from moderate level of PTSD symptoms. Also the results showed that the most
prevalent types of trauma exposure for children are for those who had witnessed funerals
(94.6%), witnessed shooting (83.2%), saw injured or dead who were not relatives (66.9%), and

saw family members injured or killed (61.6%).

3.3.5. Risk of Posttraumatic Stress Symptoms: A Comparison of Child Survivors of

Pediatric Cancer and Parental Bereavement ( Stoppelbei & Greening, 2005).

This study done to compare the risk of posttraumatic stress (PTS) symptoms and the
mediating effect of perceived future threat on the risk of PTS symptoms among survivors of
pediatric cancer and children who had a parent die. Seventy-eight children (39 survivors of
cancer, 39 bereaved) completed self-report measures of PTS symptoms, depression, anxiety, and
perceived risk of future threat for the event they experienced. The children who lost a parent
reported significantly more PTS symptoms than the survivors of cancer. The effect of group
status (survivor of cancer vs. bereaved) on PTS symptomatology was partly mediated by the
children’s perceived risk of future threat. The rate of PTS symptoms was found to be higher
among children who had lost a parent than among survivors of pediatric cancer. This difference

may partly be explained by their perceived risk of a future threat.

3.3.6. Posttraumatic Stress and Depressive Reactions among Nicaraguan Adolescents after
Hurricane Mitch (Goenjian & others, 2005).

This study determined the severity of posttraumatic stress and depressive reactions among
Nicaraguan adolescents after Hurricane Mitch and the relationship of these reactions to objective

and subjective features of hurricane exposure, death of a family member, forced relocation, and
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thoughts of revenge. Six months after the hurricane, 158 adolescents from three differentially
exposed cities were evaluated by using a hurricane exposure questionnaire, the Child
Posttraumatic Stress Disorder Reaction Index, and the Depression Self-Rating Scale. Severe
levels of posttraumatic stress and depressive reactions were found among adolescents in the two
most heavily affected cities. Severity of posttraumatic stress and depressive reactions and
features of objective hurricane-related experiences followed a "dose-of-exposure™ pattern that
was congruent with the rates of death and destruction across cities. Level of impact (city),
objective and subjective features, and thoughts of revenge accounted for 68% of the variance in
severity of posttraumatic stress reaction. Severity of posttraumatic stress reaction, death of a
family member, and sex accounted for 59% of the variance in severity of depression.
Adolescents in heavily affected areas with extreme objective and subjective hurricane-related
traumatic features of exposure experience severe and chronic posttraumatic stress and co morbid
depressive reactions. The recovery of the severely affected Nicaraguan adolescents is vital to the
social and economic recovery of a country ravaged by years of political violence and poverty.
These findings strongly indicate the need to incorporate public mental health approaches,
including systematic screening and trauma/grief-focused interventions, within a comprehensive

disaster recovery program.
3.4. Studies related to Pharmacological & Play therapy:

3.4.1. The Effectiveness of Interventions to Reduce Psychological Harm from Traumatic
Events among Children and Adolescents: A Systematic Review (Wethington, 2008),

This research review evaluated interventions commonly used to reduce psychological
harm among children and adolescents exposed to traumatic events. Guide to Community
Preventive Services (Community Guide) criteria were used to assess study design and
execution. Meta-analyses were conducted, stratifying by traumatic exposures. Evaluated
interventions were conducted in high-income economies, Subjects in studies were <21
years of age, exposed to individual/mass, intentional/unintentional, or manmade/natural
traumatic events. The seven evaluated interventions were individual cognitive—behavioral
therapy, group cognitive behavioral therapy, play therapy, art therapy, psychodynamic

therapy, and pharmacologic therapy for symptomatic children and adolescents, and
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psychological debriefing, regardless of symptoms. The main outcome measures were
indices of depressive disorders, anxiety and posttraumatic stress disorder, internalizing

and externalizing disorders, and suicidal behavior.

Strong evidence (according to Community Guide rules) showed that individual and group
cognitive—behavioral therapy can decrease psychological harm among symptomatic
children and adolescents exposed to trauma. Evidence was insufficient to determine the
effectiveness of play therapy, art therapy, pharmacologic therapy, psychodynamic

therapy, or psychological debriefing in reducing psychological harm.

Personnel treating children and adolescents exposed to traumatic events should use
interventions for which evidence of effectiveness is available, such as individual and

group cognitive-behavior therapy.

3.4.2. A meta-analysis of play therapy outcomes (Ritchie, 2010).

A meta-analysis of play therapy outcomes with children was conducted to determine the overall
effectiveness of play therapy and the variables related to effectiveness. Hierarchical linear
modeling was used to analyze the data. The analysis showed an average treatment effect of 0.66
standard deviations. A strong relationship between treatment effectiveness and the inclusion of
parents in the therapeutic process was reported. The duration of therapy also appeared to be
related to treatment outcomes, with maximum effect sizes occurring after approximately 30
treatment sessions. Play therapy appeared to be as effective as non-play therapies in treating

children experiencing.

3.4.3. A Multi-Site, Randomized Controlled Trial for Children With Abuse-Related PTSD
Symptoms (Cohean, 2002).

This study used to examine the differential efficacy of trauma-focused, cognitive
behavioral therapy (TF-CBT) and play therapy for treating posttraumatic stress disorder
(PTSD) and related emotional and behavioral problems in children who have suffered
sexual abuse. Two hundred and twenty-nine 8-14 year old children and their primary

caretakers were randomly assigned to the above alternative treatments. These children
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had significant symptoms of Posttraumatic Stress Disorder (PTSD) with 89% meeting
full DSM-IV PTSD diagnostic criteria.

A series analyses of covariance indicated that children assigned to TF-CBT, as compared
to those assigned to play therapy, demonstrated significantly more improvement with

regard to PTSD, depression, behavior problems, shame and abuse-related attributions.

3.4.4. Treatment practices for childhood posttraumatic stress disorder (Jaudith,
2001).

This study surveyed practices in treating childhood PTSD among child psychiatrists and
non-M.D. therapists with self-identified interest in treating traumatized children. An
anonymous survey was mailed to 207 child psychiatrists (“medical”) and 460
nonphysician (“non-medical”) therapists inquiring about current interventions used to
treat children with PTSD. Results showed that two hundred and forty-seven responses
were received: of 77 medical and 82 nonmedical respondents who currently treat children
with PTSD, a wide variety of modalities are used. Most preferred modalities among
medical responders were pharmacotherapy, psychodynamic, and cognitive-behavioral
therapy. Most preferred modalities among nonmedical respondents were cognitive-
behavioral, family, and nondirective play therapy. Ninety-five percent of medical
respondents used pharmacotherapy for this disorder; most preferred medications to treat
childhood PTSD were selective serotonin reuptake inhibitors and alpha-adrenergic
agonists. Several significant differences between medical and nonmedical practices were
identified.

3.4.5. Patient Predictors of Response to Psychotherapy and Pharmacotherapy (Stosky,

2006).

The authors investigated patient characteristics predictive of treatment response in the

National Institute of Mental Health (NIMH) Treatment of Depression Collaborative Research

Program. Two hundred thirty-nine outpatients with major depressive disorder according to the

Research Diagnostic Criteria entered a 16-week multicenter clinical trial and were randomly

assigned to interpersonal psychotherapy, cognitive-behavior therapy, imipramine with clinical
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management, or placebo with clinical management. Pretreatment sociodemographic features,
diagnosis, course of illness, function, personality, and symptoms were studied to identify patient
predictors of depression severity (measured with the Hamilton Rating Scale for Depression) and
complete response (measured with the Hamilton scale and the Beck Depression Inventory). One
hundred sixty-two patients completed the entire 16-week trial. Six patient characteristics, in
addition to depression severity previously reported, predicted outcome across all treatments:
social dysfunction, cognitive dysfunction, expectation of improvement, endogenous depression,
double depression, and duration of current episode. Significant patient predictors of differential
treatment outcome were identified. Low social dysfunction predicted superior response to
interpersonal psychotherapy. Low cognitive dysfunction predicted superior response to cognitive-
behavior therapy and to imipraminte. High work dysfunction predicted superior response to
imipramine. High depression severity and impairment of function predicted superior response to
imipramine and to interpersonal psychotherapy. The results demonstrate the relevance of patient
characteristics, including social, cognitive, and work function, for prediction of the outcome of
major depressive disorder. They provide indirect evidence of treatment specificity by identifying
characteristics responsive to different modalities, which may be of value in the selection of

patients for alternative treatments.

3.5 Studies related to Psychotherapeutic Interventions:

3.5.1. Resiliency factors predicting psychological adjustment after political violence among
Palestinian children (Qouta & others, 1996).

In another study for Qouta, punamaki, and alsaraj which showed the effects of cognitive
capacity, perceived parenting, traumatic events, and activity, which were measured in the midst
of the political violence of the Intifada in 1993, were examined on post-traumatic stress disorder
(PTSD), emotional disorders, school performance, and neuroticism three years later in more
peaceful conditions among 86 Palestinian of school aged children. The results showed, that
PTSD was high among the children who had been exposed to a high level of traumatic events

and had responded passively (not actively) to Intifada violence. Discrepant perceived parenting
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was also decisive for adjustment: Children who perceived their mothers as highly loving and
caring but their fathers as not so showed a high level of PTSD. High intellectual but low creative
performance was also characteristic of the children suffering from emotional disorders. Second,
the hypothesis that cognitive capacity and activity serve a resiliency function if children feel
loved and nonrejected at home was confirmed. Third, neuroticism decreased significantly over
the three years, especially among the children who had been exposed to a high number of

traumatic events.

3.5.2 The impact of extracurricular activities in the summer camps on mental health of
children in the Gaza Strip (Thabet, 2003).

The aims of the study were to examine the types and severity of traumatic experiences
and reaction to trauma such as anxiety, depression, and PTSD. also, to investigate the
effectiveness of extracurricular activities in the summer camps on children mental health
problems such as anxiety, depression, and PTSD. A total number of 221 children aged 6-16
years were selected from 3 summer camps in the Gaza Strip. Children were interviewed before
the activities in the summer camps which include: drawing, story telling, cultural activities, and
role play. The scales were sociodemographic, Gaza Traumatic Events Checklist, Impact of Event
Scale (IES). The results showed that there are no changes in any psychological reactions due to
traumatic events such as depression, anxiety, PTSD, avoidance and intrusion after finishing 5

days of activities in the summer camps.

3.5.3 Outcome of Psychotherapy among Early Adolescents after Trauma (Armen & others,
2003).

The authors evaluated the effectiveness of brief trauma/grief-focused psychotherapy
among early adolescents exposed to the 1988 earthquake in Armenia. Posttraumatic stress and
depressive reactions among treated and not treated subjects were evaluated pre- and
postintervention, at 11 years after the earthquake. Posttraumatic stress symptoms significantly
decreased among the subjects given psychotherapy, while severity of these symptoms increased

significantly among the subjects not treated with psychotherapy. The improvement in
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posttraumatic stress symptoms was attributable to improvement in all three symptom categories
(intrusion, avoidance, and arousal) of PTSD. There was no change in severity of depressive
symptoms among subjects given psychotherapy. However, depressive symptoms among subjects
not treated with psychotherapy significantly worsened over time. The changes in severity of
posttraumatic stress and depressive symptoms were positively correlated within both groups. The
findings demonstrate the efficacy of trauma/grief-focused brief psychotherapy in alleviating
PTSD symptoms and preventing the worsening of co morbid depression among early adolescents
after a catastrophic disaster. The results support the broad use of such school based interventions
after major disasters and demonstrate the cross-cultural applicability of Western

psychotherapeutic approaches.

3.5.4 An Examination of the Effectiveness of Periodic Stress Debriefings with Law

Enforcement Personnel (Young & Parr, 2003).

This study was conducted in an effort to address issues associated with police officers’
levels of critical incident-related stress, cumulative stress, and their subsequent effects (e.g.,
divorce, alcohol use, and job dissatisfaction) and to now the effectiveness of Critical Incident
Stress Debriefing (CISD) and Critical Incident Stress Management (CIS) . Another component
of the treatment intervention was to educate officers in stress management. Police cadet training
briefly covers posttraumatic stress, basic coping skills , and how to identify stress reactions in

others and as a result the stress reduced for the officers .

3.5.5 Psychological Debriefing for Road Traffic Accident Victims: Three-Year Follow-Up
of a Randomized Controlled Trial (Mayou, 2003).

The aims of this study are to evaluate the 3-year outcome in a randomized controlled trial of
debriefing for consecutive subjects admitted to hospital following a road traffic accident. Patients
were assessed in hospital by the IES, Brief Symptom Inventory (BSI) and questionnaire and re-
assessed at 3 months and 3 years. The intervention was psychological debriefing as
recommended and described in the literature. The intervention group had a significantly worse
outcome at 3 years in terms of general psychiatric symptoms Brief Symptom Inventory (BSI),
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travel anxiety when being a passenger, pain, physical problems, overall level of functioning, and
financial problems. Patients who initially had high intrusion and avoidance symptoms IES
remained symptomatic if they had received the intervention, but recovered if they did not receive
the intervention. Psychological debriefing is ineffective and has adverse long-term effects. It is

not an appropriate treatment for trauma victims . Brief Symptom Inventory

3.5.6 Effectiveness of school-based debriefing sessions for Palestinian children affected by
war and trauma in the Gaza Strip ( Thabet & others, 2005).

Aim of the study is to evaluate the school-based debriefing sessions for children living in
a zone of ongoing war conflict. A randomly selected sample of 240 children aged 10-16 years
who were affected by the current conflict in the Gaza Strip were interviewed about their war
experiences and reactions to the violence before and after participating in the 2-week
intervention in schools for 8 sessions. Children themselves reported decrease in all mental health
problems after the intervention. However parents disagreed with their children and reported no
change in behavioral and emotional problems of their children after the intervention.

3.5.7 A Prospective Study of Posttraumatic Stress and Depressive Reactions among
Treated and Untreated Adolescents 5 Years After a Catastrophic Disaster (Goenjian &
others, 2005)

This study evaluated the natural course of posttraumatic stress and depressive reactions
among untreated adolescents from two cities in an earthquake zone and one at the periphery that
were differentially exposed to the 1988 Spitak earthquake in Armenia and the effectiveness of
brief trauma/grief-focused psychotherapy among adolescents from Gumri. One hundred twenty-
five adolescents were assessed with the Child Posttraumatic Stress Disorder Reaction and the
Depression Self-Rating Scale (DSRS) at 1.5 and 5 years postearthquake. At 1.5 years,
trauma/grief-focused group and individual psychotherapy was provided over 6 weeks to a group
of students in Gumri. CPTSD-RI scores among untreated adolescents from Gumri and Spitak
subsided significantly but mildly at follow-up, with scores from Spitak, the city at the epicenter,
remaining above the cutoff for a diagnosis of PTSD. DSRS scores increased mildly in both

earthquake cities but only significantly in Gumri. Among treated adolescents in Gumri,
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improvement in CPTSD-RI scores was three times that of the untreated Gumri comparison
group. The treated group also tended to improve on their DSRS scores, whereas these scores
worsened significantly among untreated subjects. Untreated adolescents exposed to severe
trauma are at risk for chronic PTSD and depressive symptoms. Brief trauma/grief-focused
psychotherapy is effective in reducing PTSD symptoms and halting the progression of
depression. This study supports the implementation of mental health intervention programs in

schools after disasters to reduce trauma-related psychopathology.

3.5.8 Cognitive-behavioral Group Intervention for PTSD Symptoms in Children Following
the Athens 1999 Earthquake: A Pilot Study (Yule, 2006)

This study examined the effects of a short-term group cognitive-behavioral interventionin
children who were experiencing PTSD symptoms following the Athens 1999 earthquake. Twenty
children, aged 8-12 years, referred for treatment to a local child mental health team were
assigned, depending on timing of referral to two groups - Group 1 ( N = 10), which started
treatment 2 months after the earthquake and Group 2 ( N = 10), which started treatment at 4
months post earthquake. A statistically significant reduction in overall PTSD symptoms across
the three PTSD symptom clusters - intrusion, avoidance, and arousal - as well as in depressive
symptoms was reported immediately after the intervention. The treatment also produced a
statistically significant improvement in children’s psychosocial functioning. Further significant
improvement was reported in children at an 18-month follow-up. Treatment gains were
maintained at a 4-year follow-up. Despite several limitations to this study, short-term group CBT
was found to be a useful treatment approach, which can be offered in clinical settings,

particularly if resources are limited.

3.5.9 Psychosocial intervention for war-affected children in Sierra Leone.( Gupta &
Zimmer, 2008).

Aims of this study are to assess the psychosocial status of displaced children enrolled in
the Rapid-Ed intervention; and to determine whether the Rapid-Ed intervention alleviated
traumatic stress symptoms that interfere with learning among war-affected children in Sierra
Leone. A randomly selected sample of 315 children aged 8-18 years who were displaced by war

were interviewed about their war experiences and reactions to the violence before and after
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participating in the 4-week Rapid-Ed intervention combining basic education with trauma
healing activities. High levels of intrusion, arousal and avoidance symptoms were reported at the
pre-test interviews conducted 9—12 months after the war. Post-test findings showed statistically
significant decreases in intrusion and arousal symptoms (P<0.0001), a slight increase in

avoidance reactions (P<0.0001) and greater optimism about the future.

3.5.10 Effectiveness of Student Mediation Program to decrease behavioral and emotional
problems in Palestinian children affected by war and trauma in the Gaza Strip (Thabet &
others, 2008).

The aim of the study was to evaluate the effectiveness of student mediation program in
improving mental health status of Palestinian children in the Gaza Strip. Participants of the study
were 304 schoolchildren aged 6-16 (Mean age = 10.62 years) from grades one tenth from three
schools selected randomly from schools registration lists provided by the Ministry of Education.
From each school, classes were randomly assigned to the prevention. Pre-test and assessment
scales (Sociodemographic scale and Gaza Child Mental Health Scale) were applied to children
one week before starting the student mediation sessions on Sep 2007 by 8 psychologists and
psychiatric nurses working the field of children victims of trauma and war and at the end of
scholastic year on May 2008. According to children report, the results showed that there was
statistically significant decrease in total scores of child mental health and hyperactivity
symptoms after student school mediation program. According to parents, the results showed that
there was statistically significant decrease in obsessive and overanxious symptoms after student

mediation program.
3.6 Studies related to Evaluation of Psychotherapy:

3.6.1 Evaluation of a short-term group therapy program for children with behavior
problems and their parents (Hemphill & Littlefield, 2000).

The current study investigated the effectiveness of a short-term, cognitive behavioral
program for 106 primary school-aged children referred with externalizing behavior problems and
their parents, compared with 39 children and their parents on a waiting-list to be treated.

Comprised a children’s group (anger management, problem-solving and social skills training), a
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parents’ group (parenting skills training and dealing with parents’ own issues), and a combined
children’s and parents’ group (to target parent-child interactions). The program reduced
children’s behavior problems and improved their social skills at home. Changes in children’s
behaviors and social skills at home were generally maintained at 6- and 12-month follow-up.

Implications of the findings for improving interventions for childhood.

3.6.2 Evaluation of psychological therapy in patients with testicular cancer: randomized
controlled trial (Moynihan, 1998).

The aim of this study is to determine the efficacy of psychological therapy in patients
with testicular cancer and to compare the characteristics and psychosocial outcomes of men who
agreed to participate with those who declined to participate in a randomized trial of psychological
intervention. Newly diagnosed patients were asked to participate in a randomized trial of
psychological support compared with standard medical care. Participants and non-participants
completed self assessment questionnaires at baseline and at 2, 4 and 12 months. Testicular Tumor
Unit of the Royal Marsden Hospital, 73 of 184 (40%) eligible patients agreed to enter the
randomized trial (participants) and 81 (44%) declined to participate but agreed to complete
further assessments (non-participants). 30 patients wanted no further contact with the researchers.
Hospital anxiety and depression scale, psychosocial adjustment to illness scale, Rotterdam
symptom checklist, mental adjustment to cancer scale. Only scores on the hospital anxiety and

depression scale are reported for evaluating treatment efficacy.

111 of 184 (60%) eligible men declined to participate in the trial. Patients with stage |
disease were most likely to refuse to participate. A patient was less likely to participate if he had
low volume disease and was receiving no further treatment. Likelihood of participation was
associated with stage of disease and with type of primary treatment . Patients with early stage
disease and fewer physical symptoms were less likely to participate. Psychosocial factors
associated with participation included anxious preoccupation regarding disease. There were no
differences in outcome between participants and non-participants during follow up. Patients
seemed to gain little benefit from psychological therapy.
Patients with testicular cancer seem to have considerable coping abilities. Those who declined to

participate in the trial differed from those who participated. Those who agreed to participate may
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comprise the clinical group who perceive a need for psychological support. No evidence was

found to indicate a need for routinely offering psychological therapy.

3.7 Summary of Literature Review:

After reviewing the literatures, the author found that there are different studies that talk
about the trauma and PTSD among children , and evaluate the implementation of
psychotherapeutic interventions among Gaza’s children, most of the available studies are new
studies from different researchers, the author tends to high light on these studies in the following

points;

3.7.1 Studies related to Children, Trauma, & War .

Objectives of the studies:
Most of the previous studies (Thabet, 2002), (Thabet, 2006), & (Baker & Khanan, 2003)
were assessing similar goals. Studies of (Thabet, 2002) showed clearly the strong relation
between traumatic events and behavioral and psychological problems among children from

different age group in Gaza strip.

Population of the studies:
All of the literature reviewed was focused on the children; most studies consisted from
more then 60 children who exposed to at least one traumatic event in their life. Some studies
used parents to collect information about their children behaviors like (Thabet, 2006) study that

studied the effect of political violence on Palestinians in the Gaza Strip.
Instruments of the Studies:
Studies used PTSD tool, Gaza Trauma Checklist, Child Revised Impact of Event Scale-

13, Child Revised Manifest Anxiety Scale, and Strength and Difficulties Questionnaire.

Literature showed that different tools were used to study the effect of trauma on children.

The Results of the Studies:
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Results were similar to each other in all studies (Thabet, 2006), (Thabet, 2002), &
(Baker & Khanan, 2003) which showed that children who experienced traumatic events
complaints from many problems like behavioral problem, recalling dreams, PTSD, low self
esteem, and others.

3.7.2 PTSD & Children during War

Objectives of the studies:

Most of the previous studies (Thabet & Vostains, 1999), (Delamate & Applegante, 2000),
(Qouta, 2003), (Stoppelbei & Greening, 2005) & (Goenjian, 2005) were assessing similar goals.
Studies of (Thabet, 1999) and (Qouta, 2003) showed clearly the strong relation between
traumatic events and the present of PTSD, while in other study like (Delamater & Applegate,
2000) talk about the relation between PTSD and child development.

Population of the studies:
All of the literature reviewed was focused on children; most studies consisted from more
then 80 children who exposed to different kinds of trauma in their life. Some studies used parents
and teacher to collect information about their children behaviors like (Thabet & Vostan, 1999)

study that studied Post-traumatic stress reactions in children of war zone.

Instruments of the Studies:
Most of the studies, which studied the effect of the trauma and PTSD used PTSD index, ,
Child Revised Impact of Event Scale-13, Child Revised Manifest Anxiety Scale, Strength and

Difficulties Questionnaire, teacher questioners, open questions, and focus group for parents.

The Results of the Studies:

Results were similar to each other in most of the studies. Studies of (Thabet, 1999),
(Qouta, 2002 & 2003), & (Goenjian, 2005) showed clearly the strong relation between traumatic
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events and developing Posttraumatic Stress Disorder PTSD. Other studies like Delamater &

Applegate 2000 showed that PTSD can lead to delay child development.

3.7.3. Pharmacological & Play therapy

Objectives of the studies:
Most of the previous studies (Wethington, 2008), (Ritchie, 2010), (Cohean, 2002),
(Jaudith, 2001), & (Stosky, 2006) assessing similar goals. Studies showed clearly the
relation between psychotherapeutic interventions and decrease psychological symptoms,
some studies showed the effectiveness of play therapy, or medication, others compared
between different types of psychotherapies.
Population of the studies:
Researchers used different population, some of them used adults, other used children.
Most studies consisted from more then 100 samples that exposed to different kinds of
interventions after trauma.
Instruments of the Studies:
Most of the studies, which studied the effect of play therapy and medication after trauma
used PTSD index. Others used meta analysis.
The Results of the Studies:

Results were similar to each other in most of the studies. Studies which showed the both
medication and play therapy are effective, and other showed that play therapy is more effective
then pharmacological therapy.

3.7.3 Psychotherapeutic Interventions, Evaluation of Psychotherapy.

Objectives of the studies:
Most of the previous studies (Qouta, 1996), (Thabet, 2003), (Armen, 2003), (Young &
Parr, 2003), (Mayou, 2003), (Goenjian, 2005), (Yule, 2006), (Gupta, & Zimmer, 2008) were
assessing similar goals. Studies  showed clearly the relation between psychotherapeutic

interventions and decrease or increase psychological symptoms after trauma. Some studies like
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(Mayou, 2003) and (Yule, 2006) talk about debriefing, while other studies used special types of
psychotherapeutic interventions. (Stosky, 2006) explained the way in selecting the best treatment
for the client (either psychotherapy or pharmacotherapy).

Population of the studies:

Researchers used different population, some of them used adults, other used children, and
many of them used adolescents. Most studies consisted from more then 100 samples that
exposed to different kinds of interventions after trauma. Some studies used clients who faced
natural disasters, while others used patients of chronic illness (cancer). (Mayou, 1998) used
sample of adult after road traffic accident.

Instruments of the Studies:

Most of the studies, which studied the effect of psychotherapeutic interventions after
trauma used PTSD index. Others used sociodemographic, Gaza Traumatic Events Checklist,
IES, CRMAS, and CDI.

The Results of the Studies:

Results were similar to each other in most of the studies. Studies which showed the
improving psychological status after psychotherapeutic interventions for different age group and
due to different reasons. All results summarized in annex 14.

From the previous review of the literature, the author came to the conclusion that there is
a need to conduct this study which aimed to evaluate the effectiveness of selected therapeutic
interventions implemented in the mental health clinic of the Palestinian Ministry of Health for

Gaza children after Crisis.
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Chapter 4
Methodology

4.1 Introduction

In this chapter the researcher presents the study methodology which includes: study
design, study populations and samples, period of study, Inclusion and exclusion criteria, period
of study, sample size, sampling process, inclusion criteria, exclusion criteria, reason for selecting
sample, sampling process, description of the treatment program at the MOH mental health clinic,
research tools, data collection, validity and reliability of instruments data entry process, and
finally limitation of the study and ethical consideration.

4.2 Study Design

The design of this study is an evaluation case of study as it evaluates the psychological
interventions that were used for children after crisis, as well as it measures specific indicators
that reflect the factors that influence the psychological interventions. The study design was

chosen because, it enables the researcher to meet the study objectives.

4.3 Study samples

There are 3 samples in this study. They are:
1- Children who came to "MOH" mental health clinic with their families, or attracted by it
through community and complaints of PTSD due to war. The sample of the study is about 30
children aged from "6- 16" with their parents, (15 of them received psychological interventions,
while the other 15 received pharmacological interventions) in Governmental mental health
hospital after Gaza crisis.
2- Children ‘parents: He or she could be either mother or father who lived the symptoms of
children, and come to seek treatment from mental health clinic _Ministry of health.
3- Health care providers in the MOH mental health clinic, 6 of them participated in the

treatment using either play therapy or medication.

4.4 Period of study
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The study was conducted on May 2009 after the researcher has the approval from the
director of governmental mental health hospital in Gaza city. Data collection started on October
2009 and be continued to December 2009. Data entry, data cleaning and analysis, and writing of
the final report continued till the beginning of January 2010.

4.5 Eligibility Criteria

4.5.1 Inclusion Criteria

e All children who complained from psychological trauma after Gaza war , developed PTSD,
and got treatment in governmental mental health hospital for at least 4 sessions, male and

female, from (6-16) years old

e All of them were included in the study by filling the researcher questioners with one of their

parents.

e In addition to 6 community mental health clinicians.

4.5.2 Exclusion Criteria
e Mother’s of a child who refuses to participate.

e Children who are not related to the previous criteria

4.6 Reasons for selecting the sample

As the researcher mentioned before that the total sample was 30 cases in governmental
mental health hospital during limited period, from children who faced Gaza war and complaints
of PTSD, and treated either by medication or play therapy. The researcher tried her best to
contact this number of cases in the clinic, by phone, and reaching to their houses, however it was

so difficult.

4.7 Sampling Process
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The researcher selected the study sample according to her inclusion criteria by covering

all the study population conveniently.

4.8 Description of the treatment program at the MOH mental health clinic

There are different types of psychotherapy that are used in mental health clinic like
cognitive behavioral therapy, medication, play therapy, and family therapy. The researcher used
two types of psychotherapeutic interventions which are play therapy and medication.

The researcher conducted at least four sessions for the 30 cases. Fifteen were treated by
medication from the first visit, and were not treated by any type of psychotherapy. The other 15
were treated by play therapy (free play, reading story, and drawing) with presence of their
parents.

The researcher discussed with the psychotherapists the treatment process to ensure the
principles are clear in their minds. The psychotherapist starts the treatment process once the
child is diagnosed with PTSD. She gives the child a chance to have free playing for the first
session. The psychotherapist has the right to guide the session if the child feels isolated or needs

any help. The researcher closely monitored the psychotherapists.

4.9 Research tools:

The researcher has used 6 research tools to answer study questions. They are:

1. Document analysis for children files at the MOH mental health clinic, which described
child age, name, diagnosis, type of psychotherapy or medication, name of
psychotherapist, and follow up.

2. Socio demographical questionnaires: as it developed by Gaza community mental health
team in 1999, which has 10 questions about social status for the client. It contains the
following questions like age, name, socioeconomical status, ---etc (see annex11).

3. PTSD questionnaires which developed by Prof. Edua Fao in 2002 and has a scale of 17
questions to check the degree of PTSD for child, and that by checking reexperince,
Hypervigillence, and avoidance of the traumatic experience. It contains the following
questions (See annex 13).

4. SDQ questionnaire, which contains 25 questions designed for parents to talk about the

personality manner for their child, and that through observations that done by parents. It
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is taken also from Gaza Community Mental Health program. It contains the following
questions (see annex 8).

5. Questionnaires to evaluate the service in governmental mental health hospital from the
parents’ perspective. It contains 6 domains, the First domain is about general satisfaction
for parents, the Second is about satisfaction of performance among community mental
health worker, the Third one is about the psychotherapeutic service, the Fourth one is
about hospital service, the Fifth one is about psychotherapeutic guidance, and the Last
one is about the accessibility to reach to service (see annex 12).

6. Focus group which involves encouraging an invited group of participants from the MOH
to share their thoughts, feelings, attitudes and ideas on certain subject related to this
research. The researcher Invited around 6 community mental health worker to participate
for a session to last for about an hour. Participants introduced themselves; open questions
were used, which focused on the factors that affected psychological interventions from

mental health care providers' perspectives.

4.10 Data Collection

The research used study tools in the following order: document analysis, socio
demographic questionnaires, PTSD questionnaires, evaluation of service in governmental mental
health hospital, and SDQ at the first visit. Evaluation of the service used at the end of the study
with SDQ and PTSD questionnaires, as the questionnaires collected pre and post treatment.
Focus group done for community mental health worker, who are working in mental clinic

With regard to questionnaires, the researcher prepared 30 folders of questionnaires,
organized and numbered serially, in addition to, a consent form attached with each
questionnaires encouraging mother to participate in the study for research benefits only with
complete confidentiality. The answer period for each package was estimated to be around 30

minutes. The researcher checked all the questionnaires before data entry process.

4. 11 Psychometric Properties of research instruments
4.11.1Validity
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Validity in general means the degree to which an instrument measures what is supposed to
measure (Polit, 2004). There are different types of evidences that could be collected to include:
contented related evidence, criterion—related evidence and construct related evidence. Content
validity is concerned with sample adequacy of the content area being measured (Polit, 2004). It
is also defined as the extent to which a test reflects the variables it seek to measure (Holm &
Liwelly, 1986). In this study the researcher consulted four experts in the field who reviewed the
instruments and as a result they indicated that the study tools are suitable for study purposes as
they all had been used in the Palestinian context with high validity estimates.

4.11.2 Reliability

The reliability of an instrument is the degree of consistency with which the instruments
measure the attribute. The less variation an instrument produced in repeated measurements of an
attribute, the higher is its reliability (Polit, 2004). Another way to define reliability is in terms of
accuracy; an instrument is reliable to the extent that errors of measurement are absent from
obtained scores, the maximum true score and minimize error component.

Accuracy was insured for all questionnaires thought collecting data by recording inform
from clients file, training mental health workers, collecting data, data entry, cleaning data, and
analyzing it.

The researcher calculated reliability coefficients for study tools using Cronbach's alpha
estimate. The coefficients were for PTSD questionnaire (0. 876), PTSD questionnaires (0.789)
parents’ satisfaction questionnaire domains (0.763), (0.943), (0.754), (0.909), (0.860), (0.715).
With regard to focus groups questions, the researcher besides experts in the field agreed that the

questions were clear and related to study questions.

4.12 Ethical consideration and procedures:

For completing this study scientifically, the researcher has assured having the ethical
approval letters. The first one is to the director of governmental mental health clinic to get
agreement to conduct this study in their society (see annex 9). The second letter was the
explanatory letter for a mother for a child to explain for her the purpose and objective of the
study (see annex 10).

68



4.13 Variables of the study
The study included the following variables:
The Independent variable is:

e Group (medication, play therapy)
The dependent variables included:

e PTSD total score

e SDQ total score

e Parents satisfaction in addition total scores for each dimension.

4.13.1 Controlling the variables

To ensure the results accuracy and avoid unrelated inferences the researcher tried to
control the study variables before the study. Mann Whitney test was conducted to see if there

are differences between the two groups. Results were as follows:

Table (4-1): PTSD total scores for both groups (medication & play therapy) (Mann-Whitney)

test.

Before treatment (PTSD) N Mean Sum Rank | Zvalue | Significance
Rank

Medication 15 7.06 56.50 1.104 | 0.270

Play therapy 15 9.07 63.50

Table (4-1) showed that children who came to mental health clinic for treatment having
PTSD symptoms as mean rank (7.06) for medication group and, mean rank (9.07) for play
therapy group. Mann Whitney test showed that no statistical significant differences between
groups (medication & play therapy ) as a result showed that asymp. Sig=(0.270) , and that mean

both groups came with the same severity of PTSD.

Table (4-2): SDQ total score for both groups (medication & play therapy) (Mann-Whitney) test.
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After treatment (PTSD) N Mean Rank Sum Rank Zvalue | Significance
Medication 15 | 852 99.00 2.921 .003
Play therapy 15 | 3.00 6.00

Table (4-3) showed that children who came to mental health clinic for treatment having

PTSD symptoms with a mean rank score (8.25) for medication group and mean rank score (3.00)

for play therapy group from parents. Mann-Whitney test showed that there are statistical

significant differences between both groups (medication & play therapy ) as a result showed

that asymp. Sig=(0.003), and that mean medication group’s families found that there children

have more symptoms.

4.14. Data entry and analysis:

The researcher completes entering all 30 packages of questionnaires using SPSS version

under supervision of academic ¢ supervisors.

Steps of data entry consist of;

e Reviewing the field questionnaires.

e Coding questionnaires.

e |dentify data entry model
e ldentifying variables.

e Coding variables.

e Cleaning data.

e Running frequency tables for study variables.

e Running descriptive statistics.

e Running Mann Whittney test.

4.15. Difficulties that faced the researcher

e Hard and unstable political situation especially after war on Gaza.

e Lack of experience about psychosocial interventions among staff who are working in the

mental field.
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e Poor preparation of the place for psychological interventions due to poor economical

status among governmental hospitals.
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Chapter 5
Results and Discussion

5.1 Introduction:

In this chapter the researcher presented and discussed the results of the statistical
analysis of the data, including a descriptive analysis for demographic variables. In
addition, the relationship between service provided and therapeutic interventions that
given for the child were presented. Finally the researcher discussed the results in the
light of study literature review, conceptual framework, researcher point of view, and

results in Palestinian context..

5.2 Descriptive analysis for the study variables:

5.2.1.1 Demographic Characteristics
The following graphics describe the main socioeconomic and demographic
characteristics of the study participants which consist of 30 subjects. The variables
include: age, sex, parent's education, and occupation , salary, place and type of living

area.

5.2.1.2 Child Age

The high percentage of children age was in a group their age up to 10 years old
with the percentage of 60%, then age group less than 10y with percentage of 40%
among children who are using play therapy as shown in figure (5.1), while (100%) of
the children who are using medication above 10 years old.

O more then 10
ylo

B Less then 10
ylo

73



Figure (5-1): Distribution of the study population by age for play therapy group
5.2.1.3 Gender of child
The highest percentage of PTSD children in this study was female with percent 53.3%,
while male percentage 46.7% for group who are using play therapy as shown in figure

(5.2)

OFemal
B Male

Figure (5-2): Distribution of the study population by gender (play therapy group)

The highest percentage of PTSD children in this study was for male with percent 60%,

while female percentage 40% for group who are using medication as shown in figure

(5.3).

OMale
B Female

Figure (5-3): Distribution of the study population by gender (medication group).

5.2.1.4  Mother's education level,
With regard to child’s mother education level, results showed that most of the
children’s mothers were at the preparatory level and secondary level equally with
(33.3%) for both, after that non educated mothers come with (26.7%), and then come
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those with university level (6.7%) for a group of children who are treated by play therapy

as in figure (5-4).
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Figure (5-4): Distribution of the study population by mother's education (play therapy
group)

Regarding to the group who used medication, researcher found that (53.7%) of
mothers are non educated, while (20%) finished preparatory school, (26.7%) reach to

secondary level, and no one continued university education as shown in figure (5-5).

non educated preparatory secondary universty

Figure (5-5): Distribution of the study population by mother's education (medication

group)
52.1.5 Father's Education level;

Regarding to the group who used play therapy, researcher found that (40%) of

fathers reach to secondary level, while (33%) finished preparatory school, (20%) are non

75



educated, and the lowest level among university level, which reach to (6.7%) as shown in
figure (5-6).
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non educated preparotry secondary universty

Figure (5-6): Distribution of the study population by father's education (play
therapy group).

With regard to child’s father education level, results showed that most of the
children’s father who are using medication were non educated (40%), then come those
with secondary level (26.7%), (20%) with preparatory level, while the lowest percentage

were those who had a university certificate 13.3% as in figure (5-7).
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Figure (5-7): Distribution of the study population by father's education (medication
group).

52.1.6 Mother’s employment status;

The highest percentage with regard to mothers employment status showed that

mothers were not employed with percentage (93.3%) for children who are treated by play
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therapy as shown in figure (5.8). (100%) of mothers are unemployment among children

who are using medication.

a

Oemployeed
Enon employeed

e

Figure (5-8): Distribution of the study population by mother's employment (play

therapy group).

52.1.7  Father’s employment status;
(80%) of fathers are working, while (20%) are not working among children who are
using play therapy as shown in figure (5-9).

OEmployeed
B non employeed

Figure (5-9): Distribution of the study population by father's employment (play therapy
group).

Results show that 60 % of fathers working, while 40% are not working among
children who used medication as shown in figure (5-10).

Oemployeed
B non employeed
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Figure (5-10): Distribution of the study population by father's employment

(medication group).

5.2.1.8 Socioeconomic status;
The highest percentage of children in this study was children with low
socioeconomic status with percent 80% among children who are using play therapy, see
figure (5-11).

| Olow socioeconomical

status
B good socioeconomical

| | status

Figure (5-11): Distribution of the study population by socioeconomic status (play therapy
group).

While the highest percentage of children in this study was children with low
socioeconomic status with percent 73.3% among children who are using medication, see

figure (5-12).

e

Olow socioeconomical status

B good socioecononmical
status

e
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Figure (5-12): Distribution of the study population by socioeconomic status

(medication group).

52.1.9 Governorate:
The most of the study participants were from north area with percentage of 66.7,
then Khanyouns and Rafah with percentage of 13.3, and the less one is Gaza with

percentage 6.7% for groups who are using play therapy, see figure (5-13).

80 1

60 1

40 -

201

North Khanyouns Rafah Gaza

Figure (5-13): Distribution of the study population by governorate (play therapy).
While the most of the study participants were from the north area with percentage of

53.3%, then comes Gaza with percentage of 40%, and 6.7% for Kanyouns among

children who are taking medication, see figure (5-14).

79



North Gaza Khanyouns

Figure (5-14): Distribution of the study population by governorate (medication
group).
5.3 Results and interpretations:

5.3.1 Result of the first research questions:

First Question: What are the types of psychological interventions that
were used with children in the mental health clinic in Ministry of
Health?

Gaza war affected children severely; mental health clinic (MOH) received around 325
cases of traumatic children after war, 148 diagnosed as PTSD and the remaining numbers
diagnosed with different types of psychological disorders. 100 children received different
types of psychotherapeutic interventions, 30 of them were between 6-14 years old who

treated either by play therapy or medication.

Focus group results with community mental health workers in addition to checking
files for children who complaining of PTSD in mental health clinic- ministry of health,
and between the periods of April till October, researcher showed the following;

Table (5-1): Types of psychotherapeutic interventions used MOH clinic

Types of psychotherapy Age Frequencies | Percentage
Cognitive behavioral 12-18 26 40%
Play therapy 6-16 17 26.1%
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Medication 12-18 17 26.1%
Family therapy 6-18 5 7.8%
Total 6-18 65 100%

The previous table showed that the most type used is cognitive Behavioral therapy
with 40% in mental health clinic, Ministry of health, which also used by (Yule, 2006) in

his research and showed the effectiveness of using CBT among traumatized patients.

Play therapy & medication are the second techniques that used with the same percent
26.1%, (Stosky, 2006), (Wethington, 2008), ((Ritchie, 2010), (Cohean, 2002), & (Jaudith,
2001) showed the effectiveness of using both medication & play therapy among
depressed patients and after exposing to traumatic experience. Less percent are 7.8%
among family therapy, and no studies showed the effectiveness or evaluation of family
therapy.

(Thabet, 2003), (Young & Parr, 2003), (Mayou, 2003), (Thabet, 2005), (Gupta, &
Zimmer, 2008) preferred to use short debriefing sessions instead of using a techniques

with traumatized children.
5.3.1.1 Interpretation the result for the first question;

Researcher found that there are four types of psychotherapeutic interventions used
and explained as it used in mental health clinic- Ministry of health. Collected data from
community mental health workers showed that cognitive behavioral therapy is still not

used as it should be used.

Cognitive-behavioral therapy for PTSD and trauma involves carefully and
gradually “exposing” child to thoughts, feelings, and situations that remind him/her of the
trauma. Therapy also involves identifying upsetting thoughts about the traumatic event,
particularly thoughts that are distorted and irrational, and replacing them with more
balanced picture. (Dohounus, 1988) said that Cognitive Behavioral therapy is one of the
few forms of psychotherapy that has been scientifically tested and found to be effective in

for many different disorders. In contrast to other forms of psychotherapy, cognitive
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behavioral therapy is usually more focused on the present, more time-limited, and more
problem-solving oriented. Indeed, much of what the patient does is solve current
problems. In addition, patients learn specific skills that they can use for the rest of their
lives. These skills involve identifying distorted thinking, modifying beliefs, relating to
others in different ways, and changing behaviors (Donohue, 1998). This result is
congruous with (Yule, 2006) result, which showed the effectiveness of using CBT among
traumatized patients.

Cognitive behavioral therapy is one of the difficult techniques to be used among
community mental health workers especially in Gaza, and that due to many reasons ;
First: staff in Gaza are not trained well to use cognitive behavioral therapy for PTSD
patients as it supposed to be. Second: there is less professionals in this field, which can
affect training process. Third; political situation in Gaza is very difficult due to the
closure of border since 4 years, which make traveling in and out Gaza very difficult
which affect staff capacity building, Finally to use cognitive behavioral therapy
professionals need to have right diagnosis among PTSD patients.

Researcher has found that exposure techniques were used in clinic mostly under
the name of cognitive behavioral therapy.

Play Therapy usually is used when children can't express their inner feeling only
through playing. Community mental health workers used many types of play therapy
depending on child age. Play Therapy is a specific counseling approach in which games,
toys and mediums such as clay, drawings and paint are used to help a child or adolescent
to express their emotions, thoughts, wishes and needs. It helps them to understand
muddled feelings and upsetting events that they have not had the chance or the skills to
sort out properly. Rather than having to explain what is troubling them, as adult therapy
usually expects, children use play to communicate at their own level and at their own
pace, without feeling interrogated or threatened (Livingston, 2000).

Medication is sometimes prescribed to people with PTSD to relieve secondary
symptoms of depression or anxiety, but it does not treat the causes of PTSD, as showed
by (Stosky, 2006) when he used medication for depressed patients after having traumatic
experience. Most used medication in mental health clinic- Ministry of health is elatrol

with anti hypnotic drugs.
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Play therapy with medication used equally for children with respect to age in
ministry of health; as we found that regarding to medication, it used for children who are
more then 12 years old while play therapy used mainly for children who are less then 16
years old.

Family therapy is the least one used due to shortage in community workers in
Gaza. Since PTSD affects both child and those who close to him/her, family therapy can
be especially productive. Family therapy can help family members understand what child
going through. It can also help everyone in the family communicate better and work
through relationship problems; unfortunately, researcher could not found any research

about using or evaluating family therapy.

5.3.2 Result of the second question;

Second Question: To what extent the psychological interventions that
were provided for children in mental health clinic of Ministry of Health

were effective?

To answer the question, the researcher evaluated cases after using two different
methods in treatment for the total PTSD scores and SDQ. Several hypotheses were
tested.

Hypothesis one: There are no statistical significant differences in PTSD total score

between medication and play therapy group after treatment.

Table (5-2): PTSD total score statistics for both groups (medication & play therapy) after
treatment (Mann-Whitney) test.

After treatment (PTSD) N Mean Rank Sum Rank Z value Significance
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Medication 15 | 17.27 259.00

Play therapy 15 |13.73 206.00 -1.104 0.270

Previous table showed that children who came to mental health clinic and
received medication improved and that by decreasing symptoms of PTSD as mean rank
score 17.27 for a grade of PTSD questionnaires , and improved also with play therapy as
mean rank score 13.73 .

Mann-Whitney showed that no statistical significant differences between both
groups (medication & play therapy). Null hypothesis is not rejected. Results showed that
assumption sig = 0.270, and that mean both groups benefited from the treatment in the
same manner and no difference between play therapy and medication group.

Researcher showed the effectiveness of using medication for traumatized children
for reliving their symptoms, which was congruent with (Stosky, 2006) research when he
wrote about the effectiveness of using medication for patients. (Wethington, 2008) In his
study showed that people prefer to use non medical treatment more then pharmacological
one, and children improved more with play therapy then with pharmacological treatment.

(Thabet, 2003), (Young & Parr, 2003), (Mayou, 2003), (Yule, 2006), (Thabet,
2005), (Gupta, & Zimmer, 2008) showed the effectiveness of using different types of
psychotherapeutic interventions among traumatized children

(Thabet, 2003) result come incongruent with researcher results as he showed that
there is no effectiveness of using extracurricular activities among schools children in
Gaza.

The researcher's result is consist of the result of research studies for (Armen & others,
2003), (Young & Parr, 2003), (Mayou, 2003), (Yule, 2006), (Goenjian & others, 2005),
(Thabet, 2005)& ( Gupta & Zimmer, 2008), (Thabet, 2008) all of them reported that there
was statistical significant between different types of psychotherapeutic interventions and
decrease symptoms of PTSD among different age groups, especially children. Play therapy
group and medication group improved, but play therapy group improved more.

The researcher interpreted this data using descriptive statistics with Mann-
Whitney test after receiving both medication and play therapy treatment, so no statistical
significant for both groups.
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Hypothesis two: There are no statistical significant differences in SDQ in medication

group before and after treatment

To answer this question researcher used Wilcoxon test as showed in the following
table;
Table (5-3): SDQ score statistics for medication group before & after treatment

(Wilcoxon) test.

Dimension N Mean | Sum of | Zvalue Significance
Rank | Ranks
1. General | Negative | 9a 7.61 68.50 -1.006a |.314
Difficulties Ranks
Positive 5b
Ranks
Ties 1c 7.30 | 36.50
Total 15
2. Social Balance | Negative | 4a 6.62 26.50 -1.342a | .180
Ranks
Positive 9b
Ranks
Ties 2¢ 7.17 64.50
Total 15
3. Hyperactivity | Negative | 5a 5.50 27.50 .000a 1.000
balance Ranks
Positive 5b
Ranks
Ties 5c 5.50 27.50
Total 15
4. Emotional | Negative | 9a 7.89 71.00 -1.790a |.073
symptoms Ranks
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balance Positive 4b

Ranks

Ties 2c 5.00 |20.00

Total 15
5. Behavioral | Negative | 6a 6.00 36.00 -.878a .380
problem balance | Ranks

Positive 4b

Ranks

Ties 5c 4.75 19.00

Total 15
6. Friends | Negative | 7a 6.71 47.00 -.109a 913
problems balance | Ranks

Positive 6b

Ranks

Ties 2c 7.33 44.00

Total 15

Children who came to mental health clinic and received medication did not
improved as mean rank score 7.61 before treatment and mean rank score 7.30 after
treatment from family perspective. Wilcoxon results showed that there are no statistical
significant differences between SDQ pre-test total score & SDQ post-test total score in
medication group. Null hypothesis is rejected. Results showed that asymp. Sig= (0.314)
and that mean, families who received medication for their children are not satisfied with
treatment, and seeing that there children did not improved.

Wilcoxon results showed that there are statistical significant differences
between SDQ pre-test score & SDQ post-test score for emotional balance in medication
group. Results showed that asymp. Sig= (0.073) ,which mean families felt that Emotional
balance for there children improved after receiving medications as mean rank 7.89 before

treatment and 5.00 after treatment.
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(Jaudith, 2001) examined pharmacological and psychological treatment, he found
that both groups improved from tow interventions, but they are improved from
psychotherapeutic interventions more then that of pharmacological interventions.

(Stosky, 2006) wrote about the effectiveness of pharmacological therapy in
treating depression and PTSD cases among patients. (Thabet & others, 2008) in his study
showed that students improved after using psychotherapeutic interventions, while parents
said that their children still have some behavioral problems . Researcher found the same
result with parents, especially when they said that (Our children did not improved with
medication).

All researcher results come with research result, as pharmacological treatment is
effective, but not from family perspective, people in Gaza don’t like to use medication

and they prefer non pharmacological interventions.

Hypothesis three: There are no statistical significant differences in PTSD total score in

medication group before and after treatment.

To answer this question researcher used Wilcoxon test as showed in the following
table;
Table (5-4) PTSD total score statistics for both medication group before and after
treatment (Wilcoxon) test.

Medication (PTSD), Before & After | N Mean Sum Rank | Z value Significance
treatment Rank

Negative 12 | 8.25 99.00

Positive 2 [300 [6.00 2921 0.003
Ties 1

Total 15

Children who came to mental health clinic and received medication improved as
mean rank score 8.25 before treatment and mean rank score 3.00 after treatment using
PTSD questionnaires. Wilcoxon results showed that there are statistical significant

differences between PTSD pre-test total score & PTSD post-test total score in
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medication group. Results showed that asymp. Sig= (0.003). Researcher showed the
effectiveness of using medication for traumatized children for reliving their symptoms,
which was congruent with (Wethington, 2008) discussed the effectiveness of using
medication for traumatized children, which was consistent with researcher result, that
children improved after using medication from mental health worker perspective.
(Stosky, 2006) when he wrote about the positive effect of using medication for patients,
and that mean child improved after taking the medication.

The researcher interpreted this data using descriptive statistics with wilcoxon test
after receiving medication, and found that families felt that their children still having the
symptoms of PTSD in the medication group. (Thabet & others, 2008) in his study showed
that students improved after using psychotherapeutic interventions, while parents said
that there children still have some behavioral problems . Researcher found the same result
with parents, especially for medication group, which mean that they less satisfied with

treatment.

Hypothesis four: There are no statistical significant differences in SDQ total score between

medication and play therapy group after treatment

Table (5-5): SDQ total score statistics for both groups (medication & play therapy) after
treatment (Mann-Whitney) test.

Dimension N | Mean Rank | Sum of | Zvalue | Significance
Ranks

1.  General | Medication 15 |10.23 168.50 -2.662 | .007

Difficulties

Play therapy | 15
19.77 296.50
2. Social | Medication 15 | 11.10 160.00 -1.611 | 0.005

Balance
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Play therapy | 15 | 18.90 280.00
3. Medication 15 | 13.37 200.50 -1.333 | 0.183
Hyperactivity
balance Play therapy | 15 | 16.63 264.50
4. Emotional | Medication 15 |15.00 275 .000 1.000
symptoms
balance

Play therapy | 15 | 15.00 275
5. Behavioral | Medication 15 | 135 200.00 -0.659 | 0.400
problem
SELEMEE Play therapy | 15 | 16.50 257.00
6. Friends | Medication 15 [9.50 160.50 -1.342a | .006
problems
balance

Play therapy | 15

20.50 301.00

Previous table showed that children who came to mental health clinic and

received medication did not improved from family perspective as mean rank score

(11.23) for a grade of SDQ questionnaires , and children who received play therapy

improved from family perspective as mean rank score (19.77) .

Mann-Whitney showed that there are statistical significant differences between

both groups (medication & play therapy). Results showed that asymp. Sig = (0.007).
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Mann-Whitney showed also that there are statistical significant differences
between both groups (medication & play therapy) for social balance and friends problem
balance with asymp sig = (0.005) & (0.006) for tow dimensions. Results showed that
asymp. Sig = (0.007).

(Wethington, 2008) & (Ritchie, 2010) examined different types of
psychotherapeutic interventions and talk about the effectiveness of psychotherapeutic
interventions (especially; play therapy). ). Study of (Cohean, 2002 ) was incongruent with
researcher study, as he talk about the ineffectiveness of play therapy.

(Stosky, 2006) showed the effectiveness of using the medication, while (Thabet & others,
2008) in his study showed that students improved after using psychotherapeutic
interventions, while parents said that there children still have some behavioral problems .
Researcher found the same result with parents as they are not satisfied with
pharmacological treatment.

Researcher result was consistent with other researchers result, especially for (jaudith,
2001),who showed that patients with PTSD improved with play therapy and other
psychotherapeutic interventions more then that of pharmacological therapy, however
(Cohean, 2007) showed that play therapy is not effective like CBT. All in all this study
found that both medication and play therapy are effective, but play therapy is more

effective then pharmacological therapy from family perspective.

5.3.2.3 Evaluating cases of the play therapy group:

Hypothesis five: There are no statistical significant differences in PTSD total score in play
therapy group before and after treatment.

To answer this question researcher used Wilcoxon test as showed in the following
table;
Table (5-6) PTSD total score statistics for play therapy group before & after treatment

(Wilcoxon) test.

Play therapy (PTSD), Before & After | N Mean Sum Rank | Zvalue | Significance

treatment Rank
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Negative 11 8.59 94.50 -2.639 | 0.008

Positive 3 3.50 10.50
Ties 1
Total 15

Children who came to mental health clinic and received play therapy improved as
mean rank score 8.59 before treatment and mean rank score 3.50 after treatment using
PTSD questionnaires. Wilcoxon results showed that there are statistical significant
differences between PTSD pre-test total score & PTSD post-test total score in play
therapy group. Results showed that asymp. Sig = (0.008). Researcher showed the
effectiveness of using play therapy for traumatized children for decreasing their
symptoms, which was congruent with (Thabet, 2003), (Young & Parr, 2003), (Mayou,
2003), (Yule, 2006), (Thabet, 2005), (Gupta, & Zimmer, 2008) who showed the
effectiveness of using different types of psychotherapeutic interventions among

traumatized children

Hypothesis six: There are no statistical significant differences in SDQ total score in play
therapy group before and after treatment
To answer this question researcher used Wilcoxon test as showed in the following
table;
Table (5-7) SDQ total score statistics for play therapy group before & after treatment

(Wilcoxon) test.

Dimension N Mean Sum of | Zvalue Significance
Rank Ranks
1.  General | Negative %9a 7.31 65.50 -1.050a |.213

Difficulties Ranks
Positive Ranks | 5b
Ties 1c 7.30 36.50
Total 15
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2. Social | Negative 9a 7.25 89.00
Balance Ranks -1.921 0.003
Positive Ranks | 2b
Ties 1c 3.00 5.00
Total 15
3. Negative 6a 6.00 36.00 -.878a .380
Hyperactivity | Ranks
balance Positive Ranks | 4b
Ties 5c 4.75 19.00
Total 15
4. Emotional | Negative 9a 7.89 71.00 -1.790a | .073
symptoms Ranks
balance Positive Ranks | 4b
Ties 2¢ 5.00 20.00
Total 15
5. Behavioral | Negative 6a 7.08 42.50
problem Ranks -0.629 0.530
balance Positive Ranks | 8b
Ties 1c 7.81 62.50
Total 15
6. Friends | Negative 7a 7.00 60.00 -1.680a | .498
problems Ranks
balance Positive Ranks | 3b
Ties 1c 8.00 40.00
Total 15

Children who came to mental health clinic and received play therapy improved as

mean rank score 7.30 before treatment and mean rank score 7.31 after treatment from
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family perspective using SDQ questionnaires. Wilcoxon results showed that there are no
statistical significant differences between SDQ pre-test total score & SDQ post-test
total score in play therapy group. Results showed that asymp. Sig= (0.213).

Table showed that there is statistical significant in social balance, and emotional
symptoms balance which improved after treatment among children who are receiving
play therapy from families perspective as asymp significance = (0.03) for social balance
and (0.073) for emotional symptoms balance.

This result was different then others because it showed that there is no differences
in traumatic symptoms before and after treatment from family perspective, and we can
found that families who received play therapy was satisfied with their children situation
before treatment, and bring them to the clinic for few symptoms. Researcher could not
found other researches which support the same result.

(Ritchie, 2010) talk about the ineffectiveness of play therapy for traumatic children and
found that CBT is more effective, while other researchers like (Wethington, 2008),
(Cohean, 2002) & (Jaudith, 2001) talk about the effectiveness of play therapy.

5.3.2.4 Interpretation the result for evaluating cases between groups

The researcher's result is consist of the result of research studies for (Armen & others,
2003), (Young & Parr, 2003), (Mayou, 2003), (Yule, 2006), (Goenjian & others, 2005),
(Thabet, 2005)& ( Gupta & Zimmer, 2008), (Thabet, 2008) all of them reported that there
was statistical significant between different types of psychotherapeutic interventions and
decrease symptoms of PTSD among different age groups, especially children.

(Wethington, 2008) & (Ritchie, 2010) examined different types of
psychotherapeutic interventions and talk about the effectiveness of psychotherapeutic
interventions (especially; play therapy). ). Study of (Cohean, 2002 ) wascongruent with
researcher study, as he talk about the ineffectiveness of play therapy.

(Stosky, 2006) showed the effectiveness of using the medication.
Researcher result was consistent with other researchers result, especially for (jaudith,

2001),who showed that patients with PTSD improved with play therapy and other
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psychotherapeutic interventions more then that of pharmacological therapy, however
(Cohean, 2007) showed that play therapy is not effective like CBT. All in all this study found
that both medication and play therapy are effective, but play therapy is more effective then
pharmacological therapy

The researcher interpreted this data using descriptive statistics with Mann-
Whitney test and wilcoxon after receiving both medication and play therapy treatment,
and found that families felt that their children still having the symptoms of PTSD in the
medication group, and they need more intervention, while families who are using play
therapy for their children are more satisfied before and after treatment. (Thabet & others,
2008) in his study showed that students improved after using psychotherapeutic
interventions, while parents said that there children still have some behavioral problems .
Researcher found the same result with parents, especially for medication group, which

mean that they less satisfied with treatment

5.3.3 Result of the third question

Third Question: To what extent parents were satisfied with

psychological interventions that provided for their children after crisis.

To answer this question, the researcher studied services in mental health clinic-
ministry of health in Gaza from parents’ perspectives. Mann- Whitney test was used
after dividing provided services to six domains, for both families who are using

medication and families who are using play therapy for their children.
5.3.3.1 First domain: General satisfaction for parents;

Hypothesis seven: There are no statistical significant in parents’ general

satisfaction total score between medication and play therapy group.

Table (5-8): General satisfaction total score statistics for both groups (medication & play
therapy) (Mann-Whitney) test.
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General satisfaction N Mean Rank | Sum Rank | Z value | Significance

Medication 15 14.33 215.00 20.729 | 0.466

Play therapy 15 16.67 250.00

Previous table showed that children who came to mental health clinic and
received treatment from both groups (medication & play therapy) are satisfied with
service from family perspective as mean rank score (14.33) for medication group and
mean rank sore (16.67) for play therapy group.

Mann-Whitney showed that no statistical significant differences between both
groups (medication & play therapy). Null hypothesis is not rejected. Results showed that
asymp. Sig=(0.466), and that mean both groups are satisfied with the services and no
difference between them. Research studies for (Armen & others, 2003), (Young & Parr,
2003), (Mayou, 2003), (Yule, 2006), (Goenjian & others, 2005), (Thabet, 2005)& ( Gupta
& Zimmer, 2008), (Thabet, 2008) showed that children benefit from psychotherapeutic

intervention which is one of the main important points of the service.

5.3.3.2 Second Domain: Satisfaction of the performance among community mental

health clinic.

Hypothesis eight: There are no statistical significant in satisfaction performance
among community mental health worker total score between medication and play
therapy group.

Table (5-9): Performance total score statistics for both groups (medication & play

therapy) (Mann-Whitney) test.

Performance N Mean Rank | Sum Rank | Zvalue | Significance
Medication 15 14.27 214.00 -0.768 0.461
Play therapy 15 16.73 251.00

Previous table showed that children who came to mental health clinic and

received treatment from both groups (medication & play therapy) are satisfied with
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performance among community mental health worker as mean rank score 14.27 for
medication group and mean rank sore 16.73 for play therapy group.

Mann-Whitney showed that no statistical significant differences between both
groups (medication & play therapy). Null hypothesis is not rejected. Results showed that
asymp. Sig = (0.461), and that mean both groups are satisfied with community health
workers performance. (Shalah, 2008) study showed that families for Down syndrome

children are satisfied with worker performance for the workers.

5.3.3.3 Third Domain: Satisfaction with Benefits from psychotherapy:

Hypothesis nine: There are no statistical significant in benefits from psychotherapy
total score between medication and play therapy group.

Table (5-10): Psychotherapy total score statistics for both groups (medication & play
therapy) (Mann-Whitney) test.

Psychotherapy N Mean Sum Rank Zvalue | Significance
Rank

Medication 15 13.37 200.50 -1.333 | 0.183

Play therapy 15 17.63 264.50

Previous table showed that children who came to mental health clinic and
received treatment from both groups (medication & play therapy) are satisfied with
psychotherapeutic intervention as mean rank score (13.37) for medication group and
mean rank sore (17.963) for play therapy group.

Mann-Whitney showed that no statistical significant differences between both
groups (medication & play therapy). Null hypothesis is not rejected. Results showed that
asymp. Sig=(0.183), and that mean both groups are satisfied with the psychotherapeutic
interventions and no difference between them. Research studies for (Armen & others,
2003), (Young & Parr, 2003), (Mayou, 2003), (Yule, 2006), (Goenjian & others, 2005),
(Thabet, 2005)& ( Gupta & Zimmer, 2008), (Thabet, 2008) showed that children benefit
from psychotherapeutic intervention which is one of the main important points of the

service.
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5.3.3.4 Forth Domain: Satisfaction with hospital services:

Hypothesis ten: There are no statistical significant in satisfaction in hospital services
total score between medication and play therapy group.
Table (5-11): Hospital services total score statistics for both groups (medication & play

therapy) (Mann-Whitney) test.

Hospital services N Mean Rank | Sum Rank Z value | Significance
Medication 15 | 11.13 167.00 -2.721 0,006
Play therapy 15 | 19.87 298.00

Previous table showed that children who came to mental health clinic and
received treatment from both groups (medication & play therapy) are satisfied with
service from family perspective as mean rank score (11.13) for medication group and
mean rank sore (19.87) for play therapy group.

Mann-Whitney showed that there are statistical significant differences between
both groups (medication & play therapy). Results showed that asymp. Sig=(0.006) |,
Table showed that play therapy group are more satisfied with hospital services then that
of medication group, which come congruent with researcher outcome in this study
(Family for medication group not satisfied with treatment , while play therapy group
satisfied more), and it comes congruent also with (Thabet & others, 2008) study which
showed that students improved after using psychotherapeutic interventions, while parents

said that there children still have some behavioral problems . .

5.3.3.5 Fifth Domain: Satisfaction with Psychotherapeutic guidance:

Hypothesis eleven: There are no statistical significant in satisfaction with

psychotherapeutic guidance total score between medication and play therapy group.

Table (5-12): Psychotherapeutic guidance total score statistics for both groups

(medication & play therapy) (Mann-Whitney) test.
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After treatment (PTSD) N Mean SumRank | Zvalue | Significance
Rank

Medication 15 13.37 | 20050 -1.333 [ 0.183

Play therapy 15 17.63 | 264.50

Previous table showed that children who came to mental health clinic and

received treatment from both groups (medication & play therapy) are satisfied with

psychotherapeutic guidance as mean rank score 13.37 for medication group and mean

rank sore 17.63 for play therapy group.

Mann-Whitney showed that no statistical significant differences between both

groups (medication & play therapy). Null hypothesis is not rejected. Results showed that

asymp. Sig=(0.183), and that mean both groups are satisfied with psychotherapeutic
guidance. Research studies for (Armen & others, 2003), (Young & Parr, 2003), (Mayou,
2003), (Yule, 2006), (Goenjian & others, 2005), (Thabet, 2005)& ( Gupta & Zimmer,
2008), (Thabet, 2008) showed that children benefit from psychotherapeutic guidance

which is one of the main important points of the service.

5.3.3.6 Sixth domain: Satisfaction with Place of service;

Hypothesis twelve: There are no statistical significant in satisfaction with place of

service total score between medication and play therapy group.

Table (5-13): Place of service total score statistics for both groups (medication & play

therapy) (Mann-Whitney) test.

After treatment (PTSD) | N Mean Sum Rank | Mean | Std. Zvalue | Significance
Rank Deviation

Medication 15 | 14.77 221.50 -0.460 | 0.653

Play therapy 15 | 16.32 | 243.50

Previous table showed that children who came to mental health clinic and

received treatment from both groups (medication & play therapy) are satisfied with place
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of hospital as mean rank score 14.77 for medication group and mean rank sore 16.32 for
play therapy group.

Mann-Whitney showed that no statistical significant differences between both
groups (medication & play therapy). Null hypothesis is not rejected. Results showed that
asymp Sig=(0.653) , and that mean both groups are satisfied with place of service.
(Shalah, 2008) study showed that families for Down syndrome children are satisfied with

services as a whole.

5.3.4 Interpretation the result of the fourth question;

As a general to all domains, there was a high percent of families who benefited
from different types of services in mental health clinic- Ministry of health study results
assured the result when most of the participant said “that our children benefited too much

from mental health clinic in Gaza”.

Most families were satisfied with different types of services that provided by clinic
specifically psychotherapeutic interventions. This result come congruous with the study
result of (Thabet, 2008), as he found that students benefited from psychotherapeutic
interventions. The researcher's result is consist with result of the research studies for
(Armen & others, 2003), (Young & Parr, 2003), (Mayou, 2003), (Yule, 2006), (Goenjian
& others, 2005), (Thabet, 2005)& ( Gupta & Zimmer, 2008) all of them reported that
there was statistical significant between different types of psychotherapeutic
interventions and decrease symptoms of PTSD among different age groups, especially
children. The result of this study was congruous with the result of the researcher study
after finding that the families satisfied with all services, except the hospital service, as it
mentioned in (Shalah, 2008) study. In other hand, researcher found that play therapy
group is more satisfied then medication group regarding to the hospital service, and this

result not found in other researches.
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Chapter 6



Chapter 6
Recommendations and suggestions

6.1. Introduction;

In this chapter, the researcher recommend and suggests some recommendation that could

help the policy maker and service provider to improve services for traumatic children to

reach qualified level of services, and that deepened in the following results;

5. Cognitive behavioral therapy not used in professional and theoretical manner in mental
health clinic ministry of health.

6. Children who are using play therapy or medication are improved equally after treatment.

7. Play therapy group improved more then medication group from family perspective.

8. Play therapy group satisfied more then medication group with hospital services.

6.2. Recommendations;

After analysis the result of this study, the researcher recommended some points to
manager of Gaza mental health hospital in order to provide the best qualified service,
another recommendation is to manager of mental health sectors in order to take care of

this category of children in Gaza strip.

First- Recommendations to Gaza mental health Hospital;

1. Policy maker of hospital should be informed with the result of the study to make
decision regarding the negative aspects that need more development to improve
service.

2. Service provider should be integrated with highly graduated external training
skills program to improve their abilities and to keep updating with newly
challenges and skills.

3. According to the study result, most of families satisfied with services, but still
families are not satisfied with psychological interventions, which need more
improvement.

4. Try to motivate community health worker by increase and improve their role and

increase their training regarding to psychotherapy.
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5. Improve community working by increasing contact with children and their

families thought home visit.

© oo N >

Try to have consultant or specialist in play therapy as a treatment for children.
Use medication carefully with the children.
Improve and increase different types of psychotherapy in a ware zone areas.

Help in identifying and improving cognitive behavioral therapy.

Second- Recommendation to Managers of Mental health sectors;

1.

The researcher recommends to manager of mental health sector to study and
discuss the availability to increase training in children psychotherapy.

The researcher recommends increasing cooperation between governmental
and nongovernmental organization to highlight the quality for caring for
PTSD cases among children.

The researcher recommends increasing the awareness of people regarding to
the service and involving them in psychotherapeutic interventions for their

children.

Suggestions;

The researcher found this category of children needs to make more suggested

research study as the following;

1.

The researcher suggests conducting a research study to compare between all
types of psychological interventions that used to improve quality of care in
Mental Health Clinic- Ministry of Health.

The researcher suggests conducting a research study about psychological
interventions that provided for children in Palestinian context.

The researcher suggest conducting a study to evaluate the way of conducting
psychotherapeutic sessions in Palestinian context..

The researcher suggests conducting a longitudinal study to evaluate the cases
of PTSD for long time and to see best interventions in such cases.

The research suggests conducting a study to perceive service provider

perceptions about the services in Mental Health Clinic-Ministry of Health.

102



10.

The researcher suggests conducting a study to measure the satisfaction of
community mental health worker and it is effectiveness on the quality of
services provided for mental illness patients.

The researcher suggests conducting a research to evaluate the psychological
interventions in all mental health clinics that provided a care for patients in
Gaza.

The researcher suggests conducting a study about family perspective with
psychological interventions, and how to improve it.

The researcher suggests conduct a study about side effects of medication that
given for children.

The researcher suggests conducting a study about criteria that should be used
in mental health clinic to select best psychological intervention for a child
with PTSD.
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Annex 8

SDQ for Psychological problem among children- For parents 4-16 years
Child Name: ----------------- Sex: Boy---------- Girl---------- Age------------

Dear Mother/ Dear Father

In front of you there are many behaviors that appear on your child, after every answer
you can find three columns (No, Some times, Yes) in the previous six months, If you
think that your child has the following behaviors check in the box that has No. If some
behaviors appear in small manner put some times. If child has the following behaviors
put right.

Items No Some | Yes
time

1. Care about the feelings of others

2. Cant stay in one place, jump from place to other, has a lot of
movement

3. Complaints of headache, stomach pain, and sickness

4. Share other children with plays, and school activities

5. Complaints of nervousness, a lot of shouts , with angry
movement

6. Isolated and like to play alone

7. Obey order and do what adult asking him

8. Has a lot of problem and appear anxious

9. Help others if they have problems

10. easily to be boring and nervous always

11. Has at least one friend

12. Usually has a fight and problems with others

13. Usually unhappy and appear tearfulness

14. Other children like him

15. It easy to attract his attention and has low concentration

16. Nervous and depend on other if there is any new idea, and
doesn’t trust him self

17. Like Small children

18. Usually lying and cheating

19. Mocks and fun brain by others

20. Always help others like parents, teachers, and friends

21. Think a lot before doing anything

22. Steal from home, school, or other place

23. Deal more with adults then with other children

24. 1t easy to make him anxious and has anxious feeling always

25. Do all of his homework and has good concentration
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Annex 9
Dear DR./----=--=-==m-mmmmm oo
May God’s peace and mercy be upon you,,,

Subiject: The guestionnaire of the Evaluation of Selected therapeutic interventions

Implemented in the mental health clinic of the Palestinian Ministry of Health for

Gaza children after Crisis.

Referring to the above subject, I am glad to put in your hands the questionnaires
entitled,;

e Evaluation of Selected therapeutic interventions implemented in the
mental health clinic of the Palestinian Ministry of Health for Gaza
children after Crisis.

e SDQ

e PTSD Questionnaires

e Socio demographic questionnaires

The mentioned questionnaires, which are attached to this letter, is the tool used by the
researcher in preparing for the Master’s degree in the department of Community Mental
Health in Islamic University/ College of Education , which is entitled “ Evaluation of
Selected therapeutic interventions Implemented in the mental health clinic of the
Palestinian Ministry of Health for Gaza children after Crisis”, under supervision of
associate professor in the department of Psychology in the Islamic University, Dr. Sana
Abu Dagga.

The researcher used these questionnaires to be applied to a sample of the beneficiary of
mental health clinic in governmental hospital in Gaza.

Thus, I ask you kindly to give your opinion and guidance about this questionnaires
regarding: the phrases and paragraphs, language, and making all the suitable
amendments, or deleting certain words or paragraphs, which you believe need to be
modified or deleted.

I highly appreciated your cooperation, and hope to hear from you soon.

With my best regards.
Yours Sincerely,

Researcher: Rania Aiash
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Annex 10

Description of Questionnaires to Share in the Study

Dear Mother,

May God’s Peace and mercy be upon you.

| highly appreciate your sincere and honest participation in filling these questionnaires,
which is part of the study for obtaining a Master Degree in Community Mental Health
from Islamic University-Gaza.
The objective of this study is to evaluate the selected therapeutic interventions
Implemented in the mental health clinic of the Palestinian Ministry of Health for Gaza
children after Crisis. Your participation in this study will have a valuable role to learn
the effectiveness of psychotherapeutic interventions , as well as, the development of
policies and programs in the future plans of his society, noting that the participation in
this questionnaires is confidential and will not effect the service you receive from
society.

Researcher/ Rania Aiash
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Annex 11

Socio demographic Status Questioners

1. Age:.eveinninnnnnnnn.

2. Class:
Primary.....cccovvvviiinnnnnes Preparatory.................. Secondary.......ccoeuvennes

3. Sex:

City.oevvinennen. Camp.....ccovuvneeneee Village................

6. Number of brothers & SISters: c..coeeeeereeeeeeennees

7. Mother’s education........ceeveeeenneeeeenenens

8. Father’s education............ccccvneennnn.

9. Mother’s occupation
House wife............... Employee.................. Worker................
Other things..................

10. Father’s occupation
No work.....ccoevvnviennnnn. Employee................ Worker.....cccceeeenee
Maker......coceuveees Farmer............... Dealer............... others................

11. Family’s Salary
Less then 600 shekel................. From 601-1200 shekel............... From
1201-2500 shekel.....cccceeunneennnn.. From 2501-3000 shekel.............. More
then 3000 shekel

124



Annex 12

Evaluation of psychotherapeutic interventions and services that provided in mental

health clinic_ Ministry of Health for children in Gaza after crisis.

Statement

Strongly
disagree

Disagree

Don’t
Know

Agree

Strongly
Agree

First: General Satisfaction:

1. You are satisfied with the services
that received by your child in the
hospital.

2.1f my child need any treatment |
will return to the same hospital.

3. If you have the opportunity of
finding other options, you will
continuo your interaction with the
hospital.

4. You are satisfied with the way your
child is treated by psychotherapist.

5. You are satisfied with the
performance level of the
psychotherapist in the hospital.

6. You are satisfied with the time you
wait before receiving the treatment.

7. You feel that your child not
benefits from early interventions.

8. You are satisfied with the number
of psychotherapeutic sessions that
given for your child.

9. You are satisfied with the service
that provided to your child.

10. You are satisfied with the time
that psychotherapist spend it with
your child.

Second: Assessing the performance of the service providers in the program.

1. The workers present the remedial
plan that suits your child
(psychotherapy or medication).

2. All workers explain the plan’s
therapeutic options.

3. Psychotherapist discusses with you
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4. Workers are keeping that the
capabilities of your child will be
known to all.

5. Psychotherapist receive you and
your child with respect

6. Psychotherapist answer your
questions truthfully

7. Psychotherapist tell you about the
reason for selecting specific plan for
your child

8. Psychotherapist encourage you to
ask questions about every thing you
do not understand of the plan

9. Psychotherapist will be sure about
your interaction with team.

10. Psychotherapist give you the
opportunity at the appropriate time
and place to receive information.

11. Psychotherapist asks about your
point of view of the therapy provided.

12. Psychotherapist provides the right
atmosphere for you and your child
during receiving the service.

13. Psychotherapist is keen to meet
the needs of your child as she /he
progress in age.

14. Psychotherapist deal with me and
my child as a human more then as a
case.

15. | feel that psychotherapist have a
good way in dealing with us.

16. You do not feel the
confidentiality during the work with
your child.

17. You feel that psychotherapist has
enough formation about your child
status and his prognosis.

18. Psychotherapist respect family
emotion as they have a sick child.

19. You feel that the psychotherapist
respect you.
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20. Team takes care of me and my
child.

21. | feel that psychotherapist listen
to me carefully.

22. You feel that you suffer hardship
in order to obtain the services
required for your child.

23. Psychotherapist presents all
his/her efforts in helping you to
obtain service.

24. | feel that | have role in
implementing psychotherapeutic
plan.

25. | am satisfied in sharing.

Third: Benefits from psychotherapeutic service.

26. | am satisfied with
psychotherapeutic service that
provided for my children.

27. | have the ability to deal with my
child psychological problem in the
house.

28. | able to deal with some
psychological problem.

29. If my child need any advise or
help outside the hospital , I satisfied
with the one | got it inside my
hospital

30. Psychotherapeutic services in this
hospital is enough for my child

31. Psychotherapeutic team care to do
medical checkup if the case needed.

32. If my child needs transfer to a
specialist, I don’t find any problem
among this hospital.

33. I feel that my child psychological
status become more worse when |
came to this hospital

34. If my child needs any medication,
it will be available in the hospital.

Fourth: Benefits from hospital services.

35. | am satisfied with the number of |

127




home visit that the team provided it to
my child.

35. I benefit from the consultation
that given to my child in the hospital
regarding to his psychological status.

36. | am satisfied with the help that
provided from the hospital

37. | am satisfied with sessions and
workshop that given to us to improve
social status for the family.

38. | feel that sessions and workshop
that provided in hospital help me to
accept my child illness.

39. Psychotherapist care to visit my
child in home to follow his status.

40. If my child complaints from any
problem psychotherapist team is the
first one who visit him.

Fifth: Benefit from Psychological guidance

41. | feel that psychotherapist provide
me with all services that | need it to
my child

42. 1 see that psychotherapist
encourage me to ask about my child.

43. | feel that the psychological
guidance help me to deal with my
child honestly.

44. | feel that my child improve when
he got psychological support.

45. Psychological guidance help me
in decreasing my attention.

46. Psychological guidance help me
in adapting with my child problem.

Sixth: Ability to reach to service.

47. It easy to reach to the place of
service

48. Work time is good to me to reach
to them.

49. Appointment time is good to me
for follow up.

50. | am satisfied with transportation.
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Annex 13

Evaluation of PTSD

This is a list of some symptoms that appear on a client after having a trauma, Please, try
to think and concentrate on the difficult part when you fill this paper. Read the following
sentences carefully, Describe the situation by choosing the numbers from 0-3, which
describe clearly if the pervious traumatic experience effect you in the last tow weeks.

0= not happened, or at least once only.

1= Once a week or less.

2=2-4 times a week.

3= 5 times or more a week.

1 | Thoughts or views from traumatic
experience start and enter to your mind

2 | Night mars or terrors about traumatic
event.

3 | Feeling that it is happened now

4 | Feeling of events that remind the
person of traumatic experience (
unreality, angry, sadness, guilt feeling)

5 | Physiological response that remind
person with event (  sweating,
palpitation)

6 | Try to prevent thinking or talking about
the event, or feeling about it

7 | Prevent places, works, or people that
remind person with the event.

8 | Inability to remind an important part of
event

9 | Decrease sharing in many events

10 | Feel loneliness in your house.

11 | Loss feeling about sadness or love

12 | Hopelessness about the future (EX: no
work, inability to get married, or have
children, or have long life)

13 | Difficulty in sleeping process

14 | Not quite and nervous

15 | Difficulty in concentration ( decrease
concentration while talking, inability to
follow conversation in the television,
inability to remember what he or she
read)
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16

Sever doubt (Every things bad will
happened)

17

Hypervigellence ( As if some body

follow you)
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