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ABSTRACT

The current study investigated the psychological impacts of the Iraqi occupation
of Kuwait on Kuwaiti mothers and their children. The study was carried out on a random
sample of 151 mothers and 151 children. Tools used for the mothers’ data collection were
General Information and Stress questionnaire, SCL-90-R, PTSD and TABS, and for
children Rutter A2, Rutter B, and CBI scales.

Results indicated that mothers who gave birth in the peace or occupation periods
were found to have significantly higher stress level than those who gave birth after the
occupation. With respect to mothers’ psychological disorders, it was found that 57% had
PTSD (current or life time), while 18.5% had severe symptoms (SCL-90-R) and 51% had
a change in their attitudes and beliefs. Some of the children’s behavioural disorders are
related to their mothers’ stressful experiences and psychological suffering. Neurotic,
anti-social and problematic undifferentiated behaviour is evident in children born during
the occupation and liberation periods to mothers with high level of 'stress and
psychological disorders ac’cording to PTSD, SCL-90-R and TABS scales. Children born
during the occupation to mothers with high level of stress had significantly higher mean
scores on items of emotional, conduct and undifferentiated behavioural disorders. .

Children’s depression, hostility and anxiety levels are significantly related to
mothers’ PTSD and severe symptoms. Children born during the peace period to mothers
with PTSD showed significantly higher mean scores than those children born during the
same period to mothers without PTSD. Children born during the peace and occupation
periods to mothers with severe psychological symptoms (SCL-90-R), had a significantly
higher mean score in comparison to children born during the same period to mothers
without symptoms. Despite the fact that the study showed that there is a significant
relationship between some of the children's behavioural problems and their mothers’
psychological disorders, this relationship was not inevitable, and this result should be

pursued in further studies.
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INTRODUCTION

1. Background

Traumatic and stressful events have a great impact on physical and mental
health, and there has been considerable interest in these issues in recent years. Several
sources cause trauma and stress, such as: natural disasters (earthquakes, tornadoes and
floods), technological disasters (plane crashes, bursting of dams, collapse of buildings)
and man-made violence (wars, rape, child-abuse and domestic violence). These
traumatic events can have a direct and swift impact on the individual’s personality,
leaving psychic scars on the inner selves of both the direct victim and other family
members. There is a different new meaning pursuant to a traumatic event, whereby
the individual’s view of life, people and his future may undergo changes that may be
in contradiction with those around him, causing a deep feeling of solitude.

Post traumatic stress disorder (PTSD) is considered a serious consequence of
traumatic incidents that go beyond the ordinary or familiar life experience. It is a term
used to denote the stress response syndrome that follows the exposure to a traumatic
event. Besides PTSD, there are other psychiatric disturbances related to exposure to
stressful events such as depression, anxiety, and psychosomatic disorders.

In relation to gender differences several studies confirmed that women are
more influenced by traumatic events. According to Helzer et al., (1987) women had a
higher rate of PTSD than men. Diereiter (1996) indicated a gender difference between
the mean scores on depression and phobic anxiety (females were higher on both), on
éxamining and comparing a sample study of individuals who survived a single
incident trauma. Lobel et al., (1993); Klingman et al., (1993), and Swenson and

Klingman (1993) asserted that women report more emotion-focused responses and

16



higher levels of aﬁxiety under threat than men. A study was conducted by Al-
Hammad;i et al., (1993:2) on the Kuwaiti society, which indicated that the percentage
of PTSD in women is significantly higher than in men.

If women are more vulnerable to stress than men, it may be assumed that
pregnant women are even more vulnerable to the impact of traumatic and stressful
events. Rofe and Goldberg (1983) reported that pregnant women who lived in a.
stressful environment displayed a significantly higher blood pressure. Moreover, thé
high state of anxiety and the occurrence of stressful life events are both independent
factors related to abnormalities of pregnancy (Gorsuch and Key, 1974; Homér et al.,
1990; Mengel et al., 1991, and Dunkel-Schetter 1999).

Medical experimentation with animals provides us with clinical eQidence of
pathophysiological mechanisms by which stress in the pregnant mother reaches the
foetus and influences its development (Barbazanges et al., 1996). It has been
suggested that maternal anxiety causes the release of epinephrine resulting in the
reduction of bloed flow. This reduction leads to hypoxia, foetal bradycardia and
hypertension and a decrease in the oxygen content of the blood in the foetal femoral
artery of rhesus monkeys (Myers, 1975). However, in humans, it has been proved that
maternal stress during pregnancy has a negative impact on children’s physical health
(Mengel et al., 1991).

Several psychological studies have affirmed that maternal stress during the
pregnancy increased the risk of children’s behavioural problems (Meijer, 1985, Selten
et al., 1999). Maternal stress and mental health problems may continue to negatively
affect the mothers’ interaction within the family as well as her parenting role, which
causes children’s maladjustment. Banez and Compas (1990) found that children’s

behavioural problems were related to both their own daily stressful events as well as
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the daily hassles and psychological symptoms of their mothers.

The circumstances of war cause trauma, which occurs on a massive scale, and
our understanding of traumatic reaction has come from those who have survived
prolonged combat experience. War related trauma is usually severe, repeated and
prolonged; intrinsic to combat is risk of death and injury (Allen, 1995; p. 7). Several
studies have investigated the impact of World War II stressors on mental health. It>
was found that anxiety in parents was correlated with children’s behavioural problems
(Bodman, 1944) and the same findings were approved through several later studies
(Punamaki, 1986; Zahr, 1996). This idea is significant to the Kuwaiti society.

On 2 August 1990 when the Iraqi troops occupied Kuwait, the Kuwaitis not
only witnessed the destruction of their homeland, but also experienced threats and
stresses due to it. The infrastructure was destroyed, and life’s essential amenities and
utilities deteriorated; burglary, sabotage (houses, shops, health and educational
foundations, public utilities, general establishments and institutions), rape at gunpoint,
murder and torture, captivity and arrests, was the order of the daily life. These brutal
practices contributed to compulsory change of residence, coercive estrangement,
disunity, desperation and scattering of family members.

2. The Study Problem

After the liberation of Kuwait a number of studies investigated the stressful
events and psychological disorders due to the Iragi occupation. It will be shown in
Chapter Four, the Kuwaiti war studies revealed that the Iraqi occupation caused
threatening and stressful circumstances that generated various forms of psychological
disorders for Kuwaiti citizens, in general, and Kuwaiti women in particular.

This study will investigate the relationship between mothers’ stress and

psychological suffering and their children’s behavioural problems. If mothers were
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pregnant during the Iraqi occupation, they experienced the stress of pregnancy under
unhygienic, mal-nourishing conditions and in a stressful environment. The mothers’
suffering may have continued after childbirth, therefore, affecting their parental roles
in bringing up their babies, which may have caused behavioural problems in their
children. Based on this, the main inquiry of this study is: “How far are Kuwaiti
children’s behavioural problems associated with their mothers’ stressful experienceé
and psychological suffering as a result of the trauma of the Iraqi occupation?”
3. The Study Plan
The study plan is spread over three parts, each described through chapters and
sections as follows:
PART I: THEORETICAL FRAMEWORK
This part describes the theoretical background of the study through four
chapters:
Chapter I: Trauma and stress: Definition and Effects
Discusses the definition and effects of trauma and stress; effects and
implications of trauma and stress; other research studies related to PTSD; the
time dimension of the impacts of the traumatic and stressful events, and war as
a stressful event.
Chapter II: Impact of traumatic and stressful event; on mothers
Describes the impact of stressful events on women; impact of pregnant
mothers and foetus, and the potential impact of stress on mothers’ parenting
role.
Chapter III: Children’s behavioural problems: an overview
Describes the symptoms of child behavioural disorders on the Rutter A2,

Rutter B and CBI scales to assess the disorder (eating, excretion, sleep, speech,
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nervous habits and conduct disorders).

Chapter IV:Previous studies on the Iraqi occupation and current study
orientation
Briefly discusses the history of Kuwait as a state and society occupation of
Kuwait, the Iraqi occupation of Kuwait as a traumatic and stressful event,
psychological studies on Kuwait’s occupation, and the current study
orientation.

PART II: METHOD

Chapter V: Study Method
This chapter includes the methodological procedures, which include the
procedural definition of concepts (terminology),' instruments (data collection
tools), research sample, data collection and data analysis.

PART III: RESULTS
This part includes results achieved by the study which contains the following
chapters:

Chapter VI: General findings
This chapter includes two sections. The first pertains to the mothers’ stress
level, mothers’ psychological disorders and eexplanation of mothers’
psychological disorders in the light of stressful experiences. The second
section deals with children’s behavioural problems.

Chapter VII: Mothers’ stress as an interpreter of children’s behavioural
problems
This chapter explains results for the interpretation of children’s behavioural

problems in relation to their mothers’ stress.
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Chapter VIII: PTSD as an interpreter of children’s behavioural problems
This chapter explains the research results for the interpretation of children’s
behavioural problems in relation to their mothers’ PTSD.

Chapter IX: Mothers’ disorder symptoms as an interpreter of
children’s behavioural problems
This chapter interprets the results of children’s behavioural problems in
relation to the mothers’ disorders symptoms. The SCL-90-R scale has been
utilised to identify the mother’s psychological state (mild or severe).

Chapter X: Change in Mothers’ Attitudes and beliefs as an interpreter of
children’s behavioural problems
This chapter discloses the results concerning the change in mothers’ attitudes
and beliefs and its relations to their children’s behavioural problems

Chapter XI: Mothers’ stress and psychological symptoms as an interpreter of
their children’s adaptional behaviour

This chapter discusses the significance of mothers’ stress on children’s
adaptive behaviour.

Chapter XII: Interaction between variables of mothers’ stress and
psychological symptoms as an interpreter of children’s behavioural
problems
Discusses results of analysis regarding the interaction between the variables of
mothers’ stress and psychological symptoms and its impact upon children’s
mean scores on the Rutter A2, Ruttr B, CBI and adaptive behaviour scales.

Chapter XIII: Verification of the study Hypothesis
This chapter includes verification of the study hypotheses, under three groups:
General hypotheses. Period hypotheses, and Hypotheses of children’s

behavioural problems and mothers’ stress and psychological disorders.
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Chapter XIV: Discussion
Discusses the general findings, children’s behavioural problems in the light of
their mothers’ experiences of stress and psychological disorders, study
limitations, difficulties faced in the study, further research, recommendations
for counselling in the Kuwaiti society and the conclusion.
The “Reference” heading lists all the studies referred .to in the study and
Appendices “A” to F” the scales used in this study. Appendix “G” porovides

additional results.
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PART I: THEORETICAL FRAMEWORK

This part is concerned with the theoretical background of the study. It is
divided into four chapters related to the study problem, as follows:

Chapter I: Trauma and stress: Definitions and effects

Chapter II: ~ Impact of traumatic and stressful events on women

Chapter ITII:  Stress and child behavioural disorders

Chapter I[V:  Kuwait War Studies
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CHAPTER I

TRAUMA AND STRESS: DEFINITION AND EFFECTS

PREFACE

This chapter aims to define the effects of trauma and stress in relation to
personality and behaviour, through the following areas:
- Definition of trauma and stress;
- Effects of trauma and stress;
- Multi-dimensions of trauma symptoms;
- Post traumatic stress disorder (PTSD)
- Time dimension of the impacts of the traumatic and stressful event
- War as a stressful event
1.1 Definition of Trauma and Stress

Stress, in general, can be a long drawn out condition, whereas trauma usually

relates to a brief and very frightening event. In spite of the distinction between trauma
and stress, there is a relationship between them. The word traumatic is used
somewhat loosely to refer to highly stressful events — loosing a job or getting a
divorce. In this study, frauma in its narrower sense refers to extreme stress,
recognising that there is no clear dividing line between “stress” and “trauma” (Allen,
1995; p. 4). Traumatic events are stressful events that may arise out of human actions
and behaviour and which form serious threats to an individual’s life as well as the
lives of his/her relatives, whether through injury or serious violence. Such events also
form a threat on a person’s property or status, on a suddenly unexpected basis. Drever
(1973) identified shock (trauma) as the eventuality of loss, harm and damage to

oneself or mind that resulted in an emotional shock causing damage to the individual
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or the community {group) for a period of time, which can be short or long according to
intensity of the crisis.

Trauma has many forms, types and sources. Natural disaster is one of these
types and includes earthquakes, tornadoes and floods. Closely related to natural
disasters are technological disasters, which include plane crashes, bursting of dams,
collapse of buildings. But the responses of the people towards natural disasters differ
from those following technological disasters. In natural disaster, the community pulls
together, helping and supporting each other. In technological disasters, they tend to
look for the fault and fix the blame (Bolin, 1993).

According to DSM-IV (APA, 1994; p. 424) trauma is defined as, “Direct
personal experience of an event that involves actual or threatened death or serious
injury, or other threats 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”. The person’s response to the event must
involve intense fear, helplessness, or horror (or in children, the response must involve
disorganised or agitated behaviour).

As regard to stress, Hook’s Law of 1876 described a phenomenon in physical
science where the presence of a "load", or physical "stres;", was capable of causing a
physical "strain" upon a given material (Mitchell and Everly, 1993;p. 17).

Although physicians and technicians already used the term “stress” i‘n the
previous century it was not introduced as a scientific concept until the 1930°s and
1940’s. An endocrinologist, Hans Selye, mapped the hormonal pathways and

identified what he believed was a consistent pattern of mind-body reactions, which he
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called the "non-specific response of the body to any demand”. Selye later referred to
this pattern as "the rate of wear and tear on the body" (Selye, 1976: cited in Mitchell
and Everly, 1993). Earlier in his career when Selye was invited to discuss these
concepts at the College de France, he borrowed the term "stress” from the physical
sciences. Thus, from the Selyean tradition, the term stress is used to denote the non-
specific response of the body to any demand placed upon it.

In the 1940s, 1950s and early 1960s, stress related diseases were characterised
by observable organic tissue pathology that was caused by excessive stress and termed
as “psychosomatic”. In 1968, the American Psychiatric Association (APA) published
the second edition of its Diagnostic and Statistical Manual of Mental Disorders (DSM-
IT) wherein stress-related diseases were referred to as “psychophysiological diseases”.
In the 1980’s, APA revised its diagnostic manual and created a third edition, DSM-III
wherein stress-related diseases were no longer called “psychophysiological” but came
under the diagnostic heading of “psychological factors affecting physical disease”.
This change augmented the recognition of stress-related diseases (Mitchell and Everly,
1993; p. 19).

Modern stress is partly due to modern lifestyles. Great demands are made on
our abilities and capabilities. Technology has changed our daily lives and has
provided opportunities, however, exposed our mental and \physical abilities to greater
challenges. Researchers estimated that we encountered a thousand times more events
per year than our great-grandparents did but the time available for decision-making
remains the same or even less (Mitchell and Everly, 1993; p. 17).

As mentioned earlier, Selye having created a new term for the body's response
to a demand found that it was then necessary to create a new term to describe the

demand, or stimulus, itself, whereby the term ‘stressor’ was created. Stressors
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represent environmental events, which either cause or set the stage for stress response.

They fall into two major categories (Everly, 1989):

- Biogenic stressors: stimulants that cause stress by virtue of the chemical actions
they exert on the human body. Examples of biogenic stressors are: caffeine,
amphetamines, nicotine, phenylpropanolamine, and theophyline.

- Psychosocial stressors, which unlike biogenic stressors, do not directly cause
stress.  They set the stage for stress responses to be initiated through |
intrapersonal mechanisms (Everly, 1989). Many psychosocial events can be
potentially stressful, however, only those, which are challenging, threatening,
or otherwise aversive, will ultimately become psychosocial stressors that are
interpreted or appraised.

From the above, it can be concluded that, stress in its general meaning indicates
types of uncomfortable feelings that includes disturbance, tension, worry and disorder,
along with the desire to get rid of these feelings. Stress is one of human life’s aspects
and is experienced by people in different situations and times. It is part of daily life
and requires adaptation with the environment. Failure in coping with stress causes
inefficiency and psychological disorders.

1.2 Effects of Trauma and Stress
Since the beginning of the history of mankind, traﬁmatic events of natural or

human origin has occurred and will continue to occur, leaving psychic scars on the

inner selves of both victims and survivors. Trauma can be caused by events that place
the individual in a vast whirlpool of stresses. These traumatic and stressful events
constitute a tiring relationship between the individual and the source of stress. He
considers this relationship as something beyond his capacity and capabilities;

therefore, threats, challenges and probabilities of harm, risk and bereavement are
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correlated to exhausting circumstances, tension and strain that generally result from
re-adaptation attempts on the part of the individual (Lazarus and Folkman, 1984; p.
19). Excessive stress arousal coupled with unsuccessful coping strategies will result
in targeting organ diseases and/or dysfunctions; e.g., the neurological, cardiovascular,
gastrointestinal, neuromuscular, immune and respiratory systems (Mitchell and
Everly, 1993).

Stress is not necessarily negative. In normal circumstances, it motivates the
individual to satisfy his needs and realise his objective. But recurrence of exposing
oneself to stress in normal life leaves negative impacts on his personality. These
impacts may decrease the efficiency and ability to take decisions. On the other hand,
there are abnormal circumstances that go beyond the normal and familiar human
experiences. These events generate stress and have different meanings when the
individual is threatened with incapacity, risk, evil expectations and lack of safety and
security.

Trauma is described as an “affliction” of powerlessness, i.e. a person feels
unable to have any control over the situation which is over and above her/his abilities,
and experiences feelings of collapse and severe self-damage, Herman (1993), cited in
Laura (1995). It may constitute a comprehensive impact on the lives of its victims.
Moreover, difficulties and problems triggered by trauma m%y complicate and continue
as chronic disorders. A study by Gordon and Wraith (1993) revealed that, the
characteristics of the trauma go beyond normal experience and expectations during
which the normal boundaries between reality and illusion are not distinctive. A
traumatic event invokes strong emotions, which may be completely unfamiliar to the
individual and, if overwhelmed, cause a change in his conception, biological functions

and personal relations. Traumatic experience has an existential dimension. It induces
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some questions aboﬁt life, existence and values that may not have preoccupied the

individual before. Every thing after the trauma may have a new meaning, whereby the

individuals’ view of life, people and his future changes and may be in contradiction

with those around him, causing a deep feeling of solitude. Therefore, the stresses of

the trauma threaten the personality and may exhaust it. This condition relates to the

nature of traumatic stresses and attacks the principal values of the individual. It |
occurs suddenly and unexpectedly. Negative psychological sequelae may develop in
some individuals because of the stress, family disruption, financial difficulty and

changes in family routines. Moreover, these stresses give rise to frightening mental

images, which are recalled by cues correlated with the traumatic events (Hobfoll et al.,

1991).

Many years ago the distinguished psychologist Walter Cannon (1929)
provided a basic description of how the body reacts to emergencies. He was interested
in the physiological reaction that people and animals make in response to a perceived
danger. This reaction has been called the “fight or flight” response because it prepares
the organism to aitack the threat or to flee. In the flight response, the perception of
danger causes the sympathetic nervous system to stimulate the adrenal glands of the
endocrine system to secrete epinephrine, which arouses the body. Cannon proposed
that this arousal could have both positive and negative ;affects: the “fight or flight”
response is adaptive because it mobilises the organism to respond quickly to danger,
but the state of high arousal can be harmful to health if it is prolonged.

In this context, stress acts to preserve the psychological whole by including
actions designed to avoid, resolve or to cope with the stressor. Poor coping strategies
or inability to avoid stressors eventually result in a condition of chronic stress, which

represents a severe somatic illness (Pancheri et al., 1985). The impact of stress on
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physical health has generated considerable interest. Numerous publications identified
stress as a risk factor for diseases of the gastrointestinal, cardiovascular, endocrine and
immune systems, among others (Elliot and Eisdorfer, 1982). In the context of the
significance of life stressors on physical health, Green et al., (1985) reported that,
adolescents seen at an out-patient clinic with symptoms of recurrent pain, where no
organic aetiology could be identified, reported significantly higher negative life-
stressors than those seen for a routine check-up after an acute minor illness, or pain
with a clinically organic cause.

A traumatic experience can affect the neurochemical processes as well as
activate psycho-physiological and psycho-biological responses comprising of the fight
and flight mechanism, endocrine secretion and increase in catecholamine and
adrenergic substances (Wardak, 1995). Stress produces psychological changes, but
psychosocial factors also play a role. Many studies looked at the impact of stress on
people’s cognitive, emotional, and psychological systems. Cohen et al., (1980) found
that high levels of stress impair people's memory and attention during cognitive
activities, affecting their physiological response and causing high blood pressure.

Stress can also lead to fear and phobias which are the intense and irrational
fears that are directly associated with specific events and situations. Anxiety is
another disorder, which appears after stressful events. .‘ It is a vague feeling of
uneasiness or apprehension - a gloomy anticipation of impending doom - that often
involves a relatively uncertain or unspecific threat. Depression becomes a
psychological disorder when it is frequent and long lasting as a consequence of stress.
It involves unhappy moods; feelings of hopelessness about the future; listless and
passive disruption in sleeping habits; low self-esteem, and self-blame for problems

(Rosenhan and Seligman, 1984).
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Another common emotional reaction to stress is anger, especially when the
person perceives the situation as harmful or frustrating. Anger tends to increase
aggression during stressful experiences. When stress is accompanied by anger,
negative social behaviours tend to increase the stress and change people's behaviour
towards one another. However, in some stressful situations, people become less
sociable or caring and more hostile towards each other.

Stress due to trauma affect people's behaviours. The strength, depth and
varieties of these impacts are identified by a group of factors that are correlated with
the individual, the nature of the trauma or the crisis and the environment. Through the
interaction of all these factors, the impacts of trauma or crisis on the personality are
identified and recognised. Psychologists have elaborated and discussed these impacts
(Slaikeu, 1990). The multi-dimension theory of trauma symptoms is the most common
in this regard.

1.3  Multi-Dimensions of Trauma Symptoms

The syndrome of the traumatic impact is represented by imbalance and severe
tension, in addition to feelings of inability and reduction of effectiveness, which is
accompanied with emotional disorder. These emotional changes are represented by
physical disorders such as feelings of weariness and fatigue, exhaustion, stomach-
ache, heart diseases, etc. The trauma results in behaviour;ll impacts such as conflicts
with others, disorders of social or scholastic functioning, physical diseases, decrease
of daily activities and practices, in addition to some aspects of social deviations like
rise in criminal and/or anti-social behaviour. Thus, impacts of traurna may extend to
the overall dimensions of the personality: behavioural, emotional, physical, cognitive
and social aspects. These dimensions are included in what is known as multi-synrome

theory (Slaikeu, 1990; pp. 143-149).
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The behavioﬁral syndrome includes outward or apparent activities such as
work, play and entertainment, in addition to food habits, sleep, and sexual
behaviour. The individual may display pathological behaviour such as
smoking, intake of narcotics, hostile actions, suicide or killing.

The emotional syndrome includes feelings that the concerned person may have
in connection with these behavioural types, the traumatic event or life in
general, in addition to feelings of anxiety, anger, guilt, depression or grief.‘
The emotional syndrome is accompanied by physical disturbances related to
the sensory organs and the sensitivity to sound, sight, touch, taste andlsmell.
The clinical data encompasses the general health status including physical
disorders like headache, stomach-ache or any other complaints concerning
physical disorders or problems.

Social syndrome includes the relationships among family members, friends
and colleagues. It is concerned with the strength or weakness of these
relationships and the roles of those around as negative, independent or leading
roles. It is also concerned with methods of conflict solving, and all those
variables which involve the person’s relationship with other people.

The cognitive syndrome includes the mental processes such as: images
correlated with the aims of life and reasons of thc;ir credibility, flashbacks of
the past incidents, aspirations for the future and involuntary ideation such as
day dreams, dreams at night, ego images, religious beliefs, life philosophy and
symptoms of hallucinations, in addition to one’s attitudes towards life, either
negative or positive. One of the reasons for the significance of the cognitive

syndrome, as one of the impacts of crises, is that the person’s imagination
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plays a deep role in his disorders. He might imagine images of some horrible

tragedies that may occur when he attempts to achieve any proposal or goal.

The cognitive syndrome also includes a decrease or even decline of coping
skills for some people, because the mental ability to solve problems may be reduced.
Some individuals might face difficulty controlling these problems. Decrease or lack
of coping skills may result in increase of impact of the crises with aggravated‘
symptoms. Decrease of coping skills is sometimes related to effects of the crisis such
as: suggestibility and liability of affect, which indicates the person’s inability to cope
and is usually displayed in types of non-adaptive behaviour.

1.4  Post Traumatic Stress Disorder (PTSD)

A number of psychiatric disturbances have been associated with exposure to
trauma and stressful events, including PTSD, which is considered as the most serious
impact of traumatic incidents that go bgyond the ordinary or familiar life experience.
The American Psychological Association (APA) identified it as a type of anxiety
disorder that manifests itself as an experience of abnormal psychological and physical
stress followed by distinctive symptoms. Gilliland and James (1993; pp. 179-181)
asserted the significance of emotional denial and numbing as well as intrusive-
repetitive ideation relating to PTSD. Re-experiencing is the hallmark of PTSD and
the chief symptom that distinguishes it from other p\sychiatric disorders (March,
1993). It may include intrusive recollections, nightmares, flashbacks, or physiological
reactivity. The event may be re-experienced in the form of dreams while sleeping or
painful remembrance when awake. The symptoms typically begin shortly after the
trauma and may persist for months or years (Blank, 1993). Many individuals feel

distressed and remember their experiences vividly.
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Avoidance symptoms include fear or being involved in similar events and
avoiding thoughts, feelings, people and anything, which might be reminders of the
incident (Parkinson, 1995). An individual may complain of having markedly
diminished usual activities, of feeling detached or estranged from other people. The
individual may have a feeling of isolation, and inability to show and express. the
feeling of love towards others. There may be a sense of danger or fear. The
individual may avoid thinking about the future because they think that they will notv
live long or that life is very dangerous and they cannot survive. He/she might forget
some important elements of the event and will not have the ability to recall the‘whole
event.

Increased arousal includes difficulty in sleeping or concentrating, irﬁtability,
hyper-vigilance, and increased startle response. There can be an increased sensitivity
to noise and the slightest sound may cause people to "jump" nervously in an
exaggerated startle response. Some will become over vigilant. This can lead to an
incapacity to accept normal reactions within work and family life. There can be sleep
disturbances, dreams and nightmares and outbursts of anger and frustration that may
lead to violence. The result can be a retreat into isolation and loneliness. Symptoms
of PTSD sometimes appear following the occurrence of the trauma either directly, or
after one month or more.

1.4.1 Diagnostic criteria of PTSD

Diagnostic criteria of PTSD take into consideration the nature of PTSD
symptoms and the nature of stressful experiences that cause these symptoms. Clinical
Descriptions and Diagnostivc Guidelines (ICD-10) provides diagnostic guidelines of
PTSD. It mentions that this disorder should not be diagnosed unless there is evidence

that it arose within six months of a traumatic event of exceptional severity. A
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“probable” diagnosis might still be possible if the delay between the event and the
onset was longer than 6 months, provided that the clinical manifestations are typical
and no alternativc identification of the disorder (e.g. as an anxiety or obsessive-
compulsive disorder or depressive episode) is plausible. In addition to evidence of
trauma, there must be a repetitive, intrusive recollection or re-enactment of the event
in memories, daytime imagery, or dreams. Conspicuous emotional detachment,
numbing of feeling and avoidance of stimuli that might arouse recollection of the
trauma are often present but are not essential for the diagnosis. The autonomic
disturbances, mood disorder, and behavioural abnormalities all contribute to the
diagnosis but are not of prime importance (WHO, 1992; pp. 148-149).
DSM-IVdetermines the diagnostic criteria for PTSD as follows (APA, 1994; pp.
427-429):
“A. The person has been exposed to a traumatic event in which both of the following
were present:

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

(2)  The person’s response involved intense fear, helplessness or horror.
B. The traumatic event is persistently re-experienced 1n one (or more) of the
following ways:
1) Recurrent and intensive distressing recollections of the event,
including: images, thoughts or perceptions.
(2) Recurrent distressing dreams of the event.

(3)  Acting or feeling as if the traumatic event were recurring (includes a
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“4)

©)

sense of re-living the experience, illusions, hallucinations and
disassociative flashback, episodes, including those that occur on
awakening or when intoxicated).

Intense psychological distress on exposure to internal or external cues that
symbolise or resemble an aspect of the traumatic event.

Physiological reactivity on exposure to internal or external cues that .

symbolise or resemble an aspect of the traumatic event.

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

general responsiveness (not present before the trauma), as indicated by three (or

more) of the following:

M

()

3)
4
()
(6)
O

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

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

Inability to recall an important aspect of the trauma.

Markedly diminished interest or participation in significant activities.
Feeling of detachment or estrangement from others.

Restricted range of affections (e.g., unable to haye loving feelings).

Sense of a foreshortened future (e.g., does not expect to have a career,

marriage, children or a normal life span.

Persistent symptoms of increased arousal (not present before the trauma) as

indicated by two (or more) of the following:

(1
@
)

Difficulty falling or staying asleep.
Irritability or outbursts of anger.

Difficulty concentrating.
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4) Hypervigﬂance.

(5) Exaggerated startle response
E.  Duration of the disturbance (symptoms in Criteria B, C, and D) is more than one

month.
F.  The disturbance causes clinically significant distress or impairment in social,

occupational, or rather important areas of functioning.
Specify if:

Acute: if duration of symptoms is less than 3 months.

Chronic: if duration of symptoms is 3 months or more
Specify if:

With delayed onset: if onset of symptoms is at least 6 months after the
stressor.”

1.5 Time Dimension of the Impacts of Traumatic and Stressful Events

Traumatic and stressful events have direct and swift impacts on the individual's
personality. The appearance of these impacts is sometimes delayed when the trauma
becomes a source that changes or transforms into a chronic long-range disorder. This
state is represented by continuance of the traumatic impacts, complexity of its
symptoms and the increase of its complications. Although the trauma or the original
incident may disappear beyond consciousness and the ‘individual thinks that his
problem has been solved, the appearance of new stresses or disturbances often
provokes the trauma once again. This state is known as “Transcrisis State” (Gilliland
and James, 1993; p. 6) where the individual looks as if he regained his normal state,
but he suppressed his original traumatic experiences in his unconscious memory.
Later on, these suppressed incidents often reappear in the form of symptoms that look

unrelated to the trauma, which the individual has previously experienced. In fact, the
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original trauma was not erased but only suppressed or faded away temporarily, and the
individual has achieved a temporary state of equilibrium. This aspect of retaining the
impacts of the events and their continuity, for a long time, is known as "defensive
repression” which is always dynamically latent behind the “Transcrisis State". Such
cases require effective counselling or treatment to cure these enduring impacts.

The long-term impacts of the trauma of wars and traumatic incidents may last
for all of the person's life. Some of the negative impacts often last for many years in a
person’s life. These permanent impacts are sometimes transferred from parent to child.
Davidson (1980) identified that there are a great number of family members in the
second generations that suffer various emotional and personal disorders. This
suffering is correlated with the long-range impacts of the previous trauma experienced
by both or any one of the parents.
1.6  War as a Stressful Event

War is a tragic aspect of competition for control and dominance or the results
of revenge and jealousy and has several negative consequences on the psychological
health of children and adults. Several studies were designed to determine the
prevalence of psychological problems in combat veterans and to identify risk factors
associated with an increased likelihood of developing a stress-related syndrome. Most
of these studies have focused on South East Asian veteransj

A co-ordinated major research survey authorised by the U.S. Congress in 1983
examined the current and lasting impact of the Vietnamese War on U.S. Veterans,
conducted by a team of researchers (Kulka et al., 1990) at Chicago University,
addressed as the "National Vietnam Veterans Readjustment Study (N.V.V.R.S.)".
They considered variables, and measured the long-term and permanent factors. Results

showed strong evidence of indications of emotional, physical and psychological
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reactions to stress. Some veterans showed signs of PTSD. The study also revealed a
high level of mood disturbance, i.e., liability, grief, sadness and non-specific distress
in addition to problems with re-adaptation to normal life after war and also confirmed
that the family reflected the suffering of the Vietnam Veteran. This was seen in the
father or one of the children or brothers. Researchers also found, that the Vietnam war
veterans, their wives and families needed comprehensive care and attention andv
recommended that counsellors, health specialists, lawyers, psychologists, and
associated professional decision-makers join forces to offer remedial and rehabilitative
services to the Vietnam war veterans, and their families.

Davidson et al., (1990) investigated and compared the long-range impact of
war experiences of nineteen World War II and twenty-five Vietnamese war veterans,
who were diagnosed with PTSD. Study findings revealed that the two groups had
similar symptoms of PTSD, which stayed with them for a long time. Vietnamese war
veterans showed severe PTSD symptoms and scored higher points on the Hamilton
Depression as well as Hostility and Psychosis scales. It was also found that those
veterans had deep feelings of guilt because they survived the war and were still alive.
Moreover, they suffered work disorders and reduction of interest and avoided
irritability, which reminded them of the trauma. They had feelings of estrangement,
terror responses and tendencies to commit suicide. The Vietnamese war veterans were
characterised by other patterns of symptoms like panic disorder, alcoholic or substance
abuse at an early age.

Green et al., (1990) conducted a study on 191 Vietnamese male war veterans to
investigate the war stressors that are correlated to probabilities of PTSD occurrence.
The Stressful Events and PTSD scales were used and findings revealed that some

experiences, like bereavement and injury, could help us understand PTSD after the
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war experience. Other experiences, such as exposure to events of sudden death, can
help predict current (permanent) PTSD. Analysis of the findings revealed that the
more profound the stressful experiences are, the more probable that PTSD will
develop, and that their symptoms will be persistent.

Bradshaw et al., (1991) discussed the phenomenon of “war love” in their study,
which was identified in a group of traumatised Vietnam veterans. It was evident that |
many veterans who were being treated for PTSD kept their experiences alive in their
minds because they held a special meaning for them. Military events and war battles
combined positive and negative experiences. Some were viewed as positive because
they were associated with the identity of a hero, at the same time they considered it a
negative experience because their memories led to (or caused) them to suffer. The
study also showed that veterans suffer from PTSD because they keep the war
experience alive in their recollections. Vivid memories help to organise their thinking
around the idea that the war experience had special meaning in a way that made their
lives meaningful to them.

Several researchers tried to determine if emotional disorders were one of a
cluster of symptoms associated with exposure to war experience. In this context, the
studies investigated some forms of sleep disorders of those who were subjected to
stressful experiences during the war. Experiments and \physiological investigations
proved that the trauma due to war causes serious psychological suffering including
sleep disorders. The studies also revealed the occurrence of emotional disorders as
one of the long-range conditions, due to exposure to stressful traumatic events.

Southwick et al., (1991) investigated 45 male war veterans for symptoms of
PTSD and basic depressive disorder. Emotional components and symptoms of

depression in PTSD, were evaluated by administering scales, which included:
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Hamilton Depression Scale, Depressive Experiences Questionnaire and Emotional
Disorder and Schizophrenia Inventory. Study findings revealed that the PTSD cases
scored higher points for most symptoms revealed by the Hamilton scale, particularly
anxiety and insomnia (sleeplessness). This group also had high scores with statistical
significance on the self-criticism scale, but did not have high scores on the self-
dependence and effectiveness scale, (included in the questionnaire of depressiveb
experiences). Correlation coefficients between the Self-Dependence and Criticism
scales were negative.

World War II veterans (62) living in long term residential institutions for the
elderly ranging in the age from 66 to 90 years were investigated by Hermann and
Eryavec (1994), for PTSD and other psychological disorders correlated to it. Their
past and future psychological disorders, including PTSD were assessed. Findings
indicated that 57% of those with PTSD were having experiences of chronic symptoms,
37% suffered basic depression and 53% were alcoholics. The finding also revealed a
strong correlation between the severity of exposure to war stress in battles and the
development of PTSD. Statistically significant correlation was also found between
PTSD and some variables that go back to the pre-war period such as past family
history of alcoholism, existence of past family bereavement, and instability of work or
working conditions. ‘

Wolfe et al., (1994) discussed the relationship between PTSD and physical
problems experienced by a sample of one hundred and nine female veterans who were
not in treatment. A psychological health scale was administered in addition to tools,
to assess the exposure to traumatic experiences in the war. Findings from this study,
conducted after the war experience for more than twenty years, revealed that both

PTSD and exposure to traumas of war experiences are correlated with symptoms and
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indicators of physiéal health problems. These symptoms and indicators decreased
when the variable of PTSD is controlled, but they are present when the exposure to
trauma (as a variable) was not controlled. Therefore, findings from this study
proposed that the impact of traumatic exposure on physical and mental health
development, as perceived by the sample individuals, partially interact with the
increase of PTSD after traumatic exposure. This means the females who were.
exposed to traumatic events showed increased psychophysical suffering due to that
exposure whenever symptoms of PTSD rose in them.

Besides studies concerning the effects of war in South East Asia, there are
several studies concerning the effects of war in other areas of the world. For example,
in the Balkans, Bilanakis, et al., (1996) investigated the mental health of wér refugees
in one collecive centre in Serbia. The representative of the medical rehabilitation
centre for torture victims from loannina visited the Centre for Psychological Support
to the victims of Traumas and Tortures caused by war in Pozarevac (ER Yugoslavia).
In cooperation with them, they tried to detect and record the mental health of 58
refugees (aged 18-64 years) in one camp using the GHQ scale and Harvard Trauma
Questionnaire. 70-8% of the sample had personal experiences of traumatic events
because of the war, while a possible prevalence of psychiatric disorder according to
the GHQ was found in 64.1%. Statistical analysis of tH; data showed that traumatic
events and age are the main factors related to the mental health conditions of the war
refugees. The older refugees who were subjected to stressful events were more
affected. Another example is Northern Ireland, a well known war and conflict areal,
for which there are several studies. Foster et al., (1997) investigated mental disorders
and suicide in Northern Ireland using Diagnostic and Statistical Manual for Mental

Disorders-III-Revised (DSM-III-R) axis I (clinical syndrome) and axis II (personality
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disorders) among suicide victims (aged 14 years and older) in Northern Ireland during
a one year petiod. A psychological autopsy study based on a variety of documentary
sources and interviews with bereaved informants and health care professionals was
used to collect data. 90% of suicides had a current axis I and/or on axis II mental
disorder. At least one current axis I disorder was diagnosed in 86% of suicides, and at
least one axis II disorder was diagnosed in 44%. Suicide victims under 30 years of
age were less likely to have a current axis I disorder (68%) than those 30 years old and
older (95%). Psychiatric cormobidity was present in 55% of suicides. The time
between the last contact with a health care professional and death was greater among
males and under 30 years old suicide victims.

Muldoon and Trew (2000), invesigated children’s experiences and adjustment
to political conflicts in Northern Ireland. The study examined 354 males and 355
female school-age (8-11 years old) children’s self-reported experience of a number of
negative life events, including a number of conflict-related events in relation to
gender, age, socioeconomic status, and religious affiliation. Measures included an
experience of negative events sale and Harter’s Self-Perception Profile for Children.
The reports suggest that children’s experience of conflict-related event is considerable.
The study showed that one quarter of the sample had witnessed shooting and street
riots. The in-depth analysis showed that children réporting lower behavioural
competence are more likely to report experience of conflict-related events whereas
lower global self-worth was related to experience of nonconflict-related negative
events.
Summary

This chapter discussed definitons and effects of trauma and stress. From the

above mentioned information it can be seen that stress can be a long drawn out
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condition, whereas trauma usually relates to a brief and very frightening event. There
is a relation between trauma and stress. Both have a negative impact on the person’s
behavioural, emotional, social and cognitive dimensions. Traumatic and stressful
events are common in the circumstances of war, which generally have a negative

impact on both adults and children.
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CHAPTER II
IMPACT OF TRAUMATIC AND STRESSFUL EVENTS ON

MOTHERS

PREFACE

A complete family consists of a father, a mother and children. A mother is .
usually the pivotal personality in a child’s life. This is not only because she plays the
main role in fulfilling his physiological and psychological needs but, also because of
the great sentimental bond between them, since the child was a foetus in the mother’s
womb.

When the mother suffers from a traumatic and stressful event, many
psychological problems may occur in her personality, and that may reflect on the
foetus in the womb and in the way she deals with the child. An emotionally disturbed
mother may adopt an ineffective parenting style and report less confidence toward her
parenting role. Such mothers may have a negative attitude, harsh feeling of rejection,
and hostility toward their children (Davenport, et al., 1989). The current chapter

discusses the impact of traumatic and stressful events on mothers through the

following points: N

1. Impact of trauma and stress on women

2. Impact of trauma and stress on pregnant mothers and their foetus
3. Potential Impact of trauma and stress on mother’s parenting role

2.1 Impact of Trauma and Stress on Women
Findings of several studies confirmed the idea that women were generally
more influenced by traumatic and stressful events than men. In a study conducted by

Helzer et al., (1987) results concluded that the rate of PTSD is higher for females in
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comparison with males. In a study by Al-Hammadi et al., (1993:2), it was found that
the prevalence of PTSD was higher in women than in men, 62% vs. 38%,
respectively.

Diereiter (1996) examined individuals who survived after a trauma and
investigated whether individuals would share more similarities with others, based on
gender or diagnosis. One of the results indicated that women had significantly higher‘
scores than men on desirability, utilisation and usefulness of social support. Of the
target symptoms (anxiety, depression and phobic anxiety) however, only depression
correlated with social support. Consistent with expectations, however, there was a
gender difference regarding depression and phobic anxiety at one month post-
massacre, with females having a higher level on both. The gender differences also
found in social support, that the levels of desirability, utilisation and usefulness were
significantly higher for women than men at one month post-massacre. These results
were consistent with other studies (Ensminger and Celantano, 1990; Mallinckrodt, and
Leong, 1992). Nelson and Quick (1991) compared men with PTSD to women without
PTSD; then women with PTSD to men without PTSD, to discover which of the two
groups were more similar. It was found that the gender variable showed a stronger
correlation; i.e., of the two female groups, significant differences existed in all of the
symptoms on the SCL-90-R scale, and 16 of the 21 Beck Depression Inventory (BDI)
questions. However, no differences were found in hospitalisation, social interference,
desire for solitude, feelings of hopelessness and a generalisation of the experience. In
contrast, results for both genders differed when they were diagnosed for the three
dimensions of the SCL-90-R scale: somatisation, paranoid ideation and psychoticism
and only one of the BDI questions (feelings of weakness or hopelessness). Females

showed a highly significant score in comparison with males.
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Several studies support the finding that females report more emotion-focused
responses and higher levels of anxiety under threat, than men do. The finding
concurred with other studies conducted in Israel during the Gulf war th;clt found
women to have greater war-related fears and symptoms than did men (Lobel et al.,
1993) and girls showed higher anxiety levels than did boys (Klingman et al., 1993;
Swenson and Klingman, 1993). It is evident, therefore, women are more vulnerable |
than men to the impact of stressful and traumatic events.

2.2 Impact of Trauma and Stress on Pregnant Mothers and their Foetus
Prenatal environment plays a very important role in the development of the
foetus. The mother’s stress in the prenatal environment can lead to negative
developmental influences in the post-natal life of a foetus. Before birth the foetus’s
brain is working early and hard to record sensual input. By seventeen weeks of
gestation the foetus can feel touch all over the body, except the back and top of the
head which comes about after twenty weeks. At two months the foetus starts jerking
and kicking and will kick violently if the mother drinks cold water. By fifteen weeks
the taste buds are beginning to detect taste differences and in the twenty-fourth week,
the baby hears the mother and father’s voice (if he is close during gestation) and is
able to distinguish them from others at birth (Brazelton, 1992: cited in: Karr-Morse
and Wiley, 1997). Dr. T. Berry of Boston Children’; Hospital, has shown that
foetuses are light sensitive from the sixteenth week and by thirty-two weeks of
gestation, a foetus has the same capacity to see as that, which is present at birth.
(Verny and Kelly, 1981). Besides the development of senses, the foetus is also busy
with motor development and new brain research indicates that the reflexive

movements create sensations that provide early stimulation that are developing in the

brain (Share, 1994).
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Since the 1930’3 it was known that what affected mothers emotionally also
affected their babies. In 1934, Drs. Sontag and Wallace, using measures of heart and
respiratory activity of the mother and foetus, found that when a pregnant invalid was
pursued by a psychotic husband, the baby was alarmed along with the mother
(Chamberlain, 1995: cited in Karr-Morse and Wiley,1997; p. 91).

Findings of several studies confirmed the previous idea that when pregnant
mothers suffered from traumatic events the impact was not limited to the mother only,
but extended to the foetus. In 1994, researchers measured the impact on the foetus,
while the mother watched a short clip of a violent movie. The foetus became agitated
along with the mother, which was indicated through measurements of the heart rate
and its movements. In another investigation, using ultrasound, researchers ébsewed
foetuses that experienced amniocentesis. The foetuses responded fearfully and
sometimes aggressively by attempting to hit or kick at the needle (Chamberlain,
1995:cited in Karr Morse and Wiley, 1997; p. 53).

In a fact-finding report about the correlation of pregnant mothers’ experiences
of stressful events with the affliction of psychosis after child-birth, Marks et al.,
(1991) concluded that affliction is significant in mothers who experienced traumatic
events during their pregnancy and who had a previous history of psychological
symptoms, compared to those without any psycholog‘ical symptoms. Therefore
pregnant mothers who experienced stressful events were subjected to psychological
setbacks after delivery, particularly if they had a previous history of psychological
symptoms. A pregnant mother’s suffering from stress weakened her ability to adapt to
crises, and consequently she became more susceptible to stresses.

Pregnant mothers’ response to stressful events included a group of

physiological and psychological changes. The impact of these changes extended to
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the foetus through the neurochemical response and some studies confirmed that
hereditary analysis of the neurochemical response is a sound way to explain children’s
problems of psychological growth (Anisman and Zacharko, 1992). Levinson (1993)
explained that due to the high emotional stress and anxiety experienced by the
pregnant mother when exposed to traumatic shock, the movement activity of the
foetus increased inside the womb as an expression of its suffering from anxiety.

Another valuable study was conducted by Gabbay (1992) on the role of the
genetic-behavioural strategies for studying emotions. It revealed scientific evidence of
heredity effects on the emotional side of the personality, and studies of reactive
interaction between twins showed psychological and social responses to stresses,
identified as heredity. Hereditary analysis showed the immense impact of genes on the
individual’s fears and growth. It is assumed that “genetic” means an unalterable
condition or trait inherited from parents or ancestors. In fact, it means only that the
trait or condition in question came through the genes and is part of the biological
makeup of the organism. Genes do carry hereditary information, but this can be at
least partially altered by environmental factors in the womb (Karr-Morse and Wiley,
1997; p. 79).

A study conducted by Ward (1991) documented levels of prenatal maternal
stress and anxiety. A sample of 58 children (4-19 years o}“ age) who were emotionally
disturbed, were retrospectively reviewed to examine their relationship for the later
development of childhood psychopathology. Significantly more of these children
were born to unmarried mothers who had not planned to become pregnant, lived in
family discord, emotionally rejected being pregnant, and experienced significantly

more physical problems than would be expected otherwise. These findings support
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the hypothesis that chronic prenatal stress adds both physiological and psychological
risk factors to the later development of childhood psychopathology.

Mother’s stressful events during pregnancy may have a negative impact on her
physical health and that of her foetus, which is negatively reflected in the
psychological status of each of them, thereafter. It was found that these events or the
crisis in the family affected maternal systolic blood pressure during pregnancy,.
probably through increased secretion of stress hormones, and the infant’s weight at
birth. These incidents are correlated to the average systolic blood pressure, which in
turn is adversely related to the infant’s weight. Infants weighed less than normal in
case of mothers who suffered from high systolic blood pressure, compared to the
children of normal weight (Mengel et al., 1991).

Pregnant mothers’ stressful events sometimes caused premature delivery in
addition to the infant’s more than usual lower weight. Homer et al., (1990) conducted
a study on 12686 mothers who were pregnant during the period from 1979 to 1983, to
identify the psychological stresses related to the pregnant mothers’ jobs and premature
delivery and unusual decrease in infant’s weight. The study was conducted on
mothers aged 14 to 21 years, and supported by credible data about their family
background, education, social and professional variables that might affect delivery and
infant’s weight. The study confirmed the hypothesis\that premature delivery and
infants born with lower than usual weight were more likely from mothers who take up
jobs where they face high stress and where their authority and power is low. The
manner in which a mother responds and the high emotional reactions that accc;mpany
these responses are correlated to premature delivery and decrease in the infant’s
weight.

Ferketich and Mercer (1990) conducted a study on two groups of pregnant
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mothers; a) high-risk group of mothers, and b) low risk group of mothers. It was found
that the members of the first group were less healthy during pregnancy and showed
early weaknesses immediately after delivery, and up to the following eight months. It
was also found that the high risk group was suffering from stresses due to negative
incidents in life and pregnancy risks.

Moreover, life’s stressful events had an indirect impact on the general health |
status through the effect of self-regard and maternal role towards the children within
the family, the relationship with the husband and the support received. Stressful events
experienced by pregnant mothers may cause an increased negative affect on the
psychological status of those mothers, which increased when these mothers lacked
social support, while the absence of this support or its weakness may aggravate the
effect of the traumatic events on the mother and the foetus.

Collins et al., (1993) conducted a study on the effects of prenatal social support
on maternal and infant health and well-being on a sample 129 low-income pregnant
mothers. The study revealed a positive relationship between the level of the social
support on one side and the psychological and physical health, of both the mother and
the child, on the other. Pregnant mothers who received better social support showed a
high level of psychological and physical health and delivery. Three aspects of support
(amount received, quality of support received, and n;twork resources) and four
outcomes (birth weight, Apgar scores, labour progress and postpartum depression)
were studied. Results indicated that women who received more support had better
labour progress and babies with higher Apgar scores. Women with higher quality
support and babies with higher Apgar scores experienced less postpartum depression.
Also women with larger social networks had babies of higher birth weight. Further

analysis indicated that instrumental rather than emotional forms of support more
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consistently predicted the outcome as a whole. In addition, another study conducted
by Pagerly (1990) indicated that such mothers suffered less from ill health and
weakness after delivery, and that their infants enjoyed better weight.

When pregnant mothers experience extreme stress they are more likely to
practice harmful habits, such as smoking, which constituted profound harm to both
mother and foetus. Mothers who suffered psychological stresses were more addicted
to smoking. In a study conducted by Pritchard (1994) on a sample of pregnant Scottish
mothers during the period from November 1988 to February 1990, it was found that
mothers who smoked suffered more from psychological stress syndrome than those
who did not smoke. The study confirmed that the correlation between smoking and
stress constituted the main problem that hindered the treatment to lessen or decrease
smoking during pregnancy.

A study conducted by Dunkel-Schetter (1999) asserted that pregnant women
under high stress were as much as four times more likely to deliver their babies
prematurely than women with low stress. The study also examined levels of
corticotrophin releasing hormone (CRH), a major regulator of the stress response,
which is progressively activated during pregnancy. Results indicated that women who
delivered premature babies had much higher levels of CRH than women who carried
their babies to full term. The results also showed that magemal stress increased CRH
very early in pregnancy and could predict and, possibly, precipitate early delivery.
The investigation concluded that there is a correlation between stress and unhealthy
behaviours such as smoking, drug use and poor prenatal care that are related to low
birth weight. A mother’s emotional response to stress, rather than the stressful events
per se, is more responsible for affecting birth outcome in addition to having strong

anxiety about pregnancy which may pose the greatest risk of early delivery.
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The investig.ation by Karr-Morse and Wiley (1997) showed that a mother’s
poor health habits, emotional state or exposure to harmful substances can affect the
foetus by impairing the neurological mechanisms that control temperament and self-
control. The results proved that unborn children become as agitated as their mo_thers,
in terms of heart movement. Authors emphasised the importance of experiences
absorbed during the foetal stage and in the first two years of infancy for brain.
development. They also showed that activities by expectant mothers such as heavy
drinking, drug use and an inadequate diet had strong adverse effects on foetal
neurological development. After birth, parental neglect and physical abﬁse may
combine with prenatal trauma to further impair brain development and predispose a
child towards violent behaviour. Authors concluded that, unless society makes a
commitment to providing nurturing care for all infants, the number of violent children
would increase.

Medical experiments with animals provide clinical evidence of pathological
mechanisms by which stress in the mother reaches the foetus and influences its
development. It is hypothesised that prenatal stress sets off a series of reactions in the
brain that may ultimately result in depression, premature ageing, Cushing’s disease
and PTSD (Chamberlain, 1995: cited in Karr-Morse and Wiley, 1997;p.53).
Researchers suspect that the mother’s experience, wh\ich is conveyed through the
chemistry of the womb, exerts a clear and pervasive influence on the foetus — both
emotionally and cognitively.

Clarke and Schneider (1993) of the Wisconsin Psychiatric Research Institute at
the University of Wisconsin conducted studies on six pregnant monkeys. The foetuses
whose mothers were stressed during pregnancy were compared with those of

unstressed mothers, which clearly reflected their mothers’ emotional states. The
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researchers are unsure exactly how this experience was transferred from mother to
baby biologically, but theorised that the mother’s production of stress hormones has a
negative effect on the hippocampus of the baby’s brain, which affected the baby’s
later stress responses. Additional investigations comparing the two groups showed six
times more playful behaviour in the non-stressed group; stressed baby monkeys
showed more clinging behaviour and less grooming. Evidence of long-term impact of
prenatal stress on monkeys raised troubling questions about human babies. The
research on primates seemed to indicate that prenatal stress was a very likely factor
that predisposed children to a “difficult” temperament (Clarke and Schneider, 1996:
cited in Karr-Morse and Wiley, 1997; pp. 92-93).

Barbazanges et al., (1996) investigated the involvement of maternal
corticosteroid secretion during pregnancy on the hypothalamic pituitary adrenal axis
activity of adult’s offspring. The study suggested for the first time that stress induced
increases in maternal glucocorticoids may be a mechanism by which parental stress
impairs the development of the adult offspring’s glucocorticoid response. In this
context, Myers (1975) confirmed that maternal anxiety caused the release of
epinephrine resulting in the reduction of blood flow. This reduction lead to hypoxia,
foetal bradycardia and hypertension and a decrease in the oxygen content of the blood
in the foetal femoral artery of rhesus monkeys. When th\ese findings were investigated
in the context of human beings, it indicated the possible transmission of the mother’s
catecholamine and cortisol across the placental barrier, having a direct effect on the
neonates’ behaviour. It is also possible that elevated levels of the catecholamine may
reduce uterine blood flow, and contributed indirectly to the inferior neuromotor or

behavioural development in infants of depressed mothers (Jones et al., 1997).
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With regard to psychological stress, several authors described pregnant
women’s reactions to stressful events and its relationship to pregnancy complications.
Rofe and Goldberg (1983) demonstrated this in a study of nearly 6000 pregnant
women living in Israel in high, medium or low military stress environment. They
reported that pregnant women seemed to be quite sensitive to stressful environments.
The women who lived in a very high stressed environment displayed a signiﬁcantly'
higher blood pressure than those who lived in a low stress environment. When the
war broke out suddenly, in 1973, the blood pressure increased for women of all the
environments, but was more for the women of the high and medium stress
environments. The findings showed that younger women displayed a greater increase
in systolic blood pressure than older women.

Studies concerning stresses and abnormalities of pregnancy is consistent with
broader medical evidence supplied by the workings of life stress in specific disease
aetiologies (Holmes and Masuda, 1972). In examining a time line occurrence of life
change impact on pregnancy, results showed that anxiety is generally dysfunctional
when it occurs in early pregnancy, whereas life changes are more dysfunctional later
in pregnancy. Gorsuch and Key (1974) indicated that high states of anxiety and the
occurrence of stressful life events are both independent factors related to abnormalities
of pregnancy. If life changes associated with anxiety werza compounded, a detrimental
effect was highly likely. The greater the stressful events, the more related
abnormalities of pregnancy, parturition and infant status will occur. It is noteworthy
that this relationship was found only during the first trimester of pregnancy an-d does
not pertain to life events before the pregnancy begins. Such findings are consistent

with previous studies showing contemporary life events to be more critical than past

55



events. The greater 'sensitivity of the mother-infant complex to environmental kinds
of stress, during the period, had an adverse impact in the mothers and their offspring.

The effect of prenatal exposure to maternal stress on children born after the
five-day German invasion of the Netherlands in May 1940 was studied by Van Os and
Selten (1998) (cited in Selten et al., 1999). It was hypothesised that prenatal exposure
to maternal stress increases the risk of subsequently developing schizophrenia.
Individuals exposed and non-exposed to this stressor in the first, second and third.
trimesters of pregnancy were followed up for lifetime schizophrenia outcome, through
the National Psychiatric Case Register. Individuals whose mothers were preghant at
the time of the invasion from 10-14 May 1940 were classified as exposed. They were
stratified by trimester. Individuals born from week 20 to week 32 in 1940 were
exposed in the third trimester, those born in week 33-45 had second trimester
exposure and individuals, born during the weeks 46-53 and in weeks 1 to 6 in 1941,
were exposed in the first trimester. Non-exposed cohorts were individuals born in the
corresponding periods in the previous and subsequent two years. Results indicated
that exposed individuals had a small, but significantly increased risk of lifetime
diagnosis of schizophrenia. Especially first trimester exposure was associated with
increased risk. Significant interaction with gender was present for the second trimester
exposure, showing males were more highly affected\ than females. The study
concluded that the effect of the wartime stressor may have contributed to exert an
adverse influence on development and family dynamics after the birth, thus possibly
increasing risk for delayed schizophrenia.

In a similar study, Selten et al., (1999) tested the hypothesis that maternal
stress during pregnancy increased the risk of non-affective psychosis for the child.

Data from the Dutch Psychiatric Registry was examined to define the effects of the
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flood disaster of 1 February 1953, in which 1835 people perished. They found an
increased risk of non-affective psychosis for the subjects born in the nine months after
the disaster. In discussing the results, authors explored factors pertaining to
inclusiveness of the results. They believed that it is possible that some effects of the
disaster went undetected because some of the pregnant women were evacuated for a
longer period of time. Their children were born outside the affected area and the data
was left out. They concluded an effect would have been found if these mothers had
been included.

In case of wars, the effect of stress on the pregnant women is common and
well documented. Meijer (1985) conducted a study in Israel following the 1967 war.
It was hypothesised that the lack of support and the considerable tension of the
mothers would affect the children possibly on a long-term basis. Two cohorts of boys
were examined while attending a well-baby clinic and re-examined at the end of the
first grade of elementary school. One cohort (N=57) consisted of boys born in the year
of the six-day war in 1967. The other cohort was born two years later (N=63). The
boys of the first cohort were either less than six months of age or they were as yet
unborn and their mothers were pregnant under war conditions. Boys born in January
and February 1968 were included, as their mothers were pregnant during the war
period. Data on early development of each child were ;)btained from the well-baby
clinic files of the mothers. The data list included data on pregnancy delivery as well
as data on early development of each child. A socio-demographic data list was also
obtained for each child. The children’s teachers filled out the Child Behaviour
Inventory (CBI). Statistical analysis showed that “War Children” had significant
development delays as well as regressive and anti-social behaviour. These syndromes

were more apparent for children who were born six months before the war in
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comparison with children who were six-month embryos. The finding suggested that a
disturbed mother-child relationship existed in the former group.
2.3 The Transgenerational Effects of Stress

As the current study is concerned with mothers and their children’s disorders, it
is suitable to discuss transgenerational effects of stress through identifying the
potential impact of stress on mothers’ parenting role. As it is known the family is the
first source of socialisation and education, where the child develops its initial .
knowledge and skills. The parent-child relationship is the first mode of function in his
life through which he can connect himself with others. Therefore if the family climate
was positive and healthy, the child will consequently have a positive and healthy
relationship with others, however, a contradictory and poor family environment will
have a negative effect on the child’s development.

Maternal psychological symptoms have been shown to be important sources of
risk for children’s maladjustment. An extensive literature has established that
maternal stress and mental health problems are associated with a range of problems in
children, as researchers have devoted more attention to the mother, than the father, in
examining parental observation and perception of children’s behaviour. The mother is
usually the pivotal personality in a child’s life and the relationship between them starts
from the foetal stage, in the womb (Shaefer and Millman, i989; p.3).

A study conducted for two groups of Vietnam parents, one group with PTSD
and the other without, revealed that the first group displayed a high level, with
statistical significance, of failure in their children’s social and emotional
performances. Moreover, these children lacked self-control and were delinquent and

found it difficult to set up relationships with adults and fellow peers. The study
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explained that the parent’s anxiety was reflected in their children’s social performance
(Parson, 1990). It is expected that the children’s psychological sufferings become
more severe and more profound when they experience traumatic and stressful events
in addition to the suffering of both, or one of, their parents. This is because the
experience of traumatic events and stresses lessen or decrease the parental support,
which constitutes an essential requirement for child development (Dawes, et al.,
1989).

Another study was conducted by True et al., (1993) which addressed the
influence of inherited and non-inherited factors on the development of PTSD
symptoms by examining pn 4042 monozygotic and dizygotic male twin pairs, both of
whom were in military service during the Vietnam war. Symptoms in the re-
experiencing cluster and one symptom in the avoidance and numbing cluster were
strongly associated with combat exposure, and monzygotic pairs were more highly
concordant for combat exposure than disygotic pairs. A quantitative genetic analysis
revealed that inheritance has a substantial influence on liablity for all symptoms.

There is a trend that explains existence of children’s behavioural disorder due to
one/or both of parental sufferings. Emotional regulation begins with parental
responses to a child’s behaviour. Joyfulness, anger, fear and empathic sensitivity are
four aspects to parental emotional regulation. According to Karr-Morse and Wiley
(1997; pp.201-202), children of depressed mothers who received relatively little
stimulation of joyfulness were at increased risk of depression and anxiety and later
social and academic problems were also linked with this experience. Anger or rage,
while experienced by all children, may be inherited behavioural tendencies and if
these emotions are not modulated ip infancy or toddler-hood by care giving adults,

children may continue to act out high levels of aggression and may be more prone to
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conflict. Chronic féarfulness may also be genetically based, but like rage it can be
modulated by care giving behaviour on the part of the parents. Empathy is a strong
protective factor against antisocial behaviour. By modelling sensitivity to the child’s
needs and encouraging the child to be aware of the impact of his behaviour on others,
parents help children build a foundation for altruistic behaviour (Karr-Morse and
Wiley, 1997; pp. 201-202).

A child sometimes learns fears and anxiety because he sees his parents afraid.
and anxious. Moreover, the psychological suffering of the parents/parent is reflected
in the parental role in their bringing up of children, where they follow abnormal
methods in raising their children, such as cruelty, domination, excess pampering,
excess protection or carelessness. This makes the child prone to behavioural disorder.

Some studies show that there is a correlation between disordered family climate
and some children’s behavioural disorders. A study conducted on twins by Skre et al.,
(1993), approved that the family environment factors contributed to the existence of
severe disorders, generalised anxiety disorders and PTSD. It was also demonstrated
that the role of one of the parents in bringing up and educating children deteriorated
and declined due to his/her disorder and psychological suffering. If he/she failed to
provide the children with the required social support, probabilities of behavioural
disorder increased. ‘\

Social support is very important for the development of children. The study
conducted by Wallander and Varni (1989) revealed that children who lacked social
support, from the family, expressed more behavioural problems, and that existence of
social support was one of the child’s psychological adjustment factors and was

positively correlated to good adaptation.
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Parents’ daily Stress may be reflected negatively on their personalities as well as
their children’s behaviours. Banez and Compas (1990) found that children’s emotional
and behavioural problems were related to both their own daily stressful events as well
as the daily hassles and psychological symptoms of their mothers and fathers.
Separate analyses were conducted using children’s self-report, mother’s report and
father’s report of children’s emotional/behavioural problems. The result of the study
found that children’s self-report of depressive symptoms were associated with
children’s daily stressors. Children’s self-report of anxiety symptoms were associated
with their parents daily hassles. Mother’s report of their children’s interﬁalising
emotional/behavioural problems were marginally associated with parents symptoms,
and fathers reports of their children’s internalising emotional/behavioural .problems
were associated with parents symptoms and children’s self-report of daily stressors.

A significant correlation was found between children’s behavioural disorder and
their parents’ who suffered from stress caused by traumatic events, revealed in a study
conducted by Breton et al., (1993). The study explored impacts of disasters on the
mental health of parents and their children. In the year 1988 a huge fire broke out in
an area in Canada which trapped 1663 families for 18 days. Two groups of children,
each comprising of 87 children aged between 3-11 years, were investigated. The first
group was subjected to the fire risks, while the seconci one was not. Data were
collected through a questionnaire for children and their parents. Findings of the study
indicated that older children (6-11 years) in the first group showed symptoms of
PTSD, in comparison to those of the second group. There was a correlation between
the disorders suffered by parents and those suffered by children. The study disclosed
that parents could observe their children’s responses to the disaster accurately and

precisely.
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In another study by Green et al,, (1991; p. 945) psychiatric reports of 179
children aged 2-15 years, who were exposed to the Buffalo Creek dam collapse in
1972, were analysed two years after the disaster. The study examined the impact of
the exposure level on parental functioning, on the basis of a conceptual model,
addressing factors that influenced adaptation to a traumatic event. It also considered
the variables of age and gender. Results showed fewer PTSD symptoms in the.
youngest age group and higher symptom levels for girls than boys. Approximatefy
37% of the children were given a “probable” diagnosis of PTSD. Multiple regression
analysis showed that life threat, gender, parental psychopathology, and an irritable
and/or depressed family atmosphere all contributed to the prediction of PTSD
symptomatology in the children. Dr. Vicky Phares, a researcher at the University of
Connecticut, has written extensively about this disparity (Karr-Morse, 1997; p.226).
Her review of eight clinical journals focusing on child development from 1984 to
1991 found that 48% of the studies of children with parents involved mothers
exclusively and only 1% looked exclusively at fathers. Review of clinical journals
showed that seventy-two kinds of child psychopathology were attributed to mothers,
while not a single one was attributed to fathers.

Dawson and Fischer (1994) examined the correlation between maternal
depression and disruptions in children’s early social and;motional development. The
study showed that, mothers who were depressed found it hard to exhibit immediate
positive responses to their baby’s behaviour and to engage in interesting and
stimulating interaction with them. Depressed mothers generally showed more
negative moods. They rarely laughed or use animated voices in their vocal tones.

When the children observed the interaction with their depressed mothers, they begin to
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mimic their mother’s depressed mood and develop abnormal, stressful responses to
social interactions.

Parents’ maltreatment of children is one of the causes of children’s behavioural
problems and it is assumed that there is a correlation between mothers’ psychological
suffering and child maltreatment. When a mother is exposed to a traumatic event this
may result in any form of disorder which is reflected on the mothers’ treatment of hgr
child, particularly if the mothers’ suffering is severe. On one hand, the child often
acquires much of the mother’s types of abnormal behaviours. He leams these
behaviours and may develop them to a worse state. On the other hand, mothers who
suffer with psychological symptoms, their interaction with family members,
particularly the husband and children, deteriorate. In such conditions, children
become more prone to behavioural problems. This was shown in the study conducted
by Delmonte (1993) about a mother who was suffering with PTSD including
numbing, wailing, lamentation, depression, anxiety and grief. These disorders were
negatively reflected on the mother’s relationship with all the family members

Famularo et al., (1992) studied 24 children diagnosed with PTSD according to
DSM-III criteria, due to parent’s maltreatment. Each child was designated as
presenting acute or chronic PTSD depending upon the duration of symptoms. Children
with the acute form of PTSD presented a relative increase in spontaneous actions as
though the trauma were recurring upon real or symbolic exposure; had difficulty
falling asleep, hyper-vigilance, night-mares, exaggerated startle response, and
generalised anxiety/agitation. Those presenting the chronic form had relative
increases in symptoms of detachment, restricted range of affect, dissociative episodes,
sadness, and a belief that life will be too hard. These symptoms are related to the

parents’ maltreatment of their children.
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Highly stressed mothers show a negative interactional behaviour with their
children, which has been demonstrated in a study by De Anda et al., (1992), which
compared two groups of mothers where the first group had high stress and the second
group had low stress. It was found that the first group showed a high degree of rage,
anger, discomfort and bad adaptation, compared to the second group. Psychological
symptoms in the first group of mothers were reflected in how they dealt with their
children.

Studies supported this idea also by examining the psychological determinants of
health and behaviour in “Children of War”. Psychological studies during World War
II pointed to children and extreme conditions of war stress and suggested that the
emotional state and behaviour of mothers were the main factor between children’s
pathological functioning and parents’ traumatic experiences (Bender and Frosch,
1943).

In his earlier study during World War II Bodman (1944) found the reasons
behind the children’s behavioural problems after the war. The anxiety of the parents
was correlated with the children’s behavioural problems, and the children who were
evacuated during the World War II have had less behavioural problems than the
children who were exposed to shelling. In the Arab society Punamaki (1987) studied
the impact on Palestinian children’s exposure to traumatic events related to the Israeli
military occupation as well as the relation between the children and mothers’
responses to the situation. The moderating influences of other variables on the
relationships between traumatic events and children’s mental health were considered
as well. Results showed that exposure to events related to military occupation

increased mental health problems for both women and children. Analysis of
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interviews shows that historical and political factors determine a child-mother
relationship in conditions of political violence.

In war circumstances, family and children may experience stressful events such
as: losing a close relative, becoming displaced, witness to violence against one or
more of the family members, separation from family, lack of adequate nutrition and
lack of medical care etc. Such conditions generate stressors that have a negative effect
on the mental health.

Zahr (1996) conducted a study to investigate the psychological effects of war
and armed conflict on the behaviour of pre-school Lebanese children exposed to heavy
shelling between two years prior to data collection (1990 and 1991) and another group
of children not exposed to heavy shelling. The first group lived in east Beirut, which
was heavily shelled in 1989; the other group which was used as a control group, lived
in the suburban city, in the BeKaa Valley, where there was no shelling in 1989, before
or since that time. Measures that were used to obtain the results were the Home
Observation of the Environment (HOME) Inventory. The Family APGAR also was
used to assess the mother’s perceptions of and satisfaction with family functioning.
The Eyeberg Child Behavioural scale was used to assess behavioural problems of
children. The results showed that children who were exposed to heavy shelling had
more significant behavioural problems; however, the group who were not exposed to
shelling had a better home environment. What the mother perceived as more
functional family care reduced and buffered the behavioural problems in the children
who were exposed to heavy shelling. These findings indicated the importance of

- supportive home environment, good attachment, and positive relationships between
parents and children, which reduced the behavioural problems in children. Family

APGAR scores were also significantly correlated to the ECBI problem. The study
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suggested that a better home environment and adequate family functioning are
associated with a decrease in the intensity of behavioural problems manifested by
children as well as a diminished perception on the part of mothers that these problems
are serious.
Summary

This chapter discussed the impact of traumatic and stressful events on mothers.
There are several studies asserting that that women are generally more influenced by
traumatic and stressful events than men. If the pregnant mother lives in a stressful or
traumatic environment she will be more subjected to psychological disorders which
affects her personality and extends to the foetus. These disorders may continue with
mothers after the post-natal period and reflects negatively on her parental role, which

increases the possibilities of behavioural disorders in children.
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CHAPTER III

CHILDREN’S BEHAVIOURAL PROBLEMS: AN OVERVIEW

PREFACE

Behavioural problems, in childhood, include a wide range of behaviours. Suinn
(1988;pp. 659-660) asserted that it is not easy to identify or classify them. What
makes the task more difficult is the fact that children during their normal growth often
replace their behavioural patterns with more mature ones, and they have the ability
and flexibility to recover from the problems they may have experienced. Most
children however exhibit some of the behavioural problems at various ages and, to
various degrees, during normal development. It is very important to have clear
information and a clear classification, on the normal occurrence of behavioural
problems, to discriminate normal from abnormal behaviours in children. Wells and
Forehand (1985), indicate that from one-third to three-quarters of children and
adolescents’ referrals to mental health clinics are due to behavioural problems.

If we take into account the multiplicity of children’s behavioural problems, the
current chapter provides a brief overview of the children’s behavioural problems.
There are several taxonomies or classifications to this problem. In the psychological
literature (Shaefer & Millman, 1989; p. 5, Suinn, 1988; p. 665, WHO, 1992; pp. 37-
38, APA, 1994; pp. 13-14; Rutter, 1979). Children’s behavioural problems may be
immature behaviour, feelings of insecurity, habit disorders, anti-social behaviour,
moral disorder, learning disorder, etc. From the clinical perspective, the children’s
Behavioural problems may be demonstrated in mental retardation, learning disabilities,
communication disorders, pervasive developmental disorder, attention deficit disorder,

feeding and eating disorders, tic disorder and elimination disorder. It can be
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concluded that it is difficult to provide a unified classification of such problems.
Within the wide range classification of the children’s behavioural problems, there are
common problems such as eating disorders, elimination disorders, sleep disorders,
speech disorders, habit disorders and conduct disorders which will be discussed in
brief.

3.1 Eating Disorders

Malnutrition or over nutrition produces physiological and psychological effects
on the child, in addition to the physical impact. Eating disorder may be associated
with the child having some psychological, physical or social problems. Examples of
eating disorders are bulimia nervosa, anorexia nervosa and pica in addition to other
less common disorders.

Bulimia nervosa can be a compensation for the feeling of deprivation;
therefore, the child eats excessively to compensate for what he suffers from. Bulimia
nervosa usually leads to obesity, the child consequently, suffering from sarcasm and
mockery by his peers and other people. He then starts to have a negative self-concept,
feelings of misery and loneliness. In order to compensate for this, and to release his
feelings of hostility towards the others, he may eat excessively. A child who lacked
love may compensate for it with excessive eating, he may express hostile feelings
through excessive eating (Shaefer and Millman, 1989; p.§O4).

Excessive eating could be a result of the child's imitation of his parents’
behaviour or attempts to satisfy them; it could also be a desire to confront the parents'
anger and their pressures on him to reduce eating. Therefore his excessive eating is a
sort of adverse response; he may eat too much to become obese thinking that obesity
may protect him against dangers. A sample of American children surveyed by

Kelesges et al., (1992) found that there is a significant correlation (although it is a
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weak one), between self-deprecation and obesity in children. A study by Epstein et
al., (1994) discussed the impact of obesity in children and their parents. Although no
correlation was found between obesity and children's behavioural problems, a
correlation was found between these problems and parents' obesity. In simple terms,
obese children suffering from psychological problems also have obese parents. The
most important of these problems are anxiety and depression, besides social problems.
Hansen et al., (1990) and Gerald et al., (1994) conducted two ‘separate studies, the
findings for which showed that children's obesity is correlated to parents' family
conflicts. Moreover, children who are more obese have increased possibilities of their
parents belonging to low social class levels.

At the other end of the dimension from bulimia nervosa, is anorexia nervosa. It
is one of the nutritional disorders where a child avoids eating until he becomes lean
and emaciated, resulting in under-nourishment. It is not a simple disorder and gives
the greatest cause for worry (Al-Hefny, 1992; p.155). Several reasons may contribute
to the causes of this disorder such as physical reasons or due to special food factors,
however, psychological and social factors represent the main reasons. Power conflicts
as a result of parents’ exaggerated reactions towards their children's ways of eating,
forces these children to avoid eating. Children may sometimes realise that eating is
not important for them while it is important for their parents. Hence children's refusal
of certain kinds of food is one way of trying to dominate their parents. Therefore
refusal of food becomes sometimes attractive for them. A child may have the least
quantity of food to ensure his independence and express his own personality,
particularly when his parents show great concern in this regard.

Pica is another eating disorder; the child who develops pica will persist in

eating non-nutritive substances. Some Infants and younger children typically eat
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paint, plaster, string, hair or cloth. Older children may eat animal droppings, sand,
insects, leaves or pebbles. Pica is very common in children of poor families. Children
when hungry will eat anything that falls into their hands without differentiating
whether it is edible or not. Some studies tackled pica and found that it is not a
separate or independent disorder but correlated to other disorders. Parry and Parry
(1992) and March and Cohen (1990) stated that children who developed Pica in their
infancy were likely to develop bulimia nervosa or anorexia nervosa in their
adolescence.

Other eating problems include rumination disorder of infancy. It is the
repeated regurgitation and re-chewing of food, with weight loss or failure to gain
expected weight. The infant makes sucking movement with his/her tongue and gives
the expression of gaining inconsiderable satisfaction from the activity (APA, 1987).
There were many psychological problems behind the rumination disorder such as lack
of stimulation, neglect and a need of attention and care from a busy mother. Stressful
life events, such as lack of relations between the parent and child may be the
predisposing factors (APA, 1994).

Vomiting is another eating problem. The child brings up food from his stomach
and throws it outside. Children are capable of vomiting at ]l stages. Psychologically,
it may happen when a certain type of food repels the child. It can even be a defensive
act against his parent's attempts to force him to eat, or as a means of attracting
attention and care. Slow eating is another eating problem, whereby the child takes a
long time to masticate and swallow the food. It may be an organic problem or
ps&chological problem. Slow eating may be a reaction to forcing the child to eat when
he is feeling full. Child’s low eating could take place because his parents force him to

re-eat although he is satisfied (March and Cohen, 1990).
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3.2 Elimination Disorders

Enuresis is caused by the child's inability to control his bladder at an age when
he should be able to have control, i.e. about the age of five. The essential feature of
enuresis is repeated voiding of urine during the day or at night into the bed or clothes
(APA, 1994). With the exception of organic factors, enuresis in children is caused by
external factors such as traumatic events and a stressful life.

Life’s stresses may trigger enuresis. This was discussed in a recent study
using a group of psychological tests along with the scale of Multi-item life (Change
Unit Method). It was found that enuresis recurrence was high for children who scored
highly on the stress scale. [t was also found that divorce of (or separation between)
parents, is one of the most important stressful incidents correlated to a rise in enuresis
of children (Jarvelin et al., 1990).

Stoddard et al., (1989) conducted a study on a sample of 30 children with
severe physical injuries caused by an accidental fire. The results were compared with
another sample of children who had no such experience or any other traumatic
incidents. Results indicated that children in the first group developed enuresis and
showed growing anxiety and phobia.

A study by Reinhard (1989) found that the enuresis was viewed as a symptom
of disturbed interaction within the whole family, such di;turbance makes children and
their parents show a high degree of anxiety. Most children with enuresis faced some
physical or verbal punishment from their parents. This punishment produces feeling
of humiliation, lack of confidence and low self-esteem, because the child finds it more
difficult to control the problem, especially when the parents fail to help him/her get
away from this problem. Children who were found to suffer from neurotic syndrome,

since their birth, and children who were born under developed, suffered enuresis in
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later periods of their life. These conditions occurred during the day or the night
(Jarvelin, 1989). Parents also express anxiety due to their child’s enuresis, which
shifts to the child and the problem becomes complicated. The parent’s anxiety is
usually accompanied with a pressure on the child to control his urination. If he is
unable to do this, he distrusts himself and finds great difficulty in controlling his
bladder (Zahran, 1990; p.112).

Encopresis is the repeated passage of faeces into inappropriate places, (e.g.
clothes or floor) at the age of 4 years or more (DSM- IV). Children with encopresis
often repeat this act when they are tense or excited. It is more common among males
than in females. Encopresis is often related to constipation, impaction and retention,
with subsequent overflow. The constipation may develop due to psychological
reasons (e.g. anxiety about defecation in a specific place or a more general pattern of
anxious or defiant behaviour), leading to avoidance of defecation (APA, 1994). The
child with encopresis often feels ashamed and wishes to avoid the situation of
embarrassment and low self-esteem. A psychological factor causing encopresis may
be the child’s feeling of jealousy, which could occur, because the child was separated
from his mother or even from his parents. Cruel methods of early up bringing
correlated to physical punishment could also cause encopresis. In some cases,
psychological causes resulted in physical factors, wh}ch resulted in the child’s
encopresis (Wright, 1978).

3.3 Sleep Disorders

Many children experienced some type of sleep problem. Often these had a

great effect on their organic and psychological set-up. According to Mahowald and

Rosen (1990), sleep disorders in children can be classified into two major categories:
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- dyssomnias: ﬁrimarily psychogenic conditions in which the predominant
disturbance is in the amount, quality, or timing of sleep due to emotional
causes, l.e. insomnia, hypersomnia, and disorder of sleep - wake schedule,
and

- parasomnias: abnormal episodic events occurring during sleep; in childhood
these are related mainly to the child’s development, while in adulthood they are |
predominantly psychogenic, i.e. sleepwalking, sleep terrors and nightmares.
Results of a study by Moore (1989) showed a connection between sleep

disorders and the child’s attachment to the mother. The child fears that sométhing

wrong may happen to his parents during sleep.

In a study conducted by Jessee et al., (1992), on a sample of children who were
kidnapped, it was found that behavioural problems were significant among children
who were detained for longer periods; restlessness is the most prominent of
psychological symptoms displayed after the end of their detention.

Another study (Martinovic, 1993) found that the effect of stress, pressures and
sleep disorders in children indicated that daytime stress experiences often turned into
dreams at night, including insomnia and hypersomnia, and pansomnia or abnormal
motor activities during sleep. Another study supports the hypothesis stating that there
is a significant relation between the level of daytime arou;al experienced by the child
on one hand and his behaviour during sleep on the other hand. High levels of arousal
during the day produce some signs of sleep disorders in children (Fisher and Rinehart,
1990).

A mother’s stress and feelings of insecurity may result from children’s sleep
disorders. A study conducted by Benoit et al., (1992) revealed results for children of

two groups: a) children whose mothers felt insecure due to stress and b) mothers who
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were not stressed. .The study revealed that sleep disorders are common in an early
phase of infancy, but it increased with the mother’s feelings of insecurity. All of the
children who suffered from these disorders belonged to mothers who suffered from
feelings of insecurity. Whereas, only 57% of the children of unstressed mothers
suffered from sleep disorders.

It was disclosed that children who suffered from lack of attention in theif
infancy, suffered from sleep disorders in their adolescence in addition to emotionai
and social problems, and problems of school performances (Hechtman, 1991). This
finding helped some psychologists to study sleep disorders of children whb suffer
from learning disabilities. A study performed by Quine (1992) on a sample of British
children who were suffering from learning difficulties found that 66% of them had
problems of restless sleep, 90% wake during sleeping and 33% sleep regularly in their
parents bedrooms. Moreover, the study found that most of the children who suffered
from learning difficulties spent about two hours awake in bed before they fall asleep.

Characteristics of children’s sleep disorders were numerous, some of which are
refusal to go to bed, nightmares, night terrors, restless sleep, restlessness,
somnabulism (sleepwalking), grinding teeth and muscle contractions during sleep and
other disorders related to intellectual factors (Mindell, 1993; Dahl and Puig-Antioch,
1990). Due to the numerous views presented by psycl\lologists, the researcher will
outline the common disorders represented by resistance or refusal to sleep, restless
sleep, nightmares, somnambulism, restlessness and hypersomnia.

Refusal to sleep is correlated to anxiety, excessive excitement and the child’s
feelings of loneliness when he is alone, in addition to his lack of reassurance and
peace of mind that can be acquired only in the presence of his parents or grownups.

Many parents use early sleep as a punishment that the child correlates with going to
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sleep as a negative experience (punishment). Some cases of resistance to sleep are
linked with weeping for a short time before falling asleep, or waking up and crying at
night that may last for some hours. This situation threatens the psychological and
physical health of both the child and his parents. Some children resist sleep because
they fear the dark (Shaefer and Millman, 1989; p. 302).

Hopping out of the bed is one of the most common acts of children’s resistance
to sleep. This occurs when the child lacks positive reassurance of his parents’
presence at home, at night, and also as a result of lack of social interaction between the
child and his parents. Delay in going to sleep causes the probability of sleeping for
less than normal time. Therefore, programs of behavioural therapy aim at increasing
sleeping periods and work at gradually encouraging the child to sleep earlier, and
going to bed earlier (Piazza and Fisher, 1991).

Restlessness is also a form of sleep disorders. It includes physical and mental
discomfort during sleep. A child expressed this type of disorder by continuous
movements and randomly waving his legs and arms, in addition to kicking, teeth
grinding, head hitting and awakening at the slightest sound. All these actions express
the child’s discomfort and restlessness (Martinovic, 1993).

Another aspect of sleep disorders is nightmares. It is a response of fear or
fright, during sleep, represented by unpleasant or f:aarful dreams.  Although
nightmares occur for nearly all children, they become a problem only if frequent or
severe, causing a disturbance in the child’s sleep pattern. Nightmares may include
loud shouting at night accompanied with clear restless signals such as facial
expressions, shortness of breath and feelings of suffocation (as if he is carrying a

heavy weight on his chest). The child panics and usually gets out of bed too fast. As

75



soon as he recovers from the nightmare, he may feel suffocated, incapable, anxious
and has palpitations (Taylor, 1993).

Leung and Robson (1993) investigated the common occurrence of nightmares
at midnight or early morning and found that children’s nightmares were due to
psychological, physical and hereditary causes and were represented by restlessness,
conflicts or fears. These causes were suppressed during times of awakening but were
active during sleeping when the child could not resist its pressure. The most important |
causes of these psychological symptoms that lead to nightmares were: lack of security
and love in the family circle, severe tension, exciting activities, threatening évents,
scolding (or punishment) and lack of a warm interaction between the child and his
parents, in addition to the problems with peers and family members. All these
negative impacts cause sleep disorders and nightmares for children. Other studies also
revealed that snoring, nightmares and sleeping late often occurred (Hawkins and
Williams, 1992).

Somnambulism (walking during sleep) usually occurred after falling into a
deep sleep for one to three hours. The child is unaware of what is happening around
him. Although he walks steadily he may stumble, but usually is able to avoid collision
with objects and most of the time is unhurt. His eyes are glazed and wide open, and
he may wander about in his room. But, when he awakes, i\1e does not remember these
incidents, which last for up to thirty minutes (Shaefer and Millman, 1989; p. 284-
285).

A study conducted on 12476 children (aged five) disclosed no correlation
between night wandering and scales of children's physical and mental growth at this

particular age, although walking during sleep in early infancy showed that they would
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be likely to have severe physical symptoms and emotional stress in their late infancy
(Pollock, 1994).
34 Speech Disorders

A child is usually born with the ability of expression, but he cannot practice
this ability before achieving a certain degree of maturity. He starts the speaking
process automatically. This process includes physical and mental factors (Ateyya,r
1975). |

The abilities of speaking and understanding the meanings vary from one child
to the other. There are physical and psychological causes for speech disorders. These
disorders may occur because of the dysfunction of different speech apparatus such as
tongue, nose, lips, mouth, vocal cords, jaws bones, larynx and breathing canals. It is
also affected by special hormones of growth due to hereditary factors (Lewis, 1992).

Although elective mutism is rare, it indicates severe psychological disorders.
It simply means that the child prefers not to talk or respond to any dialogue or
conversation. He never answers any questions although he is completely aware of
everything around him and enjoys absolute freedom and will. These indications are
not permanent but appear from time to time and may continue for many hours, days,
weeks or months, but rarely for years.

Stuttering is perhaps the most widely recogni;ed of all speech disorders.
Stuttering represents a disturbance in the fluency and rhythm of speech with
intermittent blocking, repetition or prolongation of sounds, syllables, words or
phrases. Studies conducted by Yairi and Ambrose (1992) showed that stuttering
began at an early stage of the child's life on an average of 32-76 months. The
difference between the two sexes showed that the disorder was more common among

boys than girls (nearly double the number). However it started at an earlier age in
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girls than in boys. The previous study found that the sudden emergency of stuttering
is usually more common than its gradual appearance.

Stuttering has physical and psychological causes. Among the physical ones,
there are two somatic causes, first of which is the presence of dysfunction in any of
the speech organs including lips and jaws, which affected sounds and syllables and the
second is the individual's resistance to closure of vocal cords. Moreover, parents'
many expectations cause t‘he children to have stress and anxiety. For example, parents
may seek perfection in this regard, which cause anxiety and tension for the child. This
compels the child to live according to very difficult or impossible standards, in which
case the child becomes strained and anxious. (Fahmy, 1985).

Stuttering may indicate conflict, as some psychologists believe that some
people have strong feelings, but could not express them because of certain social
restrictions and negative reactions. They suggest that stuttering occurred as an
expression of anger and indicated an inner conflict between the desire to express and
the social refusal of these kinds of expression. This conflict caused hesitation and
stuttering (Swan, 1993).

3.5 Habit Disorders

Habits, in general, form a repetitive pattern that is strongly resistant to change.
It tends to be a reaction mechanism that is hard to controi. Children may exhibit these
habits unconsciously and they become unaware of it. Habits may reflect low self-
esteem, lack of appreciation by others as well as reflect the general outlook,
appearance and health condition (Hansen et al., 1990). Habitual disorder in children
can predict adult psychiatric disorder (Rodgers, 1990). However others such as thumb
sucking, nail biting which are common are often part of normal development. Thumb

sucking, especially before falling asleep, is a common disorder in normal infants and

78



young children. Thumb sucking appears early in the child’s life but disappears at the
age of five (Al-Hefny, 1992; p. 113).

The child may develop thumb sucking after a stressful family environment
event (APA, 1994). For example, when a child is threatened with separation from his
mother or is actually separated from her, or a child lives in a family environment that
is constantly witnessing verbal and violent arguments and hassles.

Another nervous habit disorder is nail biting. Leung and Robson (1990) found
that nail biting is common among 28-33% of children aged 7-20 years and 45% of
adolescents. Nail biting is caused due to several reasons including stress, irritation of
other family members, heredity, and transference from the thumb-sucking habit and
poorly manicured nails. Accordingly, treatment for nail biting is to address directly
the causes of stress, care of the nails so that the child will not find long nails to bite
and positive re-enforcement with regular follow-up. A study conducted by Williams
(1973) found that nail biting is more common among girls than boys.

Tic disorder includes uncontrollable quick movements made by the child. The
most common is eye blinking or another facial movement. Many body movements
are involved with eye blinking such as head, torso and limbs. In addition there may be
vocal tics. Tics may disappear with the causal event in which case chances are high
that they are caused by anxiety. Most studies found tile disorder three times more
common in males than in females (APA, 1987).

In a study conducted by Al-Hammadi et al., 1993:1), it was found that anxiety
and phobias are the most common of all neurotic behaviours displayed in Kuwaiti
children after the Iraqi aggression.

Fear is a natural emotion in children and adults but when it becomes

exaggerated, is an emotional problem. Social phobia is an immediate anxiety
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response; for example, a child has simple phobia of dogs, when he/she sees a dog,
he/she will almost invariably have an immediate anxiety response such as panic,
sweating, having tachyardia and difficulty in breathing (APA, 1987).

Anxiety is an uncomfortable feeling of disturbance and restlessness. Anxiety in
children may proceed from a painful experience such as physical pain, phobia, and
loss of parental love or failure with school progress. Researchers found that the
mother with anxiety tends to have children with social withdrawal, depression, and
somatic problems because of the insecure attachment, and because of negligence and
carelessness on the part of the mother to her child, which causes him to withdraw from
social life (Friedman, 1997). Ginsburg et al., (1998) studied social anxiety in children
with anxiety disorders to find the relation between social and emotional functions.
The participants were a clinical sample of 154 children (age 6-11 years) with anxiety
disorder. The study indicated that highly sovcially anxious children reported low levels
of social acceptance and general self-esteem and more negative peer anxiety disorder,
when they are separated from their home or from a very close person (e.g. mother).
They feel homesick and uncomfortable when they are away from home and fear being
lost and unable to return to their parents. Refusal to go school may be part of this
disorder. Going to sleep in a separate room is rare, and the child frequently awakens
at night to ensure that somebody is near them. The con;ent of nightmares expresses
the child's fear. Schredl et al., (1996) conducted a study on 624 children (10-16 years)
who reported their most recent anxiety dreams, rated how often they experience
anxiety dreams and most of the subjects that make them threatened in their dreams.
The study used the measure of trait anxiety. Results showed that a high level of
general anxiety was related to anxiety dreams. Anxiety dreams related to school

examinations were associated with anxiety dreams involving realistic dreams, rather
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than unrealistic ones; for example the child dreams about human aggression not a
monster. There is a relation between anxiety and depressive symptoms in children;
depression is a negative affective state characterised behaviourally in children by
irritability, tearfulness and insomnia, and in adults by sadness, loss of pleasure,
hopelessness with social withdrawal and physical changes (Bell, 1992). Many studies
support the idea that anxiety leads to depression in children and adolescents (Cole et |
al., 1997).

3.6 Conduct Disorders (CD)

CD includes verbally and physically aggressive behaviours and those in which
the basic rights of others and societal norms or rules are violated. The wide ranges of
behaviours that comprise this category include fighting destruction of property,
truancy, lying, stealing, cruelty to both animals and people and running away. Fire
setting is a dangerous symptom but is very rare (APA, 1987).

Research has consistently shown that children with severe conduct disorders
often exhibit intellectual deficits. Loney et al., (1998) conducted a study to investigate
whether or not this finding applied to certain sub-groups of children with severe
conduct disorders. 117 clinic-referred children were assessed for Oppositional Defiant
Disorder (ODD) and CD symptoms using a structured diagnostic interview with each
child’s parent and teacher, for callous and unemotioglal traits, using a standard
individually administered intelligence test. Children with ODD and CD diagnosis
who did not show callous and unemotional traits showed a deficit on sub-tests
measuring verbal reasoning ability relative to a clinic control group. Children with an
ODD and CD diagnosis who also showed callous and unemotional traits did not show
a verbal deficit and in fact showed a trend toward having weaker non-verbal abilities.

These results highlight the importance of recognising distinct subgroups of children
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with severe conducf problems when studying potential intellectual deficits in these
children.

A child with conduct disorder feels unhappy, disliked and that he is treated less
fairly than others (Quay and Love, 1979). Self-esteem is usually low although he
shows an image of 'toughness'. Poor frustration tolerance, irritability and temper
outbursts are frequent characteristic symptoms that are remarkably similar t§
descriptions of people who suffer from PTSD. Estimates from twin and adoptioﬁ
studies indicate that conduct disorder has both genetic and environmental components
(APA, 1994). Children with conduct disorder often come from broken hdmes or
dysfunctional families (Reid and Patterson, 1989) and experienced harsh and/or
punitive environments (Loeber and Schmaling, 1985). Lying is a means of avoiding
telling the whole truth. Children lie to defend themselves from unpleasant results.
Stealing is very common among children in their early childhood. Such behaviour
reaches its peak in the ages from 4-10, and then it starts to decline. If stealing
continues after the age of ten, it indicates a serious behavioural disorder (Shaefer and
Millman, 1989; p. 454). Many factors can cause the individual to develop conduct
disorder behaviour. Some of the contributing factors are that the child lives with
parents who reject or neglect him or with harsh rearing or inconsistent discipline, large
family size and frequent changes of care given. ’

As for hostility, psychologists define it in various ways; some of them say it is
hereditary, others believes that it is acquired and correlated with environmental
factors. Others define hostility as an outcome of both innate and acquired factors.
The general meaning is that, it is a harmful or even destructive behaviour directed
against others, and can be directed to oneself. It could be verbal or physical. Verbal

hostility includes verbal abuse, threats or mocking others. A child can be hostile
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against a certain indi§idua1 or against a group of children when they exclude him from
playing. Children sometimes do not realise that they are disturbed or disappointed so
they cannot transfer or extend their feelings to the others except through bursting out
in fits of comprehensive anger. Family conflicts play an important role in restrictions
imposed on the child, resulting in inconsistent behaviours.

A child’s hostile behaviour occurs when he is disappointed or hindered from
achieving his goals or satisfying his needs. For him, it is loss, utter destruction and |
total ruin. This hostility is acquired by the child when his relation with his parents is
characterised by disappointment that hinders or deters him from fulfilling his desires
and needs. There have been a number of laboratory studies suggesting that children
who observe or overhear conflicts between adults tend to respond with einotional
distress or aggression (Sternberg et al., 1993).

Summary

From the above mentioned, it can be noted that children’s behavioural
problems include a wide range of pathological behaviours, which can either be due to
physical or psychological factors as a result of traumatic and stressful life events. The
family climate and parental role is one of the most influential factors that explain the
child’s behavioural problems. There are several criteria on which children’s
behavioural problems could be classified. The most acommon classifications of
children’s behavioural disorders include: eating, elimination, sleeping, speech, habits,
and conduct disorders. It must be noted that to cover all childhood disorders was

difficult, as it is a broad subject. Therefore, there is a need for further research and the

use of well-validated broad-based research assessments.
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CHAPTER IV
PREVIOUS STUDIES ON THE IRAQI OCCUPATION
AND CURRENT STUDY ORIENTATION

PREFACE

When Kuwait was occupied by the Iragi troops on 2™ August 1990, most of
the citizens experienced traumatic events of severe magnitude putting them under -
stress during the seven months (2"d August 1990 to 26" February 1991) of the
occupation. This incident caused a great upheaval in the citizens" lives because they
had suddenly lost their identity and country. Kuwait was liberated by an international
military coalition on the 26th February 1991. Besides looking into the refurbishment
of the material damage, social and educational effects, Kuwait paid especial attention
to the psychological effects of the Iraqi occupation. There are several studies showing
the multiplicity and variety of psychological effects of the Iraqi occupation — as a
massive shock — on the Kuwaiti people. The current chapter briefly introduces Kuwait
and the Iraqi occupation followed by a discussion of the most significant studies
related to its psychological effects as a background for the orientation of the current
study.
4.1 Kuwait Society in Brief

Kuwait has been inhabited since the seventeenth century and was popularly
known as Al-Qurain. It got its present name from “Kut” which literally means
“Castle”. Kuwait shares common boundaries with Iraq in the West and North, in the
East is the Arabian Gulf and Saudi Arabia. The total area of Kuwait is 17,818 square
kilometres (6,960 square miles). The mainland is practically made up of flat sandy
desert. Being a desert, the weather is characterised by long, dry and hot summers, and
short, cold sometimes rainy winters (Ministry of Planning, 1995; p. 4).

In the beginning of the 20" Century, tribal movements made delineation of
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borders rather difficult and this resulted in some problems with the neighbouring
countries of Saudi Arabia and Iraq. The matter was amicably resolved, initially with
[raq, when an agreement was signed in 1963 whereby Iraq recognised Kuwait’s
independence and full sovereignty and, secondly with Saudi Arabia in July 1965
following the creation of the neutral zone between the two countries (Kuwait and
Saudi Arabia) (EI-Mahjoob, 1985; p. 13).

Kuwait obtained its independence from Britain in 1961 and then joined the
Arab League and in 1963 became a member of the United Nations. Before the first
official census was conducted in 1957, little was known about the population. In fact,
the Central Office for Statistics tentatively estimated that the population existing in
1910 was approximately 35,000. Since then, due to the discovery of oil, the
population reached a rﬁugh figure of 75,000 prior to World War II, before the oil
exports were initiated (El1-Mahjoob, 1985; p. 38).

Statistical figures showed that Kuwaitis were, and still are, a minority in their
own country. At the time of the Iraqi occupation in 1990, 580,674 Kuwaitis
represented just below 27.1% of the entire population of 2,141,465 (Ministry of
Planning, 1995; p. 26). The post liberation era Kuwaiti government attempted to
redress this imbalance. Efforts were made to limit the foreign population in the hope
that Kuwaitis would eventually constitute 50% of the enti;e population. In 1995 the
population of Kuwait was 1,690,535 distributed between Kuwaiti (41%) and non-
Kuwaiti (59%) (Ministry of Planning, 1995; p. 26).

The official language of Kuwait is Arabic. English is considered a second
language in business circles in recent times. However, it is not widely spoken. The

government schools teach English as a subject. Enrolment in private bilingual and

English schools is on the increase. Islam is the state religion. The state protects the
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freedom, which incorporates practising any religion as long as it does not conflict with
public policy and morals.

| The discovery of oil in 1938 led to a phenomenal increase in government
revenues. The post-oil era is one characterised by a build-up of Kuwait’s infrastructure
and an acceleration of the transformation process. The Kuwaiti government provides
all its citizens with free education, medical and social services, as well as subsidised
charges for food, water, electricity, local telephone facilities and transportation.
Housing is provided for low-income families and job opportunities are secured for
each citizen.
4.2 The Iraqi Occupation of Kuwait

In the pre-dawn hours of August 02, 1990, Iraq began its occupation of
Kuwait. By approximately 10:00 am, the Iraqi forces controlled the Kuwaiti borders
and an effort was underway to annex Kuwait to Iraq. Until this time, Kuwait had no
experience of foreign occupation or real war and consequently the Kuwaiti citizens
were caught unprepared by the rapid and overwhelming invasion. Because the
massive attack began at nearly 2:00am, most families awakened to the sounds of
bombings and artillery fire. By dawn, the evidence of war was everywhere with Iraqi
military rampaging through the streets.

The summer is typically the time many Kuwaitis v\vere vacationing abroad, and
therefore family members were widely separated. A large number of the non-Kuwaiti
population was also out of the country at the time of the invasion. The threat of
constant danger and the fear for personal safety was part of the daily life for those who
remained in Kuwait. People were randomly and brutally punished for the most minor

infractions.
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Iraqi military forces tortured and executed to obtain information about those
citizens engaged in the resistance fighting. Executions, tortures and rapes were often
carried out in front of family members. Many times, severe torture was followed by
execution. The bodies of the dead were often left in front of the victim's house for
days and the family was forbidden to remove it. Most Kuwaiti families had witnessed
a war atrocity or could report a family death or missing member. Torture sometimes
included the progressive amputation of body parts. Attempts were made to force
Kuwaitis to abuse other Kuwaitis, even family members. Not only were adults
tortured and executed but children, too. Even parents together with their children (Al-
Deeb, 1993).

Another aspect of the terror perpetrated on the people was the kidnapping and
disappearance of male Kuwaitis. Many of those who disappeared during the Iraqi
occupation were taken as hostage. This issue was the cause of major stress not only
for those who were kidnapped but also for their families. As stated by Thompson
(1991), “being taken as hostage is an obvious example of a major stressor. Hostage-
taking involves coercion and very frequently the use of weapons so there is an
immediate likelihood of personal injury and death”. From the start of the occupation
the Iraqi troops took several Kuwaiti citizens as hostage.

Many Kuwaitis left their country escaping abroadt As they were escaping, they
witnessed horrible sights in the desert, e.g. some Kuwaitis citizens were dead in their
vehicles leaving little babies crawling over the dead bodies of the adults, and vehicles
stuck in the sand. Although some escaped successfully, they did not feel happy after
witnessing these events, realising that they were leaving their homeland for the
unknown. On the other hand, Kuwaiti citizens who were already out of Kuwait,

perhaps on business or vacation, were not able to re-enter and had to wait for an
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unlimited period of time to receive news of their families in Kuwait (Al-Rashidi,
1994).

Besides suffering from the loss of their homeland, the Kuwaiti citizens were
subjected to captivity and arrests that were accompanied with psychological and
physical torture. The infrastructure was destroyed and life’s essentials including food,
water, services and public utilities deteriorated, which was a daily source of suffering |
for all the people. Moreover, the Iraqi forces performed acts of burglary, plunderedA
and sabotaged houses, shops, establishments and institutions as well as practised rape
at gunpoint. These brutal practices contributed to compulsory changes of residence,
coercive estrangement, disunity, separation and scattering of family members. This
traumatic atmosphere caused feelings of danger and stressful circumstances. This new
difficult way of life contradicted the life of security and welfare prior to the
occupation, resulting in emotions such as anger, stress, sadness and sorrow (SDO,
1993). When the Kuwaiti families reached their destinations in the Arab or foreign
countries, they suffered due to financial shortages and difficulties in finding living
facilities.

It can be concluded that the Iraqi occupation was a drastic and undesirable
change in the daily lives of Kuwaiti citizens. Prior to the occupation they lived in a
safe, luxurious and harmonious environment. During th?: occupation the living style
was completely different, whereby they were forced to live under unsafe, scarce and
contradictory conditions. After the liberation, when they returned home, they still felt
unsafe and insecure due to the burning oil wells, damaged infrastructure and the fresh
memories of massive trauma related to the Iraqi occupation.

4.3  Kuwait’s War Studies: A Critical Perspective

During the years following the liberation of Kuwait, a number of studies have
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looked into the psychological and social impacts in Kuwaiti children and adults
because of the Iraqi occupation of 1990. Most of these studies are documented in the
Social Development Office (SDO); which was set up in April 1992 with the aim of
healing the social and psychological effects caused by the Iragi occupation and to
rehabilitate the Kuwaiti identity to become secure and productive. Besides SDO’s five
Counselling Centres that were set up to provide psychological services for the Kuwaiti
society, SDO was also acti\./e in conducting surveys, holding conferences and seminars
and preparing scientific research studies.

The Al-Riggae Specialised Centre was established in December 1991, as a
special Centre for the treatment of psychological sufferings due to the Iraqi
occupation. The centre provides psychological services for torture survivors, persons
disabled by explosives and persons whose human rights were violated during the Iraqi
occupation. The Centre also conducts research, documenting forms of torture and
sufferings during the Iraqi occupation.

The SDO, Al-Riggae Specialised Centre and other foundations and individuals
conducted many studies on the impact of the Iraqi occupation. The following is a
presentation of the significant Kuwait war studies followed by a critical evaluation :

Ministry of Education (1991) conducted a study which investigated the
psychological and social impact of the Iraqi occupatic;n on Kuwaiti children and
students. Data was collected using a standardised questionnaire. The sample consisted
of teachers, parents and psychologists working in school (N=363). Interviewees were
also questioned about their impressions and remarks pertaining to the psychological
and social changes that occurred as a result of the Iraqi occupation. The study showed
an increase in negative behaviours psychological disorders (mental illness) and fears

of the unknown, hostility in students’ behaviour, disturbance of social values,
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violation of the school regulations, increase in smoking and psychological suffering of
POW’s children. The study offered in-depth results regarding the students’
behavioural problems as a result of the trauma experienced due to the Iragi
occupation. However, the sampling technique is not clarified and the study also did
not identify the differences between the observations of teachers, parents and
psychologists with regard to the student’s psychological problems.

Al-Ansari et al., (1991) investigated the existence of psychosomatic disorders
in the patients of two Kuwaiti public hospitals immediately after the Iraqi occupation.
A questionnaire was administered to a sample of physicians (N=211). Results showed
that 16.1 % of the physicians stated that their patients suffered from physical disorders
due to psychological factors; 13.8% of physician’s time was spent in assisting patients
overcome their psychological problems (anxiety and depression), and 33.2% of the
physicians tried to treat psychological disorders instead of referring them to
psychologists. Physicians’ remarks indicated that psychological disorders increased in
patients after the Iraqi occupation. The study presented significant results on
psychosomatic disorders of the Kuwaiti patients and has several important
implications, as it sheds light on the psychological reasons contributing to the physical
diseases. In investigating depression and anxiety the study used a standardized tool.
Results of the cause of physical disease in relation to t\he psychological disorders
could have been investigated more accurately, if the researcher had used more than
one standardized scale, e.g. BDI and GHQ, besides the study standardized scale.

Mansour (1991) conducted a study on a sample of Kuwaiti children and
adolescents (592) living in Cairo during the Iraqi occupation of Kuwait, to assess the
psychological impacts. The sample was divided into two groups according to: gender,

age (infancy, adolescence) and place of residence. A questionnaire comprising of 68
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items was used to identify the psychological symptoms and disorders. Results
revealed that seven factors: emotional difficulties; cognitive difficulties; physiological
disorders; irritability; difficulty in studying; conduct disorders, willpower and
confrontation, were evident. The first six factors constituted the negative impacts of
the Iraqi occupation, while the seventh one was a positive impact. An in-depth
analysis of the negative impact disclosed two main factors: anxiety and reaction to.
traumatic depression. Coﬁpmison between the sample groups with anxiety showed
no significant differences pertaining to gender, age or place of residence. With respect
to depression, no significant differences were found for gender and age variables
while these differences were evident for the ‘place of residence’ variable. Those who
were living inside Kuwait during the Iraqi occupation expressed a higher level of
depression than those living outside Kuwait. Results indicated that there are no
significant differences regarding the positive factor, (will power and confrontation)
according to gender variable, while these differences existed according to the age and
place of residence variables. Adolescents and those living abroad showed a highly
significant increase in will power and confrontation in comparison with children and
those who were living in Kuwait. The study included the positive effect of the Iraqi
occupation, an essential dimension which was not investigated by other studies. It
also conducted an in-depth investigation of the psychBlogical impact of the Iraqi
occupation, taking into consideration the demographic variables. The study sample
was not selected randomly, probably because there was no sampling frame or
inadequate statistics about Kuwaitis living in Cairo during the period that the study
was conducted.

Another study was conducted by Darweesh (1992), on a sample of 307

Kuwaiti male and female students who were living and studying in Cairo, during the
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occupation, in the fourth intermediate and secondary stage. The study examined the
impact of the Iraqi occupation on their psychological status. Data collection was
conducted through a questionnaire measuring neurotic disorders, depression,
dysfunction adjustment or psychological/social mal-adaptation, and a decrease in
academic achievements. Findings revealed that both genders of students indicated a
severe level of suffering. The female students were affected much more than the male
students. There were various psychological reactions, feelings of alarm, no longer
feeling safe, fear of the future, and feelings of pessimism or loss. The study identified
additional reactions that correlated with suffering such as: state of anxiety, depressive
mood, social mal-adaptation and mental inefficiency. The study provided comparative
results regarding the psychological symptoms according to gender variable. It used
academic records to assess the students’ educational achievements, in addition toa 30
item questionnaire to measure neurotic disorders, depression, dysfunction adjustment
and decrease in academic achievements. Although the study achieved results over a
wide range of information, these domains need several tools for accurate investigation.

Al-Hammadi et al., (1993:2) investigated the prevalence of PTSD, two and
half years after the liberation of Kuwait, in an epidemiological sample of 566 families
(N=2856) and 139 families of the Martyrs, POWs and persons physically injured due
to mines and ammunition (N=946). PTSD was determil\wd by administering a self-
rating questionnaire and results showed that 55% of the epidemiological sample had
gone into hiding for three days or more, for fear of personal safety; and an overall
27.1% adults and 16.8% children, were diagnosed with PTSD symptoms. Although a
lower percentage of children in comparison to adults were diagnosed with PTSD
symptoms, 44% showed behavioural disturbances, conduct or emotional disorders.

The prevalence of PTSD was more significant in women than in men (62% versus
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38%). From reports, of 113 citizens that were tortured, 94% were males. Similarly,
126 individuals were taken as hostage or detained for more than three days, of whom
91.2% were males. Of those who were in Kuwait, equal numbers of males and
females had personally witnessed violence (total N=997). Thirty-three persons
reported to have suffered the death of a spouse, parent or child. Twenty adults
reported injury due to mines and ammunitions, 85% of whom were males. One
female and seven male adults reported subjection to sexual assault. Among the
families of martyrs, POW's and injured persons, the overall prevalence of PTSD in
adults was 42.5%, 32.7% and 33.7%, respectively. The rate of PTSD for the children
of the martyrs, POW and injured persons’ families, was 23.0%, 25.2% and 19.7%,
respectively. Of the adults (N=41) who were injured, 22.3% were diagnosed with
PTSD and of the injured children only 2 were diagnosed with PTSD. The study
mentioned that the rate of PTSD in the sample was higher than previously reported
from other countries at war. The study also confirmed that the high rate of
behavioural disorders, reported in these children, might be due to the traumatising and
stressful war sityation. These results are note worthy as they indicate that the
traumatic events, as a result of the occupation of Kuwait, continues to have an impact
on the psychological well being of the population in Kuwait. The study used fourteen
tools (seven questionnaires and seven rating scales) on ;1 randomly selected sample
(N=2854). No data was collected for children below the age of 6 years. The authors
stated that at the time of the invasion of Kuwait, these children would have been
around three years of age and the rate of memory recall declines steeply for events
below the age of 6 years. The study could have investigated the children’s mental
health problems through their mothers, not depending on the children themselves,

especially since the study used tools to collect data on children through mothers and
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teachers (Rutter A, Rﬁtter B). The study also did not clarify some important statistics.
Fer example, it does not mention the significance of differences of percentages among
the study groups regarding “fearful” experience.

Al-Bar (1993) conducted a study on two random samples (N=584) of Kuwaitis
who were living in Saudi Arabia during the Iragi occupation, aimed to identify the
interviewees’ mental health problems. The sample consisted of 294 females and 290
males and data collection tool was a questionnaire measuring anxiety and depression. |
The study revealed that 9% of the sample saw or heard of rape cases, 16.3% noticed or
heard of robbery cases and 5.4% experienced war injuries. The findings also revealed
that 48.6% of the sample were definite cases of anxiety while 21.4% were indefinite.
Moreover, females showed a highly significant mean score on the anxiety scale in
comparison to males. 54.5% showed depression and 33.1% were indefinite, with no
significant differences between males and females. It is worth noting that 94% and
96% of the sample showed anxiety and depression, respectively, however, they did not
complain of any diseases prior to the occupation. The study concluded that anxiety
and depression are direct reactions to the stressful circumstances of the Iraqi
occupation of Kuwait.

The study used a standardized scale and was conducted on a relatively large
sample, randomly selected. It investigated anxiety and del;ression considering gender
differences and the stressful experiences. More fruitful results would have been
available if the study had investigated the variable of stress level in its relation with
depression.

The Social Development Office (SDO) (1993) conducted a study investigation
on the educational, psychological and social changes triggered by the Iraqi occupation

on Kuwaiti children, between the ages 6 to 17 years. It also identified the most
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relevant problems thrdugh a questionnaire administered to schools’ educational and
management staff. The sample included 998 males and females, working in a hundred
schools in the primary, intermediate and secondary stages. The questionnaire included
44 statements about the educational, psychological and social problems. Findings
revealed that most of the students’ problems were related to social adjustment,
followed by psychological and educational aspects, which were more evident in males
than females. There are significant differences between the students in adjustment A
problems according to the educational stages. The secondary stage students showed a
highly significant percentage of adjustment problems in comparison with intermediate
and primary stage students.

The study used a standardized questionnaire, which was applied to a relatively
large sample, randomly selected. Although the results provided important information
on the students’ psychological, social and educational problems, the study did not
investigate the relationship between determined stressful events and the students’
psychological, social and educational problems.

Ministry of Education (1993) conducted a study on the reflections of the Iraqi
occupation on the psychological state of the Kuwaiti male and female students from
the secondary schools (N=1200). A questionnaire consisting of 60 items was adopted
covering cognitive and emotional aspects along with \self and social adaptation.
Results indicated that before the Iraqi occupation the students were more enthusiastic,
actively lived life to the fullest and were optimistic toward the future. After exposure
to the Iragi occupation, their behaviour changed. They mistrusted others and doubted
their intentions. The study also indicated that students of both genders experienced
trauma and stress, which caused difficulty in controlling their emotions. After the

occupation the characteristics of being self-centred and solitary were highly significant
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in females in comparison with males. The study offered valuable information about
the effects of the Iraqi occupation on cognitive and emotional aspects of the Kuwait
youth. It was conducted on a relatively large sample, however, not randomly
selected.

Fido and Al-Jabally (1993) investigated the psychological disorders of 84 male
incarcerated Kuwaiti criminals inside the prison. The study identified particularv
psychological disorders. Results indicated that the percentages for schizophrenia
prevalence was 4.8, depression 9.5 and for low psychosomatic disorders 69
(comprising of 25% for general depression disorders, 27.3% for personality disorders,
and 16.7% disorders correlated to drug abuse). Alcoholism and drug abuse increased
among those who suffered from problems correlated with personality disorders.
Embezzlement, and smuggling of alcohol and drugs, were the three uppermost crimes
for which most prisoners were jailed. These individuals had no criminal history before
the Iraqi occupation. The study appears to show a significant damaging social impact
of the Iraqi occupation. It used several scales to identify the psychological disorders
of Kuwaiti prisoners. The sample is relatively small. The study did not clarify the
percentage of the sample from the total society, nor investigate the correlation
between the circumstances of the Iraqi occupation and criminal behaviour.

Baron (1993) investigated the psychosomatic xmanifestations for Kuwaiti
adolescents (N =450), considering three variables: period, gender and residency
during the Iraqi occupation. The study made a comparison between males and
females, as well as those residing inside and outside Kuwait. The Psychosomatic
Disorder Inventory of the Ohio University was used to gather data. The results of the

study is summarised as follows:
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- There are sigﬁiﬁcant differences in the psychosomatic disorders for the three
periods (peace, occupation, and liberation) for the total sample. The mean score
is significantly high during the occupation period in comparison with the peace
and liberation periods.

- There are no significant differences in the psychosomatic disorders for those
living inside and those living outside Kuwait, during the occupation.

- Females expressed a significantly high mean score on the anxiety sub-scale in
comparison with males, for all the three periods (peace, occupation and
liberation).

The study used standardized scales and achieved in-depth results regarding
psychosomatic disorders taking into consideration the variables of period, gender and
residence. The statistical analysis was integrated and in line with the study objectives.
In investigating the stressful events experienced by the sample during the Iraqi
occupation, the study clarified the dimensions of the trauma. Although the title
reflects the study subject, it did not investigate the relationship between anxiety and
psychosomatic disorders, nor include procedures to ensure if the physical effects are
due to psychological or biological reasons.

Al-Deeb, (1993) investigated some psycho-social changes triggered by the Iraqi
occupation for 120 Kuwaiti University students. The st;dy sample consisted of two
groups: those residing in Kuwait during the occupation until the liberation, and those
residing abroad throughout the occupation. The study adopted a scale for the
psychosocial impacts of the Iraqi occupation, in addition to a questionnaire, which
included open-ended questions. The scale included three variables: the present and
future attitudes toward Iraq, the total points on the attitude towards Iraq, and the

psychosocial disorders noted. Findings of this study revealed the following:
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The present attitudes of most of the sample towards Iraq tended to be strongly
negative. They considered all of the Iraqi people should be punished, those
who participated in the war and as well as those who did not.

Significant differences existed between the two groups (residing inside or
outside Kuwait during the occupation period). Those residing inside Kuwait
reported a desire to terminate all relationships and family ties with Iraq. They |
had stronger negatlive feelings against Iraq and were prepared to retaliate.
Results proved that this group suffered more from psychosocial disorders than
those residing abroad during the occupation.

Significant differences exist between females and males residing abroad.
Females were less intolerant, hostile, and expressed hatred toward the Iraqis.
Significant differences do not exist between males and females residing in
Kuwait, during the occupation, for psychosocial disorders.

Interaction of gender with place of residence indicated significant differences
on the psychosocial dimension. Females residing in Kuwait had more
psychosocial disorders in comparison with males residing abroad, as they were
subjected to the direct stressful practices of the Iraqi occupation.

The study results appear to show significant psychosocial effects of the Iraqi

A

occupation. The study used a standardized questionnaire in addition to open-ended

questions, which resulted in quantitative and qualitative findings. The sample is

relatively small and some results were predictable, as it is expected that the Kuwaitis

\

will have a negative attitude towards Iragq.

The Ministry of Information (1993), in Kuwait, conducted a study to explore

the views and opinions of the Kuwaiti people about the psycho-socio-educational

impact of the Iraqi occupation and the role played by the media during that period.
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The study sample included 590 Kuwaitis above sixteen years of age. Findings
revealed several negative impacts as a result of the occupation such as: violent
phenomenon (83.6%); feelings of fear (73.5%); fear of the future (89.7%); nervous
temperament (80.7%); children’s hostility (70%); persisting anxiety (67%), and poor
school performance (64.2%). In addition to these disorders, the study revealed that at
least 50% of the sample had fears of: the mention of “Iraq”, scarcity or lack of sleeb
due to nightmares, milit@ uniforms. The study covered a wide range of effects due
to the Iraqi occupation. The investigation was conducted on a sample for which the
variables ranged over a diverse variety, e.g., all ages, genders, all the Kuwaiti
governorates, etc. The questionnaire covered a wide variety of items measuring
psychological symptoms, however, there is no information about its validity and
reliability. In spite of the analysis of the results, the study did not discuss or interpret
them.

Al-Faqi (1993) investigated the negative cognitive, emotional and behavioural
impacts suffered by the Kuwaitis, as a result of the Iraqi occupation, on a random
sample of 600 Kuwaitis, some of whom were living inside and outside Kuwait, during
the Iraqi occupation. Some belonged to families who lost one or more family
members during the occupation period, either by killing or being taken as prisoner.
The data was collected by standardised questionnaires measuring neurotic and
schizophrenic symptoms, behavioural disorders and stressful incidents, as well as the
Personality Inventory scale. Results indicated that the impact of the Iraqi occupation
could be categorised under seven psychological disorders: anxiety and fear; hostility;
. neurotic symptom; psychophysical symptom; schizophrenic depressive symptom;
schizophrenic reactive symptom, and schizophrenic symptom. Anxiety and fear of the

future were the most predominant of the neurotic and behavioural symptoms that were
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prevalent in the individuals who were residing inside Kuwait and outside. 62% of the
males and 82% of the females indicated anxiety and fear of the future; 55% of the
males, below 25 years, suffered from insomnia; 66.8% of the females, below 25 years,
suffered from grief without knowing the reasons. There were no significant
differences between the sample groups in neurotic symptom and hostility. The study
also revealed that schizophrenic symptom was predominant in most of the individuals |
(schizophrenic doubt, and mistrust, in addition to a pathological dislike of non-
Kuwaitis and all citizens other than those of Kuwait and Gulf countries). Different
schizophrenic symptoms were apparent in both groups and significant differences
existed in most of these symptoms on the variable of “inside and outside”. The study
was based on an integrated design: investigated variables and statistical methods. The
data was collected through valid and reliable scales. It offered in-depth findings on the
negative effects due to the Iragi occupation., however, there is no information about
the sampling techniques.

Al-Meshan (1993) investigated two groups of Kuwaiti students living inside
Kuwait and outside Kuwait during the Iraqi occupation (N=400). The sample was
distributed equally for both genders. The study investigated depression, hostility and
personality characteristics. Data collection was performed through three scales:
Eysenck Personality, Beck Depression Inventory anc; Hostility. The researcher
designed the latter scale, “Hostility”. The study revealed the following:

- There are significant differences for extroversion between males and females.
Females were more extroverted in comparison with males. Males wh<; were
living inside Kuwait were less extroverted than those living outside Kuwait,
and females who were living outside Kuwait were less extroverted than those

who were living inside Kuwait.

100



- There are significant differences between males and females regarding
neurosis, where females scored higher than males. These results applied to both
genders living either inside or outside Kuwait.

- There are significant differences between males and females with respect to
psychosis, where males scored higher than females, but there are no significant
differences between those who were living either inside or outside Kuwait.

- There are significant differences between males and females for depression,
where females were more depressed than males, but there are no significant
differences between those who were living either inside or outside Kuwait.

- There are ro significant differences between males and females for hostility
between those who were living either inside or outside Kuwait.

The study concluded that Kuwaiti youths living either inside or outside
Kuwait, during the occupation, suffer from depression, extroversion, hostility,
neurosis, and psychosis.

The study used reliable and valid scales. It illustrated in-depth results
regarding personality disorders and its relation to gender and residence, on the sample
as a whole and on each of the sample sub-groups. However, it did not clarify the
significance of these disorders as a result of the the stressful events during the Iraqi
occupation. )

Shukry and Kareem, (1994) compared recurrent fears among a sample of
Kuwait University students (N=88) during the periods before, during and after the
Iragi occupation. It aimed at identifying factors that excited fears in the Kuwaiti
students The significant findings of the study for the three periods: before, during and
after the Iraqi occupation, were as follows:

- Before the occupation: fear of failure (41%) and fear of the future (63.6%).
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- During the occupation: results showed that between 34.09% and 86.4% of the
sample expressed fear of showing Kuwaiti identification cards, wearing
jewellery military uniform, Iragi food, radiation, torture, and the fear of
captivity and crowding.

- After the occupation: fear of modern war and its consequences (78.4%),
negative impact of the occupation (85.2%), oil depletion or economic collapse
(64.8%) and fear of unfamiliar places (66%).

The study concluded that the occupation triggered new feelings of agitation and
fears, which were negatively reflected in behaviours, personality and social
interaction. The study used a reliable and validated scale and achieved important
results regarding “fearful feelings” before, during and after the Iraqi occupation. It
clarified the differences between the sources of “fearful feelings”, for all the three
periods. In the theoretical part, the study includes a descriptive background of the
political situation and its psychological effects on the Kuwaiti people. The study
provides information about the probable causes of “fearful feelings”, not only for the
Kuwaiti students, but also for the whole society.

Another study by Al-Rashidi (1994) identified motives of social behaviour of
Kuwaiti people during the Iraqi occupation, and that these motives were in
hierarchical order and the effect of these motives on their s;cial behaviour. The study
depended on a stimulus theory and used a standardised questionnaire as a tool for data
collection, which was applied to a random sample having nearly the same
characteristics of Kuwait society (N=1000). The findings revealed that circumstances
of the occupation triggered a re-arrangement of needs. The need for freedom of
expression ranked first. The second was the need for strength followed by the need

for personal safety. The need for food and water came further down, followed by the
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needs for money, heélth care, security and safety. A place of residence and property
were less important and lastly, the need for communication and entertainment. The
strength of these needs ranged between 3.1-4.3 of the total 5 points. In trying to
satisfy their needs, 63% of the sample ignored the Iraqi rules and laws. The study also
disclosed that the sample thought of certain behaviours when the occupation took
place. This situation was prompted by the needs of personal safety, power, and
belonging. In order to satisfy these needs (and others), the behavioural patterns of the |
Kuwaitis with the invading troops were characterised by the need of self-assertion.

In investigating the Kuwaiti citizens’ motives, under the circumstances of the
Iraqi occupation, a relatively large sample was randomly selected. A standardized
questionnaire which included motives and types of behaviour was used. The results
of the study was interpreted through Maslow’s Hierarchy of Needs Theory. The study
did not investigate the link between certain motives and types of behaviour.

Social Development Office (SDO), (1994) investigated the impact of the Iraqi
occupation of Kuwait on children’s attachment to the educational process. The study
investigated the following dimensions: belonging to the homeland, violent tendency,
teachers and student’s dedication to work, values and learning performance. The
sample included pupils of both genders from the primary stage (593), intermediate
stage (1063) and High school (1613). Several scales :vere administered: values,
belonging to the homeland, dedication to work, and hostility. The study revealed the
following findings:

- Both male and female students displayed a high score for violent tendency

after the Iraqi occupation, in comparison to before.
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- There is a significant increase in student’s dedication to work after the Iraqi
occupation in comparison to before. But parents and teachers stated that their
level of dedication to work did not change.

- There is a significant increase in the mean score for economical and social
values, with a decrease for ethical values, and a lower score for political,
religious and social values, which was observed in students at the secondary
stage. For University students, the study showed an increase in the mean
scores for religious and political values compared to a decrease in the mean
scores for political and aesthetic values.

There is a decrease in the mean scores for the educational performance of
pupils in the primary and intermediate stages after the Iragi occupation in comparison
to before. The study used three reliable and valid questionnaires in addition to school
records for collection of data. It was conducted on a relatively large, randomly
selected sample. Descpite in-depth results, there is no combination between school
records and interviewees’ scores on the used scales. Taking into consideration the
information gathered through data collection, the study could have investigated the
stressful experiences of the students during the Iraqi occupation and its significance to
their performance on the scales used.

In another study the SDO (1995:1) investigat\ed suicides and attempted
suicides, after the Iragi occupation, during 1992 and upto the end of 1994. The study
depended on data collected from Ministries of Justice, Interior and Health, which also
included results of investigations and interrogations, reports and files. Analysis of
data indicated that the total number of suicides among Kuwaiti citizens reached 33
(with an average of between 10-13 cases per year), and 50 attempted suicides. These

suicide attempts tended to increase from 9 in 1992 to 13 in 1993, and then 28 in 1994.
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Committed and attempted suicides were higher among females than males, with

65.6% accounted for in the Hawally and capital residential area, and most of them in

the age groups of 18-42 years. The study indicated that psychological disorders,

alcoholism and substance abuse are the central causes for committing or attempting
suicides. The study asserted that family and marital problems increased after the Iraqi
occupation of Kuwait. In spite of the importance of the information resulting from
this study, it is a theortical one. The study has used official documents giving
information on suicides, over a period of several years, however, it could be a starting
point to for future research to identify the psychological state and motives for suicide.

SDO (1995:2) investigated a sample of 2794 secondary school and university
students, in addition to civil servants, elderly people and housewives to identify
anxiety levels in the people of Kuwait after the Iragi occupation, which resulted in the
following findings:

- Increased score for anxiety in both genders of the University students after the
occupation, in comparison to before. Female university students expressed
high score for anxiety after the occupation in comparison to before. The
hardships triggered psycho-neurosis, which was reflected as anxiety.

- There were significant differences between both genders in the secondary
school students. Females indicated a higher level f(;r anxiety than males.

- Those living outside Kuwait and who tried to return during the Iraqi occupation
had a high significant score for anxiety, in comparison to those who were
living inside Kuwait.

The findings concluded that pathological anxiety is still a negative impact of

the Iraqi occupation although four years passed since it had occurred. The study used a

scale taken from State-Trait and Anxiety Inventory (STAI) by Spielberger. Reliability
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and validity was conducted on the scale. The study also used a questionnaire about

circumstances of the Iraqi occupation and the interviewees demographic variables.

The sample of 2794 students from secondary schools and university level were

randomly selected. Despite a detailed presentation of the results, the study did not

take into consideration the stressful circumstances of the Iraqi occupation. The study

did not interpret the results of anxiety in Kuwait in comparison with other societies

that experienced the stresses of war.

Al-Rashidi (1995) investigated the frustrating experiences that were obstacles
to satisfying basic needs of Kuwaiti citizens during the Iragi occupation (N=1000),
through identification of different forms of behaviours, under stress. The study also
tested the authenticity of the hypothesis of “frustration—aggression”, assessing how the
victims managed disappointing experiences and defensive tricks, using a standardised
questionnaire. The significant findings are as follows:

- 97.2% of the sample expressed suffering due to financial shortages, while. 63%
due to difficulty in obtaining food. Lack of financial resources and
deterioration of essential public services represented the obstructions.

- Means of adaptation employed during the occupation period centred on the
rebellion or refusals, and attempts in other ways to overcome obstacles that
hindered satisfaction of needs. 59% changed thei} place of residence and 87%
changed their sleeping habits, while 80% of the sample wanted to avenge the
Iraqi soldiers. This result confirmed authenticity of the hypothesis of
“frustration-aggression”.

. A significant increase in psychological defence mechanism is indicated. 82.5%
of the sample responses indicated persecution of others, 89% of suppression

while 86% in daydreaming. It is known that the excessive use of defensive
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tricks is considered one aspect of psychological disorder caused by

disappointment.

The study used a constructed questionnaire. Validity (face validity) and
reliability studies were conducted. The sample was randomly selected from the lists
of workers in some governmental institutions. The study showed that the interviewees
used several defense mechanisms such as suppression, day-dreaming, assimilation,
transformation, etc. In spite of the in-depth results, the study did not assess the
strength of experienced frustrations.

Al-Rashidi (1995-1996) investigated the disorder symptoms and indications
accompanying divorce problems in Kuwaitis after the Iraqi occupation (N=200). The
sample was distributed equally between males and females above twenty-five years of
age who were divorced immediately after the Iraqi occupation. A standardised
questionnaire was administered. The study stated that 66-89.5% of the sample is
suffering from emotional, cognitive and physical disorders. There is a significant
positive correlation between the rate of stress relating to the Iraqi occupation and the
rate of stress relating to the divorce experience. The percentages of disorders vary
between both genders. Cognitive and behavioural disorders range between 67% and
92% for males compared to 79% and 90%, respectively for females. Emotional
disorders range between 60% and 92% for males and fen;ales, respectively. Physical
disorders indicated an increase in percentages for males ranging from 65%-90% and to
68%-90.8% for females.

The study collected data through a valid and reliable questionnaire. The sample
was randomly selected from the lists of divorcees, obtained from the official
authorities. The theoretical background sufficiently described the potential stress and

disorders resulting from divorce on the couples, but not on the children. The study
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did not interpret results in comparison with the findings of other similar studies either
those that were conducted in other countries or in the Kuwaiti society itself, prior to
the invasion. There are studies asserting that the children of divorced families are
more subjected to behavioural problems (Hetherington and Arasteh, 1988). But in the
Kuwaiti society, Alqashan (1999) showed that there was no significant difference
between the children of broken families and children of intact families in locus of
control. However, divorced fathers were evaluated negatively by their children,
whereas divorced mothers were evaluated positively.
SDO (1997) investigated depression as a psychological consequence of the
Iraqi occupation of Kuwait. The study was conducted on a random sample of 2135
Kuwaiti citizens (students, civil servants and housewives) between the ages of 17 and
59 years (42% males and 58% females). BDI was used as well as a questionnaire that
included demographic data of the sample. The results showed that there is significant
suffering in female secondary schools students (M=17.8) followed by female
housewives (M=16.5), then the elderly (M=15.8) followed by female university
students (M=13.5), male university students, female civil servants, female teachers
(M=9.34) and lastly male teachers (M=7.9). This indicated that female secondary
school students and housewives were the two groups who suffered severe depression.
Male and female teachers showed the lowest level ot: depression. The study also
showed that the level of depression decreased in families with a small number of
members due to easy interaction. With regard to traumatic events, results showed that
depression scores for those who were exposed to torture were more significant than
those subjected to attempts of robbery.
Al-Naser et al., (2001) conducted a study to assess the notion that psychological

interpretation plays a role associated with posttraumatic symptomatology when
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considering the prolonged effects of trauma and stress. The study was conducted on
108 Kuwaiti male fire fighters who were randomly selected for this investigation, six
years after the liberation of Kuwait. Each subject was administered a standardized
psychological self-report and the Impact of Events Scales (IES), to assess symptoms
of posttraumatic stress disorder (PTSD). In addition, each subject was also
administered an open-ended questionnaire wherein they were asked to select one word |
which best described their response: “what the Iraqi invasion meant to you personally;
your view of the world since the invasion, and view of yourself as a result of the
invasion.

Results indicated that all 108 subjects chose words that were indicative of a
negative effect of negative valence when asked to respond to the question of personal
meaning. More specifically, 67 out of 108 (62%) subjects responded with the words
“treachery” or “betrayal” to reflect the meaning of the Iraqi invasion for them
personally. Each of the subjects’ remaining two responses were then rated as either a
psychologically positive (ego syntonic) valence or a psychologically negative (ego
dystonic) valence. Those whose two responses were either both positive or both
negative were then pooled into concordant groups: a positive valence group and a
negative valence group. Sixteen subjects satisfied the criteria for membership in the
positive valence group. Twenty-eight subjects satisfied c;iteria for membership in the
negative valence group. The two psychological valence groups were then contrasted
using their scores on the IES. Analysis of the data revealed that the positive valence
group evidenced a lower scale on the IES (PTSD) symptoms.

The study effectively used the results of the open ended questionnaire in
classifying the interviewees into groups and made a comparison between them based

on their responses to the standardized questionnaire.
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4.4 Comments on the Kuwait’s War Studies
From the above mentioned, it is clear that they have their strengths and

limitations. Limitation does not necessarily mean the weaknesses or drawbacks.

These studies indicated that Kuwaiti citizens experienced stressful events resulting in

many forms of psychological suffering to the Iraqi occupation. The general

conclusions from the above mentioned studies are summarised below:

- The impact of the Iraqi occupation triggers various reactions in the personality
of many Kuwaiti citizens. There were victims of traumatic incidents and/or
stressful circumstances. Psychological disorders were manifest in those who
experienced these incidents and circumstances, either directly or indirectly.

- Kuwaiti women and children suffered the impact and stresses of the Iraqi
occupation. Although women and children are usually far away from the
military forces and battlefields, they still feel exposed to violence and danger.

- Effects of the Iraqi occupation vary in the personalities and behaviours of the
Kuwaiti citizens. Their cognitive functioning is altered, and research proves
that people become more subjected to their emotions and may experience non-
specific or specific physical and mental symptoms.

- As a result of the Iraqi occupation Kuwait citizens are not only affected by
psychological disorders individually, but also \their negative behaviour is
reflected to others. It is known that psychological disorders affect social
relationships and one’s performance whether in the family, work or friendship
circles. Children’s suffering and hardships increase when one of their parents
is mentally ill, in certain situations the illness is disabling to the extent that
makes him/her unable to perform his/her parental role properly.

- Some of the Kuwaiti citizens were psychological victims of war, symptoms for
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which may appear during or immediately after the war. The traumatised
victim may readapt after a certain period of time, or he may continue to suffer
for many years. If the person is subject to a reaction, there may be a lengthy
delay in the appearance of mental illness or psychosomatic symptoms.

- Studies show that some psychological symptoms are higher in Kuwaiti women
than men. Mothers play an important role in the child’s life, especially during
the pre-school years. The mother’s psychological state is reflected in her
parenting role and therefore affects her interaction with the child.

- There are several studies conducted on the impact of the Iraqi occupation on
Kuwaiti citizens, however, none have investigated Kuwaiti women’s stress and
psychological suffering in to relation to their children’s behavioural problems.

4.5 The Current Study Orientation
As mentioned earlier, the current study is concerned with interpretation of the

Kuwaiti children’s behavioural problems in the light of their mothers’ experience of

stress and psychological sufferings as a result of the stressful events caused by the

Iraqi occupation of Kuwait. It is important to clarify the study orientation regarding

its objectives, hypothesis, and significance.

4.5.1 Objective of the Study
Kuwaiti mothers who happened to be pregnant dl\lring the Iraqi occupation of

Kuwait suffered traumatic events in addition to emotional disorders, unhygienic and

mal-nourishing conditions.

These circumstances had a bad effect on the mothers’ physical and
psychological conditions and, might have extended to the foetus, because what affects
the mothers affects the foetus. The mother’s sufferings may continue till after

childbirth and this may affect her parental role resulting in abnormal methods of
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bringing up their babies. This situation may cause behavioural disorders in the
children. Based on this, the objective of this study is represented in the main query,
“How far are Kuwaiti children’s behavioural problems associated with their mothers’
stressful experiences and psychological suffering as a result of the trauma of the Iraqi
occupation”.

If we deal with this query in investigating the stressful experiences of Kuwaiti.
mothers during the Iraqi o;:cupation, the objective of this study can result in a group of
questions:

How far were the Kuwaiti mothers subjected to traumatic incidents during the

Iraqi occupation?

What are the impacts of the Iraqi occupation and traumatic incidents on the

personalities of these mothers?

How far are children’s behavioural disorders correlated with their mothers’

suffering of traumatic incidents due to the Iraqi occupation?

Do behavioural disorders of the Kuwaiti children who were born during the

Iragi occupation differ from the behavioural disorders of their peers who were
born before or after that occupation?

What are the variables, or the demographic characteristics that are correlated

with the psychological and behavioural suffe;ings of both mothers and
children?
4.5.2 Hypotheses of the Study

The study relates to Kuwaiti children’s behavioural problems in the light of the
mothers’ stress and psychological symptoms due to the stressful events of the Iraqi
occupation. In this framework the study attempts to verify a group of hypotheses

considering the main variables which would increase the understanding of the effects
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of mothers’ stress and psychological disorders on their children’s behaviour. On this
basis, the study aimed at verifying three groups of hypotheses as follows:
4.5.2.1 General Hypotheses

This group of hypotheses is concerned with the demographic variables, either
for mother or child, regarding its significance to mothers’ stress and psychological
symptoms and children’s behavioural problems. The general hypotheses also included
mothers’ stress level as an indicator of their psychological symptoms, as follows:
i) There are significant differences between the groups of mothers for stress level

according to the demographic variables.

ii) There are significant differences between mothers’ groups for psychological

symptoms, according to the demographic variables.

ii1) There are significant differences between children for behavioural problems,
according to gender and birth order.
iv) Mothers with medium and high stress level indicate highly significant
psychological symptoms in comparison to low stress level mothers.
4.5.2.2 Hypotheses of Period
Both, the pregnancies as well as birth periods have been earlier defined as the
main variables in this study. Mothers’ stress and psychological suffering may vary
according to the pregnancy and birth periods (befo\re, during, after the Iraqi
occupation). The same logic applies to children’s behavioural problems as these
problems may vary according to period of childbirth. Based on the above, the study
aims at authenticating the following hypotheses:

1) Mothers in the first period (peace) have less significant stress in comparison

with those in the second (occupation) and third (liberation) periods.
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iii)

Mothers of the first period (peace) have less significant psychological
symptoms in comparison with those of the occupation and liberation period
mothers.

Children of the first period (peace) have less significant behavioural problems

when compared with children of the occupation and liberation periods.

4.5.2.3 Hypotheses of Children’s Behavioural Problems and Mothers’ Stress and

)

iii)

Psychological Disorders.

There are significant differences between children regarding behavioural
problems according to their mothers’ level of stress.

This hypothesis implies that children of mothers, who indicate a medium or
high stress level, tend to have significantly higher behavioural problems
compared to children whose mothers expressed a low stress level.

There are significant differences between children regarding behavioural
problems according to their mothers’ PTSD symptom.

This hypothesis suggests that children of mothers with PTSD have
significantly high behavioural problems when compared with children of
mothers without PTSD symptom.

There are significant differences between children regarding behavioural
problems according to the intensity of mothers’ ps;chological disorders.

This hypothesis suggests that children whose mothers suffer from severe
psychological disorders have significantly higher behavioural problems in
comparison with children of mothers who do not suffer from such disorders.
There are significant differences between children regarding behavioural

problems according to their mothers’ change in attitudes and beliefs.

This hypothesis indicates that children whose mothers’ attitudes and beliefs
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had changed have significantly higher behavioural problems when compared
with children of mothers’ whose attitudes and beliefs were constant.
V) There are significant differences between children regarding adaptional
behaviour according to their mothers’ stress level.
This hypothesis implies that children whose mothers showed medium or high
stress level have significantly less adaptive behaviour when compared withi
children of those mothers who showed low stress level.
vi)  There are significant differences between children regarding adaptional
behaviour according to their mothers’ psychological symptoms.
This hypothesis implies that children, whose mothers suffered psychologically,
have significantly less adaptive behaviour when compared with those whose
mothers do not suffer psychologically.
4.5.3 Significance of the Study
The current study aims to explain behavioural disorders of Kuwaiti children in
addition to their mothers’ psychological stress and disorders, which were caused by
the Iraqi occupation. This topic is of extreme importance to Kuwait society and to
psychology as a field of study. It is essential to identify the impacts of the Iraqi
occupation, which might have afflicted the Kuwaiti generations, whose mothers
suffered the distresses. The various studies, which were ::onducted on the children of
Kuwait after liberation included only those whose ages were above six. Children who
were born either one year before the occupation, during, or one year after it were not
included in those studies. Therefore, it is essential to identify the impacts of \-Nar on
these three groups not only for the sake of knowledge itself, but also because it is
essential for programs of psychological health and for confronting the effects of the

Iragi occupation on Kuwait society. On the other hand, securing scientific organised

115



data about behavioural disorders of children and their mothers’ psychological stress
and suffering is considered a contribution in putting this relation in its correct
framework.
Summary

This chapter briefly describes the circumstances of the Iraqi occupation of
Kuwait and also presents a critical review of the previous studies on the Iraqi-
occupation of Kuwait. The evidence drawn from a review of the literature shows that
mothers sufferings from psychological stress and disorders can have children who
suffer from behavioural disorders. The current study aims to investigate this idea in

the Kuwait society, after having experienced the trauma of the Iraqi occupation.

116



PART TWO: METHOD

CHAPTER V: STUDY METHOD

PREFACE

The methodology of any study is chosen to be in agreement with the study
objectives and topic. In the previous Chapter IV, under the title “The Current Study
Orientation”, objectives and topic of the current study were obviously determined.
The current Chapter V describes the study methodology regarding: terminology,
instruments, study sample, data collection, and data entry and analysis, which is
described in detail below:

5.1 Terminology' .

The main terms and concepts that are used in this research are: stressful events,
period, mothers’ psychological disorders, child behavioural problems énd
demographic variables. The following is a detailed description of the above five
terms:

S5.1.1 Stressful Events

Stressful events experienced by the Kuwaiti mothers due to the Iraqi
occupation, whether a reality or perceived to be true, are referred to as the stress level
measured through the stress scale which is included in the Basic Information
Questionnaire.

5.1.2 Period
The children were divided into three groups based on the duration of their

mothers’ pregnancy period and their dates of birth.

117



Peace period: (I* December 1989- I'' August 1990)

Birth date of the child in the eight months prior to the Iragi occupation,
whereby the birth might have occurred at any time during this period. Mothers who
conceived and gave birth during this period were not exposed to any stressful
experience during pregnancy, as birthing occurred before the Iraqi occupation
Occupation Period: (2" August 1990 — 25" February 1991)

Mothers who conceived prior to the invasion but the birthing occurred during
the Iraqi occupation fall under this category.

Liberation Period: (26" February to 31° October 1991)

Mothers who conceived in any month just before or during the period of the
Iraqi occupation, however, birthing occurred during the liberation period fall into this
category.

It is clear, mothers under the categories of second and third phases are the
ones who were exposed to the traumas of the Iragi occupation during pregnancy.

5.1.3 Mothers' Psychological Disorders

In the current study, the symptoms of mothers’ psychological disorders are the

psychological symptoms shown by using three scales as follows:

- Clinicians Administered PTSD Scale ((CAPS-1) (Bl\ake et al., 1990).

- Symptoms checklist-90-R (SCL-90-R), evaluated according to nine primary
dimensions and one global index (total of dimensions).

- Trauma, attitudes and beliefs (TABS) which evaluated the change in mothers’
attitudes and beliefs towards different aspects of their lives.

5.1.4 Children’s Behavioural Problems
In the current study, the children’s behavioural problems are the problems

determined by using the following three scales:
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- Rutter A2 scale: children rated by their mothers for the existence of
pathological behaviour in children (neurotic, anti-social or undifferentiated).

- Rutter B scale: children rated by their teachers for the existence of
psychological disorders in children (emotional, conduct or undifferentiated).

- Child Behaviour Inventory: The existence of psychological symptoms
clustered into two dimensions: mental health (depression, hostility and
anxiety) and adaptional (prosocial and planful behaviour).

5.1.5 Demographic Variables
These variables related to mothers and children who were sampled for the

study. Variables for mothers included: location of residence (or residential

governorate); average monthly income of the family (in Kuwaiti Dinars-KD);

mother’s age in years as on 2 August 1990; mother’s job status (employed or a

housewife), and educational standard of the mother. Variables for children included

gender, birth order (among his brothers and sisters), and period of birth in relation to
the Iragi occupation (before, during, after).

5.2 Instruments
Before discussing the instruments used in this study, it is essential to initially

clarify two main points: a) Validity and reliability and b) multiplicity of instruments

measuring psychological disorders. \

With regard to validity and reliability it is worth mentioning that there are
standard guidelines in selecting measurements, such as its accessibility, costs,
application requirements, etc., the most important of which is validity and reliability.
It is rare to find any book on psychological testing that does not discuss validity and

reliability at length and methodology literature pays great attention to validity and
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reliability procedures (Nachmias and Nachmias, 1996; pp.165-174, Al-Rashidi, 1998;

pp. 68-72, White and Pesner 1983; pp. 26-44; Foa et al., 1993).

Validity is concerned with the question "Am [ measuring what I intend to
measure?" There are three basic kinds of validity, each of which is concerned with a
different aspect of the measurement situation: content validity, empirical, validity, and
construct validity. |
- Content Validity has two common varieties: face validity and sampling validity.

Face validity rests on the investigator's subjective evaluation of the validity of a
measuring instrument. Sampling validity is whether a given population (i.e., the
total set of cases in the real world) is adequately sampled by the measuring
instrument in question. In other words, do the statements, questions, or
indicators - the content of the instrument- adequately represent the property
being measured?.

- Empirical Validity concerns the relationship between a measuring instrument
and the measurement outcomes. Scientists assume that if a measuring
instrument is valid, there should be a strong relation between the results
produced by applying the instrument and the real relationships existing among
the variables measured. Of the various tests designed to evaluate empirical
validity, predictive validity is the most widely us;d. Predictive validity is the
degree of correlation, known as the correlation coefficient, between the results
of a given measurement and an external criterion. The correlation coefficient
between two sets of measurements is called the validity coefficient.

- Construct Validity is established by researchers as relating a measuring

instrument to a general theoretical framework in order to determine whether the
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instrument is tied to the concepts and theoretical assumptions employed while

measuring.

Faraj (1981; p. 62) considered factorial validity as the best technique when
designing the questionnaire based on the theoretical framework. Factorial validity
depends on factor analysis, which is a general description for several specific
computational techniques. All have the objective of reducing many variables to a moré
manageable number that belong together and have overlapping measurement
characteristics. Cooper and Emory (1995; p. 538) stated that the predictor-criterion
relationship that was found in the dependence situation is replaced by a matrix of
inter-correlations among several variables none of which is viewed as being dependent
upon another. For example one may have data on a hundred mothers with scores on
two stress scale items. Factor analysis begins by constructing a new set of variables
based on the relationship in the correlation matrix. While this can be done in a
number of ways, the most frequently used approach is principle component analysis.
This method transforms a set of variables into a new set of composite variables or
principle components that are not correlated with each other. These linear
combinations of variables called factors, account for the variance in the data as a
whole. The best combination makes up the first principle component and is the first
factor. The second principle component is defined as t;le best linear combination of
variables for explaining the variance not accounted for by the first factor. The process
continues until all the variance is accounted for but as a practical matter, it is usually
stopped after small number of factors have been extracted. The output of principal
components analysis might look like the hypothetical data. In turn three may be a
third, fourth and kth component, each being the best linear combination of variables

not account for by previous factors. The purpose of factor analysis is to discern and to
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quantify the dimensions supposed to underlie performance on a variety of tasks. The
numerical results from a factor study are correlation coefficients between the factor
and the variables. These correlation coefficients are called loadings. Eigen values are
the sum of variances of the factor values. When divided by a number of variables an
Eigen value yields an estimate of the amount of total variance explained by the factor.
The communalities are estimates of the variance in each variable that is explained by
more than one factor. Because the unrotated factor loadings are not enlightening,
there is a need to secure less ambiguous conditions between factors and variables by
rotation. This procedure can be carried out by either orthogonal or oblique methods,.
Rotation demonstrate a better solution for the reference axes. “Better” in this case
means a matrix that makes the factors as pure as possible (each variable loads onto a
few factors as possible). Interpretation of factor loadings is largely subjective. There
is no way to calculate the meanings of factors. They are what one sees in them. For
this reason factor analysis is largely used for exploration. For example it can be used
to determine the dimensions of the scale. The factors produced by factor analysis can
be thought of as classifactory axes, with respect to which the tests in a battery can be
“plotted”. Factor analysis can also be used to test the validity of the standardized
questionnaires. The questionnaire is considered valid if the items contained therein
are significantly saturated with the generated factors. )

In discussing construct validity Abu Hattab and Sadiq (1991) clarified the
statement validity, where the questionnaire was administrated on a sample (N=X) and
analysed. The questionnaire contains items, sub-scale and total. Investigating inter-
correlation of the questionnaire shows the items that are significantly correlated with
each other, with its sub-scales and with the total questionnaire. This procedure will

indicate which items are not significantly correlated and will therefore be removed.
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The questionnaire Qill be modified accordingly. Thereafter the questionnaire will be
re-evaluated accordingly and if the inter-correlations are significant, the questionnaire
is considered valid.

Reliability is of central concern to social scientists because the measuring
instruments they employ do not always provide dependable results. Reliability refers
to the extent to which a measuring instrument contains variable errors, that is, errors
that appear inconsistently from observation to observation during any one
measurement attempt or that vary each time a given unit is measured by the same
instrument. Each measurement consists of two components: a true component énd an
error component. Reliability can therefore be defined as the ratio of the true score
variance to the total variance in the scores as measured. There are three common ways
of estimating reliability: the test-retest method, the parallel-forms technique, and the
split-half method.

Test-Retest Method is derived directly from the conceptual definition of
reliability. The researcher administers the measuring instrument to the same group of
persons at two different times, and computes the correlation between the two sets of
observations (scores). The coefficient that the researcher obtains is the reliability
estimate. With this method, error is defined as anything that leads a person to get a
different score on one measurement from the score that ;erson obtained on another
measurement.

Parallel-Forms Technique depends on developing two parallel versions of a
measuring instrument. The researcher administers both versions to the same group of
persons, and then correlates the two sets of measures (scores) to obtain an estimate of

reliability.
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Split-Half estimates reliability by treating each of two or more parts of a
measuring instrument as a separate scale. The questionnaire is separated into two sets,
using the odd-numbered questions for one set and the even-numbered questions for
the other. Each of the two sets of questions is treated separately and scored
accordingly. The two sets are then correlated, and this is taken as an estimate of
reliability.

From the above it can be seen that there are several techniques in conducting
validity and reliability. Measurements, in general, vary in their validity and reiability.

Regarding the multiplicity of instruments measuring psychological disorders,
the psychological literature has offered several scales and measures that assess
behavioural aspects, including behavioural and personality disorders, for example:
“The Mental Measurements Yearbook” provides information on 1409 measures,
amongst which there are 350 measures for personality (Mitchell, 1985); “Test in Print
(TIP)” is a comprehensive bibliographical reference which includes new measures
published within the Mental Measurements Yearbook (Gay, 1993; pp.137-197).
There is also a Guide for Arab Psychological Testing, which provides pertinent
information on 158 psychological measures. DSM and ICD-10 are also important
sources of information describing psychological testing.

Specialized periodicals include abundant infonﬁation about psychological
measures, viz. Psychological Abstracts, Journal of Applied Measurement, Journal of
Counselling Psychology, Journal of Personal Psychology, British Journal of
Psychology, British Journal of Abnormal Psychology, and etc.

From the above mentioned sources, researchers have been able to obtain a
detailed/and or brief descriptions on scales relating to the areas of assessment, as well

as general summary of the measure, assessed fields of behaviour, administration,
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manner of correction, criteria, validity, reliability, etc. The current study mainly
concentrates ‘on mothers’ stress and psychological symptoms and their children’s
behavioural problems. There are plenty of scales that measure these aspects. For
example, “A Practitioner’s Guide on Measures in Post Traumatic Stress Disorder”
(Turner and Lee, 1998) includes in-depth information about eight measures, which
are: General Health Questionnaire-28 (GHQ-28), Hospital, Anxiety and Depression'
Scale (HADS), Impact of Event of Scale (IES), Dissociative Experiences Scale II
(DIES 1I), Internalised Shame Scale (ISS), Trauma, Attitudes and Beliefs Scale
(TABS), Trauma Interview Schedule (TIS), and Clinician-Administered PTSD Scale
(CAPS).

By far the most common PTSD symptom-focused interview in the literature is
the Clinician-Administered PTSD Scale (CAPS-1). CAPS-1 includes items that
assess each of the 17 core DSM-III-R symptoms plus 8 items associated with adult
PTSD. The CAPS-1 uses clinical ratings based on specific behaviour referents where
possible; it separates frequency ratings from intensity ratings; and the format can be
used as a dichotomous or continuous measure of lifetime or baseline severity (Blake,
et al. (1990). Interviews are conducted with standard prompt questions using a 5-point
Likert scale; the frequency and intensity ratings are combined to determine presence
of symptoms, one month duration of symptoms is r\equired to meet DSM-III-R
criteria, whether in the last month or at some point in the past for a one month
duration; the entire questionnaire is repeated for historical symptoms.

Preliminary reliability and validity studies were performed as CAPS-1 was
administered to 25 combat veterans referred to the National Centre for PTSD in
Boston. Interrater reliability for subscales corresponded to DSM-III-R criteria B, C,

and D with a diagnostic agreement of 100% consistency for 3 PTSD symptom criteria
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subgroups. Concurrent validity was determined as correlations calculated between
mean intensity rating of 17 diagnostic items and 3 empirically validated the
Mississippi scale for Combat Related PTSD, the PTSD subscale of NWI, and the
Combat Exposure Scales (Blake et al., 1990).

According to Blake et al., (1995) CAPS-1 is reported as having outstanding
psychometrtic properties. It meets the psychometric andr utility standards that an
adequate measure should (a) correspond with current diagnostic criteria, (b) provide
both dichotomous apd continuous data about each symptom and about the disorder, (c)
be usable by trained paraprofessionals, and (d) demonstrate adequate reliability and
validity, (e) include explicit behavioural anchors for rating each PTSD symptom, (f)
treat symptom severity as a multidimensional construct (frequency and intensity), and
(g) delineate the time frame for which diagnostic status is being assessed.

There are also disadvantages of the CAPS-1 including the 45 minutes or more
it can take to administer, the complexity in diagnosis engaged in the frequency-
intensity rating scheme, and the need for empirically determined rules for precise
determination of symptom confirmation. Criterion A of the DSM-III-R, the presence
of recognizable traumatic stressors, is not included in the CAPS-1, though the DIS and
the SCID do provide questions related to this criterion. They also acknowledge the
need for caution when using the CAPS-1 for non-combat traumatized populations.
Regarding the assessment of PTSD, CAPS is one of the most important scales that
was standardized in the Kuwaiti Society.

Traumatic events result in many psychological forms of personality disorders.
Psychological literature has offered several scales through which such psychological
symptoms can be assessed. For example, Hopkins Symptoms Checklist-25 (HSCL-

25) is a self-report inventory on parameters of anxiety and depression. There are ten
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questions concerning vanxiety and fifteen concerning depression. The instrument was
originally developed as a screening instrument for the psychiatric care of Indochinese
refugees in the US. Since then the instrument has been applied in other countries
including Denmark, at the International Rehabilitation and Research Centre for
Torture Survivors. In Kuwait, it has been applied in connection with screening of 250
war victims, treated at the Al-Riggae Specialization Centre for Treatment of War
Victims (Al-Hammadi, et al., 1993:2).

The current study planned to use the HSCL-25, however, it was omitted as it
contained only two dimensions: depression and anxiety. The Kuwaiti worhan’s
psychological suffering are not just anxiety and depression (see the Kuwait War
Studies). However, SCL-90-R which measures nine dimensions of mental health and
at the same time has a high level of validity and reliability, was used instead of
HSCL-25.

On the other hand the events of the Iraqi occupation affected the attitudes and
beliefs of the Kuwaiti society (Al-Deeb, 1993). Brotherhood was a predominant
factor throughout the history of Kuwait as well as other Arab nations. Kuwait’s
support of Iraq throughout its war with Iran (1981-1988) is not the only evident fact of
this brotherhood. There is also an interrelationship through marriages, family
extensions and businesses that reflected the beliefs and a;titudes of brotherhood and
common interests between the two countries. Due to strong ties and relationships the
Kuwaitis could not believe the Iraqis could impose such threats and dangers to their
lives as well as their country. This tragic event had a drastic affect on the attitudes and
beliefs of the Kuwaiti people. In fact there are a few scales that assess the attitudes of
Kuwaiti citizens towards Iraq after the occupation, one of which was designed by Al-

Deeb (1993). This scale had a high validity of .86 and reliability of .88; however, it
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only investigated the attitude of Kuwaitis towards Iraq, which was expectedly
displayed as negative. In fact, the Iraqi occupation of Kuwait affected the Kuwaitis’
attitudes not only towards Iraq, but also towards principles of Islam as well as
Arabism in its political, social and religious dimensions. The Trauma, Attitudes and
Beliefs (TABS) scale qualifies for the measurement and evaluation of these
dimensions.

The psychological effects of traumatic events experienced by mothers may be
reflected in their children’s personalities. Psychological literature contains many
scales that assess the children’s behavioural problems. The Impact of Events Scales
(IES) for Children is administered as a face-to-face form instead of a self-report
instrument. Basically, however, the child version is very similar to the adult version.
The IES measures current subjective distress related to specific events. The scale
consists of 15 questions and has two subscales, which look separately at intrusion and
avoidance. The intrusion subscale measures the extent to which memories of the
traumatic event continues to impinge upon the mind. The avoidance subscale
measures the extent to which the child tries to exclude unpleasant memories from
consciousness and deliberately tries to avoid getting upset and avoid reniinders of the
event. Together these scales give a total impact of event score and serve as a useful
indicator of the extent to which a traumatic event is rever\berating in the mind. Turner
and Lee (1998; p. 23) mentioned that one of the main limitations of the IES is that it
tends to be hard to apply in settings involving multiple trauma experiences, and found
that it is considered especially difficult by survivors of organized violence in(;luding
torture. They also state that the IES could not be used to diagnose PTSD and is
recommended for use in clinical settings as a measure of symptoms severity or

symptoms change, e.g., as treatment progresses.
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In comparison with IES, the scales of Rutter A2 and Rutter B were used to
investigate the children’s behavioural problems in-depth and at the same time gave a
wider range of such problems that may be due to their mothers stress and
psychological symptoms, which is the main concern of the current study.

Oda (1987) designed a questionnaire entitled “Identifying Your Children’s
Problems”.  The questionnaire consists of 52 items covering the following |
dimensions: poor coordiﬁation and body tonus, unresponsiveness to stimulation,
pathological use of senses, poor self-care, messiness and sloppiness, prone to
emotional detachment, inability to delay, social aggression, social isolation,
inadequate need for independence, anxious-fearful ideation, and impulse ideation.

The reliability of the questionnaire was .87, however, there is no empirical
validity. Scoring the questionnaire is too complicated. When this questionnaire was
discussed with experts they asserted that there was obvious interference among the
assessed dimensions. Some items do not have discriminant efficiencies. In
comparing “Identifying Your Children’s Problems” questionnaire with Child
Behaviour Inventory (CBI) the latter has an empirical validity and it covers not only
mental health problems but also identifies adaptational behaviour. Based on the above,
the instruments were chosen from a group of scales, which are in line with the study
objective. Seven scales were used, and were classified in;o two groups: the first group
was administered for mothers and the second one was administered for children.

5.2.1 Mothers’ Stress and Disorders Scales

Four scales were used to measure and evaluate the levels of stress and

psychological symptoms of Kuwaiti mothers after the Iraqi occupation are described

below:
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5.2.1.1 General Information and Stress Questionnaire (Appendix A)

In order to evaluate the overall circumstances and stressful experiences of the

Kuwaiti mothers during the Iragi occupation, the General Information and Stress

questionnaire was formulated and used. The questionnaire consisted of two main

parts: (1) General Information, and (2) Stress Scale, which is described below:

General Information Questionnaire

The General Information Questionnaire was divided into three categories

containing several queries requesting information about the: a) Mother and family, b)

Pregnancy and the child, and c) Father. A general description of each category is

given below:

a)

b)

Mother and Family

This category consisted of queries related to the mother’s residential
governorate, age, level of education, number and gender of children, financial
status and place of birth during childbirth (inside or outside Kuwait). In
addition, the professional status and whether the mother suffered from any
disease during pregnancy, nursing period or prior to the Iraqi occupation.
Pregnancy and Child

This part of the questionnaire queries information about the child’s gender,
date and place of birth, order of pregnancy with (;ther brothers and sisters and
age at the time of the interview. The child’s weight, height and general health
at birth, the type of childbirth (normal or caesarean) and whether the mother
evaluated it as easy, hard or otherwise. Lastly, whether the mother noticed any

important observations about the child’s character and personality.
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c) Father

The last part of this questionnaire queried information related to the father’s
name, age, level of education, profession and whether he suffered from any
illnesses during or after the Iragi occupation. In addition, the period of time
spent with the mother during the Iraqi occupation, as well as the father’s
indirect or direct empathic support and backing. Lastly, the mother’s
evaluation of the husband’s role during the Iraqi occupation.
Stress Scale
The Stress Scale aims to identify the stressful events experienced by the
Kuwaiti mothers during the Iraqi occupation, assess the level of mothers’ stress, as
well as investigate the mother’s stress level in its relation with mother’s psychological
symptoms and their children’s behavioural problems. Literature related to
methodology reveals the principles of the construction and administration of
questionnaires. The foundation of all questionnaires is the questions contained therein.
Nachmias & Nachmias (1996: p. 250) asserted that the questionnaires must translate
the research objective into specific questions and the answers to such questions will
provide the data for testing the hypothesis. The questions must also motivate the
respondent to provide the information being sought. The major considerations
involved in formulating questions are their content, struct:ne, format, and sequence.
The content of the stress scale used in the current study concentrates on the
traumatic conditions to which Kuwaiti mothers were exposed, during the Iraqi
occupation. Designing the scale begins with illustrating all possible events that the
Kuwaiti mothers may have experienced during the Iragi occupation. Information
about such events was initially obtained through open interviews with mothers and

citizens who lived in Kuwait during the Iraqi occupation; editorials from daily
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newspapers; official records, and personnel from the Ministry of Interior who are
responsible for the security of the State. Information from these resources was used to

formulate the initial questions of the stress scale, which included the following:

The extent of psychological stress and disturbance experienced during the

occupation.

- Whether the mother was subjected to sexual abuse during the Iraqi occupation.

- Whether any of the mother’s family members subjected to sexual abuse during
the Iraqi occupation.

- Whether the mother was subjected to sexual harassment during the Iraqi
occupation.

- Whether any of the mother’s family members’ were subjected to sexual
harassment during the Iraqi occupation.

- Whether the mother was robbed during the Iraqi occupation.

- Whether any of the mother’s family members’ were robbed during the Iraqi
occupation.

- Whether the the mother was forced to hide her personal belongings (money and
jewellery) due to the fear of being robbed during the Iraqi occupation.

- Whether the mother heard about the sexual abuse experiences of others during
the Iraqi occupation. )

- Whether the mother was frequently subjected to the sounds of bombing, raids,
etc. during the Iraqi occupation.

- Whether the mother witnessed torture of others during the Iragi occupation.

- Ideation of dangers that are a menace to personal safety.

- Ideation of dangers that are a menace to the lives of loved ones, relatives or

properties.
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- Experience of real situations that are a menace to personal safety.

- Change of residence due to fear or anxiety caused by the Iraqi occupation.

- Bearing additional burdens due to the existing conditions caused by the Iraqi
occupation.

- Lack or weakness of social support.

- Martyrdom of a relative or a loved one.

- Detention/imprisonment of a relative or a loved one.

- Torture of a relative or a loved one.

- Occupying forces chased or searched for a relative to have him/her arrested.

The above mentioned items constituted the initial form of the stress scale
which was piloted by two methods: (1) Five scholars in the field of psychology
evaluated the scale to ascertain whether the items actually measured the stressful
events that the Kuwaiti mothers may have experienced, during the Iragi occupation.
(2) Piloting the scale on 9 Kuwaiti mothers from the study sample investigated the
accuracy and clarity of the questions as well as language.

According to the expert scholars, items of sexual abuse had a very low value or
no value at all and stated that the Kuwaiti mothers would not give honest replies
because of cultural and religious factors. This statement was confirmed through the
mothers’ negative responses to the following: \

- Whether the mother was subjected to sexual abuse during the Iraqi occupation.
- Whether the mother’s family were subjected to sexual abuse during the Iraqi
occupation. -

- Whether the mother was subjected to sexual harassment during the Iraqi

occupation.
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Whether the mother’s family were subjected to sexual harassment during the
Iraqgi occupation.

They also responded negatively to the following:

Whether the mother was robbed during the Iraqi occupation.

Whether the mother’s family were robbed during the Iraqi occupation.

Whether the mother witnessed torture of others during the Iraqi occupation.

At the same time, the entire group of 9 women responded with a ‘Yes’ to the

following items:

If the mother was forced to hide her personal belongings (money & jewellery)
due to fear of being robbed during the Iraqi occupation.

If the mother heard about the sexual abuse experiences of others during the
[ragi occupation.

If the mother was frequently subjected to the sounds of bombing, raids, etc.
during the Iragi occupation.

[tems to which the entire group responded with a ‘Yes’ or ‘No’ were deleted,

therefore, making the scale smaller (11 items). It was re-phrased, re-numbered and re-

formatted. The scale was reviewed again in its final form, which included the

following items:

N

The extent of psychological stress and disturbance felt during the occupation.
Ideation of dangers that are a menace to personal safety.

Ideation of dangers that are a menace to beloved ones and relatives lives or
properties.

Experience of real situations that are a menace to personal safety.

Change of residence due to fear or anxiety caused by the Iraqi occupation.
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- Bearing additiohal burdens due to the existing conditions caused by the Iraqi
occupation.
- Lack or weakness of social support.
- Martyrdom of a relative or a loved one.
- Detention/imprisonment of a relative or a loved one.
- Torture of a relative or a loved one.
- Occupying forces chased or searched for a relative to have him/her arrested.
Scoring the Stress Scale
Since coding is the process by which responses are classified into meanihgful
categories, the initial rule of coding is that the numbers assigned must make intuitive
sense. Higher scores on a variable should be assigned higher codes than lower scores.
However, for some variables (nominal ones), by definition there is no intuitively
pleasing rationale for assigning numbers. Someone with a gender of 2 (female) does
not have more gender than one with 1 (male) (Nachmias & Nachmias, 1996, p. 336).
Considering the scientific principles of scoring, the stress scale was coded and
scored. It is worth mentioning that the numbers of responses vary from question to
question. There are some questions having two responses (Yes or No) and others
having three responses (None, little and too much). Higher scores were assigned to
the responses which indicated high stress. For example, “;o what extent of the stress
and disturbance did you feel during the Iraqi occupation?” This question had three
responses (None, little and too much). The response ‘None’ takes the score 0, ‘little’

“l”

takes the score of and ‘too much’ the score of “2”. In another question, “did you
change your residence more than once during the invasion as a result of fear and

anxiety 7 This question had two responses (Yes or No). The response ‘yes’ takes the

score of “1” and ‘No’ takes the score of “0”,

135



The total scoré of the stress scale is 15. The mother’s score, on the scale was
determined according to responses chosen in the scale. A high score indicated that
the mothers have more stress and vice versa. Upon administering the stress scale, a
mother was classified into one of three categories, based on their scores:

- Low stress level: Mothers who scored five points or lower.
- Medium stress level: Mothers who scored between six and ten points.
- High stress level: Mothers who scored eleven points and more.

In accordance with the above, mothers’ stress level is an ordinal variable and
its scoring depends on the raw score, and not the standard score which could bé used
in utilizing the normal curve to evaluate the proportion of observation included within
a desired interval. In this case, the raw scores are converted to standard deviation
units to use the table, which reports areas under the normal curve. However, the
current study did not use this scoring system as it aims to classify mothers with “low”,
“medium” or “high” stress levels and to identify if their children’s behavioural
problems vary accordingly.

Validation of the Stress Scale

The stress scale was validated by using content validity. In applying content
validity, face validity and sampling validity were used. Each question was reviewed
carefully with significance to the stress that the K;waiti mothers may have
experienced during the Iraqi occupation. Five psychological scholars were consulted.
In validating the stress scale only the items which were acceptable to all of the five
psychologists were retained. In other words, if one of the five did not agree to a
question, it was deleted. In applying the sampling validity, the questions were
reviewed to ensure that they covered the aspects of stressful experiences (feelings of

stress; ideation of danger; threatening situations; change of residence; bearing
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additional burdens; lack of social support; martyrdom of loved one; detention of a
loved one; torture of a loved one, and harassment by the occupying forces) that
required measuring.

The scale included open-ended questions to obtain additional information about
stressful circumstances that Kuwaiti mothers may have experienced during the Iraqi
occupation. These questions clarified the following:

- Real threatening situations that Kuwaiti mothers may have experienced during |
the invasion.

- The situations under which the Kuwaiti mothers were forced to changé their
residence during the invasion.

- Who helped the Kuwait mothers during their pregnancy?

- The Kuwaiti mother’s family members or close relatives who have been
tortured, martyred or imprisoned.

- The traumatic events that the Kuwaiti mother or child may have experienced
after the Iraqi occupation.

- Whether the Kuwaiti mother’s family experienced difficulties or crisis after the

[raqi occupation.

- The changes or disorders that the Kuwaiti mother noticed in her child or
husband after the Iraqi occupation. \
The open-ended questions are not included in the score and are only a means
of having a better understanding of the familial circumstances.
5.2.1.2 Clinicians Administered PTSD Scale (CAPS-1) (Blake et al, 1990)
(Appendix B)
This clinician-administered instrument provides a method to evaluate the

frequency and intensity of individual symptoms, as well as the impact of the
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symptoms on social and occupational functioning, the validity of the ratings obtained,
and the overall intensity of the symptoms. It is a face-to-face administered scale.

The time frame for each symptom is one month. Each question is divided into
two parts: the frequency of a specific symptom and the intensity with which the
symptom is experienced. A frequency rating of (1) or greater and an intensity rating of
(2) or greater reflect significant disorders with a particular symptom, and should be
considered a symptom endorsement. This symptom then can be counted toward the
required total for a given criterion (i.e., one symptom for criterion B, three for
criterion C, two for criterion D). It must be clear that any symptom should be present
in the patient after and not before the trauma. If the patient meets the PTSD diagnostic
criteria for the past month, he/she will automatically meet the criteria for a lifetime
diagnosis. The questions assess symptoms according to DSM-III-R (APA, 1987)
criteria for the diagnosis of PTSD, and are divided into three parts (B, C, and D)
corresponding to the DSM-III-R criteria of intrusion, avoidance and arousal.

i) The traumatic event is persistently re-experienced in, at least, one of the
following ways.

- Recurrent and intrusive distressing recollections of the event (in young
children, repetitive play in which themes or aspects of the trauma are
expressed). )

- Intense psychological distress, at exposure to events that symbolise or
resemble an aspect of the traumatic event, including anniversaries of the
trauma.

- Recurrent distressing dreams of the events.

- Sudden acting or feeling as if the traumatic events were recurring (includes a

sense of reliving the experience, illusions, hallucinations, and dissociative
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iii)

(flashback) episodes, even those that occur upon awakening or when
intoxicated).
Persistent avoidance of stimuli associated with the trauma or numbing of
general responsiveness (not present before the trauma), as indicated by at least
three of the following:

Efforts to avoid thoughts or feelings associated with the trauma.

marriage, children, or a long life.

Persistent symptoms of increased arousal (not present before the trauma), as
indicated by at least two of the following:

Difficulty falling or staying asleep.

Irritability or outbursts of anger.

Difficulty concentrating.

Hyper-vigilance.

Exaggerated startle response.

Physiological reactivity upon exposure to events that symbolise or resemble
an aspect of the traumatic events (e.g., a woman who was raped in an elevator
breaks out in sweat when entering any elevator).

In the current study, the CAPS-1 scale was used to meet the above mentioned

criteria, as follows:

The seventeen questions have been further sub-grouped into three subsections.
Each section represents a PTSD criteria as follows:

a) Criterion B: RE-EXPERIENCE. Questions 1 to 4 (total 4 questions)i

b) Criterion C: AVOIDANCE. Questions 5 to 11 (total 7 questions)

c) Criterion D: AROUSAL. Question 12 to 17 (total 6 questions).
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- The scoring of the questionnaire are:

0: none

1: Mild minimal distress

2: Moderate distress clearly present but manageable
3: Severe — considerable distress moderate discomfort
4: Extreme overwhelming or handicapping distress.

- Each question is scored with respect to frequency and intensity. The answer is
considered a symptom if two criterion are fulfilled, frequency = 1 or more
and intensity = 2 or more.

- Within the subsections B, C, D it is possible to differentiate between current
symptoms that have been presented during the last week and thé lifetime
symptoms that have been presented during the last month, or more. A
diagnosis of PTSD was given as follows:

- Current diagnosis: if symptoms were present within one month;
- Lifetime diagnosis: if the symptoms have been present before one month.

- A diagnosis of PTSD is given if all the following is present:

Section B: 1 symptom

Section C: 3 symptoms

Section D: 2 symptoms

The results PTSD 1= Yes, 2 = No.

- These variables in creating the master file have been named as follows:

PTC1_FR TO PTC17_FR (Frequency Variables of CURRENT PTSD)

PTC1_IN TO PTC17 _IN (Intensity Variables of CURRENT PTSD)

PTL1_FR TO PTL17_FR (Frequency Variables of LIFETIME PTSD)

PTL1_IN TO PTL17_IN (Intensity Variables of LIFETIME PTSD)
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- Three new variables have been created as follows:
- C_PTSD: shows the CURRENT PTSD
- L_PTSD: shows the LIFETIME PTSD
- PTSD: shows either CURRENT or LIFETIME PTSD
- The C_PTSD, L_PTSD has two values:
1 Represents: YES PTSD, 0 Represents: NO PTSD
- The PTSD variable has two values:
1 represents: either current or lifetime PTSD, 0 represents: no PTSD.
Accordingly, the studyrsample was classified into two categories: a) Kuwaiti
mothers with PTSD (current or lifetime), and b) Kuwaiti mothers without PTSD. The
cchildren’s behavioural problems are investigated based on the prevalence/non-
prevalence of PTSD in their mothers. In other words do the children’s behavioural
problems vary according to the prevalence of their mothers’ PTSD?
5.2.1.3 Symptom Checklist-90-Revised (SCL-90-R) (Derogatis, 1983) (Appendix
O
SCL-90-R.is a multi-dimensional self-report inventory which provides an
assessment of mental health status. It was designed to reflect psychopathology in nine
primary-symptom dimensions constituting the psychological state. This scale has
enjoyed widespread use as a self-report symptom invento;y. It has been used as both
a screening device and an outcome measure across a broad-spectrum of clinical and
research contexts. The scale includes ninety which covers nine main dimensions:
somatisation, obsessive compulsive, interpersonal sensitivity, depression, anxiety,
hostility, phobic anxiety, paranoid ideation. and psychoticism
Derogatis (1983) discussed the validity and reliability of the SCL-90-R scale.

Using several standardization techniques, SCL-90-R was approved as a reliable and
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valid scale. The validity of SCL-90-R was asserted through using internal structure,
factorial invariance and convergent-discriminate. From several studies the data
demonstrates that the hypothetical symptom constructs of the SCL-90-R can be
recovered from real clinical data, and further, that these empirical measures correlate
well with established and accepted external criterion measures. SCL-90-R also
showed high validity with the dimensions constituting the HSCL. There are also |
acceptable levels of invariance for all the nine symptom dimensions of the SCL-90-R
across the parameter of gender, and high levels of agreement (.60-.85) between males'
and females' structural definitions on eight of the nine dimensions, with a moderate
level of agreement (.51) on the ninth (PAR).

SCL-90-R illustrated highly acceptable levels of convergent-discriminate
validity and also had the highest correlations with the Mississippi Multiple Personality
Inventory (MMPI).

Derogatis (1983;p.34) mentioned some recent studies comparing the
performance of SCL-90-R with other standardized scales. These studies concluded
that both SCL-90-R and General Health Questionnaire (GHQ-28) showed good
convergent and discriminate validity. In addition, that because of its relative brevity,
the GHQ-28 may be the preferred screening instrument but recommended the SCL-
90-R as a superior multidimensional measure of psychop;ithology and as a preferable
anxiety dimension. The studies also showed that SCL-90-R and the Young Adult Self
Report (YASR) essentially performed equally well, with both substantially
outperforming the GHQ-28 across the range of the ROC screening curve.

The SCL-90-R scale scored a high internal consistency where the Alpha value

reached 0.97, which is the highest value reached in all the scales used in the present

142



study. SCL-90-R was used in the current study to assess mothers’ psychological

symptoms. After data collection, the scale was corrected and analysed as follows:
Each item of SCL-90-R has five responses, which are: "extremely", "quite a

bit", "moderately” , "a little bit” and “not at all". These responses are given the values

of "4" "3", "2", 1", and "0", respectively. The items of the scale covered 9 main

dimensions, as follows:

- SOM (Somatisation): Items involved are: 1, 4, 12,27, 40, 42, 48, 49, 52, 53, 56,
58.

- C-C (Obsessive Compulsive): Items involved are: 3, 9, 10, 28, 38, 45, 46, 51,
55, 65

- I-S (Interpersonal Sensitivity): Items involved are: 6, 21, 34, 36, 37, 41, 61,
69, 73

- DEP (Depression): Items involved are: 5, 14, 15, 20, 22, 26, 29, 30, 31, 32, 54,
71,79

- ANX (Anxiety): Items involved are: 2, 17, 23, 33, 39, 57, 72, 78, 80, 86.

- HOS (Hostility): Items involved are: 11, 24, 63, 67, 74, 81

- PHOB ( Phobic Anxiety): Items involved are: 13, 25, 47, 50, 70, 75, 82.

- PAR (Paranoid Ideation): Items involved are 8, 18, 43, 68, 76, 83

- PSY (Psychotism): Items involved are 7, 16, 35, 62: 77, 84, 85, 87, 88, 90
These dimensions were coded from “1” to “9” respectively.

GLOBAL INDICES: There are three global indices of distress associated with the

SCL-90-R, which are: Global severity index (GSI), Positive symptoms distress

(PSDI), and Positive symptom total (PST).
The calculation of the above new variables of SCL-90-R is based on the

following special way of computation. Raw scores are derived by first summing the
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values (0-4) for the item responses in each of the nine symptom dimensions. The sum
for each symptom dimension is then divided by the number of endorsed items in that
dimeﬁsion (for example somatization has 12 items and the client has responded to
only 11 items, the sum should thenbe divided by 11 and not by 12).

Calculating the GSI is computed by first summing the scores on the nine
symptoms dimensions and the additional items. The sum is then divided by the total
number of responses ( i.e. 90 if there are no missing cases). The PST is derived by
counting the number of items endorsed with a positive (NONZERO) response. The
PSDI is calculated by dividing the sum of all item values by the PST. From the above
nine primary symptom dimensions, a new set of nine primary symptom dimensions
has also been created, which are: SOM1, OC1,IS1, DEP1, ANX1, HOS1, PHOBI,
PARI1, PSY. The basic calculation in creating these new variables was done by
recoding the variables with their new values, then if any value of the variable lies
within the mean + standard deviation) has been recoded as 1 and labelied as “mild”.
Any value of the variable if it is above the mean + standard deviation, has been
recoded as 2 and labelled as “severe”

Accordingly, the study sample was classified into two categories: a) Kuwaiti
mothers with severe symptoms and Kuwaiti mothers with mild symptoms. The
children’s behavioural problems were investigated based\ on the severity or mildness
of their mother’s symptoms.
5.2.1.4 Trauma, Attitudes and Beliefs Scale (TABS) (Appendix D)

The trauma, attitudes and beliefs (TABS) scale, which was designed by Turner
and Lee is presented as a questionnaire where the patient is asked to respond to a list
of reactions reported by some people after traumatic events. They are asked to

indicate whether a reaction applies not at all, a little, quite a lot, or a great deal to them
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(Turner and Lee, 1998; p. 51). The scale included nine items, each of which had four

of the above responses. The value of these responses are (zero), (1), (2), (3). A zero

response indicated that the item did not apply, while the other responses indicated the
degree of application, reaching its peak at (3), which indicates the highest level. On
this basis, total score of the scale is (27) points.

The TABS scale was not standardised (Turner and Lee, 1998; p.51). It was,
therefore, translated into Arabic and tested on some of the Kuwaiti mothers who were
included in the study sample. Some modifications were carried out to clarify the
meanings of the items and given to five Arab psychological experts for comments, and
thereafter finally modified. Alpha coefficient for TABS was (.77). TABS was used in
the current study to investigate the change in the mother’s attitudes and beliefs.
Accordingly, TABS the study sample was classified into two groups:

- Mothers whose attitudes and beliefs are affected were those who scored 13.5 or
more. 13.5 constitutes 50% of the total score. This implies that the mothers
chose the responses “quite a lot” or “a great deal”, which have a quantitative
value of “2” and “3” respectively.

- Mothers whose attitudes and beliefs are unaffected were those who scored less
than 13.5, i.e. mothers with less than 50% of the total score. This implies that
mothers chose the response “not at all” or “a littl\e” the quantitative value for
which is “0” and “1” respectively.

Accordingly, the study sample was classified into two categories those mothers
whose attitudes and beliefs were affected and those mothers whose attitudes and
beliefs were unaffected. The children’s behavioural problems are investigated based
on whether the mothers attitudes and beliefs were affected or unaffected.

The mothers’ stress and psychological symptoms were evaluated using the
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above scales.
5.2.2 Children’s Behavioural Problems Questionnaires

Three scales were used to identify behavioural problems of children: a) Rutter A2
scale, b) Rutter B scale, and ¢) Child Behaviour Inventory (CBI).

While the first scale (Rutter A2) identified the behaviour of the children based
on the mother’s input, the second scale (Rutter B) measured the types of psychologicai
disorders through the teachers’ evaluation. The CBI scale included two main parts: a)
mental health pfoblems (depression, anxiety and hostility), and b) adaptional
behaviour (planful and prosocial behaviours). The following is a detailed explanation
of the children’s scales:
5.2.2.1 Rutter A2 scale (Rutter et al., 1970) (Appendix E)

It is one of the scales used to identify children’s pathological behaviour
disorder and includes thirty-one items, eight of which are related to health disorders,
while five are related to habits and eighteen related to behaviour. Some items’ points
are not calculated in the total score, but they provided additional information about the
status and its use in the categorisation (Rutter et al., 1970). The total scale score arises
between (0) and (62). The score for each item is between zero and two points.

A zero score indicates that the problem either exists within a normal degree or
does not exist at all. A one-point score means that the p;oblem exists in not so acute a
manner, while a two-point score means that the problem is severe. The mothers,
based on the observation of their child’s behaviour, complete the questionnaire data.
Disorders are indicated if the child scores 13 or more, and is categorised as neurotic,
‘antisocial or undifferentiated. More " precise distinction of the child’s existing
disorders can be reached in the framework of these three categories, through

comparison of their total scores obtained from particular items in the scale.
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The scale is known to have a high validity and reliability through piloting
conducted by Rutter et al., (1975) as well as Berger (1992), on a sample of children
between 6 and 16 years. The Rutter A2 scale also has a high validity and reliability in
the studies conducted in other countries. Allodi (1989) found the Rutter A2 scale to
be highly valid and reliable in different environments, especially in third world
countries and immigrants who live in industrial societies.

The scale was also administered on Kuwaiti children to assess behavioural
problems that may have developed due to the Iraqi occupation, in a study conducted
by Al-Hammadi et al., (1993:2). The researcher has also used the scale in the present
study, after validating its reliability, when the alpha factor reached 80%, for the
children who were divided into two main categories:

1) First category: Children with normal behaviour who scored less than 13 points.
ii) Second category: Children with pathological behaviour who scored 13 points
or more, were further categorised into three groups:

- First group:  Children with neurotic behaviour

- Second group: Children with antisocial behaviour

- Third group: Children with undifferentiated behaviour, i.e., problematic

behaviours that cannot be diagnosed as neurotic or antisocial.

Children can be categorised within one of these ti1ree groups, based on partial
scores for neurotic as well as antisocial behaviours. If the former is higher than the
latter, the child will be categorised in the neurotic group. If the latter is higher than the
former, the child will be categorised in the antisocial group. If the two scores of the
child are equal for both the neurotic and antisocial items, the child will be categorised

under the undifferentiated group.
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The Rutter A2 scale outcome was used in this study through identification of
children’s behavioural patterns and based on the differences among these behavioural
patterns according to the variables of stress and mothers’ psychological symptoms.
5.2.2.2 Rutter B scale (Appendix F)

This scale is also one of the validated scales used in identifying children’s
psychological disorders (SDO documents). The scale consists of 26 items, each of
which has three responses graded as (0), (1) and (2) indicating as follows:

(0): the item does not apply

(1): the item applies poorly

(2): that the item has an exact application for the child.

The total score of the scale is (52) points and the child is considered as having
behavioural problems when he/she scores (9) points and more. The researcher also
conducted an authentic reliability of the scale and the alpha value factor reached
(0.85). In the current study, the Rutter B scale was completed by the teacher of each
child. The scale was administered under two categories:

i) First category: Normal children who scored less than (9) points.

ii) Second category: Children with behavioural problems who received (9) points
and more, were classified into three groups based on their earned points for
emotional as well as conduct disorder items, as fc;llows:

- First group: children with emotional disorders who have a higher score

for such items than the conduct disorders items.

- Second group: children with conduct disorders and who have a higher

score for such items than the emotional disorders items.

- Third group: children with undifferentiated disorders with similar scores

for both emotional and conduct disorder items.
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The outcome of the Rutter B scale was used in this current study to identify the
existence of various types of behavioural problems in children and their differences,
based on the variables of their mothers’ stress and psychological symptoms.
5.2.2.3 Child Behaviour Inventory (CBI) (Appendix G)

The CBI scale was designed to assess children’s behavioural symptomatology
following the experiences of the traumatic events of war (Macksoud et al., 1990: cited
in: Al-Hammadi et al., 1993:2). The English version has (43) questions. The scale has
been translated into Arabic, Spanish and Portuguese, and has been adapted for use in
Lebanon, El Salvador, Mozambique and Kuwait. The Kuwaiti version, of (42) items,
was used for a study of (250) Kuwaiti school children. Before its use in Kuwait, the
CBI was pilot-tested to assess the meaning and relevance of the questionnaire items
for Kuwaiti children. The Kuwaiti CBI was designed for rating by parents/caretakers
of the children.

The behavioural symptomatology was categorised under five domains:
hostility, depression, anxiety, pro-social, and planful behaviour. Each domain is
represented by a set of questions that inquire about the child’s behaviour at the time,
or six months prior to the assessment. The five domains were subdivided under two
main headings: 1) mental health symptoms of hostility, depression and anxiety, and 2)
adaptation outcomes of pro-social and planful behaviour. )

The Kuwaiti CBI scale consists of (42) questions each of which is scored on a
four-alternative, forced-choice, format rating from O=never through 1=rarely and 2=
sometimes, to 3 =always. The rating standards of CBI questions can yield a total score
in the range of (0) to (126) points. Furthermore, a mental health score of (0) to (72)
points can be obtained by adding the response ratings on the depression scale (9

items), the hostility scale (9 items), and the anxiety scale (6 items). Similarly, adding
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the ratings of pro-social scale (9 items) and the planful behaviour scale (9 items) can
obtain an adaptional outcome score, within a range of (0) to (54) points.

With the exception of the anxiety sub-scale, each of the other sub-scales (i.e.,
depression, hostility, pro-social behaviour, and planful behaviour) can yield a
maximum score of (27) points. The anxiety sub-scale can be rated for a maximum
score of (18) points.

These are not fixed standards for assessment of function on this scale; the data
from a Kuwaiti study by Macksoud and Nazar (1993) was analysed by using
regression analysis to determine the relationship among the demographic variables
and the developmental outcome variables, i.e. PTSD, mental health symptoms and
adaptional outcomes. The results showed that the number of war events, types of war
experiences, family resources and national identity were related to PTSD, mental
health and adaptional outcome. Those who were exposed to several war-related
events were more likely to report more mental héalth symptoms as well as PTSD.

In the current study, the CBI has been used through the two scales e.g., the
mental health scale and adaptional behavioural scale, both of which have their own
significance, as follows:

1) Mental health scale
The child’s mental health is categorised as being mild or severe based on the
score for items related to depression, hostility and anxiety.

ii) Adaptional behaviour scale
This scale includes two dimensions: planful behaviour and pro:social

behaviour. If the score related to these two dimensions are (54) and (27)

respectively, then a high score for the adaptional behaviour items is a positive

indicator of mental health and vice versa. In the current study a confirmed

150



reliability test was performed for the children’s behavioural scale where the

alpha factor value reached (0.81). The scale was completed by each mother of

the sample children, who chose the responses applicable to her child, in
relation to the study.

From the above, the importance of CBI is evident in identifying the nature of

the child’s psychological state concerning depression, hostility and anxiety, as

well as its severity and whether the mother’s stress and psychological symptom
variables affect this state. The same logic concerns adaptional behaviour.

Does the child’s score differ for the behavioural items according to the

difference in the stress level and psychological symptoms of the mother?
5.3 Research Sample

This study was conducted on a randomly selected sample of (151) Kuwaiti
children and their mothers. The subject means a child and his/her mother, therefore,
(151) children and (151) mothers. It is clear that the formation of the sample goes in
line with the study objective, which is to investigate behavioural problems in Kuwaiti
children in terms of the relations to the stress and psychological symptoms
experienced by mothers during the Iraqi occupation.

On the other hand the Iragi occupation occurred during a specific period (2
August 1990-26 February 1991), and the true understandfng of the trauma of the Iraqi
occupation on both mothers and their children’s behaviour required a sample that
included children who were born before the Iraqi occupation (peace period), others
who were born immediately after (liberation period), and those born during th.e Iraqi
occupation (occupation period). Objectivity required a comparison between these
three categories to obtain a clear outcome regarding the influence of the Iraqi

occupation — as a stressful experience - on Kuwaiti children and their mothers.
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Choosing the study sample was based on these criteria, and made randomly as
follows:
5.3.1 Study Population

The study population consisted of all the Kuwaiti children born during the
period from 1** December 1989 to 31s October 1991, and referred to as “the Study
Birth Period”. Based on the complete lists of births, (33454) Kuwaiti children were
born in the indicated period (Public Authority for Civil Information, 1996) and
distributed according to birth month and gender, are shown in Table 1, on the

following page.
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Table 1: Distribution of Kuwaiti children born during the period
1/12/1989 — 31/10/1991, according to birth month and gender

Month/Year of birth Male Female Total
1989/12 805 778 1583
1990/01 764 721 1467
1990/02 716 685 1401
1990/03 825 779 1604
1990/04 729 713 1442
1990/05 762 804 1566
1990/06 795 730 1525
1990/07 819 749 1568
1990/08 843 765 1608
1990/09 791 806 1597
1990/10 842 839 1681
1990/11 828 800 1628
1990/12 770 790 1560
1991/01 798 734 1532
1991/02 710 644 1354
1991/03 783 752 1535
1991/04 656 692 1348
1991/05 602 544 1146
1991/06 582 559 1141
1991/07 679 616 1295
1991/08 650 683 1333
1991/09 637 676 1313
1991/10 596 613 1209

Total 16982 16472 33454

Source: Public Authority for Civil Information (PACI)
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The number of children for each period (peace, occupation and liberation) the

[raqi occupation is tabulated in Table 2.

Table 2: Distribution of research sample children according to
birth period and gender

Period No. of births Total

Male Female
Peace : 1 December 1989 - 1 August 1990 6215 5959 12174
Occupation: 2 August 1990- 25 February 1991 6365 6130 12495
Liberation : 26 February — 31* October 1991 4402 4383 8785
Total 16982 16472 33454

5.3.2 Sample Selection

There was need for a precise and comprehensive sampling frame, which
included all the children born during the three periods. The sampling frame was
obtained from the Public Authority for Civil Information. The officials in the
authority, through official communication (written and verbal) supplied complete lists
of Kuwaiti children with names of those born in the three indicated periods:

i) Peace perind: 1* December 1989 to 1 August 1990 (before the occupation).

ii) Occupation period: 2" August 1990 to 25" February 1991 (during the
occupation).
iii)  Liberation period: 26" February 1991 to 31“\ October 1991 (after the
occupation).
These lists included the children’s names in serial order, gender, family
address, telephone number and Civil ID number. All the children listed had K.uwaiti
mothers and fathers.

By using tables of random sampling (El-Sayed 1985; pp.61-63) and matching
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random sampling, and divided equally (approximately) according to the periods.
Therefore, a total number of 413 children were randomly chosen (peace: 1-143;
occupation: 144-269, and liberation: 270-413). For each month (over a period of
twenty three months), 18 children (eight or nine from each gender) were randomly
chosen from the list. Using the tables of random sampling again, 150 numbers were
chosen, which were divided equally into three groups of 50 each. The names of
children assigned to the same numbers that were chosen were taken from the list, as
the research sample.

During the selection process, the mothers of the chosen children were
contacted by telephone to obtain approval for participation in the investigation; the
reasons for conducting the interview were explained; how to meet both the concerned
mother and the child, as well as other procedures were part of the discussion. In case
the family could not be reached or a mother refused to participate, the next child was
chosen randomly from the list. This procedure was followed until the required study
sample number of (50) was reached for each time period, with one addition for the
first period. This single addition was the result of a mother’s reluctance to have her
child participate in the study. The final count was 51 subjects for the peace period
after the reluctant mother agreed to participate, therefore making the total sample of

151. Table 3, on the following page, presents the sample:’s demographic variables.
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Table 3: Study sample distribution according to demographic variables

Demographic Variables Number | Percentage

RESIDENTIAL GOVERNORATE

Capital 46 30.5

Hawalli 46 30.5

Farwania 33 21.8

Jahra 15 9.9

Ahmadi 11 7.3
Family Income (Monthly)

Less than KD 800 45 29.8

KD 800 - 1500 71 47

More than KD 1500 35 23.2
Mother’s Educational Level

Medium and lower 33 21.9

Above medium 63 41.7

University level and above 55 36.4
Mother’s Age

From 16 to 23 years 75 49.7

Above 23 years 76 50.3
Mother’s Occupation

Working 52 344

Not working 99 65.6
Gender (Child)

Male 70 46.4

Female 81 53.6
Birth Order (Child)

First 60 39.73

Second 59 39.07

Third or more 32 21.2

S.4  Data Collection

The researcher conducted a pilot study, for nine rn\others whose children were
born during the Iraqi occupation to identify their levels of trauma, and six of the cases
are described in Appendix I. The researcher carried out the first 50 interviews in all
the three periods, distributed over all the residential governorates of Kuwait on a
random basis. Each mother on the list was telephoned to make an appointment, after
briefly explaining the aim of the study and her participation in the interview. At the

time of the interview, an Informed Consent (Appendix H) was obtained from the
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mother. The scales were applied through individual interviews with mothers. Part of
the interview was conducted with the mother and her child, to ensure that the child
could communicate the necessary information. The researcher spent about ten minutes
interviewing both mother and child together, to ensure that the sample child was
affected due to the traumas experienced by the mother. The child was requested to
draw a picture related to the Iragi occupation. Some of the drawings are displayed in>
Appendix J. Each interview consisted of one session and the period of data collection
was spread over three phases: (a) 15 January to 28 February 1997; (b) 30 June to 31
August 1997, and (c) 31 November to 31 December, 1997. When holding the
interviews, suitable time was initially taken to gain the mother’s trust. The scales were
reviewed after each interview with the interviewees to ensure that all the relevant data
was completed.

Interviews were also conducted for the teachers. The researcher therefore
visited the teachers at their schools and through the interviews collected the relevant
information about the child (Rutter B scale) as well as some behavioural information
of the child from the teacher’s perception.

The remaining samples (101) were collected with the assistance of a group of
well-trained social workers sufficiently qualified in carrying out interviews and
applying scales. They were given an overall description\ of the study objectives and
provided with the required information and documentation related to the study. The
researcher explained the items listed in the questionnaire as well as the procedures.
The social worker accompanied the researcher to witness how the interview was
conducted with the mother. Thereafter the researcher accompanied the social worker
on her first interview, to observe her performance and ensure that the interview was

being conducted as required. The researcher reviewed the data input related to all the
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scales. In the case of any missing information, the researcher approached the mother
again and requested the pertinent information for completion of the data input.
5.5 Data Entry and Analysis

There are considerations in choosing a formal statistical test. Kinnear and
Gray (1997; p.106) mentioned these considerations are the research question, the
nature of data and the plan or design of the research.

In order to measure the phenomena, it is essential to transfer the research
question into statistical terms. The statistical terms differs from one research question
to another. Regarding the nature of the data, the choice of a specific test depends on
the nature of data set. There are three kinds of data: interval data, which are
measurements on an independent scale with units; ordinal data, consisting of ranks, of
assignments to ordered categories, or of sequencing information, and nominal or
categorical data, which are records of qualitative category membership.

Strictly, only the first category contains “measurements”, in the familiar sense
of the term; although the first and second categories both refer to quantitative
variables. While all data are numerical, in the sense that even the categories making
up a qualitative variable may be assigned arbitrary code numbers, a nominal datum is
merely a label, not an expression of the degree to which the attribute is possessed.
Different statistics are appropriate for descriptions of the\three types of data; and the
corresponding formal tests are also different.

Another important aspect of a data set is the number of measured variables. If
a data set comprises measurements on only one variable (e.g., gender), data are
univariate._ If, on the other hand, subjects are measured on two variables (e.g. gender
and birth order), the data are bivariate. If there are three or more variables, the data

are multivariate (gender, birth order and age).
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The third consideration in the choice of statistical tests is the plan or design of
the research (number of samples, independent versus related samples, between and
within subject factors). For example, if we have a set of data comprising two or more
samples from a one-factor experiment, in the simplest case there are two samples, but
in principle there can be any number of samples provided each sample was obtained
under one of a single set of related conditions or categories, that is from an experiment
(or study) with a single treatment factor. If the data is of an interval type, reducing
this data requires determining the type of test: parametric or non-parametric.
Parametric tests assume that the data are samples from a population with normal
distribution. Non-parametric tests do not make a specific assumption about the
population distributions. Therefore, they are often referred to as ‘distribution-free
tests’ Kinnear and Gray (1997; p. 111). The t-test is an example of a parametric test,
therefore using it assumes that the data are samples from a population with normal
distribution, but if there is a strong contra-indication against the use of t-test, the non-
parametric test is used instead.

[t is worth mentioning that while some authors strongly recommend the use of
non-parametric tests, others emphasise the robustness of the parametric t-tests to
violations of their assumptions and the loss of power incurred by the use of equivalent
non-parametric tests. Kinnear and Gray (1997; p. 111);\ suggest that, provided that
data show no obvious contra-indications such as the presence of outliers or marked
disparity of variances (especially if this is coupled with greatly disparate sample
sizes), a t-test can safely be used; otherwise a non-parametric equivalent should be
considered. If, however, the data comprise measurements at the ordinal level in the
first place, as in sets of ranks or ratings, a non-parametric or distribution free test is the

only option.
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Considering the principle choice of statistical tests an integrated statistical plan
for the current study was determined and executed. The main question of the current
study is: “How far do the Kuwaiti children’s behavioural problems vary according to
their mothers’ stressful experiences and psychological suffering, as a result of the
trauma of the Iraqi occupation?” The statistical plan was designed to meet the
requirements of answering this main question as well as clarifying any variation in the |
children’s behavioural problems in the light of their mothers’ stress and psychological
suffering, taking into account the mediating variables that may affect this variation.

To ensure that the statistical plan was executed accurately all the
questionnaires have been coded and revised to ensure that the pertinent data was
accomplished. Data entry was based on computer programs that display each
questionnaire item on a screen. After completing the data entry the next step was to
edit and clean the data. Data editing was done by scrutiny for errors and omissions
and by ensuring that all the interviewees’ schedules have been completed as required.
Data cleaning was done through proof reading the data to catch and correct errors in
consistent codings. The third step, after data editing and cleaning is generating the
frequencies of all items and variables of all questionnaires. Thereafter, the data is
ready for labelling and analysis.

Conducting the statistical processing to be in\ agreement with the study
objective relevant to answering questions and verifying the hypotheses, included the
following:

- Chi-square and correlation coefficient
To know if there is a relationship/correlation coefficient between:
- Children’s behavioural problems and the demographic variables

- Mother’s psychological disorders and the demographic variables
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- Children’s behavioural problems and mothers’ psychological disorders

- Period variables and children’s behavioural problems

- Period variables and mothers’ psychological problems.

T-test

To find if there is a significant difference between mean score of two groups
of children or mothers on the scales used in the study.

One-way ANOVA

To compare mean scores of three groups or more of children or mothers on the
scales used in the study, and to know if the differences between these mean
scores are significant or not. F-value reflects the results of one-way ANOVA.
Scheffe Multi-comparison test

For post hoc multiple comparisons to know whether the significant differences
existed among scores of the first and second groups, or the first and third
groups, or the second and third groups.

Multi-way ANOVA

Two-way and three-way ANOVA was used in this study to find the effect of
interaction among mothers’ stress and psychological symptom variables in the
children’s scores, on the behavioural problems scales. Two-way ANOVA was
also used to investigate the effect of interaction between demographic
variables (e.g. gender and period, gender and birth order, period and birth
order) to ascertain its significance for the children’s score on the Rutter A2,
Rutter B and CBI scales.

It is worth noting that sometimes the computer system used in the statistical
software program did not provide the findings for the three-way ANOVA

(showed empty cells).
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- Tabulation of the Findings.
The processing of data resulted in an outsized statistical output that was
organised to answer the study inquiries and verification of the study
hypotheses. The findings covered four main dimensions, which are: a)
General findings regarding mothers’ stress and children’s behavioural
problems, b) Explanation of children’s behavioural problems in the light of |
their mothers’ stres-sful experience; c) Explanation of children’s behavioural
problems in the light of their mothers’ psychological disorders, and d)
Explanation of children’s adaptational behaviour in the light of their mothers’
stress and psychological disorders
Summary
This chapter presented the current study methodology. It clarifies the study
terminology, data colletion tools, the study smple and data entry and analysis. The
main terms of the study are: stressful events, period, mother’s psychological disorders
and children’s behavaioural problems. The justification of data collection tools was
discussed. The study sample was randomly selected and data was collected through
individual interviews. Data was processed according to a statistical plan to meet the
study objectives through using computerised SPSS program. The statistical output

was organised in agreement with the study topic and objeétives.
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PART THREE: RESULTS

This part includes results achieved by the study, which contains the following

chapters:

Chapter VI: General findings

Chapter VII: Mothers’ stress as an interpreter of children’s behavioural Problems.

Chapter VIII: Mothers’ PTSD as an interpreter of children’s behavioural problems.

Chapter IX: Mothers’ disorder symptoms as an interpreter of children’s behavioural
problems.

Chapter X: Change in Mothers’ Attitudes and beliefs as interpreter of children’s
behavioural problems.an

Chapter XI: Mothers’ stress and psychological symptoms as an interpreter of
children’s adaptional behaviour.

Chapter XII: Interaction between variables of mothers’ stress and
Psychological symptoms as an interpreter of children’s behavioural

problems.
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CHAPTER VI: GENERAL FINDINGS

This chapter includes two sections. The first pertains to the mothers’ stress
level, mothers’ psychological disorders and explanation of mothers’ psychological
disorders in the light of their stressful experiences. The second section deals with
children’s behavioural problems.

6.1  Mothers’ Stress and Psychological Disorders
6.1.1 Mothers’ Stress level

Mothers’ stress level is the quantitative value of mothers’ responses on the
items of the stress scale, which contains the items expressing the stressful events
experienced by the Kuwaiti mothers, during the Iraqi occupation,. and is explained in
“Part II: Method” of the study.

The total score of the stress scale is 15. The analysis showed that the mean
score for mothers is 9.2 (61.3%) of the total score on this scale. The following are the
results regarding the mothers’ mean score on the stress scale, taking into consideration
the differences in their pregnancy periods as well as their demographic characteristics.
Regarding pregnancy period (peace, occupation or liberation), the following Table 4
shows the mean score of the mothers’ groups, on the stress scale, for each of the
periods.

Table 4: Mothers’ mean score on the stress scale
according to the period

Mothers’ response | F-Value
Period Number (stress scale)
Mean S.D.
Peace 51 9.8 1.99
Occupation 50 94 2.23 6.43*
Liberation 50 8.2 2.83
*P < 0.01
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Mothers of the peace and occupation periods showed a high mean score in
comparison to those of the liberation period. According to the Scheffe multi-
comparison test, significant differences were found between mothers’ mean score for
the liberation period on one side, and peace and occupation periods on another. There
is no significant difference between mothers’ mean score in peace and occupatioﬁ
periods, which implies that those mothers who conceived and.delivered during the
peace or occupation periods, experienced the highest level of stress, in comparison to
those mothers who delivered in the liberation period.

Regarding the effect of demographic variables on mothers’ mean score on the
stress scale, the study showed that the family monthly income is the only variable
indicating a significant difference. The mean score for the medium (9.62) and high-
income (9.14) groups of mothers, on the stress scale, is significantly higher in
comparison to that of the low income (8.47) groups. According to Scheffe multi-
comparison test, there are significant differences between the mean scores of the
second and first groups, but no significant differences between the third and first, as
well as the second and third groups, respectively. Except for monthly income
variable, mothers’ mean score on the stress scale did not indicate any significant
differences for: residential governorate, education, age or\ job.

6.1.2 Martyrdom and Imprisonment of Some Relatives as an Indication of

Mothers’ Stress

Although the stressful incidences which Kuwaiti mothers were exposed to
were numerous, the most important of these were martyrdom or imprisonment of

some of their blood relatives, during the period of the Iraqi aggression.
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A mother who experienced killing or imprisonment of one of her relatives by
the occupying Iraqi forces would be subjected to massive stress. The impact of this
stress might be reflected on the mother’s personality in the form of complex
psychological suffering.

The preceding point dealt with mothers’ stress in general. However, a need
emerged to investigate mothers’ stress in the light of more identified stressful
incidents. The current point of the study is an attempt to identify .mothers’ stress due
to killing or imprisonment of one of their relatives, as the worst stressful experience
Kuwaiti mothers might have suffered during the Iraqi aggression.

Primarily, the study findings revealed that 60% of the mothers experienced
martyrdom and/or imprisonment of some of their relatives by the occupying forces.
This percentage makes 90 respondents. In the framework of this figure, some mothers
had some relatives who were martyred and at the same time others who were
imprisoned. Some mothers had some of their relatives only martyred, and vice versa.

The following Table 5 shows a distribution of the study sample of mothers
whose relatives were either martyred and/or imprisoned.

Table 5: Distribution of mothers according to martyrdom and
imprisonment of some relatives

Martyrdom/Imprisonment b N %
Martyrdom 8 53
Imprisonment 67 443
Martyrdom and Imprisonment 15 10
Neither Martyrdom nor Imprisonment 61 40.4

Total 151 100

From this table, only 44.3% of the mothers had relatives who were imprisoned

due to the Iragi occupation. The number of mothers with martyred relatives due to the
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[raqi occupation is (8), in addition to (15) mothers who had relatives who experienced
martyrdom and imprisonment. Finally, 40.4% of mothers, i.e., (61) respondents did
not have any relatives who were martyred or imprisoned.
Six pairs of groups can be obtained from Table 5, as follows:

- First pair included two groups of mothers:

1) Those who had some relatives who were only martyred.

ii) Those who had some relatives who were imprisoned
- Second pair included two groups of mothers:

i) Those who had some relatives who were only martyred.

ii) Those who had some relatives who were martyred and others imprisoned.

Third pair included two groups of mothers:
i) Those who had some relatives who were only martyred.
i1) Those who did not have martyred nor imprisoned relatives.
- Fourth pair included two groups of mothers:
i) Those who had some relatives who were imprisoned.
it) Those who had some relatives who were martyred and others imprisoned.
- Fifth pair included two groups of mothers:
i) Those who had some relatives who were imprisoned

ii) Those who did not have martyred nor imprisoned relatives.

Sixth pair included two groups of mothers:

i) Those who had some relatives who were martyred and others imprisoned.
it) Those who did not have either martyred nor imprisoned relatives.

These are all the possible comparisons that could be obtained. Now the
question is: Do mothers who experienced martyrdom and/or imprisonment of some of

their relatives differ from those who did not have such experiences, with regard to
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performance on the scale of stress? The following Table 6 displays the findings to this

query.
Table 6: Mothers’ mean score on the stress scale, according
to the experiences of martyrdom and imprisonment
of some relatives
Martyrdom and Imprisonment N Mean score on stress scale
M Std T. Value
Martyrdom 8 10.63 1.3 115
Imprisonment 67 9.8 1.98 '
Martyrdom 8 10.63 1.3 24
Martyrdom and imprisonment 15 10.87 2.7 '
Martyrdom 8 10.63 1.3 4.99%*
Neither martyrdom nor imprisonment | 61 7.87 24 '
Imprisonment 67 9.8 1.98 177
Martyrdom and imprisonment 15 10.87 2.7 '
Imprisonment 67 9.8 1.98 4.97%%
Neither martyrdom nor imprisonment 61 7.87 24 '
Martyrdom and imprisonment 15 10.87 2.7 4.05%%
Neither martyrdom nor imprisonment 61 7.87 24 '
**P<.01

The results achieved from Table 6 are as follows:

Mothers with some martyred relatives, indicated a higher mean score on the
stress scale (M=10.63), and showed significant differences when compared
with the mean scores of mothers without martyred or imprisoned relatives
(M=17.87).

Mothers with some imprisoned relatives indicatedta higher mean score on the
stress scale (M=9.8), with significant differences when compared with the
mean scores of mothers without martyred or imprisoned relatives (M=7.87).
Mothers with some martyred and imprisoned relatives indicated a higher mean
score on the stress scale (M=10.87), with significant differences when
compared with the mean scores of mothers who had neither of their relatives

martyred or imprisoned (M=7.87).
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In brief, mothers with martyred or imprisoned relatives revealed a higher stress
score with significant differences when compared to the mean scores of mothers
without martyred or imprisoned relatives.

Upon investigating the relationship between the experience of martyrdom
and/or detention of some relatives on one side and the mothers’ sufferings on the
other, no significant relationship was found between these two variables. In other
words, it was found that tk;e experiences of mothers with martyred and/or imprisoned
relatives did not trigger any significant differences on the PTSD, SCL-90-R and
TABS scales.

6.1.3 Mothers’ Psychological Disorders

This part of the study includes the results of the aspects of the Kuwaiti mothers’
psychological disorders due to the trauma of the Iraqi occupation, including its
stressful conditions. The aspects of the psychological disorders are:
a) Prevalence of PTSD symptom in mothers.
b) Mothers’ disorders symptoms (SCL-90-R)
c) Change in mothers’ attitudes and beliefs (TABS)

The above three aspects of symptoms are discussed in detail, as follows:
6.1.3.1 Prevalence of PTSD Symptom in Mothers

In applying the PTSD scale to the research samplé of Kuwaiti mothers, it was
found that about 57% (86) have PTSD, (current or lifetime). There is no significant
correlation between prevalence of PTSD and period. Almost the same numbers of
mothers (29, 28 and 29) in the peace, occupation and liberation periods, respectively,
have PTSD. In studying the relation between the demographic variables and
prevalence of mothers’ PTSD symptom, the study showéd that the residential

governorate variable is the only one that has statistical significant correlation.
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While a high percentage of mothers (91) diagnosed with PTSD are residents of
the Jahra governorate, this percentage decreases to 27 for the Ahmadi governorate.
Other governorates range between these two percentage: 67.4% in the capital, 61% in
Farwaniya and 45.6% in Hawally.
6.1.3.2 Mothers’ Disorders Symptom (SCL-90-R)

As mentioned earlier the SCL-90-R scale was used to measure nine
dimensions: somatization, obsessive compulsive, personal sensitivity, depression,
anxiety, hostility, fears anxiety, paranoid ideation and psychotism.

The study shows that 28 mothers, (18.5%) of the sample are diagnosed as
“severe” and (123) 81.5% as “mild”, and that there is no significant relationship
between the period variable and mothers’ psychological state (severe or mild). An
approximately similar number of mothers (10, 9, and 9) indicated “severe” symptoms
during the peace, occupation and liberation periods, respectively. Regarding the
demographic variables, there is no significant relationship between any of these
variables on one hand and the mothers’ psychological (severe or mild) on the other.
6.1.3.3 Change in Mothers’ Attitudes and Beliefs

It was shown that (77) 51% of the mothers’ indicated that their attitudes and
beliefs were affected by the trauma of the Iraqi occu;;ation. As for each period
separately, the percentages were (53), (56), and (44) for the peace, occupation and
liberation periods, respectively. There was no significant correlation between the
period on one side and the change in mothers’ attitudes and beliefs on the other. But
the important aspect in this result is that the Iraqi occupation of Kuwait was a severe

trauma for mothers.
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Results of analysis also showed that there is no significant relationship
between the affect of mothers’ attitude and beliefs and demographic variables, except
for the education variable. The attitude and beliefs of mothers with a university level
were more affected than those mothers with medium and below, and above medium
levels of education.

6.1.4 Interpretation of the Mother’s Psychological Symptoms in the Light of

Stressful Experiences

The study has so far investigated two major topics: i) stressful experiences of
the Kuwaiti mothers during the occupation period, and ii) psychological symptoms of
these mothers. The following pages discuss the results of research conducted to
investigate the stress levels experienced by the Kuwaiti mothers, due to:

a) Mothers’ PTSD prevalence
b) Mothers’ disorder symptoms (SCL-90-R)
c) Change in mothers’ attitudes and beliefs

The term “stress level” is used in the following pages to classify the mothers
into three groups: low stress level, medium stress level and high stress level (as
defined earlier in the section under Methods).
6.1.4.1 Mothers’ PTSD Prevalence in the Light of their Stressful Experiences

Are there any relations between stress levels, as& expressed by the mothers’

responses and PTSD symptom? Table 7 shows the distribution of mothers according

to the peace, occupation and liberation periods, stress level and PTSD symptom.

171



Table 7: Distribution of mothers according to prevalence of PTSD,
stress level and period

Period Stress PTSD Statistics
Level Symptoms
No Yes | Chi-Sq. R
Low 5 4
Peace Medium 12 15 1.2 15
High 5 10
Low 8 5
Occupation Medium 7 11 2.2 18
.| High 7 12
Low 16 9
Liberation Medium 1 13 | 12.09%* 31*
High 4 7

*P <0.05; **P<0.01.

There is a significant correlation between PTSD symptom and stress level
during the liberation period. While 36% of mothers with low stress level have PTSD,
this percentage increased to 93% and 63.6% for mothers with medium and high stress
levels, respectively. There is no significant correlation between the stress level and
PTSD symptom for the peace and occupation periods
6.1.4.2 Mothers’ Psychological Symptoms (SCL-90-R) in the Light of their Stress

Level

To what extent do the mothers’ psychological state (severe or mild) differ
according to their stress level? The following table includes the results that answer

N

this question.
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Table 8: Distribution of mothers according to the intensity on
the SCL-90-R, stress level and period

Stress Intensity of . ..
Period Level disordt:’rs Statistics

(SCL-90-R)

Mild Severe | Chi- Sq. R
Low 9 -

Peace Medium 20 7 2.9 13
High 12 3
Low 12 1

Occupation | Medium 14 4 1.3 13
High 15 4
Low 22 3

Liberation Medium 11 3 1.4 .16
High 8 3

The analysis showed that there is no significant relationship between the stress
level and the intensity of disorders symptom (mild or severe) during any of the three
periods. However, in considering the total sample for all of the three periods, the table
reflects the percentage of mothers with severe psychological symptoms are 7.8%,
19.2% and 18.2% for low, medium and high stress levels, respectively. The table also
shows that during the peace period none of the mothers with low stress have severe
symptoms.
6.1.4.3 Change in Mothers’ Attitudes and Beliefs in the Light of Stress Level

As indicated earlier, the mothers’ mean scores on the scale of trauma, attitudes
and beliefs was almost 8.5, and a higher mean score‘indicated an increase in the
impact on the mothers’ trauma, attitudes and beliefs scale (TABS), and vice versa.
The question is: How far did mothers of low stress levels differ from those of medium
or high stress levels with regard to the mean scores on the TABS.

Table 9 shows the mean score response of the sample groups on the TABS

scale, with regard to their stress levels, taking into consideration the period variable.
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Table 9: Mothers’ mean scores on the trauma of attitudes and
beliefs scale according to stress level and period

Period Stress Number TABS F
Level Mean S.D. | Value
Score
Low 9 3.56 2.4
Peace Medium 27 8.93 4.7 8.34**
High 15 10.67 4.06
Low 13 8.84 5.5
Occupation Medium 18 10.06 59 1.4
High 19 8.68 4.3
Low 25 6.6 4.8
Liberation Medium 14 9.86 5.6 2.8
High 11 9.82 4.07
** P <01

On the level of the whole sample, it is clear from the above table that mothers
with high stress levels indicate a higher change in their attitudes and beliefs, as they
scored 9.6, in comparison with mothers of low stress levels who scored 6.3. The table
also shows that there are no significant differences between the mean scores of
mothers’ groups for the second and third periods. However, there are significant
differences between mothers mean scores in the first period , where the mean score for
low stress level mothers is 3.56, and increases for medium and high stress level
mothers up to 8.93 and 10.67, respectively.

The Scheffe multi-comparison test showed that there are significant
differences between the first group on one side and both,-second and third groups, on
the other.

Summary

This chapter discussed the results related to stress and psychological symptoms
of Kuwaiti mothers, summarized as follows:

- Mothers’ mean score on the stress scale was 9.2 (61.3%) from the total score

of 15.

- Mothers who were pregnant in the peace and occupation periods, experienced
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the highest level of stress. Pregnant mothers during the peace period scored
9.8 on the stress scale, against 9.5 during the occupation period, and 8.2 for the
liberation period. These differences were significant.

There were significant differences between groups of mothers’ mean score on
the stress scale according to the income variable. There was an increased score
for families of high or medium income, in comparison to those of low income. |
There was no siéniﬁcant correlation between the period and prevalence of
PTSD in mothers..

There was a significant correlation between prevalence of PTSD in mothers
and residential governorate variable. The number of mothers with PTSD in the
Jahra residential governorate is significantly high (91%), in comparison to
mothers of other governorates.

According to the SCL-90-R scale, 18.5% of mothers had severe symptoms
while 81.5% were diagnosed as mild. There is no significant correlation
between psychological state (mild or severe) and period (peace, occupation
and liberation).

The study revealed that 51% of mothers had a change in their attitudes and
beliefs, and that there is no significant correlation between this change for
either the period or demographic variables. It also showed that, mothers’ mean
score on TABS did not differ according to the demographic variables, except
for the mothers’ educational standard. Mothers with higher education had a
significantly high mean score in comparison with those of less educational
standard.

There was a significant correlation between stress level and prevalence of

PTSD, for mothers of the liberation period only. The percentage of mothers
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with PTSD increased in high stress level mothers.

- There was no significant correlation between the intensity of disorder
symptoms (severe, mild) on SCL-90-R and stress level (low, medium, high).

- High stress level mothers indicated a significant change in their attitudes and
beliefs in comparisonto those with low stress level. There were significant
differences in the mean score, on the scale of trauma of attitudes and beliefs in |
the peace period oniy, where mothers of high stress level scored 10.67, against
3.56 and 8.93 for mothers of low and medium stress levels, respectively.

6.2  Children’s Behavioural Problems
In this section the general findings regarding children’s behavioural problems

will be discussed, with regard to their pathological behaviour (Rutter A2),
psychological disorders (Rutter B) mental health problems (CBI), and adaptional
behaviour (CBI).

6.2.1 Children’s Pathological Behaviour (Rutter A2 Scale)

6.2.1.1 Types of Pathological Behaviour
Pathological behaviour whether neurotic, anti-social or undifferentiated were

evaluated on the Rutter A2 scale. Ninety three children, forming 61.6 % of the sample

displayed pathological behaviour, against 38.4% who showed normal behaviour.
Table 10 displays the distribution of the children’\s sample according to types

of behaviour (Rutter A2), considering the variables of gender, birth order and period.
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Table 10: Distribution of children according to types of behaviour
(Rutter A2 scale) gender, birth order and period

Children’s Behaviour
(Rutter A2) Statistics
Variables Pathological
= |3 53 &
] £ L ® E3| = x
|f |85 |2%|F |2
r 4 y4 < - Y o =4
Gender:
Male .26 18 22 4 70
Female 32 21 24 4 81 10.3 05
Birth order:
First 23 15 18 4 60
Second 22 18 16 3 59 172 | 1
Third or more 13 6 12 1 32
Period:
Peace 19 9 21 2 51
Occupation 19 16 14 1 50 | 21.1 17
Liberation 20 14 11 5 50

Results show that there is no significant correlation between type of behaviour,
and the variables of gender, birth order and period. Moreover, male children having
pathological behaviours formed 63% of the total sample (50% of these have anti-
social disorder), 41% of them had neurotic disorder and the remainder had
undifferentiated disorder. Table 10, moreover, indicates that of the female children,
60.5% have pathological behaviour (42.9% neurotic and 49% anti-social).

For the birth order variable, children with patholf;gical behaviours form 61.7%
of the first birth order group, against 62.7% of the second birth order group and finally
59.4% of the third birth order group. There is a strong convergence of distribution of
pathological behavioural types for all the three periods (peace, occupation and
liberation). About 60%, in each period, are classified as having pathological

behaviours (neurotic, anti-social or undifferentiated).
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6.2.1.2 Mean Score on Neurotic and Anti-Social Behavioural Items
A child’s pathological behaviour is classified as neurotic if the scores for
neurotic behaviour exceeded those of the anti-social behaviour, and vice versa if the
scores for anti-social behaviour exceeded those of the neurotic behaviour. If the
child’s score was the same on the two scales, he/she was classified as undifferentiated.
Table 11 exhibits childrenfs mean score on the Rutter A2 scale.
Table 11: Children’s mean score on neurotic and anti-social
behavioural items (Rutter A2), according to gender,

birth order and period
Pathological behaviour (Rutter A2)

Variables Neurotic behaviour Anti-social behaviour
5 8 8
= 2 I = @
E q = s o =
Vol A 2] Qo | A ]
2 s 3| &4 7 = 9| & P
Gender:
Male 70 {4.06 1.4 _ 5.14 2.1 _
Female 81 4.1 1.4 T=09 4.08 1.7 T=1.68
Birth order:
First 60 | 4.07 1.4 4.5 2
Second 59 |4.06 1.4 F= .136 | 4.6 1.9 | F= .03
Third ormore | 32 42 1.7 4.7 1.9
Period:
Peace 51 3.8 1.8 5.4 2.6
Occupation | 50 |43 1.6 =71 4.4 1.9 | F=3.21*
Liberation 50 |4.23 1.8 4 1.9

*P<.05

For neurotic behaviour, the table indicated the mean score of the children’s
group as 4.055. (The total score for neurotic behaviour is 10). No significant
differences were evident among the mean score of the sample groups for the neurotic
disorders, although this mean score is lower for male than female children. The mean
score of children in the third birth order increased as well as of those who were born
either during the occupation or liberation periods.

The mean score for anti-social behaviour was 4.61 out of the total score of 10.
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The mean differences among the sample group for gender and birth order were not
significant, however, for the period variable, there were significant differences among
the mean scores of the sample groups. Children born during the peace period showed a
significant score for anti-social behaviour (5.4), which was high in comparison to the
score of children born during the occupation period (4.4) and those born during the
liberation period (4).
6.2.1.3 Total Score on Rutter A2 Scale

If the total score on Rutter A2 scale was 62, then what is the mean response
scored by the sample group of children on this scale? This is an important query,
because a high mean score indicated a significant level of suffering and vice versa.
This study revealed that the mean score of children on the Rutter A2 scale is nearly
19.5, i.e., 31.5% of the total possible score of 62. Table 12, shows the children’s
mean score on the Rutter A2 scale according to gender, birth order and period.

Table 12: Children’s mean score on Rutter A2 scale
according to gender, birth order and period

) Children’s mean Statistics
Variables & score (Rutter A2)
'g Mean F
3 score S.D. Value
Z.
Gender:
Male 70 20.43 5.2 =172
Female 81 18.63 4.8.
Birth order:
First 60 19.51 5.7
Second 59 19.86 4.6 F= .33
Third or more 32 18.68 4.8
Period:
Peace 51 20.2 5.5
Occupation 50 19.6 5.1 F= .81
Liberation 50 18.6 4.6
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From this table there were no significant differences in the mean scores of the
sample groups on the psychological disorder scale (Rutter A2). A small increase in
the mean score of male children was noticed in comparison to females.

As for the birth order, the mean score of the children in the first or second birth
orders comparatively increased above those in the third birth order. There was an
increase in the mean score of the two groups for the peace and occupation periods, in
comparison to the children of the liberation period variable. The differences among
the mean scores of these groups were not significant.
6.2.1.4 Variance Analysis of the Score on the Rutter A2 scale

The “score” denotes the quantitative value of the sample responses on the
Rutter A2 scale and differences in the mean scores of the sample groups, on that scale,
for each variable of gender, birth order and period, separately referred to earlier. The
question raised was does the interaction between these variables trigger variances in
the mean scores of the sample groups? The answer to this question was achieved from
the variance analysis in the following Table 13.

Table 13: Variance analysis of the score on the Rutter A2 scale

according to gender, birth order and period

. DF Sum of | Mean of F
Source of variance

squares | squares | value

Gender 1 74.96 74.96 1.437
Birth order 2 15.95 7.98 153
Period 2 78.53 393 753
Gender x birth order 2 82.00 41.00 785
Gender x period 2 4.9 2.44 .047
Birth order x period 4 398.3 99.6 1.908
Gender x birth x period 4 404.6 101.2 1.939
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This table indicates that the interaction among the variables of gender, birth
order and period did not show any variation in the children’s mean score on the Rutter
A2 scale. The children’s mean score on this scale did not differ significantly
according to the gender, birth order or period variables, and that the interaction among
these variables did not have any significant effect.

6.2.2 Children’s Psychological Disorders (Rutter B Scale)
6.2.2.1 Types of Psychological Disorders

The types of psychological disorders investigated here are emotional, conduct
or undifferentiated, using the Rutter B scale. Through the application of this scale it
was shown that about 40% had psychological disorders and 60% did not.

Table 14 shows the distribution of the sample group of children according to
presence/absence of psychological disorders considering the variables of gender, birth
order and period.

Table 14: Distribution of children according to types of behaviour
(Rutter B scale) gender, birth order and period

Children’s Behaviour
(Rutter B) ‘L
Pathological Statistics
Variables Té - &
= 2 H é T &
Els |2|58&| B %
) £ ) gg| 3 =
P4 = @] - O ot &) 2
Gender:
Male 40 14 11 5 70 10.9 1
Female 51 19 8 81
Birth order:
First 36 13 7 4 60
Second 34 15 8 2 59 66| .03
Third or more 21 5 4 2 32
Period:
Peace 24 17 7 3 51
Occupation 31 9 7 3 50 15.6 | .09
Liberation 36 7 5 2 50
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This table indicated that there was no significant correlation between the
children who suffered from psychological disorders on one side and the variables of
gender, birth order and birth period on the other. It is worth noting that some
variations are found. Emotional disorders were present for many of the children who
were considered as having psychological disorders. If the total number of children
having behavioural problems is (60), 55% had emotional disorders, 31.7% conducf
disorders, and 13.3% undifferentiated. The psychological disorders in children were
higher for males, up to 42.8% when compared to 37% for females. It also increased
for children of the second birth order up to 42.4% against the first birth order of 40%,
and the third birth order of 34.4%. As for the time period variable, the table disclosed
that children having psychological disorders formed 53%, 38% and 28% for the peace,
occupation and liberation periods, respectively.
6.2.2.2 Score on Emotional and Conduct Disorders Items

Emotional and conduct disorder items are the sub-scales in Rutter B, e.g., if a
child has a higher score for a particular disorder - conduct or emotional, he/she is
categorised as having such a disorder; however, if the scores for conduct disorder and
emotional disorder are equal, then he/she is categorised under undifferentiated
disorder. The earlier Table 14 displayed the distribution of the children according to
these classifications, whereas Table 15 displays the meAn responses of children for
emotional and conduct disorders (Rutter B), considering variables of gender, birth

order and period.
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Table 15:Children’s mean score on items of emotional and conduct
disorders (Rutter B scale) according to gender, birth
order and period

Psychological disorders (Rutter B)
Emotional disorders Conduct disorders
Variables
5 8 £
= = @ = @
E| & 2 = o 2 =
QL o a < L o a2 ]
z| =8| % g | =8| % &
Gender:
Male 70 | 3.6 1.1 _ 5.5 2 _
Female 81 |3.1 s |8 3% | s | THR
Birth order:
First 60 | 3.5 1.2 4 1.4
Second 59 13.1 7 F =82 5 2.6 F= .59
Third or more 32 (3.1 7 5.3 2.1
Period:
Peace 51 3.1 1.6 4.5 2.4
Occupation 50 [3 1.4 F =41 4.9 1.9 F= .19
Liberation 50 |34 1.4 49 2.3

*P <0.05

From this table, the mean score for emotional disorder is 3.35. It also revealed
that the differences in the mean scores of groups had no statistical significance. In
this framework, an increase was noticed in the mean scores of the male children,
children in the first birth order and those who were born in the liberation period.

As for conduct disorder, the table revealed that the sample mean score was
4.55, out of a total score of 10, and that there were significant differences between the
of mean scores of males and females, (mean score is higher for males). With regard
to both, birth order and period variables, there were no significant differences among
the sample mean scores, although the table indicated an increase in the mean scores of
children in both, the occupation and liberation periods, in comparison to those in the
peace period.
6.2.2.3 Total Score on Rutter B scale

The number of children who have psychological disorders is 60, and their

mean score on the psychological disorders scale was 13.9 out of a total of 52. This
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indicated that the sample mean score is 26.7% of the total score on the Rutter B scale.
Table 16 shows the mean of the sample groups on this scale, according to the
variables of gender, birth order and birth period.

Table 16: Children’s mean score on Rutter B scale according
to gender, birth order and period

Total score (Rutter B)
Variables Number Mean S.D. Statistics
score

Gender:

Male 70 15 5.6 _

Female 81 12.8 3.4 T=188
Birth order:

First 60 12.4 3.5

Second 59 14 472 F= 3.84*

Third or more 32 17 6.6
Period:

Peace 51 13.85 3.8

Occupation 50 13.73 5.5 F= .03

Liberation 50 14.14 5.5

*P<.05

An increased mean score on the scale implied a greater prevalence of
psychological disorders, and vice versa. Table 16 showed that the mean score for the
males was higher than that of the females. As for the birth order variable, the mean
score of children of the third birth order (and more) is 17, which is higher than those
of the first and second orders (12.4), (14), respectively. Regarding the birth period, it
was noticeable that the mean scores of children who were bdrn in the third period
increased, when compared to those who were born in the first and second periods. The
differences between the mean scores of the sample groups were significant far birth
order variables only.

According to Scheffe’s procedure, for the various comparisons, these
significant differences were found between the mean scores of the children in the first

and third birth orders. However, the differences in the mean scores of the groups

184



according to gender and birth period, were not significant.
6.2.2.4 Variance Analysis of Score on the Rutter B scale

The above mentioned results displayed the differences in the mean score of the
sample groups on the Rutter B scale according to gender, birth order or birth period
variables. The interaction between these variables may have an impact upon the
sample groups’ mean scores on the Rutter B scale, the research for which is studied
through the variance analysis.

Table 17 displays the results of the variance analysis whereby the birth order
variable is the only one that caused significant differences in the mean scores on the
Rutter B scale.

Table 17: Variance analysis of the score on the Rutter B scale
according to gender, birth order and period

Source of variance DF Sum of | Mean of F
squares | squares | value

Gender 1 109.7 109.7 2.97
Birth order 2 263.7 131.9 3.6*
Period 2 135.5 67.8 1.83
Gender x birth order 2 78.62 39.31 1.06
Gender x period 2 97.9 48.9 1.3
Birth order x period 4 54.7 13.7 370
Gender x birth x period 4 191.9 48 1.3
*P<.05

As mentioned earlier, children of third birth order (and more) were the group
that scored the highest, with a mean score of 17 in comparison to 12.4 for those of the
first birth order, and 14 for the second birth order. Other variables did not show any
dissimilarity in the mean score of the sample groups on the Rutter B scale, w}-lether
these were isolated or interactive with each other
6.2.3 Children’s Psychological State (CBI)

In this research, children’s psychological symptoms related to mental health
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(depression, hostility and anxiety); these three dimensions were included in the CBI
scale. In utilising this scale the following was achieved:
6.2.3.1 Distribution of Children According to the Psychological State (CBI)

By investigating the intensity of the psychological state, whether it was mild or
severe, this study revealed that 15.2% of the sample had severe depression, about 20%
had severe hostility and 16.6% suffer from severe anxiety.

Table 18 shows the distribution of the children according to their mental health
state (mild, severe) for depression, anxiety and hostility with the variables of gender,
birth order and birth period.

Table 18: Distribution of children according to psychological state
(CBI), gender, birth order and period

Children’s Psychological State (CBI)
Depression Hostility Anxiety
Variable . . .
o & 2 | & 2 | d
= |2z = |82 2|8 |z
= |a|l0 ([ |2 (&8 |0 |2 |2 |& [0 |=
Gender:
Male 57 |13 49 21 S5 15
Female 71 | 10 1.1 | .09 7 9 8.4% | 23* 71 10 22 ] .12
Birth order:
First 48 | 12 49 11 50 10
Second 51 8123 |.11 45 14 |13 |.09 49 10 103 |.08
Third or more | 29 3 27 5 27 S
Period:
Peace 44 7 42 9 44 7
Occupation 40 110 |14 } .01 37 13 1.8 | .01 40 10 | .37 | .02
Liberation 44 6 2 8 42 8
*P <0.05

Table 18 indicated that 18.6% of the males have severe depression against
12.3% of the females. The severe hostility increased markedly, up to 30% among the
males in comparison to 11.1% for females. There is a significant correlation between
gender and nature of hostility, which implied that male children were more hostile
than females. For anxiety, the table showed that 21.4% of the males suffered from

severe anxiety versus 12.3% females.
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As for the variable of child’s birth order, the results indicated that there was
no significant correlation between this variable and the intensity of depression,
hostility or anxiety.

In this framework, the table uncovered an increase of 20% for severe
depressed children of the first birth order, against 13.6% and 9.4% for those of the
second and third orders, respectively.

The percentage for severe hostility showed an increase among children of the
second order up to 23.7%, against 18.3% for the first order and 9.4% for the third
order (and more). The percentage of children with severe anxiety was nearly the same
for the children under the first and second orders (16.7), and dropped slightly to 15.6
for those in the third order (and more).

Regarding the period variable, the table indicated an increase in the percentage
of the severely depressed children in the occupation period reaching 20%, against
13.7% and 12% for the children of the peace and liberation periods, respectively.

Similar results for hostility indicated that 26% of children who displayed
severe hostility were of the occupation period, against 17.6% and 16% for those of the
peace and liberation periods, respectively.

Children with severe anxiety represented 20% of the occupation period,
followed by 16% and 13.7% for the liberation and pea(;e periods, respectively. This
implied that children born during the occupation period had a higher percentage of
severe depression, hostility and anxiety compared to those born during the peace
period.
6.2.3.2 Children’s Score on the Mental Health State (CBI)

The mental health scale consists of hostility, depression and anxiety (CBI),

the total score for which is 72. The study revealed that the sample’s mean score on
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this scale is 26.7, which equalled to about 37.08% of the total score. The mean score
differed according to the variables of gender, birth order and birth period, however,
these differences are not significant. The sample groups’ mean scores for hostility,

depression and anxiety are shown in Table 19.
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Table 19: Children’s mean score on the mental health scale (CBI) according to gender,
birth order and period

Children’s Mean Score on the mental health scale (CBI)

Variables Depression Hostili Anxiety Total
[-*] %) [} -3
_ | s | 5| |g |B s | .
) @ e @ g 2 = 2 é
g |5 | & =l 12 |5 |4 g | g : Z
D D (%}
Z |5 |3 g | 5| 318 |58 & |2 |5 3
Gender:
Male 70 8.7 5.7 10.7 6.5 8.3 3.8 27.7 12.7
=4 T=1.3 T=.96 T=1.1
Female 81 8.4 148 9.5 5.2 7.7 |2.8 25.6 10.9
Birth order: '
First 60 93 |58 9.2 6.2 82 [3.7 26.7 13.3
Second 59 84 |48 F=97 | 105 57 |F=1.1 |76 |38 |F=43 |26.5 113 | F=.08
Third or more | 32 7.8 (4.8 10.8 5.5 83 |34 26.8 9.8
Period: .
Peace 51 97 |4 10.8 5.2 834 132 28.5 7.4
Occupation 50 89 |6.6 F=1.24 1 10.7 47 | F=32 |8.14 |3 F=.22 27.7 8.2 F=1.82
Liberation 50 69 |49 9.5 6.2 7.54 | 4.1 23.9 7.4















































































































































































































































































































































































































































































































































































































































































































































































