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Abstract 

This study aimed to examine the outcomes such as Delinquency, Prosociality and   Future 

Orientation as a consequence of trauma exposure in traumatized adolescents with and without 

Posttraumatic Stress Disorder (PTSD) along with examining the mediating role of PTSD.  A      

total of 600 adolescents (391 boys and 209 girls) of age ranged from 12 -18 years including 

traumatized (n=300) and non-traumatized adolescents (n=300) were randomly selected from 

different regions of Pakistan. The data was collected by using Self Report Delinquency Scale, 

Prosocial Personality Battery, Children’s Future Orientation Scale, Multidimensional Scale of 

Perceived Social Support and UCLA PTSD RI (DSM 5). PTSD was significantly and positively 

associated with delinquency (r= .65) and pro-sociality (r= .67), while negatively associated with 

future orientation (r= -.51). The results further explained the mediating role of PTSD between the 

predictor traumatic exposure and outcomes future orientation, prosociality and delinquency in 

addition to the moderating role of social support. Further analysis showed that traumatized 

adolescents were higher on PTSD (M= 69.1, SD= 4.04) and delinquency (M= 60.1, SD= 30.6) 

whereas were lower on social support (M= 31.6, SD= 23.9), future orientation (M= 52.7, SD= 

20.0) and prosociality (M= 156, SD= 69.2). Non-traumatized adolescents were lower on PTSD 

(M= 19.6, SD= 4.33) and delinquency (M= 24.6, SD= 4.72) whereas higher on social support    

(M= 60.2, SD= 3.09), future orientation (M= 68.5, SD= 2.67) and prosociality (M= 243, SD= 

7.92). Females scored higher on social support (M= 60.4, SD= 2.9), prosociality (M= 242.5, SD= 

8.0) and PTSD (M= 43.4, SD= 25.4) whereas males were found higher on future orientation (M= 

68.6, SD= 2.5) and delinquency (M= 47.7, SD= 29.7). Males scored lower on social support (M= 

37.0, SD= 24.2), prosociality (M= 188.2, SD= 69.5) and PTSD (M= 38.6, SD= 24.2) whereas                                                                                               



xii 
 

females were found lower on future orientation (M= 49.6, SD= 20.5) and delinquency (M= 23.9, 

SD= 4.6). The healthy potential for having a normal adolescence in Pakistan is unlikely in the 

current circumstances and the future psychological well-being of Pakistani children/ adolescents 

is at risk of being compromised by on-going traumatic experiences. This study indicates the urge 

for the timely management of the outcomes as a consequence of exposure to traumatic events.  
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Chapter I 

Introduction 

“Unforeseen natural or man-made  traumas  have  the potential  to shake the self-

perception and  world  view  of  the  victims severely  (VanderKolk, VanderHart, 1991). 

Children and adolescents   are particularly   vulnerable since   such   shocking incidents   

often   tear   them   away   from familiar   structure   leaving   them traumatized.  However, 

Traumatic incidents and their consequences may not be the new phenomenon. Throughout 

history, weaponry  and armaments  have  served  as a major  source  of mass  damage and 

destruction,  claiming   loss  of many  innocent  human  lives.” Such occurrences can ruin 

one’s ability to cope with, and provoke intense thoughts like horror, nervousness and 

dejection.  

In fact, continuous global intensification in violence after 9/11 predominantly in 

Pakistan has been leaving distressing effects on people’s lives. Increase in the cases of 

Suicidal attacks, Bomb blasts, target killing and kidnapping for ransom etc. have caused 

massive damage (Khalily et al., 2010). Such stressful circumstances have damaged peoples’ 

sense of security and wellbeing. Moreover, ample evidence has revealed that man-

made/deliberate violence leaves long-term effects as compared to natural catastrophe. The 

consequences for both the victims and their related community remain persistent and the 

victims usually feel that they have been treated with injustice (Schenlger et al., 2002).  

Trauma, either natural or man-made causes injury or wound. It is in fact, a “Greek 

word meaning “wound” which was initially used just to explain  an external  injury; 

subsequently  it was used to describe  the internal wounds: which  were  sustained  by the 

psyche  and hence  remained  invisible.  Wound of any kind can be fatal, however if it is 
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external and observable; it can be recognized without much efforts and can be dealt with 

openly.  On  the  other  hand  Internal  wounding is    hardly  ever  seen  clearly  and therefore  

cannot  be easily  treated.  The internal wounding caused and signified by trauma is certainly 

characterized as being unexpressed or inexpressible (Root, 1990). Hence, trauma can be 

termed as an emotional wound, caused by some gruesome incident or repeated frightening/ 

unpleasant events in life that may leave long-term effects on an individual, upsetting the 

course of sturdy, physical, emotional, spiritual and intellectual growth. 

Similarly, if we probe into the psychiatric literature, a trauma is defined as 

unexpected, life threatening incident, wherein a person gets shocked, horrified, or hopeless, 

holding such incidents like personally experiencing brutal attacks (APA,   1994).   Traumatic  

incidents include:  armed  conflicts:  murders,  target  killing;   acts of  terrorism, kidnapping;   

witnessing   violence   to  close  family  members;   serious  accidents;   severe  injuries; 

emotional;   physical,   and  sexual  violence;  physical   attacks;   bullying;   painful  medical 

treatments;  losing some near and dear  ones;  rejection;   and  parting.  Though recent times 

have witnessed rapidly changing dynamics of modern warfare that is increasingly involving 

anti-state elements such as rebel or terrorists who are less likely to abide by humanitarian 

laws for the protection of civilians (Stichick, 2001). 

Experiencing trauma seems to be an essential part of being human. For centuries, 

clinicians, researchers, and civilians have reported enduring physical and psychological 

symptoms that develop in some individuals following their exposure to extremely stressful 

incidents. However, the issue is becoming very sensitive day by day and violent or non-

violent trauma or any act of terrorism proves to be the most challenging time especially for 

women and adolescents. Adolescents’ young age make them more susceptible to the effects 
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of demanding and unavoidable stressors related to trauma that they have confronted (Ahmed, 

2007; Joshi, 2003). 

Thereby, it has been noticed that whenever there is a suicide blast, target killing or 

any combat situation, the adolescents get traumatized due to loss of loved one or being 

present on the blast site or even by residing with parents in depressed conditions (Cohen & 

Walthall, 2003).  Such traumas also have an effect on the physical and emotional resources 

provided by their parents.” As a matter of fact, witnessing violence undermines adolescents’ 

confidence and they may experience their adults as dangerous being unable to keep them 

secure in normal or routine daily life. The development process of trusting relationships may 

be hindered for fearful adolescents (Cohen & Walthall, 2003). Additionally, distinct 

relations are present amid exposure to violence and emotional/ behavioral problems. 

“Adolescence is actually considered a vulnerable stage since it is a transition period 

between childhood and adulthood. Being in a transitional period makes adolescents a very 

delicate group in face of trauma. This transition and development is biological yet has a very 

large psychosocial component. One of these great changes is the tendency of adolescents to 

become independent and self-determining by establishing and developing their own 

definition of self and who they want to be. Trauma followed by PTSD can delay these 

developmental processes by causing the opposite of what adolescents long for. They may 

become dependent on parents and others, which may trigger them to find relief in substance 

abuse, and anti-social behavior (Stein, Jaycox, Kataoka, Rhodes & Vestal, 2003).”  

Hence, considering the sensitivity of this developmental stage of life lot of attention 

has been paid to adolescents’ trauma experience in the last two decades (Osofksy, 2003; 

Pynoos, Steinberg & Goenjian, 1996). According to previous studies around 20% to 50% of 
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American adolescents were sufferers of trauma in their social surroundings (Finkelhor & 

Leatherman, 1994).  The amount of intense harassment among adolescents of ages twelve to 

nineteen was higher as compared to other age groups (Klaus & Rennison, 2002).   

Greatest amount of exposure with distressing incidents (Galea et al., 2003); along 

with ceaseless ferocity and continuous threatening life situations have detrimental effects on 

many people’s psychological health, particularly in Pakistani society (Khalily et al., 2010). 

It is a well-established fact that witnessing intense psychological trauma ends in both mental 

and physical ailments (Boscarino, 1997). As a result, the victims exhibit numerous signs of 

psychological agony in a range of psychiatric complaints leaving negative impact on their 

lives like Posttraumatic stress disorder has been found as the most common among Pakistani 

youth (Khalily, 2011).  

Considering the significance of the issue, a large amount of research has been 

conducted in which it has been observed that there is a more probability to confront trauma 

by the (young people) adolescents (Crane & Clements, 2005). As compared to adults, 

adolescents are more susceptible to trauma exposure as they may also face bullying and 

humiliation in educational institutes, physical or sexual abuse, drug addiction and other 

unsafe circumstances (Shaw, 2000). During this stage some of the adolescents get involve 

in perilous conduct and authority tussles with parents and they may be threatened by 

extensive emotions (Hales & Yudofsky, 2003). But people may oversee adolescents’ 

emotional needs due to their age related behavioral issues (Crane & Clements, 2005).  

Nevertheless, it is imperative for parents and other prominent figures for adolescents to be 

attentive towards their needs particularly in catastrophic times. Moreover, as we all know 

that during adolescence not only the physical changes occur but significant emotional 
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development also takes place therefore exposure of trauma at this stage of life merit special 

consideration (Hales & Yudofsky, 2003). At this stage of development there is  an 

importance of trauma exposure as such distressing events will mold his/her development and 

outlook and will leave long lasting effects on his/her personality development (Crane & 

Clements, 2005). For instance, during this phase (adolescence) there is an augmented 

development of brain (Hales & Yudofsky, 2003). Research substantiates that strain and 

pressure that is subsequent to any trauma brings change in essential features of central 

nervous system and neuroendocrine systems (Shaw, 2000). Extremely distressing trauma 

impacts the brain structures, bringing long lasting effects (Spear, 2000).  

Studies also revealed that effects caused by natural calamities or violence can be 

pronounced for adolescents. Like after the attack of 11 September, 2001 on World Trade 

Center traumatic anguish response to sad fatalities included symptoms of PTSD, anxiety, 

depression, and tributary dangers subsequent to the event (Brown & Goodman, 2005). In 

fact all adolescents get aggrieved if their near and dear one dies however when they confront 

the death/loss as a traumatic occurrence they not only get aggrieved but also produce many 

of the symptoms of PTSD (like disturbing thoughts about the death, enhanced physical 

distress, emotional numbing). Such symptoms deter the normal process of mourning that can 

disturb daily routine/ normal functioning of the adolescents (Goodman et al., 2004). Grief 

related to trauma is further intensified by the tributary concerns of the loss like shifting with 

grandparents after the loss of a parent (Cohen & Mannarino, 2004). 

“Various studies revealed that frequent Traumatic incidents are associated with 

psychiatric impairment in adolescence. However, rare community-based research has 

studied child and adolescent exposure to a complete range of probable traumatic incidents. 
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Copeland and colleagues (2007) studied the developmental epidemiology of possible trauma 

and posttraumatic stress (PTS) in a longitudinal study in which traumatic incidents, Future 

Orientation, Post traumatic stress, other risk factors and DSM-IV disorders were evaluated 

out of children and parents feedback on the Child and Adolescent Psychiatric Assessment 

(Angold & Costello, 2000). According to the findings, at least one traumatic incident was 

reported by more than two-thirds of adolescents who were 16 years old with 13.4% of them 

having various Post Traumatic symptoms. The most occurring trauma related incident came 

to be witnessing or listening about a trauma. 

In United States, according to a research in identifying and addressing trauma in 

adolescents (2007), 05 million adolescents witness traumatic incidents every year (Ruzek et 

al., 2007). 70% to 90% percent of people are witness to some traumatic event at certain 

period in their lives.” According to a research 11% of adolescents by 11 years of age, are 

exposed to some trauma. By 18 years of age, 43% of adolescents are exposed to such 

incidents, revealing that in this stage of development there is noticeable intensification of 

traumatic exposure.  

Adolescents may develop various intense psychiatric illnesses like posttraumatic 

stress disorder as a result of community violence. Though in Eastern countries this problem 

is not given sufficient weightage but still some researchers endeavored to assess this 

problem. In this regard, a cross-sectional research was carried out at four (04) private 

institutes of Karachi by evaluating the lifelong experience of witnessing traumatic incidents 

and strain of expected PTSD in university students of Karachi, Pakistan. Results indicated 

high experience of violent events and augmented amount of PTSD among urban youth 

(Abdul-Ahad et al., 2015).  
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Various  other Muslim countries have also remained disturbed by years of civil war, 

external assaults and invasions during which the young population have witnessed trauma 

related to indiscriminate bombardment, kidnapping and physical/ mental torment resulting 

into many negative outcomes including PTSD. “Shaar (2013) conducted a study revealing 

that during the wars at Lebanon, PTSD ranged between 8.5% and 35% for school going 

adolescents, and 29.3% to 32.5% for adolescents who were referred for already having 

psychological or educational problems. On the other hand, the attack by Israel included 

excessive weaponry fire, devastation of entire villages and overwhelming air raids that were 

totally unexpected as people were not able to escape. This cause could lead to augmented 

amount of PTSD among victims who witnessed more life-threatening circumstances. Further 

confirming the aforesaid research Shaar (2013) stated that adolescents having visual and 

hearing impairment had lower rates of PTSD as compared to their normal peers (Shaar, 

2013). 

Similarly, Iraqis have also remained the victims of continuous war for more than 

thirty years. According to a research conducted in Baghdad in the year 2014, 92% of students 

between the age range of 16 to 19 years who had exposure of war revealed PTSD symptoms 

with 61.5% meeting the DSM-IV criteria of PTSD. Among those PTSD diagnosed victims, 

percentage of females was higher than males (ConstanzeQuosh, 2013). 

Over the last few years, Syria remained the third largest refugee hosting/producing 

nation. In the camps hosting refugees in Syria, prevalence of PTSD is startling. According 

to an assessment 36% to 62% of adult refugees have PTSD related to some trauma before 

the war along with experience of fighting and hostility. Adolescents had elevated amounts 

of PTSD ranging from 41% to 76% where common predictor remained war related traumatic 
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experiences (ConstanzeQuosh, 2013). Same findings were consistent with Turkish camps as 

PTSD symptoms were observed in 61% of adolescents along with high amount of anxiety 

i.e., 53% and 51% depression (Abou-Saleh, 2013). 

Similarly, various studies revealed that about 50% of school-going adolescents in 

Palestine have witnessed one traumatic incident of great intensity in their life as a minimum. 

The most commonly witnessed incident being the trauma of political nature imposed by 

Israeli army. 34% adolescents had higher amounts of PTSD with full symptomatology (Ozer, 

Sirin & Oppedal, Bahcesehir, 2013). According to one more research, 55% of adolescents 

residing in “most vulnerable” areas near Israeli settlements confronted critical levels of 

PTSD (Ozer, Sirin & Oppedal, Bahcesehir, 2013). 

In the near past few more studies have acknowledged the wide-ranging undesirable 

consequences of witnessing trauma by the adolescents such as posttraumatic stress disorder 

(Jaycox et al., 2002; Singer, Anglin, Song & Lunghofer, 1995; Stein et al., 2001); anxiety 

(Finkelhor, 1995; Osofsky, Wewers, Hann & Fick, 1993); depression (Jaycox et al., 2002; 

Kliewer, Lepore, Oskin & Johnson, 1998; Overstreet, 2000); detachment (Putnam, 1997); 

impaired educational performance (Hurt, Malmud, Brodsky & Giannetta, 2001;Stone, et al., 

1995); declined scholarly working and reading skills (Black et al., 2002); lesser  GPA/ more 

absenteeism at educational institutes (Hurtet al., 2001), and dropped graduation percentage 

(Grogger, 1997). As a final point, trauma experience leads to behavioral problems like 

violent behavior and delinquency (Farrell & Bruce, 1997; Martinez & Richters, 1993; 

Ruchkin, Henrich, Jones, Vermeiren & Stone, 2017). Moreover, it is a bitter fact that these 

adolescents are often unnoticed as traumatized victims and none of them are in a position to 
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challenge the painful effects of trauma they reside either in United States of America, 

Afghanistan, Iraq, or Pakistan (Joshi & O’Donnell, 2003). 

If we have a look at the global security scenario, it is very unfortunate that at present 

Pakistanis are facing this horrifying act of terrorism probably more than any other country 

in the world. They indeed are breathing in an era in which many adolescents who are 

considered the future of the nation are exposed to many such traumatic life events. 

Consequently, their healthy physical and mental development is being compromised. The 

reason for trauma exposure in Pakistan to such an extent is owing to the fact that since 1980s, 

instability and insecurity has particularly become a marked feature of this land. Since then 

the terrorism has augmented multifariously and has brought serious repercussions for the 

country.  As far as human losses are concerned, more than 62261 people have been killed in 

terrorist attacks during the last fifteen years i.e. from 2003-2017.  Places of worship, markets, 

universities, banks and schools etc have been targeted equally. Resultantly men, women, 

children, adolescents, hence all young and old are traumatized by these brutalities all over 

the country (Rahim, Ali & Rana, 2006).  

Political ferocity and ethnic strains have also aggravated with the passage of time. 

Some parts of the country have turned out to be “no- go- areas” where the law-breaking rate 

has become enormously high and such areas are under the control of criminals and political 

mobs. There is an enormous increase in the cases related to Kidnapping and abduction for 

ransom.  Kidnappings also take place for target killing and many bullets riddled and tortured 

bodies are found in slums of the cities. Beside kidnapping of youth and murdering them 

brutally, the circumstances are not less than a misery for adolescents and entire population 

as well. The violent and continuous firing, recovery of cruelly tormented bodies, free sale 
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and use of narcotics and other anti-social offences had entrenched worst psychological effect 

on adolescents’ innocent minds. The law enforcement agencies, Pakistan Rangers and Police 

have been making their determined efforts to seek eradication of the devastation throughout 

the country particularly in the cities that are under study.  However, they have not yet been 

successful in bringing normalcy in any of the cities and resultantly the crimes and criminals 

have spread in all parts of the cities making them vulnerable too (Masud, 2017).  

  Some cities of the country are more at risk as human rights violations have increased 

there and the underlying reason for chaos in those areas is the campaigns of foreign elements 

for sponsoring separatist movements. Those neighboring countries are providing handsome 

amount of funds to the militants.  The existing turmoil has led to enforced disappearances, 

abductions, targeted homicides, suicidal attacks and different acts of terrorism. These 

incidents are in addition to the well-planned attacks on military, governmental, and foreign 

establishments. Furthermore, revenge and honor killings, political violence, terrorists’ 

assaults and abduction, suicidal attacks on security personnel and civil disturbances are 

regular features in some areas of the country. Targeted assaults of government officials, 

assets, armed forces, law enforcing agencies, and soft targets (educational institutions) are 

common. Till summer 2014, there was a reduction in such brutal acts, however that stability 

was devastated critically bringing the whole nation into a shocked state. On 16 December 

2014, six gunmen entered the Army Public School in Peshawar, Pakistan. The militants 

targeted the school staff and students, and opened fire on them killing 149 people. Among 

the casualties, 132 were students mostly in the age bracket of 8 to 18 years (The Guardian, 

2014). 

javascript:void(0);
https://en.wikipedia.org/wiki/Army_Public_School_Peshawar#_blank
https://en.dailypakistan.com.pk/opinion/aps-attack-the-horrors-and-the-horrors/
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The emotional strain faced by the nation, in general, and the trauma victims, in 

particular, requires resolving and curing. This constant situation of war against a hidden rival 

has made the public psychologically sick. Above all the adolescents who have been exposed 

to severe and intense violence which beyond doubt is likely to leave long-term wounds on 

their psyche leading to unhealthy minds and anti-social personalities. Moreover, traumatized 

victims lose the chance of getting basic amenities like education and shifting to refugees’ 

camp have become mandatory for some of them. They have to live there for long, in dejected 

circumstances, desiring to resume an ordinary life (Barbara, 2008). Adolescents who remain 

victims of such traumas may show certain undesired responses like disobedience, revengeful 

self-harming and disaster-prone behaviors. Furthermore, adolescents are more vulnerable to 

incline towards joining terrorists’ groups (Ahmed, 2007; Joshi, 2003; Wooding & Raphael, 

2004). 

Research indicated that in addition to crucial consequences of direct trauma, indirect 

exposure can also cause trauma and distress of low intensity. This distress sufficiently 

creates misery and symptomatology without awareness of the cause. In adolescents, this 

enhances their susceptibility to certain impairments as they are transformed into adulthood. 

Therefore, studies have started to pay supreme weightage to early diagnosis and probability 

in the community when the problem of tackling with adverse impact of severe traumatic 

incidents arises (Lerias & Byrne, 2003). When a family member such as parent or sibling is 

traumatized, a vast and varied range of emotional issues; such as emotional distress, fears, 

and anxieties (Cathrall, 2004) are left in wake.  

In case of such environment where families are living in joint family system trauma 

can be indirectly transferred, as the family shares the incident in fear-provoking manner; or 
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they may converse in unnecessary way comprising avoidance or exaggeration. The daily 

routine of life is supposed to be a source of stability in an unstable social environment 

(Cohen & Eid, 2007), such as going to school or work and back. When this becomes a source 

of risk for personal safety, children and adolescents may seem to orientate. However, an 

assumed normalcy places them at serious risks for their psychological well-being (Ahmed 

et al., 2011). According to Lerias and Byrne (2003), vicarious or indirect trauma has the 

same effects on the person as direct trauma. The reactions are parallel, but of a lesser type 

of PTSD. An individual who has perceived the potentially traumatic event as a threat to 

personal safety must also have, as a consequence, experienced state of extreme fright and 

hopelessness. The listener may empathize with the victim, while, listening to the account of 

the trauma and experience the same symptoms. Also being present in the environment that 

gave rise to the original victims' trauma has been found to cause trauma. 

Thus, the consequences of indirect trauma may be chronic and having signs of 

distress and anxiety hence developing further impairment (Gershuny & Thayer, 1999; Lerias 

& Byrne, 2003; Steed & Downing, 1998). Indirect exposure is the rarely researched feature 

of stress related to trauma. However, many findings have revealed that it creates same impact 

as direct exposure (MacRitchie, 2004). 

Trauma and Post Traumatic Stress Disorder 

History reveals and experiences have shown that some victims of the said incidents 

tolerate the adversities without any detrimental emotional consequences; however various 

sufferers get traumatized by such events in quite an insidious manner contributing to the 

development of lasting physiological and mental health ailments. Symptoms of such 

problems may include recurring and distressing dreams, nightmares or thoughts of the 
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occurrence, constant escaping of stimuli connected with the trauma, amplified startle 

reaction, and a sense of foreshortened outlook and future prospect, which can be classified 

as Posttraumatic Stress Disorder (American Psychiatric Association, 2000). 

Developmental translational neuroscience, which is comparatively a new scientific 

discipline, has proved that study concerning adults may perhaps not be applicable to 

adolescents. The field of child and adolescent PTSD and trauma is comparatively new, 

however awareness has been considerably increased during the last 2 decades. Keeping in 

view that the tender age and fragile minds of adolescents are more vulnerable targets, their 

trauma related stress continues even when traumatic event is over and affects his/her capacity 

to function. Exposure to trauma during adolescence not only leads to physical destruction 

and emotional suffering but adolescents’ psychological wellbeing and mental faculty to 

function can deteriorate when they confront or witness trauma. After facing or witnessing 

some serious trauma, many adolescents report symptoms of posttraumatic stress (Attanayake 

et al., 2009). Posttraumatic stress disorder (PTSD) is amongst the leading mental health 

problems after witnessing or confronting a serious traumatic event. PTSD is triggered when 

an individual “experiences or witnesses the traumatic event in person; learns the event 

occurred to someone close; experiences first-hand repeated or extreme exposure to details 

of the event (not through media),” states the Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition (DSM-V). The psychological disturbance caused significantly 

impairs social and professional capabilities and functionality.  

 Various studies support the fact that the events of war and trauma may develop post-

traumatic stress disorder (PTSD) in adolescents including PTSD amongst 

children/adolescents residing in war inflicted areas in similar cultural setting and varying 
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situation (American Psychiatric Association, 2013). Almost 90% of 381 school children 

from Hebron, Palestine who participated in the study suffered from moderate to severe 

symptoms of PTSD or met the full criteria of the disorder. Likewise, another study focused 

on psychometric responses given by 358 randomly chosen adolescents from Gaza Strip. The 

results showed that except 11.8% of the adolescents, all others exhibited partial or full 

symptomatology of PTSD (Thabet, Buhaisi & Vostanis, 2014). There are numerous such 

studies which differ in methodology or micro-findings, but almost all of them support the 

correlation of trauma and stress or anxiety-related disorders, especially PTSD. 

Kilpatrick et al. (2003) also examined presence of PTSD in a nationwide 

representative probability sample comprising 3,161 adolescents within an age group from 

12 to 17 years. The researchers found out that 4.8% of them were falling under DSM-IV 

(American Psychiatric Association, 1994) criteria for PTSD (Kilpatrick, Resnick, Saunders 

& Best, 1989). Moreover, when monitoring the incidence of co-morbid disorders, like a 

Major Depressive Episode (MDE) and Substance Abuse Disorder, only 1.4% was meeting 

diagnostic criteria for PTSD.   

Researchers discovered that the situation of adolescents after any terrorists’ activity 

is not less than war trauma. A research was conducted to study the prolonged impact of war 

and invasion on Palestinian adolescents in Gaza Strip.o1,137 children/adolescents between 

10 to 18 years of age was the sample. Results revealed that every child/adolescent was 

exposed to three traumatic incidents as a minimum. 99% of children/adolescents had 

experienced humiliation; 97% had trauma related to sound of explosions/bombs; 85% 

observed a funeral of a sufferer for a cause and 84% had seen bombardment and shelling by 

tanks, guns, or fighter aircrafts.  



15 

 

According to a research by the Palestinian Centre of Statistics (2006), 41% of 

adolescents were victims of Post-Traumatic Stress Disorders (PTSD). The intensities were: 

20% adolescents suffered from severe level of PTSD, 22% had moderate symptoms, and 

58% had mild level of PTSD. Adolescents of Palestine form 53.3% of the total population 

in the Gaza Strip out of (1,400,000) people. This reveals that 305,195 adolescents in that 

region need psychological and medical facilities in domain of prevention and therapy. The 

research also highlighted that the social support by family, friends and teachers etc. may be 

of pronounced assistance. Nonetheless, adolescents having parents with low level of 

education attained less social support and thereby they became comparatively more 

susceptible to PTSD as compared to others. However, adolescents from low-income family 

background were comparatively more aggrieved. In Gaza, the rate of poverty is quite 

elevated i.e. about 87% residents survive below the poverty line which enhanced the 

possibility of psychological and social issues in them.  

If situations of trauma, for example direct danger to lives, violent behavior in homes, 

incidents of war, substantial harm, happens many times for a very lengthy period take the 

form of chronic trauma. Such situations of trauma are usually more than one, very harsh and 

repeat themselves (Kinzie, 2001; Kaysen et al., 2003). According to previous studies, 

adolescents experiencing chronic traumatic situations have less chances of improvement 

from posttraumatic stress disorder (Famularo et al., 1996; Green, 1985; Terr, 1991). 

Moreover, prolonged experience of traumatic incidents has been associated with enhanced 

and severe signs of posttraumatic stress disorder (Weaver & Clum, 1995). Persistent 

experiences of trauma produce damage to mental health, not only due to particular and 
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recurring traumatic situations, but also due to impact of surviving in a condition of persistent 

harm (Baum et al., 1990; Smith et al., 1999).  

A large amount of research has been conducted to explore further elements, which 

lead to posttraumatic stress disorder. Individuals who are abused in their childhood or 

experienced past situations of trauma have high chances of acquiring mental health 

dysfunction (Widom, 1999). Moreover, past research also concluded that experience of 

multiple situations of trauma results in enhanced danger of possessing posttraumatic disorder 

(Breslau et al., 1999), particularly in events related to wars (Ispanovic, 1993). Studies show 

that an association is present among experiences of trauma and posttraumatic stress disorder, 

where increased experience of such incidents caused increased symptoms of PTSD (Smith 

et al., 2001; Papageorgiou et al., 2000; Wayment, 2004). Specifically, a valid linkage is 

present among adolescents experiencing war pressures and elevated rates of symptoms of 

posttraumatic stress disorder and their sorrow responses (Smith et al., 2001; Thabet & 

Vostanis, 2000; Papageorgiou et al., 2000).  

“However the extent to which an adolescent is affected by trauma depends on his or 

her temperament also; situations that might cause trauma for an adolescent may be normal 

for another. It depends on his or her style of interpreting the event; the level of traumatic 

exposure, essential coping skills, living atmosphere; and the level of available social and 

moral support. It’s necessary to recognize that every individual who is influenced by severe 

traumatic situations do not suffer from posttraumatic stress disorder only, but several other 

kinds of anxiety or depressive disorders as well as several significant impairments also occur 

to create disturbance in his or her routine life such as apathy or emotional numbness (Litz, 

Schlenger, Weathers, Caddell, Fairbank, LaVange, 1997).   
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If we probe into the history of Pakistan, the incident of Army Public School (APS) 

Peshawar can be probably declared as the most tragic incident which took place on 

December 16, 2014 as mentioned earlier. That incident was not less than any traumatic event 

witnessed in war settings. Since then School children/adolescents across the country and 

particularly those who are studying in Army Public Schools situated at other parts of the 

country are experiencing fear as threats continue to emerge in different cities.  Since then 

children who survived the APS massacre are also displaying low levels of interest in going 

back to school and in other activities (Haleema, 2015).  

Several studies also focused towards observing non-significant associations between 

the intensity of stress experience and growth of posttraumatic stress disorder among 

adolescents like in his research, Koplewicz et al., (1994) reported that rates of stressful 

experiences did not predict posttraumatic stress disorder as risk level amid youth facing 

increased and decreased dangers to life during World Trade Center bombing were exposed 

to comparison, calculated as 66% and 69% respectively. Shaw et al. (1995) failed to observe 

a significant difference between the prevalence estimates of the youth residing in high and 

low exposure areas to Hurricane Andrew. Against the expected conclusions, Zink, McCain 

(2003), and Jones- Alexander et al. (2005) observed that the relationship between the 

intensity of the stress exposure and PTSD was not significant among children involved in 

motor vehicle accidents (MVAs).  

Although each of the individual facing situations of trauma do not lead to acquire 

posttraumatic stress disorder (PTSD), however after exposure to trauma, the risk for 

developing this disorder always persists.” In order to diagnose posttraumatic stress disorder, 

a person should face any situation of trauma involving danger or risk of severe harm causing 
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the individual to face elevated frightening and helplessness. It is believed that among many 

factors causing PTSD, two of them include violent experience and sudden or unexpected 

death of some dear one. One of them i.e., unexpected loss of dear one has strongest relation 

with posttraumatic stress disorder (American Psychiatric Association, 2013). It also 

concluded that traumas caused by humans like violence and terrorism are much more 

destructive for mental health as compared to natural traumatic events like accidents or any 

situation associated with nature  (Wiesaeth, 1995). Keeping in view the fact that human made 

traumas are more damaging, the inclusion criteria in this present research was particularly 

those adolescents who have witnessed the sudden unexpected death of their close relatives 

(like father, mother, brother, sister real uncle or aunt) and those whose family members have 

been kidnapped or lost during some terrorists’ activity like bomb blast, target killing etc.  

Traumatic exposure and occurrence of posttraumatic stress disorder influences 

learning and memory (Yasik, Saigh, Oberfield, & Halamandaris, 2007; Moradi, Doost, 

Taghavi, Yule & Dalgleish, 1999). As the brain keeps on growing all over the adolescence 

and adulthood, it’s necessary to note impacts of posttraumatic stress disorder on such growth 

phenomena. Adolescents experiencing trauma or having posttraumatic stress disorder are at 

much higher risk of facing difficulties in their school life and disturbance in dealing with 

information. 

Physiological Effects of Trauma 

Although this study focuses on social, psychological, and behavioral levels of 

analysis, but it is good to have some background knowledge about biological approaches to 

PTSD also. Biological studies of PTSD have mainly focused on Pavlovian fear conditioning 

and extinction (Elzakker, Dahlgren, Davis, Dubois & Shin, 2014). People and other animals 
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such as rats can associate neutral stimuli with fear when they experience life-threatening 

events. The formation of associations is thought to occur especially in amygdala. Afterwards 

the associated neutral stimuli will cause protective reactions such as fear in anticipation of 

harm (LeDoux & Gorman, 2001). Although the model is powerful, it does not seem to be 

enough to explain PTSD by itself because usually the majority of people who have 

experienced life threat do not develop PTSD (Yehuda & LeDoux, 2007). 

A few biological features are associated with PTSD. First, PTSD is associated with 

exaggerated amygdala activity and lower medial prefrontal cortex activity in line with the 

idea that PTSD results from fear, which is difficult to regulate or reappraise (Ochsner & 

Gross, 2005), and from conditioning, which is difficult to extinguish (Rauch, Shin & Phelps, 

2006). Second, PTSD is associated with a lower level of cortisol (Yehuda, 2005). Cortisol 

inhibits the physiological stress response and low cortisol levels can explain the high levels 

of physiological arousal in PTSD (Yehuda, 2005). And third, PTSD is associated with a 

smaller hippocampus volume (Rooij et al., 2015). A small hippocampus predicts difficulties 

in putting memories in context and learning, for example, that a previously negative context 

later is associated with a positive outcome. This provides a possible biological basis for re-

experiencing symptoms, i.e. having memories which are not put in context in the past but 

experienced as happening in the present (Gigi, Szabo, Levin & Keri, 2015).”  

Schuster, Stein, and Jaycox (2001) discovered that about 90% of whole American 

population faced stress after attacks by terrorists in incident of 9/11. Danger of psychological 

impairment “rippled out from Ground Zero.” The individuals at peak danger for acquisition 

of psychiatric disorders, anxiety, acute stress disorders, substance related disorders and 

depression were those having increased rates of traumatic experiences. The next category 
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consisted of those whose beloved ones, peers, relatives or colleagues were lost as well as the 

rescuers/individuals who faced indirect exposure mostly suffered alteration in feeling of 

personal protection and a lot of them went through signs of trauma-response. Individuals 

who already had mental disorders in their past or present were at great danger for relapse or 

worsening of their signs. Those attacks of 9/11 stimulated recurrence of posttraumatic stress 

disorder in survivors in the regions of Vietnam and Oklahoma City along with the survivors 

of variety of other traumas like child or spouse abuse and rape (Stephenson, 2001). Many 

experts in the field of trauma accepted that besides the fact that a large number of victims 

recovered from sorrow and shock when some months were passed, about 25% to 30% of 

individuals who were influenced directly by destruction might suffer from posttraumatic 

stress disorder as well as other severe mental disorder. Kessler, Sonnega, Bromet, Hughes 

and Nelson (1995), in the National Comorbidity Survey, discovered that differences exist 

regarding both genders in relation to exposure of trauma. Males declared witnessing 

destruction (about 36%) as traumatic while females declared experience of fire explosion 

(15%) as much more traumatic.   

Most of the previous research explored differences amongst gender in responses of 

civilian sample regarding war traumas suggesting that women were most probable in having 

posttraumatic stress disorder as compared to men (Ai et al., 2002; Reppesgaard, 1997; 

Mollica et al., 1987; Ekblad et al., 2002; Eytan et al., 2004; Gavrilovic et al., 2002; Potts, 

1994). Mollica et al. (1987) and Ekblad et al. (2002), study also revealed that women had 

increased danger of having posttraumatic stress disorder due to results of rape related 

thinking and probability of vigorous loss of close relatives. Eytan et al. (2004), searched for 

tenants of post conflict signs in Albanian Kosovars by the use of extended sample of 996 
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individuals and by the help of psychiatric interviews. It was evident that women were 

majorly linked with increased rates of posttraumatic stress disorder.  

Role of Social Support in Outcomes of Trauma Exposure 

Comprehensively, social support is a system of close family members, peers, co-

workers, neighbors and each one who can be approached or is helpful in case of emergency. 

At a glance, members of the family are said to be foremost selection to give each form of 

social support and has such a role in someone’s perception of social support that will never 

be replaced by anyone else, other than that person. Social support means purpose and value 

of social relations and might influence the manner of coping with stressful situations (Joseph 

et al., 1997). In view of many previous studies, social support plays a role of buffer thus 

lessening or preventing the appearance of stress. It is noteworthy that social support and 

beneficial relations with members of family will enhance value of life. A lot of previous 

research has confirmed that social support has a link with initiation of posttraumatic stress 

disorder. Powerful social support gives protection to persons against mental disorders and 

also assists psychological improvements after trauma and destruction. Thus, social support 

might have long lasting impact on lessening the influences of any disaster or trauma.  

Several advantages of social support have been proved in past research from many 

kinds of cultures like a sample consisting of males and females of Norwegian population 

(Murberg & Bru, 2004) as well as a sample consisting of adolescents from America. In 

second research, social support from several resources was said to be an important cause of 

lessening the signs of depression and increasing the rates of self-esteem (Colarossi & Eccles, 

2003). Social support is particularly significant in improvement from mental sufferings 

whenever a person face traumatic events and harsh stress. For instance, presence of social 
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support will provide comfort in experience of traumatic hurricane in adolescent sample 

(Greca, Silverman, Vernberg & Prinstein, 1996). Whereas, several traumatic events 

consisting of sexual assault (Bal, Crombez, Oost & Debolurdeaudhuij, 2003), destructions 

(Kaniasty & Norris, 1993), as well as wars (Zganec, 2005), are recognized by destruction of 

sources along with the collapse of social support networks. After the occurrence of traumatic 

situations, such destruction of social support refers to the perception of such absence, 

absence in reality or inadequate, particularly at the place and time of its immediate need in 

improving psychological health of adolescents. For instance, when the Hurricane George 

passed, Sattler et al. (2002) discovered that signs related to acute stress disorder in early 

adulthood were linked with destruction of sources and less rates of social support nationwide 

and over many cultures. It is significant to note the rates of adolescents’ perception of social 

support during natural disasters as well as during man-made disasters and to explore links 

amid their perception of support and their mental impairment in such type of events.  

A lot of further knowledge has been attained regarding function of social support in 

persons who are victims of natural trauma as compared to the time where acts of human 

beings themselves cause trauma in a large portion of population. For instance, amid 50 

adolescents who were sexually abused, the ones who perceive high rates of social support 

(particularly by parents who were not abusive), expressed less difficulties in externalizing 

and exhibited an increased rates of overall self-esteem (Tremblay, Hebert & Piche, 1999). 

Another research assessed influences of wars amid adolescents who were displaced within 

several portions of Croatia (Zganec, 2005). Mentioned research confirmed that high level of 

social support was linked with less signs of depression in both males and females. Impact of 

social support on a person’s psychological health during trauma might be related with good 
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psychological condition while not concerning the kind or intensity of traumatic situation 

(major impact model). It might be due to the fact that it enhances positive emotionality, a 

feeling of strength and certainty in an individual’s condition of life and identification of self-

esteem (Bal et al., 2003; Cohen & Wills, 1985; Tremblay et al., 1999).  

Besides this, social support might act as a buffer against harsh impacts of traumatic 

or stressful situation (interaction effect). In another manner, that model proposes that altered 

relation amid rates of social support and mental impairment is much more for victims of 

traumatic or stressful situations as compared to non-victims (Bal et al., 2003; Cohen & Wills, 

1985; Tremblay et al., 1999). Such model of buffering attracted little rates of agreement 

(Murberg & Bru, 2004; Schreurs & deRidder, 1997). If the comparison of these two models 

is conducted in order to explore the influences of social support on adolescents who became 

victim of sexual harassment but reporting no traumatic situations, Bal et al. (2003) attained 

powerful assistance for main effect model. While not concerning the level or kind of 

traumatic or depressive experience, decreased rates of social support perception caused more 

signs and difficulties in behavior as compared to increased rates of social support perception 

(Tremblay et al., 1999). Moreover, buffering impact of social support might be right 

regarding several stressors like the time when whole society experience same danger such 

as recent violence by politicians. In order to detect kind of model that perfectly describes the 

relation of social support, PTSD and signs of depression might consider the concept 

regarding elements and mechanisms which will manage spirit amid adolescents and youths 

while they experience traumatic events. 

Social support functions as an asset to adolescents both at high and low risk after any 

trauma and is associated with healthy psychological functioning over time. Social support is 
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said to be the reality and perception of the belief about how much an individual is nurtured, 

amount of support present from loved ones and who are the persons making up social 

supportive network. Such supportive sources could be substantial like financial aid, affective 

like care, guidance like advice, and partnership like feelings of relatedness as well as elusive 

like personal advice. Level of support that an individual perceive, reality of available support 

or extent to which an individual is involved in social network calculates rates of social 

support. Such support could be achieved from several resources like members of family, 

peers, neighbors, pets, institutes, colleagues, etc. social support given by the government 

agencies is also included in social support network regarded as public assistance. Social 

support has been studied over a vast array of field consisting of medicine, psychology, 

nursing, sociology, social work and public health. Social support is said to be related to 

advantages for each of physiological and psychological fitness, while on the other side, 

social support is not advantageous every time. Two major models had been suggested to 

explain relation amongst health and social support: hypothesis regarding buffering impact 

and direct impact hypothesis. Differences based on culture and gender in social support has 

been also discovered (Slevin et al., 1996).  

Perception and reception of social assistance are different from each other according 

to past studies. Perception of assistance means that an individual has subjective evaluation 

of being cared for when they actually have necessity for this. Reception of assistance or 

enacted aid means that particular acts of help like guidance or advice by givers are available 

throughout periods of necessity (Taylor, 2011). Previous research has explained good 

improvement after stressful conditions whenever rates of perception of social assistance are 

greater (Halcomb, Daly, Davidson, Elliott & Griffiths, 2005; Keane, Marshall & Taft, 2006; 
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McIntosh, Silver & Wortman, 1993). So, after traumatic situation of one’s life has passed, 

social assistance is renowned cause of positive transformation (McMillen, Smith & Fisher, 

1997; Schroevers, Helgeson, Sanderman & Ranchor, 2010; Schulz & Mohamed, 2004; 

Tedeschi & Calhoun, 2004).  

Research was conducted to study the association of mental health with social 

assistance. For instance, Helgeson (1993) discovered that perception of accessible assistance 

had advantageous impact on improvement from heart stroke, while reception of social 

assistance from beloved ones happens to have destructive impact. While the confirmation 

that presence of social assistance provide safety for individuals from impacts of traumatic 

life events is still constant (Cohen, 1992; Cohen & Wills, 1985; Hobfoll & Vaux, 1993; 

Stroebe & Stroebe, 1996; Wills, 1991), but research has evidenced that reception of social 

assistance do not constantly progress adjustment after traumatic life events have passed 

(Barrera, 1986; Bolger, Zuckerman & Kessler, 2000; Coyne & Bolger, 1990). 

Majority of confirmation facilitates social assistance as an exterior mechanism and 

as an element of safety against post-PTE psychopathology (Brewin, Andrews & Valentine, 

2000; Neria, Besser, Kiper & Westphal, 2010; Ozer, Best, Lipsey & Weiss, 2003). Social 

support is explained as attention from other persons and sympathy (Ullman & Filipas, 2001), 

social support was inversely linked with signs of posttraumatic stress disorder in war 

participants (Pietrzak, Johnson, Goldstein, Malley & Southwick, 2009), refugees of natural 

destruction (Feder et al., 2013), as well as females having past evidences of adolescent abuse 

and abuse by close companion (Schumm, Phillips & Hobfoll, 2006). Increased social support 

was related with very less signs of posttraumatic stress disorder, depression and generalized 

anxiety disorder among civilians in war related regions (Mugisha, Muyinda, Malamba & 
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Kinyanda, 2015; Neria et al., 2010) as well as amid samples of persons who were facing a 

variety of PTEs (Kwako, Szanton, Saligan, & Gill, 2011; Lian et al., 2014).  

The exact phenomena through which social support becomes the shield against 

psychopathology is still not very obvious however the worth of social support is supposed 

to impact internal insights of a person that results in  reduction of psychopathology. Poor 

social support intensifies negative self-perceptions and positive social support intensifies 

positive self-perceptions. It has been further observed that sufferers of traumas who received 

undesirable social support (e.g. accusing the sufferer) testified more humiliation and PTSD 

symptoms than the sufferers receiving positive social support (Turner, Bernard, Birchwood, 

Jackson, & Jones, 2013; Ullman, Townsend, Filipas &  Starzynski, 2007). Consequently, 

poor social support is likely to enhance maladaptive inner views about the incident leading 

to psychopathology. In short, it has been postulated that better social support play a 

significant role in reducing the psychopathology by bringing improvement in the inner views 

and perception of the traumatized person. 

Traumatic Exposure and Future Orientation 

Future orientation has been defined as a person’s hopes and the amount to which he/ 

she is solicitous of their future. This description is taken from Nurmi (1991), according to 

which future orientation is said to be a multidimensional notion comprising scopes like 

planning, practicality, and a sense of control. The concept of future orientation is essential 

for adolescents as it is associated with choices regarding one’s education, professional 

career, and family (Havighurst, 1972; Nurmi, 1991; Seginer, 1988). Future orientation has a 

positive relation with educational success. For example, Zimbardo and Boyd (1999), in a 

study conducted on a sample of adolescents from college students stated that GPA and 



27 

 

weekly study hours were positively correlated to future orientation. Israelashvili (1997) 

concluded that 5th to 12th grade students’ future prospects have positive correlation with 

school adjustment and affiliation. Future orientation also plays significant role as defensive 

element in encouraging resiliency among adolescents confronting low SES related 

hardships. For example, Wyman, Cowen, Work, and Kerley (1993) in a longitudinal study 

of 136 children/adolescents from low SES discovered that having positive future orientation 

was linked with better sociological as well as emotional growth and adjustment in the 

educational institute.  One more study by Wyman (1992) and colleagues established that 

positive outlooks for upcoming times were connected to resilient adolescents. 

“Pessimism related to one’s future life is one of the indicative symptom of 

posttraumatic stress disorder (PTSD) for last two decades (American Psychiatric 

Association, 1987). Lenore Terr (1983) presented the concept that traumatized adolescents 

might have pessimistic approach towards their future. He examined posttraumatic symptoms 

in victims of 1976 school bus hijacking in Chowchilla, California while conducting a 

longitudinal study. Terr also concluded that kidnappers “commandeered 26 children and 

their school bus driver at gunpoint, drove them for about 11 hours in two vans, and buried 

them alive for 16 hours in a truck trailer…” All adolescents managed to escape and survived. 

After four years while conducting interviews, Terr observed that “23 of the 25 victims 

suffered from severe philosophical pessimism, the sense that their futures would be greatly 

limited”. She also noticed that those adolescents “expected an unusually short lifespan or a 

future disaster, or they were unable to envision marriage, children, or career. Some evaded 

answers to questions about their futures, but when penned down, they revealed their 

profoundly limited life expectations…” Particularly, she stated that adolescents under study 
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considered that they were likely to live six or seven years less as compared to the adolescents 

who were not influenced by the incident (Terr, 1983). Terr also signified “it is my clinical 

impression that depressed children do not exhibit the same sense of foreshortened future”. 

However, Terr accredited “further studies may indicate whether philosophical pessimism is 

a finding specific to psychic trauma”. As a consequence of Terr’s breakthrough research, the 

Diagnostic and Statistical Manual of Mental Disorders (APA, 1987) consequently included 

a “sense of foreshortened future, e.g., does not expect to have a career, marriage, or children, 

or a long life” as an indicative symptom of PTSD. 

The limited research in this area has highlighted that traumatized youth exhibiting 

symptoms of PTSD generally show uncertainty related to their futures, consider their futures 

as restricted, and possess pessimistic prospects about others and their own life (Dyregrov & 

Raundalen, 1987; Saigh, 1997; Terr, 1991). Likewise, Janet Newman (1976) was amongst 

pioneer researchers to explain foreshortened future expectations in adolescent trauma 

victims. Newman along with her colleagues at the University of Cincinnati assessed "psychic 

impairment" in 600 adolescent and adult survivors after the fall of a dam in Buffalo Creek, 

West Virginia. This disaster resulted in the loss of 125 lives (Green & Korol, 1991). 

Newman’s assessment regarding surviving adolescents was that they showed shortened 

future orientation and numerous symptoms of PTSD as mentioned in DSM-IV because 

PTSD was not a recognized diagnosis at that particular time. Research concerning youth 

who have witnessed war in Middle East has also recorded enhanced pessimistic future 

expectations (Lavi & Soloman, 2005; Schwarzwald, Weisenberg, Solomon, & Waysman, 

1997; Solomon & Lavi, 2005). In this connection, Schwarzwald, Weisenberg, Solomon, and 

Waysman (1997) studied attitudes of a representative of Israeli adolescents following the 
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first Gulf War. Researchers evaluated 310 adolescents who lived in vulnerable regions 

attacked by Scud missiles and 182 children who lived in safe regions. Schwarzwald et al. 

stated that adolescents having elevated intensity of PTSD had more pessimistic future 

approach as indicated by their responses to questions asked about their future. In the same 

way, Solomon and Lavi (2005) administered the Children’s Future Orientation Scale 

(Saigh, 1995) to 740 Israeli adolescents who lived in Israeli conflicted regions and evaluated 

that symptoms of PTSD were inversely associated to future career expectations and social 

relationship. In a related effort, Lavi and Solomon (2005) administered the CFOS to 245 

Palestinians residing in disputed territories and 300 Israeli-Palestinian adolescents in Israel. 

While non-significant correlations were reported between measures of trauma experience 

and CFOS among the Israeli-Palestinians, significant negative relationship was observed 

between trauma experience and future expectations of Palestinian adolescents who resided 

in the disputed areas. 

Future orientation is also a significant factor in development of identity. Identity may 

be described as “a self-produced personality organization achieved by integrating the self in 

time and social settings”. Concentrating on the time factor, development of identity may be 

explained as the combination of the past and present with the future self. The capacity to 

visualize a future self is the termination of a course of accepting time that initiates at birth 

and progresses through childhood and adolescence. Adolescents envisage numerous facets 

of their future self: scholastic objectives, family physiognomies, career goals, fitness status, 

and life targets. An enhanced future orientation points out that an adolescent possesses 

distinct aims, a good planning capability, and strength to overcome future hindrances. 
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This concept i.e. Future orientation has its unique importance for adolescents because 

it is connected to judgment related to their education, job and family (Nurmi, 1991). Future 

orientation also has positive relation with educational success. For instance, Zimbardo and 

Boyd (1999) studied that ranking position standard and duration of study per week were 

positively associated with future orientation in a research conducted on adolescents. Future 

orientation can also play a vital part as a shielding factor in supporting resiliency for 

adolescents confronting hardships associated to low socio economic status. For example, 

Wyman, Cowen, Work and Kerley (1992) in a longitudinal study, concluded that possessing 

a positive future orientation was associated with improved socio-emotional development and 

adjustment in school of 136 children with an age range of 9 to 11 years from low socio 

economic status. 

Wyman (1992) and colleagues in their research established that optimism prospects 

for the future were connected to resilient children.  On the other hand, for the last couple of 

decades future related pessimism remained a significant indicative symptom of 

posttraumatic stress disorder (PTSD) (American Psychiatric Association, 1987). Few 

experimental studies assessed future expectations of traumatized youth with or without 

PTSD to non-traumatized youth. The limited studies in this area has revealed that 

traumatized youth showing symptoms of PTSD usually convey vagueness concerning their 

futures, vision their futures as restricted, and build up negative outlook of other people as 

well as their lives (Dyregrov & Raundalen, 1987; Terr, 1991).  

Various studies regarding psychological responses of adolescents towards war and 

political ferocity submit that both are involved in raised intensities of posttraumatic stress 

disorder (PTSD) and other psychological ailments. Such research has been conducted on a 
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sample of adolescents in Israel during the Gulf War (Schwarzwald et al., 1994); Kuwaiti 

adolescents during Iraqi attack (Nader & Fairbanks, 1994), Lebanese adolescents during the 

civil war (Macksoud & Aber, 1996), and other war settings. To examine the adolescents 

functioning after witnessing war some studies were conducted (Barber, 1999), moral 

reasoning (Elbedour et al., 2018), and dreaming (Punamaeki, 1998).  However research also 

tackled posttraumatic distress experienced by the adolescents, not mentioning their future 

opinions (Baker, 1990; Thabet & Vostanis, 1999).”   

PTSD and Future Orientation 

Extended experience related to political violence has frequently been associated with 

many psychiatric disorders specifically PTSD (Thabet et al., 2002). Studies in the past have 

constantly shown augmented amount of PTSD fluctuating from 4.5% to 70% in different 

War Zones (Nadir et al., 1993; Thabet & Vostanis, 1999). Substantial difference in 

occurrence and amount of PTSD has been linked to intensity of traumatic experiences 

(Macksoud & Aber, 1996), kind of trauma i.e., dislocation, grief (Nadir et al., 1993), amount 

of post-traumatic stress (Davis & Siegel, 2000), and socio-cultural circumstances (Macksoud 

et al., 1996). 

Exposure to traumatic incidents also becomes a challenge to individuals’ sense of 

safety and future orientation. Traumatized adolescents and children often exhibit pessimism 

about their future (American Psychiatric association, 1994). Research has acknowledged the 

expectation of future related trauma and feeling of restricted prospects in adolescents having 

some horror experience (Walton et al., 1997). Whether traumatic stress badly influence 

future orientation or, likewise to posttraumatic symptoms, establishes a reaction to traumatic 

stress and is a part of the posttraumatic syndrome. This question remained unanswered in 
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various studies. However,   few studies methodically evaluated the association between 

trauma exposure, PTSD and future orientation in adolescents. The studies revealed a 

relationship between posttraumatic symptoms and a sense of foreshortened future 

(Schwarzwald et al., 1997).  

There is a notable substantiation that traumatic incidents produce numerous 

undesirable bodily and psychological consequences. While investigators have 

comprehensively researched adverse consequences of trauma, however, scarce consideration 

has been given to the likelihood of positive consequences evolving from traumatic incidents. 

Yet, past studies on trauma exposes that there is a probability that traumatic occurrences can 

generate positive psychological changes among the individuals who experienced traumatic 

incidents (Calhoun & Tedeschi, 1990; Taylor, 1983).  

Trauma Exposure and Pro-sociality  

As discussed earlier studies on trauma usually have concentrated on the negative 

effects of traumatic experience; like posttraumatic stress disorder, depression and anxiety. 

Nevertheless, few studies now reveal that many people opined that they have benefitted in 

certain manner after experiencing traumatic event (Helgeson, Reynolds & Tomich, 2006). 

Such self-reported benefits (mostly known as posttraumatic growth) include constructive 

modifications in person’s sense of self (e.g., improved maturity), encouraging alterations in 

one’s relations (e.g., improved intimacy), and positive changes in religiousness or beliefs of 

life (e.g., greater philosophy of life). “Further evidence of these complex relations is the fact 

that subjective severity of the trauma has also shown a positive direct relation with another 

consequence of the potentially traumatic events, which has been subject of study in recent 

years: posttraumatic growth (Garcia, Reyes & Cova, 2014). PTG is defined as the perception 

http://europepmc.org/articles/PMC4522433#CIT0026
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of positive changes that occur as a result of the struggle against a trauma (Tedeschi & 

Calhoun, 1996). Growth and posttraumatic symptoms are not mutually exclusive. In fact, it 

is natural that they coexist somehow as they share as a common factor during the exposure 

to a traumatic situation. However, there are indicators in order that long-term trajectories of 

people who develop a PTG are different from those who do not. More specifically, people 

who show PTG present greater well-being and less posttraumatic symptoms (Finch & 

Beck, 2014) than similar participants without PTG. Hence, the importance of identifying the 

specific factors that may help to predict one or another response. 

A study was conducted on a sample of 2,999 Israeli youth subjected to two years of 

terrorist incidents from Grades 7 to 9. The sample included adolescents living in two big 

cities in the center of the country: Four possible outcomes were examined, including Post 

Traumatic Stress Disorder, psychiatric symptoms, change in basic cognitive assumptions, 

and post-traumatic growth. It was found that children who had been more exposed to terrorist 

attacks tended to report more symptoms of Post-Traumatic Stress Disorder (negative 

outcome) but also higher post-traumatic growth scores (positive outcome) compared to 

children who were less exposed. These findings suggest that, although terrorist acts had a 

negative effect on the lives of many Israeli youngsters, some of them did succeed in 

developing a stronger sense of growth. Terrorist acts, like other traumatic experiences, shake 

the world the youth is living in but also may cause the victim to rethink his or her cognitive 

assumptions of the world and the people around them (Bulman, 1989).” 

Similarly, qualitative (Gillen, 2005) and subjective studies submit that persons who 

have confronted trauma often react to those incidents by involving in prosocial behavior. 

Prosocial behavior might be a product of a traumatic incidence that earlier have been 

http://europepmc.org/articles/PMC4522433#CIT0060
http://europepmc.org/articles/PMC4522433#CIT0055
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believed to be born from positive experiences, (Vollhardt, 2009). Prosocial behavior is 

intended to advantage and help others, such as volunteering, offering contributions, or 

showing concern for others. In order to lessen damaging effect linked with personal distress 

trauma survivors may be encouraged to adopt prosocial behavior (Vollhardt, 2009).  Frazier 

et al. (2012) in their study discovered that some individuals who experienced serious trauma 

in recent past were found to be involved in more helping attitude as compared to those who 

were not exposed to trauma. 

Triplett et al. (2012) studied individuals who pointed out that they could make sense 

of their trauma exposure reported greater posttraumatic growth (PTG) and meaning in life. 

Attainment of meaning in life is one of the anticipated inspirations for prosocial behavior 

after trauma (Vollhardt, 2009). It is also probable that individuals with greater tendencies 

towards prosocial behavior after trauma show higher levels of PTG. Martin et al. (2013) 

however opined that trauma-related symptomatology also increases with the quantity of 

kinds of traumatic experience increases. If the sufferer of one trauma confronts more 

traumatic incidents, it may affect the potential for constructive transformation and decrease 

drive for prosocial behavior. 

Little research has been conducted on prosocial behavior after traumatic exposure in 

clinical literature related to trauma or social psychological literature related to prosocial 

behavior despite its importance (Vollhardt, 2009). For instance, a current 468-page volume 

on prosocial behavior did not have any reference to trauma (Mikulincer & Shaver, 2010) and 

a literature search of articles in Psychological Trauma showed no mentions of prosocial 

behavior. However, some researchers have studied prosocial behavior of the sufferers after 

they have collectively experienced trauma. For instance few studies evaluated prosocial 
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behavior after the incident of World Trade Center on September 11, 2001, among individuals 

vicariously experiencing the incidents (i.e., generally undergraduate students in the vicinity 

who were not directly affected).  

In these studies, 35– 62% of the samples were found involved in different facilitating 

behaviors, like blood donation and charity as an aid for victims (Piferi, Jobe & Jones, 2006; 

Schuster et al., 2001; Wayment, 2004; Yum & Hamlin, 2005). Another research conducted 

after a collective trauma (Hurricane Hugo), showed that storm victims were having more 

helping behavior than did non-victims (Kaniasty & Norris, 1995). All sufferers in those 

studies were found assisting others in the setting of a particular incident (i.e., terrorists’ 

attack or tornado). There are some more studies concluding that traumatic exposure brings 

increase in prosocial behavior. For instance, adolescents who were war victims in Croatia 

were found by their teachers as involved in more prosocial behavior (e.g., comforting and 

providing assistance to other people) after the war than prior to war, after considering 

changes related to age taking prosocial behavior into account (Saric, Zuzul & Kerestes, 

1994). Likewise, a number of students in the Yum and Hamlin (2005) study indicated a 

general increase in facilitating behavior not exactly linked with assisting the 9/11 sufferers 

(e.g., giving money as charity). 

Meager amount of research is present regarding prosocial acts by studying personally 

experienced traumatic events. One of those studies concluded that mentally retarded 

adolescents’ siblings have much more chances of giving emotional assistance and full time 

attention to their siblings as compared to ones who have siblings without mental retardation 

(Hannah & Midlarsky, 2005). Moreover, it is not clear whether such adolescents acted due 

to traumatic situation or whether they only help their parents in taking care of their siblings 
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just considering it a timely necessity. Research has also explored positive relations between 

experiences of trauma and objective of providing assistance after experiencing traumatic 

situation individually such as by facing discrimination, whereas such objectives of providing 

assistance might not cause such behavior (Friedman & Leaper, 2010).  

The reasons for enforcing persons involved in prosocial acts after traumatic 

situations have been discovered in several previous studies. As there might be a lot of 

motives for providing help to others, one major motive is to lessen one’s own stress 

following traumatic event by involving in prosocial acts. In confirmation of this hypothesis, 

three studies based on sufferers of 9/11 incident were conducted and discovered that the ones 

who perceived increased stress (like increased signs of posttraumatic stress disorder) had 

much increased chance to provide aid to other people (Piferi et al., 2006; Schuster et al., 

2001; Wayment, 2004). Similar fact was obtained by a number of qualitative research based 

on the sufferers of 9/11 terrorist activities (Steffen & Fothergill, 2009). Among these studies, 

one was conducted by Piferi et al. (2006) in which each individual of the sample was asked 

to share their motives in providing help to other people. It was found that personal distress 

was the major factor reported by the participants as a powerful agent in motivating them to 

help other people. Whereas, other factors involved in such behavior like assisting in order to 

lessen other person’s distress was equally important. Sample of various studies has showed 

that they involved in prosocial acts in helping other people along with helping themselves 

(Reeves, Merriam & Courtenay, 1999; Steffen & Fothergill, 2009), particularly in much 

increased rate when a large amount of time was passed after trauma. Such elements of 

motivation are stable along with theory of social psychology and previous studies which 
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concludes that prosocial acts are motivated by each motive, of altruism like to give advantage 

to other people as well as egoistic like to give advantage to one’s own self (Eisenberg, 2010).  

However, these studies propose that individuals are involved in prosocial acts after 

the traumatic events, but research is somewhat limited in several ways. Firstly, as described, 

many of the studies on prosocial acts after traumatic events have concentrated on aggregated 

stressors like terrorism. While persons are experiencing trauma like a disease endangering 

life at much more usual rate as compared to aggregated traumas within USA (Breslau et al., 

1998). Moreover, in region of aggregated stressors whenever each person is a victim 

simultaneously, motives to help other people are different from the motivations engaged in 

helping other people after his or her own personal distress (Vollhardt, 2009). So, additional 

studies were required to focus on prosocial acts after the person experiences traumatic 

events. Secondly, approximately each of the studies revealed already mentioned prosocial 

tendencies after particular situations. A lot of persons face more than single stressful 

situation throughout their lives (Frazier, 2012). If experience of traumatic event enhances 

prosocial actions, it is necessary to analyze whether facing increased amount of traumatic 

situations is related with increased rates of prosocial tendencies. Thirdly, several reviews of 

previous studies concentrated on assisting others immediately after the trauma has occurred 

like a hurricane. In such a situation, assisting tendencies might be powerfully linked with 

situational requirement instead of alteration in importance or motives related with traumatic 

experience. Only some of the research has analyzed long lasting impact of stressors on 

common prosocial responses. Fourthly, only some of the previous studies have used non-

victims as their control group sample to analyze whether helping tendencies were increased 

among victims of trauma or amid non-victims. At last, almost each research has depended 
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upon self-reporting ways of describing helping tendencies after exposure to trauma has 

occurred, and has related helping tendencies with trauma (For instance, “Did you help others 

following 9/11?”). Such ways might over emphasize that helping responses on self-report 

measures are the consequences of social desirability feelings in respondent. Additionally, a 

significant drawback of such concept is that not any of such research has explored link 

between experience of trauma and helping behavior in the situation where other linking 

factors of helping behavior are also present. A large amount of studies are available, related 

to helping actions which must be focused in order to comprehend function of traumatic 

experiences in prediction of prosocial actions (Mikulincer & Shaver, 2010). 

Many theorists have considered empathic behavior as a linking factor of prosocial 

actions like a study on prosocial personality including certain more empathic elements as 

major factors of prosocial actions (Penner, Fritzsche, Craiger & Freifeld, 1995) as well as a 

study about empathy–altruism hypothesis (Batson, 2010). Other-oriented empathy has been 

powerfully linked with Agreeableness component of Big Five model of personality (Penner 

et al., 1995), which in result, is linked with prosocial actions (Penner, Dovidio, Piliavin & 

Schroeder, 2005). Further studies have concluded that religiosity (Penner et al., 2005), 

extraversion, and being female (Carlo, Okun, Knight & deGuzman, 2005) are linked with 

prosocial actions consisting of voluntary behavior. It is significant to focus that few of such 

linking factors of prosocial actions might be linked with traumatic experiences also. For 

instance, most usual positive life alteration as described by victims of sexual abuse is 

enhanced empathic feelings for other people in same conditions (Frazier, Conlon & Glaser, 

2001; Frazier, Conlon, Steger, Tashiro & Glaser, 2006). Refugees of traumatic events mostly 

describe advancement in religious or spiritual thoughts also (Frazier et al., 2001, 2006; 
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Tedeschi & Calhoun, 1996). So, by not considering traumatic experience into account in 

combination with other related constructs, it is not possible to understand whether it caused 

prosocial actions across the impacts of such other constructs by which it was linked. 

Analyzing the function of traumatic exposure as motives of prosocial actions in situations of 

these other constructs could help in clinical research based on behavior towards traumatic 

events and social psychological exploration on prosocial actions. 

“The effects of harsh conditions and trauma exposure on children’s development, 

conduct and mental health have been well acknowledged. Studies of the psychopathological 

consequences of childhood adversity and exposure to trauma have focused on negative 

effects, with special reference to early life behavioral problems (Bayer, Klassen & Adam, 

2007; Albertyn et al., 2003; Catani et al., 2008). Likewise, studies on the development of 

empathy and prosocial behavior give emphasis to positive early childrearing, attachment, 

comfortable home atmosphere, and encouraging peer interaction as the aspect leading to 

healthier adjustment (Hobfoll et al., 2009; Liable, Carlo & Roesch, 2004; Quota, Punamaki 

& Sarraj, 2005). The generally held belief is that antisocial conduct is embedded in contact 

to harsh conditions and trauma, while altruism and prosocial behavior initiate from 

encouraging and positive experience and method. In an attempt to recognize factors that 

might invalidate or reverse the hypothesized positive relationship between adversity and 

succeeding negative consequences, this research will evaluate the association between 

trauma exposure and prosociality in representatives consisting of adolescents both the 

genders, who have suffered significant trauma and many of them have also become the 

victims of PTSD.  
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Children exposed to adverse life conditions experience a great amount of situations 

of trauma, which usually lead to loss of family members, close friends, individuals of society 

and structures of social support (Barenbaum, Ruchkin, & Stone, 2004). Impact of these 

traumas is manifold, rigorous, and persistent (Machel, 2000) and is supposed to contribute 

to further violence and antisocial behavior (WHO, 2002). Many have the viewpoint that PTG 

following trauma can lead to positive effect on psychosocial growth and encourage altruism, 

which direct people to support others, instead of opposing them (Tedeschi, 1999; Vollhardt, 

2009). This thought was said to be an “altruism born of suffering” by various researchers 

(Staub, 2005; Vollhardt, 2009). Know how of trauma exposure can bring commitment to 

support others instead of showing aggressiveness and hostility particularly this trait has been 

expected to be more among the females as compared to the male adolescents.  

Trauma Exposure and Delinquency 

Previous research suggests that emotional and behavioral responses towards abuse 

are different among males and females, where females are more susceptible towards 

aggression supplemented with depression, guilt, suicidal tendencies and eating disorders 

(Sullican, Farrell & Kliewer, 2006). Additionally, females might develop PTSD due to 

enhanced multiple traumatic exposure (i.e., polyvictimization), particularly during 

interpersonal trauma, juvenile delinquent girls are more vulnerable towards PTSD (Dembo 

et. al., 2007; Ford et. al., 2010; Kerig et al., 2009). Gammelgard, Henelius, Koivisto, Eronen 

and Heino (2012) examined differences between both genders in which they probed into 

violence risk profiles of 231 institutionalized adolescents and discovered that males have 

comparatively more high-risk ratings in criminal conduct, ADHD and problem solving 

ability whereas females have more self-destructive behavior. Additionally, susceptibility of 
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violent behaviors among females was strongly related with violent behavior related to past 

and lifetime stress, while risk behavior in males was more related with antisocial behaviors. 

Studies showed that the responses towards abuse experiences between males and 

females might be acknowledged by understanding the fact that females are more vulnerable 

to repeated interpersonal victimization like sexual harassment by some relatives or 

community member (Chamberlain & Moore 2002; Freyd, 2009; Herrera & McCloskey, 

2003; McCabe et al., 2002). Elevated amounts of interpersonal violence victimization, 

categorized as betrayal trauma (Freyd, 1994), results in poor consequences like repeated 

harassment in adulthood, anxiety, depression and PTSD (Freyd, 2009; Gobin & Freyd, 

2009), particularly when it is not treated. The majority of youth who develop patterns of 

delinquent responses had faced each of severely harsh conditions as well as traumatic 

situations. Studies explain that adolescents, who had faced traumatic or violent events and 

victimization many times, tend to have much more danger of mental health troubles, 

behavioral troubles, substance abuse and delinquent responses (Ford, Chapman, Hawke & 

Albert, 2007). 

Study revealed that more than 90% of delinquent youth have undergone a traumatic 

exposure or a stressful episode (Abram et al., 2004). Relationship amid exposure of trauma 

in early days and occurrence of mental health issues like oppositional defiant disorder (Fisher 

et al., 1997; Merry & Andrews, 1994) and conduct disorder (Cauffman et al., 1998; 

Fergusson et al., 1996; Lynskey & Fergusson, 1997; Steiner et al., 1997) are also recognized. 

Ford et al. (2000) observed that adolescents who were provided treatment for ODD had 

chances of being traumatically victimized and expressed symptoms of posttraumatic stress 

disorder specifically related to their victimization. Repeated traumas hamper youth’s 
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individuality and development of skills like self-esteem and interpersonal belief (Kerig et 

al., 2009). Ford et al. (2000) explains a sequence according to which the young person 

endeavors to get back power in the course of “survival coping”, involving external 

expression of disobedience whilst disguising inner thoughts of disgrace and despair. If the 

trauma and its symptoms are continuously overlooked by adolescent’s interpersonal settings, 

consequently the youth moves towards “victim coping”, a supposed explanation to acquire 

any ways essential to keep away from repeated victimization. In an endeavor to achieve 

feelings of power and remedy, unfairness of ill-treatment, they might start sensing a need to 

be protected from perceived unsympathetic humanity. To achieve this security, victim 

coping might have a consequence of losing compassion, capability of self-control, be 

deficient in impulse control etc which can add to the youth’s inclination towards 

delinquency.” 

Trauma Exposure, PTSD and Delinquency 

Abram et al (2004) concluded that almost 93% of males and 84% of females of 

sample they selected had witnessed traumatic situations throughout their lives, where usually 

one of the adolescents had experienced about 14 traumatic life situations throughout his or 

her life.  Further, there is evidence that experience of trauma enhances chance or danger of 

juvenile delinquency. Some previous studies have proposed that there is an association 

between trauma and delinquency. Although those findings are not constant, traumatized 

females had been discovered to achieve elevated levels of signs of posttraumatic stress 

disorder as compared to males in a large amount of research (Cauffman et al., 1998; Kerig 

et al., 2009; Martin et al., 2008; Wood et al., 2002). Some other researchers discovered that 

traumatic incidents like neglect and abuse predict much high rates of delinquency, especially 
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violence in females as compared to males (Delbo et al., 1995; Funk, 1999; Gavazzi & 

Yarcheck, 2006; Martin et al., 2008; McCabe et al., 2002; Trickett & Gordis, 2004; Widom 

& White, 1997; Wood et al., 2002). 

Many of the constructs, phenomena, models and theories had been recommended 

which may assist the explanation for association between posttraumatic stress disorder and 

antisocial behavior, as well as alteration in form of change from trauma into delinquency 

(Kerig & Wenar, 2006). Vast amount of justifications are present which might be associated 

with delinquency in males. Posttraumatic stress disorder might cause less self-esteem in 

adolescents leading them to join inappropriate groups and having poor decision making 

when they are with their friends. Additionally, adolescents having posttraumatic stress 

disorder are at higher risk of indulging in drugs or alcohol causing poor decision making. 

Conclusively, posttraumatic stress disorder was found to be linked with higher chance of 

risk taking behavior. Reason of such conclusion is that signs of posttraumatic stress disorder 

are much exhausting and devastating that the person might not have required potentials to 

make appropriate decisions in several events which in result, leads to high risk taking.   

PTSD Symptoms as Mediators 

Signs of posttraumatic stress disorder might enhance chances of delinquent 

responses, especially because such signs are evident in adolescents in many particular ways 

while their growth is in process. For example, Pappagallo, Silva and Rojas (2004) proposed 

that multiple experiences of trauma in adolescents might be the cause of delinquent 

responses, neglect might occur in the shape of opposition and hyper-arousal might be evident 

through irritability. In a same kind of study, Lipschitz, Morgan, and Southwick (2002) 

pointed towards phenomenological extension in signs of posttraumatic stress disorder and 
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DSM-V destructive behavioral disorders, such signs of stimulation consists of attack of 

irritation, aggression and rage that is evident as ‘temper tantrums’ or ‘consistent 

argumentation’ each of them are characteristics of oppositional defiant behavior. Whereas 

irritation, aggression and rage may be declared as threatening and bullying or multiple 

physical clashes, all of which are signs of conduct disorder. Additionally, signs of neglect 

consisting of numbness and feelings of foreshortened future may be characterized as 

inappropriate compassion for other persons, a wish for immediate satisfaction, dangerous 

and spontaneous responses and deficient in care of results of their behavior, each of them 

contribute in diagnosis of conduct disorder criterion, “a persistent disregard of rules or rights 

of others.” Specifically among males, facing of traumatic situations enhance aggressive 

responses (Bornoz, Choquet, Ledouz, Gasquet & Manfredi, 1998) as well as signs of conduct 

disorders (Livingston, Lawson & Jones, 1993).  

Moreover, amongst adolescents who have experienced trauma and are diagnosed 

with posttraumatic stress disorder, have most chance to exhibit aggression, less control on 

their urges or arousals, and pessimistic emotionality (Cauffman et al., 1998; Steiner et al., 

1997). A handful of previous research is supportive for the belief that association amid 

exposure to trauma and delinquent behavior is mediated or helped by posttraumatic stress 

disorder symptoms. For instance, Ruchkin, Henrich, Jones, Vermeiren, & Stone (2007) 

discovered that in a sample of their own society, signs of posttraumatic stress disorder 

moderately mediate association in facing of violence and self-reported commitment of 

violent acts among males; whereas posttraumatic stress disorder completely mediates 

association of anxiety and victimization among females. Similarly, Kerig et al. (2009) 

explored that posttraumatic stress disorder mediates or helps in bonding of traumatic events 
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and mental health dysfunctions in imprisoned adolescent’s sample; impacts were much 

powerful in females as compared to males in this research also. Differences also existed in 

variables of gender for those who searched for group of signs related to posttraumatic stress 

disorder. 

Allwood and Bell (2008) discovered that in a sample of females of their area who 

have faced violent situations, signs of recurrence of same experience were linked with self-

reported aggression towards other people, but in a sample of males who have faced violent 

situations, signs of stimulation mediated association amid violent experience and 

commitment of violence  themselves. So, ignorance towards remnants of trauma was 

negatively linked with commitment of violence, concluding that attempts to transform 

mental focus far from destructive situation may prove helpful in opposition to the potential 

of expressing it against other people. Diverse kind of differences were found for both genders 

in a research of imprisoned delinquent adolescents by Kerig et al. (2009) who concluded that 

signs of posttraumatic stress disorder by re-experiencing violent acts and provocation were 

mostly linked with aggression or irritation for males as compared to females. 

Four possible mechanisms are present to comprehend theoretical linkage amid 

bonding (social support) traumatic event and delinquency. The first one is ill-treatment by 

parents that might leads to a trauma disrupting the bonding (social support) as well as places 

an adolescent on a way to delinquent acts. Secondly, insecurities regarding bonding (social 

support) might build risks of stress which will enhance the chance that an adolescent will be 

at high risk of severely distasteful experiences of life and as a result negative impacts will 

enhance the chance of involvement in delinquent acts. Thirdly, parents who are victims of 

trauma themselves might have impairment in their potential to give such a protective 
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environment that supports adolescents by providing safety phenomena they might needed to 

remain far from involvement in antisocial acts as well as from antisocial peers (Appleyard 

& Osofsky, 2003). 

Rationale of the Study 

“Terrorism and disasters of all kind have made our global village susceptible to 

threats at large scale. Such threats/challenges to one country are a challenge to all in one way 

or the other. During last two decades, Pakistan has regrettably seen both natural and man-

made calamities. Various bomb blasts and terrorists’ acts remained regular happenings in 

this period. Such adversities, along with worsening law and order affairs, has led to rising 

toll on psychological wellbeing of common public particularly the young generation who 

are in the delicate developmental phase of adolescence. Horrifying media shots and 

gruesome minutiae of the disasters further fuel the associated adversities/outcomes of 

trauma.  

          The bitter reality related to such long term exposure to traumatic life experiences result 

in the violation of indispensable human privileges like the right to survive, to get knowledge, 

to keep strong, to enjoy living in family unit, to develop one’s own individuality, to be looked 

after and sheltered, and of course the right to take pleasure in ones’ upbringing and 

grooming. However, the prospective for having a normal adolescence is doubtful in the 

existing scenario and their upcoming psychological well-being is at menace of being 

compromised. Such shock of terrorism if tackled earlier through professional assistance may 

help the traumatized adolescents to live a healthy and normal life. In this regard, the present 

study will play a pivotal role in bringing awareness at government level regarding the need 

to include psychologists and other mental health professionals in the team working for the 
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victims, so that the early and proper detection of psychological problems be made. 

Resultantly, the provision of current services of mental health care for the victims by the 

government would be enhanced and they would timely be screened and treated for PTSD 

and other mental and behavioral outcomes of trauma exposure (Ahmed, 2007). 

The present study will also be of great importance for psychologists appointed at 

schools and counselors who are working with victims of trauma. Trauma exposure is a 

pervasive problem throughout the world, and research conducted in this area is vital so that 

appropriate intervention programs can be both developed and implemented effectively, so 

that traumatized adolescents with or without PTSD are also able to go to school and develop 

both socially and academically. This research will also rejuvenate the school psychologists 

that they have to meet these challenges in different ways aimed at understanding and helping 

the vulnerable communities particularly the innocent souls and fragile minds of their 

students who are usually the unnoticed silent traumatized victims.  

In countries like USA, UK and Kingdom of Saudi Arabia (Al-Sakina), international 

societies have been made with an aim to provide best possible care to trauma victims. This 

study would also be an added step to compel our government to work on same lines and 

make such societies in our country as well to provide timely relief to adolescents from 

psychological agony so that mental illness in adulthood can be prevented. Accordingly 

psychiatric and psychological counseling facilities for the distressed adolescents may be 

provided to curtail the undesired psychological outcomes of traumatic events in the region.  

  The present study also aims to enhance public awareness in the community as 

prominent members of the community frequently interact with traumatized adolescents, but 

they usually are not trained to recognize adolescents at risk. The findings of the present 
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research is likely to provide community members with awareness regarding the signs and 

symptoms of delinquency and PTSD, as well as the factors that may enhance or reduce the 

risk of these disorders. This awareness will help the concerned people in recognizing and 

treating the victims and preventing upcoming difficulties as well. Moreover, it would help 

in the pursuits of planning rehabilitation of traumatized adolescents. 

This study would also encourage those adolescents to seek help who are not inclined 

towards seeking professional help as they may not believe they need help. On the contrary 

they attach stigmatization with obtaining mental health services and at times they are hesitant 

to pursue an adult for support. This research would help develop ways to overcome these 

initial impediments.  Additionally this study will also provide assistance in designing and 

implementing educational programs addressing PTSD to target trauma survivors for making 

them agree for treatment, as high levels of PTSD symptoms are also related with reduced 

willingness for treatment. As soon as they become aware of their symptoms, they may be 

more likely to opt for treatment. 

 Many studies have shown that traumatic events have the potential to develop several 

undesirable physical and psychological outcomes. Researchers have studied the negative 

outcomes of trauma comprehensively however very little attention has been paid to study 

the likelihood of positive consequences of stressful events. However, the literature on trauma 

reveals that a traumatic event can trigger positive psychological changes among the 

individuals exposed to traumatic events as well (Calhoun & Tedeschi, 1989–1990; Taylor, 

1983). In view of these findings,  this study has enabled the researcher to understand not 

only the complex interaction between trauma experiences and antisocial behavior 

development among adolescents but will expand  upon preceding research as it will 
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document both positive (Prosociality and future orientation) and negative outcomes (PTSD 

and Delinquency) following trauma. As in the present study, prosociality which is a positive 

trait has also been addressed, therefore, the inferences of the current study may serve as 

baseline information for devising techniques and ways for inducing elevated levels of 

prosocial behaviors and hence, better mental health.  

 Empirical information regarding outcomes of the study will help the participants 

receive complete psychiatric and psychological evaluations. The results of these evaluations 

will be helpful in identifying participants’ affective and behavioral functioning. The research 

outcomes will be communicated to parents so that they consult the mental health workers 

and requisite health care may be provided to avoid serious consequences that are associated 

with PTSD and a number of frequently comorbid disorders. Consequently it will be helpful 

in providing the mental health workers, teachers, parents and the social workers to tackle the 

problems of traumatized adolescents with negative outcomes including delinquent behavior, 

PTSD and low future expectations that surely can result into later risky behavior. On the 

other hand a positive behavior like prosociality, will serve as a defending factor not only for 

youth but for the healthy minds of the entire nation. 

According to National Center for PTSD (2008) even though child welfare 

organizations have started concentrating on the psychological  wellbeing of their clientele, 

an enhanced awareness is required that unless preventive measures are taken to lessen the 

damaging effects of trauma, most of these adolescents will get involved in delinquent 

behavior. Likewise this research will also assist the early intervention and assessment of 

delinquent behavior and will reduce future negative outcomes for delinquent adolescents. 

Thus, this study might point out towards putting new guidelines in place that dictate 
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assessment of youth’s psychological well-being after trauma, including PTSD and bringing 

awareness that special and timely attention should be given, as traumatic incidents may be 

devastating for healthy development. 

As it is also a bitter fact that attention of the government, concerned authorities, non-

governmental organizations, media and civil society on this particular extremely worst 

phenomenon had not yet been established and focused.  The resulting scarcity of 

psychological interventions has given rise to thoughts of hopelessness, powerlessness, 

increasing use of substance abuse and anti-social behavior among adolescents. This research 

will also bring awareness amongst the authorities that if timely attention will not be paid, the 

new generation would become more vulnerable, furious and dangerous.  

According to World Psychological Association Report (2014), most Pakistani 

individuals have traumatic features like re-experiencing of traumatic thoughts etc. due to 

consistent experience of hazards, bomb blasts and natural disasters leaving drastic effects on 

their physical and mental health. In contrast to the serious traumatic life experiences of 

adolescents currently there is a limited literature available in the context of Pakistan. 

Therefore it was the need to study the trauma exposure and their psychological outcomes on 

adolescents as an attempt to bridge the gap. This study will also be a step towards helping 

traumatized adolescents who have had adverse experiences yet to heal. Rather the efforts are 

aimed at healing that will help youth identify, uncover, and build on their strengths and 

ultimately succeed.” 
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Chapter II  

Method 

Objectives  

1. To study the relationship among trauma exposure, PTSD, social support, future 

orientation, delinquency and prosociality.  

2. To study differences between traumatized and non-traumatized adolescents with 

respect to social support, trauma exposure, future orientation, prosociality and 

delinquency.  

Research Design 

The current research was conducted in three (03) phases. In Phase I translation 

of UCLA PTSD Reaction Index for DSM-V Scale (Pynoos & Steinberg, 2013), 

Children’s Future Orientation Scale (Saigh, 1995) and Prosocial Personality Battery 

(Penner et al., 1995) was carried out. Phase II dealt with the pilot study in order to assess 

cross-language validation and to determine the psychometric properties of translated 

measures. The main study was carried out in Phase III of the present research which was 

intended to examine the outcomes of trauma exposure among adolescents of Pakistan 

while investigating the mediating role of PTSD and moderating role of Social Support. 
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Phase I: Translation and Try Out of Scales 

Step-I: Translation of Scales 

Objective 

The main objective of this step was translation of the measures used in the current 

research.  

Instruments  

University of California (UCLA) PTSD Reaction Index for (DSM- V) Scale 

 The UCLA PTSD Reaction Index for DSM-V Scale was developed by Pynoos, 

M.P.H, and Steinberg (2013) and was used in the present research to assess presence of 

PTSD Symptoms amongst the sample of study. The new DSM-5 version is a semi-structured 

interview that examines traumatic history of a child and the full range of DSM-5 PTSD 

diagnostic criteria among children/ adolescents. It is basically the revision of the UCLA 

Child/Adolescent PTSD Reaction Index for DSM-IV. The scale consists of 31 items and it is 

a Likert type scale. In this scale there are twenty seven (27) items which assess 

symptomatology of PTSD along with an addition of 4 items of Dissociative Subtype. The 

Scale has already been translated into Spanish and German languages. The scale has 

established psychometric properties. 

Children’s Future Orientation Scale (CFOS) 

 Children’s Future Orientation Scale (Saigh, 1995) was developed by Philip A. Saigh 

(1995). The Children’s Future Orientation Scale, subtitled “About the Future” is a 16-item 

self-report inventory. The instrument was devised to assess the attitudes of children and 

adolescents as they relate to three specific domains and an omnibus or general domain 
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(Saigh, 1995). The first domain (items 1, 5, 9, and 13) involves statements about working in 

the future (e.g., “I will earn a living or keep a home when I get older.”). The second domain 

(items 2, 6, 10, and 14) involves statements about future marriage and the prospect of having 

a family (e.g., “I will be a husband or wife when I get older.”). The third domain (items 3, 

7, 11, and 15) present statements about anticipated interpersonal relations (“I will have 

friends when I get older.”). The fourth domain (items 4, 8, 12, and 16) involves general 

statements about future expectations or attitudes (e.g., “I like to make plans for what I want 

to do.”). The domains are labeled “Work”, “Family”, “Social”, and “Omnibus” respectively. 

The instrument also yields an overall or total score. Items are rated for agreement according 

to a 1-5 Likert-type scale with 5 denoting “Very Much” and 1 denoting “Not at All.” Ratings 

are added to derive domain scores and a total composite score. The composite raw scores 

for each of the Work, Family, Social, and Omnibus domains may range from 4 to 20, 

respectively. Higher domain composite scores suggest higher future orientation relative to 

the respective areas. As the total score comprises the sum of all domain ratings, General 

Composite scores or Total raw scores may range from 16 to 80. Higher Total CFOS raw 

scores indicate higher or more positive attitudes about the future overall.  

 Prosocial Personality Battery (PSB)  

Prosocial Personality Battery (Penner et al., 1995) is a 56 items standardized 

questionnaire that evaluates the two dimensions of the prosocial personality: helpfulness, the 

behavioral aspect of prosociality, and other oriented empathy, the thoughts and feelings 

aspect of the prosocial personality; as defined by Penner et al., (1995). The measure includes 

items that refer to the participants empathic concerns such as: “I often have tender, concerned 

feelings for people less fortunate than me”, items concerning altruistic behaviors the 
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individual may have engaged in:  “I have offered to help a handicapped or elderly stranger 

across a street” and statements relating to social responsibility: “you can’t blame basically 

good people who are forced by their environment to be inconsiderate of others “. Participants 

are instructed to opt statements on a five-point scale of how much they agree or disagree, 

e.g. where 1= strongly disagree and 5= strongly agree for items 1 to 42: while for items 43 

to 56 participants are asked to rate how often they engage in the behaviors described on a 5- 

point scale where 1=never and 5= very often. Sixteen items were then recoded and the 

relevant sections were computed into two scale variables, other-orientated empathy and 

helpfulness, giving a single score for each. The alpha coefficients for the two factors other 

orientated empathy and helpfulness were .77 and .85 respectively (Penner et al., 1995) 

Procedure  

 Translation of scales was carried out in Step-I which was accomplished in four steps: 

I) Translation, 2) committee approach, 3) back translation, and 4) committee approach.  

Translation  

In order to translate the scales, five experts who were proficient in both languages 

i.e., Urdu and English were approached. A brief introduction about the rationale and 

variables of research was given to the experts. From the Air Headquarters, Islamabad, 

Federal Government College, F 7/2, Islamabad; Quaid-e-Azam University, Islamabad; and 

International Islamic University, Islamabad, three English instructors and two Psychology 

instructors were requested to participate in this phase. They were asked to focus on 

conceptual and not on literal translation. They were also requested to remain brief and 

simple. 
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Committee Approach  

After the accomplishment of translation phase, a committee was constituted 

comprising  six (06) members including supervisor of the research, Assistant Professors 

(n=2) lecturers (n=2) belonging to International Islamic University Islamabad and the 

researcher herself. They were requested to review each and every item of the translated 

measures very carefully in relation with language and relevance to original scales’ content. 

Back Translation  

Five experts (n=5) who were Masters in English were selected from English 

departments of F.G College for Women Kashmir Road, Rawalpindi; F.G College for 

Women F-7/2 Islamabad, PAF Academy Risalpur and International Islamic University, 

Islamabad. They were requested to back translate the scales into English. This step was 

carried out in order to ensure accurateness of translated measures. These experts were not 

familiar with the language/words used in the original (English) versions of the measures as 

they were not involved in the translation of scales earlier. 

Committee Approach  

A committee comprising of six bilingual experts (n=6) was constituted in order to 

review back translated items critically to choose the final items. This committee was headed 

by the supervisor of the current research and included Assistant Professors in Psychology 

(n=2) and lecturers from Psychology department (n=2) belonging to International Islamic 

University Islamabad as well as the researcher herself. It was confirmed by all committee 

members that the translated items were conveying similar meaning or meaning closest to the 

original item. Adaptation of any item was therefore not needed. 
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Step II: Try Out 

This step of the study involved the Try out for determination of comprehension and 

understandability of translated scales.  

Sample 

A sample comprising of adolescents (N = 20) including boys (n = 10) and girls (n = 

10) from two (02) schools (Fazaia Intermediate School and College, M. M. Alam; Mianwali) 

and Fazaia Intermediate School and College, Mushaf; Sargodha) were selected belonging to 

10th and 12th grade. The age bracket of the sample was 14 to 18 years (M = 15. 5,   SD = 2. 4). 

Instruments  

In the current research, the measures used were as follows:  

1. Urdu Version of the UCLA PTSD Reaction Index for DSM-V Scale (Pynoos, 

M.P.H, & Steinberg 2013) 

2. Urdu Version of Children’s Future Orientation Scale (Saigh, 1995) 

3. Urdu Version of Prosocial Personality Battery (Penner et al., 1995) 

Procedure  

For data collection two institutes (Fazaia Intermediate School and College, M. M. 

Alam; Mianwali and Fazaia Intermediate School and College, Mushaf; Sargodha) were 

accessed. After seeking permission from administrations of the said schools/colleges, 

participants were briefly explained about the current study. They were given detailed 

instructions and were asked to carefully read each and every item and give response by 

selecting the most appropriate option. 
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Results  

According to the results the participants of Try out study grasped and understood all 

items of each scale conveniently. No item from any scale was considered irrelevant by the 

participants according to their cultural values.  

Phase II: Pilot Study 

Pilot Testing of Study Measures and Cross Language Validation of Scales 

The phase II of the study aimed to examine under-mentioned objectives.  

 1. To determine the cross language validation of the scales.  

 2. To examine the psychometric characteristics of the scales.  

 3. To examine the relationship among trauma exposure, PTSD, social support, 

future orientation, delinquency and prosociality. 

Step I: Cross Language Validation of Scales 

Method 

Objective  

1. The key objective of step I was to determine the cross language 

 validation    of the scales i.e., UCLA PTSD Reaction Index for DSM-V Scale, 

Children’s Future Orientation Scale (CFOS) and Prosocial Personality Battery 

(PSB). 

 2. To determine the test-retest reliability of Urdu versions of translated scales.  
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Sample  

For cross language validation of translated scales, a sample of hundred (N=100) 

students was selected. These were the students who had proper comprehension of both the 

languages (Urdu and English) they were the students of Matric and F.Sc who were selected 

from Fazaia Intermediate School and College, M M Alam; Mianwali and Fazaia 

Intermediate School and College, Mushaf; Sargodha. The sample was divided in two equal 

parts (group I and group 2). Original English version scales were administered to group 1 

(n=50), while translated Urdu version scales were completed by group 2 (n=50). The scales 

were re- administered in a different manner to the same participants after 15 days. This time 

group 1 was further divided into groups la (n=25) and 1b (n=25). In the same way, group 2a 

(n=25) and 2b (n=25) were formed. Original English version scales were given to group la 

and 2a while Urdu versions were distributed to group 1b and 2b. 

 

 

 

 

 

 

Figure 1: The figure represents the distribution of sample 
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Instruments  

The following instruments were used to determine the psychometric properties.  

l.  English version and translated Urdu version of the UCLA PTSD Reaction 

Index for DSM-V Scale  

2. English version and translated Urdu Version of Children’s Future Orientation 

Scale (CFOS; Saigh, 1995) 

3. English version and translated Urdu Version of Prosocial Personality Battery 

(PSB; Penner et al., 1995) 

Procedure  

 For data collection, firstly permission was taken from the authorities of selected 

Schools/ Colleges. After getting permission from the authorities of the institutes, participants 

were approached in classrooms and were explained briefly about the research and their 

consent was taken for participation in research. The questionnaires were distributed among 

the participants. They were requested to read the instructions carefully and respond to each 

item as truthfully as possible by marking the option that they consider the most suitable. The 

average time taken to complete all the questionnaires was 30 minutes. The participants were 

assured about the confidentiality of their responses. 
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 Results  

To meet the objectives, cross language validity for the UCLA PTSD Reaction Index 

for (DSM-V) Scale was calculated.  

 

 

 

 

 

               

 

 

 

 

Figure 2: Diagrammatic representation of the distribution of total sample into two groups for 

test-retest.   

             This reveals that scores on Urdu and English version have significant positive 

correlation for both the Groups i.e., Group-1 (.73) Group-2 (.79). It indicates cross-language 

validity of UCLA PTSD RI-Urdu and English showing that both original and translated 

versions are conceptually valid tools for measuring Post Traumatic Stress Disorder. 
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 To meet the objectives, cross language validity for the Children’s Future Orientation 

Scale (CFOS) was calculated. 

 

 

 

 

 

 

 

 

 

Figure 3:  Diagrammatic representation of the distribution of total sample into two 

groups for test-retest.  

This reveals that scores on Urdu and English version have significant positive 

correlation for both the Groups i.e., Group-1 (.93) Group-2 (.95). It indicates cross-language 

validity of CFOS-Urdu and English showing that both original and translated versions are 

conceptually valid tools for measuring Future Orientation of the sample. 
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To meet the objectives, cross language validity for the Prosocial Personality Battery 

(PSB) was calculated. 

 

 

 

 

 

 

 

 

Figure 4: Diagrammatic representation of the distribution of total sample into two groups for 

test-retest.  

This reveals that scores on Urdu and English versions have significant positive 

correlation for both the Groups i.e., Group-1 (.71) Group-2 (.62). It indicates cross-language 

validity of PSB-Urdu and English showing that both original and translated versions are 

conceptually valid tools for measuring Prosociality. 
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Table 1  

Cross Language Validation and Test-retest Reliability of UCLA PTSD Reaction Index for 

DSM-V Scale and its subscales (N = 100)  

Groups              n     1st Administration   2nd Administration           r 

 I  25   English    English          .62 

 II  25   English    Urdu           .75 

III  25              Urdu                Urdu          .52 

IV  25              Urdu                English                              .91 

**p<.01  

Table 1 shows correlation between UCLA PTSD Reaction Index for DSM-V (Urdu) 

UCLA PTSD Reaction Index for DSM-V (English) versions are significant (p < .01). The 

correlation value ranges from .52 (Urdu to Urdu) to .62 (English to English). The alpha 

reliability of UCLA PTSD Reaction Index for DSM-V (Urdu to Urdu) came out to be .52 

which is less as compared to other forms (English to English). The reason may be the 

medium of instructions being English from where the sample was selected. 
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Table 2  

Cross Language Validation and Test-retest Reliability of Children’s Future Orientation 

Scale (CFOS) and its subscales (N = 100)  

Groups  n     1st Administration                  2nd Administration               r  

  I  25   English    English   .80   

  II  25   English    Urdu    .91  

 III   25   Urdu     Urdu    .92  

 IV  25   Urdu     English   .62  

**p <.01 

Table 2 shows correlation between Future Orientation Scale (Urdu) and Future 

Orientation Scale (English) versions are significant (p < .01). The correlation value ranges 

from .92 (Urdu to Urdu) to .80 (English to English). 
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Table 3:  

Cross Language Validation and Test-retest Reliability of Prosocial Personality Battery 

(PSB) and its subscales (N = 100)  

Groups            n     1st Administration   2nd Administration     r  

    I  25   English    English              .80  

   II  25   English    Urdu                       .73  

   III  25   Urdu     Urdu                        .59  

   IV                 25                  Urdu                                      English                      .84    

**p <.01 

Table 3 shows correlation between Prosocial Personality Battery (Urdu) and 

Prosocial Personality Battery (English) versions are significant (p < .01). The correlation 

value ranges from .59 (Urdu to Urdu) to .80 (English to English). The alpha reliability of 

Prosocial Personality Battery (Urdu to Urdu) came out to be .59 which is less as compared 

to other forms (English to English). The reason may be the medium of instructions being 

English from where the sample was selected. 
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Step II: Determination of the Psychometric Properties of Instruments 

Objectives  

I. To establish psychometric properties of Urdu versions of all the scales.  

Sample  

The scales were administered to sample of the study (N=100) adolescents in order to 

determine psychometric properties. The sample comprised boys (n = 50) and girls (n = 50). 

They were selected from 8th, 9th, 10th, 11th and 12th grade of three educational institutes 

(F.G Quaid-e-Azam School, Rawalpindi; Siddique Public School Rawalpindi and Divisional 

Public School & College  Rawalpindi) (Pakistan). The age bracket of sample was 12 to 18 

years (M= 15.5, SD = 2.4).  

Instruments  

In order to determine the psychometric characteristics, under-mentioned instruments were 

used: 

1. Urdu Version of the UCLA PTSD Reaction Index for DSM-V Scale.  

2. Urdu Version of Children’s Future Orientation Scale.  

3. Urdu Version of Prosocial Personality Battery.  

4.         Urdu Version of Self-Reported Delinquency Scale. 

5.         Urdu Version of Social Support Scale. 

Procedure  

Permission letters were given to the principals of the selected schools and colleges 

on behalf of Department of Psychology, International Islamic University Islamabad for the 
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purpose of data collection. The students were thoroughly briefed about the current research. 

Instructions were then given about attempting the questionnaires. For data collection, 

convenient/purposive sampling technique was used. Participants were thanked for their 

participation after the completion of the process.  
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Results 

Table 4:  

Socio-demographic characteristics of the pilot study sample (N=100) 

          Variables N 

Gender 

        Male 

        Female 

Age 

        Early adolescence (12-14 years old) 

        Middle adolescence (15 and 16 years old) 

        Late adolescence (17 and 18 years old) 

Socio-economic status 

        Lower class 

        Middle class 

        Upper class 

Parental (Fathers’) Education 

       Matric 

       Intermediate 

       Graduate 

       Postgraduate 

 

50 

50 

 

12 

39 

49 

 

9 

81 

10 

 

2 

7 

32 

59 

 

Table 4 characterizes the division of total sample on the basis of gender, age, 

socioeconomic status and parental education. The age range of sample is 12-18 years. As the 

table shows, males make up about 50% and females also make up about 50% of the total 
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sample. Among 100 of the pilot study sample, about 12% of the individuals lie in early 

adolescence age range, about 39% of the individuals lie in middle adolescence age range and 

about 49% of the individuals lie in late adolescence age range. Among the selected sample, 

approximately 4% of the adolescents belong to lower socioeconomic status, about 81% of 

them belong to middle socioeconomic status and about 10% belong to higher socioeconomic 

status. Approximately, 2% of the participants have parents with matric level education, 7% 

of the participants have parents with intermediate level education, 32% of the participants 

have parents with graduate level education and 59% of the participants have parents with 

postgraduate level education. 
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Table 5 

Psychometric properties of the scales (N=100) 

 a M SD Min Max Skew Kurt  

Delinquency        .56 23.51 5.10 9.0 36.0 -.107 -.00  

Prosociality         .80 245.9 8.41 227.0 264.0 .003 -.57  

      Social Responsibility         .63 66.07 3.40 56.0 74.0 -.064 -.10  

     Empathy Concern         .56 83.28 3.21 76.0 91.0 -.169 -.35  

     Moral Reasoning         .58 34.78 2.02 30.0 38.0 -.463 -.30  

     Self-reported Altruism         .58 61.81 2.79 54.0 67.0 -.568 -.04  

Future Orientation        .65 68.70 2.52 63.0 73.0 -.419 -.61  

     Work Domain         .68 17.13 1.56 13.0 20.0 -.236 -.63  

     Family Domain        .69 17.42 1.46 14.0 20.0 -.292 -.55  

     Social Domain         .58 16.74 1.29 13.0 19.0 -.389 -.19  

     Omnibus Domain        .61 17.41 1.30 14.0 20.0 -.357  -.70  

Social Support        .59 60.44 3.19 48.0 65.0 -1.187 2.3  

PTSD          .72 19.55 4.50 9.0 30.0 .027 -.35  

     Dissociative Symptom          .57 3.350 1.62 .0 7.0 .031 -.16  

     Symptom category B         .54 3.690 1.70 1.0 8.0 .448 -.39  
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     Symptom category C          .78 1.680 1.19 .0 5.0 .682 -.17  

     Symptom category D         .52 10.83 3.04 2.0 19.0 -.021 -.68  

  

UCLA PTSD RI (DSM 5), Children’s Future Orientation Scale (CFOS) and 

Prosocial Personality Battery (PSB) were translated for data collection. In order to assess 

their suitability, pilot study was conducted on a sample of 100 adolescents. Alpha reliabilities 

of the pilot study was calculated to be .56 for Self Report Delinquency Scale (SRDS), it was 

.80 for Prosocial Personality Battery (PSB), it was .65 for Children’s Future Orientation 

Scale (CFOS), it was .59 for Multidimensional Scale for Perceived Social Support (MSPSS) 

and it was .72 for UCLA PTSD RI (DSM 5). These results show that all instruments have 

significantly high alpha reliability and are suitable for data collection purpose. 
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Step-III: Trends of Relationships of Study Measures 

Objective  

•  To study the relationship of trauma exposure, PTSD, social support, future 

orientation, delinquency and prosociality. 

Hypothesis  

 There will be a positive relationship between PTSD, Delinquency and prosociality 

among adolescents.  

 There will be a negative relationship between PTSD and Future Orientation among 

the adolescents. 

Sample  

All the scales were administered to sample of hundred (N= 100) adolescents in order 

to determine the relationship of scales (Urdu versions). The sample comprised of boys (n = 

50) and girls (n = 50). The participants were selected from 8th, 9th, 10th, 11th and 12th grade 

from three educational institutions (F.G Quaid-e-Azam School, Rawalpindi; Siddique Public 

School Rawalpindi and Divisional Public School & College Rawalpindi). The age range of 

the sample was 12 to 18 years (M= 15.5, SD = 2.4).  

Instruments  

Under-mentioned instruments were used in the present research:  

1.  Urdu Version of the UCLA PTSD Reaction Index for DSM-V Scale (Pynoos, 

M.P.H, & Steinberg 2013)  

2. Urdu Version of Children’s Future Orientation Scale (Saigh, 1995) 
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3. Urdu Version of Prosocial Personality Battery (Penner et al., 1995) 

4.      Urdu Version of Self-Reported Delinquency Scale (Naqvi & Kamal, 2008)  

5.      Urdu Version of Multidimensional Scale of Perceived Social Support (Dahlem, 

Zimet & Farley, 1988) 

Procedure  

Adolescents were accessed in their respective classrooms after seeking permission 

from school/college administration. The participants were briefly explained about current 

study and questionnaires were distributed among them. They were asked to read each item 

of the questionnaires carefully and were instructed to respond truthfully. They were thanked 

for their participation after completion of the process. 
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Table 6 

Correlation matrix of all variables under pilot study (N=100) 

 

   DEL  PRO  SRA  MR  EC  SR  FO  OD  SD  FD  WD  SS  PTSD ScD  ScC  ScB  ScA 

DEL  -  -.23**  -.11**  -.15**  -.31**  -.19**  -.17**  -.12**  -.21**  -.12**  -.17**  -.30**   .39**  .41**  .73**  .12**  .08**  

PRO        - .83**  .77**  .65**  .68**  .11**  .34**  .23**  .10**  .31**  .11**  .12**  .15**  .14**  .11**  .01** 

    SRA         - .63**  .28**  .50**  .26**  .35**  .22**  .33**  .25**  .23**  .36**  .26** .22**  .13**  .00**  

    MR            - .40**  .36**  .21**  .20**  .30** .51**  .22** .27**  .29**  .15**  .17**  .17**  .05**  

    EC               - .16**  .23**  .17**  .11**  .12**  .32**  .19**  .18**  .28**  .20**  .21**  .08** 

    SR                  - .21**  .21**  .18**  .23**  .10**  .32**  .12**   .44**  .35**  .24**  .04**  

FO                     - .49**  .53**  .50**  .24**  .55**  -.13**  -.19**  -.11**  -.47**  -.06**  

    OD                        - .32** .42**  .23**  .14**  -.21**  -.24** -.11**  -.38** .05**  

    SD                           - .45**  .12**  .11** -.28**  -.40**  -.21**  -.14**  -.02** 

    FD                              - .10**  .54**  -.49**  -.49**  -.15**  -.37**  -.00**  

    WD                                 - .23**  -.13**  -.15**  -.22**  -.40**  -.02**  

SS                                    - -.11**  -.53**  -.38**  -.10**  -.03*  

PTSD                                       - .11**  .10**  .06**  .00**  

    ScD                                          - .17**  .00**  .02**  

    ScC                                             - .09**  .09**  

    ScB                                                 - .04**  

    ScA                                                  - 

Correlation is significant at **ρ < .01 
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DEL= delinquency 

PRO= prosociality 

      SRA= self-reported altruism 

      MR= moral reasoning 

      EC= empathy concern 

      SR= social responsibility 

FO= future orientation 

      OD= omnibus domain 

      SD= social domain 

      FD= family domain 

     WD= work domain 

SS= social support 

PTSD= posttraumatic stress disorder 

     ScD= symptom category D 

     ScC= symptom category C 

     ScB= symptom category B 

     SCA= symptom category A 

 

Table 6 illustrates the correlations among all scales i.e., Self Report Delinquency Scale 

(SRDS), Prosocial Personality Battery (PSB), Children’s Future Orientation Scale (CFOS), 

Multidimensional Scale of Perceived Social Support (MSPSS) and UCLA PTSD RI (DSM 5) 

along with their respective subscales. According to Table 6, there is a positive correlation between 

PTSD and delinquency as well as a positive correlation between PTSD and prosociality. The table 

also indicates that there is a negative correlation between PTSD and future orientation supporting 

both the hypotheses as true. 
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Discussion 

“Present study was conducted to translate the UCLA PTSD Reaction Index for DSM-V 

Scale (Pynoos, M.P.H & Steinberg, 2013). Children’s Future Orientation Scale (Saigh, 1995) and 

Prosocial personality battery (Penner et al., 1995) into Urdu language in order to determine its 

psychometric properties.  

In phase I the scales were translated into Urdu by following four steps, including 1) forward 

translation, 2) committee approach, 3) back translation, and 4) committee approach. All the scales 

were administered among participants having knowledge of both (English and Urdu) languages. 

The results of this phase showed construct validity and good reliability of both Urdu and English 

version. These findings suggest that all the translated Urdu version scales are suitable for the 

measurement of PTSD, Future Orientation, and Prosociality among adolescents of Pakistan. The 

step II of present study emphasized on try out in order to determine the comprehension and 

understandability of scales among Pakistani adolescents. The results suggested that students could 

conveniently understand the entire statements.  

To determine the cross language validation and psychometric characteristics of the scales 

used in the study, the phase II of the study (pilot study) was conducted. Determining psychometric 

properties of the measures in pilot study was considered an important basic step, which permitted 

the evaluation regarding the quality and suitability of the measures. This further facilitated 

confident use of scales in the main study on a large sample.  

The results of pilot study showed that all the scales in general obtained positive response 

from participants. Furthermore, it revealed that there was no difficulty in comprehending the items. 

The results of the reliability analysis showed that all the scales were internally consistent. Alpha 

reliabilities of the pilot study was calculated to be .56 for Self Report Delinquency Scale (SRDS), 
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it was .80 for Prosocial Personality Battery (PSB), it was .65 for Children’s Future Orientation 

Scale (CFOS), it was .59 for Multidimensional Scale for Perceived Social Support (MSPSS) and 

it was .72 for UCLA PTSD RI (DSM 5). These results show that all instruments have significantly 

high alpha reliability and are suitable for data collection purpose.  

According to the results of pilot study, there is a positive correlation between PTSD and 

delinquency as well as a positive correlation between PTSD and prosociality. The table also 

indicates that there is a negative correlation between PTSD and future orientation proving both 

hypotheses as true. 

The results concluded that the translated scales particularly Future Orientation Scale in 

Urdu language can be used in educational settings where medium of instructions is Urdu in order 

to tackle the language barrier. UCLA PTSD Reaction Index (Urdu Version) and Prosocial 

Personality Battery (Urdu version) can be used by the researchers for further research in the field 

of clinical psychology and for diagnostic purpose among adolescents of those areas where 

understanding English language is a problem.  
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PHASE III: MAIN STUDY 

During phase III, the main study was conducted in order to determine the relationship of 

study variables, comparison within sample groups (traumatized and non-traumatized) on the basis 

of demographic variables. The objectives of the study are as follows;  

Objectives 

1. To study the effects of trauma exposure on PTSD among adolescents. 

2. To study the effect of PTSD on future orientation, prosociality and delinquency among 

adolescents. 

3. To study the mediating role of PTSD and moderating role of social support among the 

relationship of trauma exposure, future orientation, prosociality and delinquency. 

4. To study differences between traumatized and non-traumatized adolescents with respect to 

trauma exposure, PTSD, social support, future orientation, prosociality and delinquency.  

Hypotheses 

1. Trauma exposure will be positively related to development of PTSD, delinquency and 

prosociality among traumatized adolescents. 

2. Trauma exposure will be negatively related to future orientation among traumatized 

adolescents. 

3. PTSD will mediate the relationship of trauma exposure, future orientation, prosociality and 

delinquency among traumatized adolescents.  

4. Social support will moderate the relationship of trauma exposure, PTSD, future orientation, 

prosociality and delinquency among traumatized adolescents.  
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5. Traumatized adolescents will be higher on PTSD and delinquency whereas lower on social 

support, future orientation and prosociality than non-traumatized adolescents. 

6. Females will be higher on social support, prosociality and PTSD whereas males will be 

higher on future orientation and delinquency.  

7. Early adolescents will be higher on social support, PTSD and delinquency whereas late 

adolescents will be higher on future orientation and prosociality. 

8. Adolescents with educated parents will be lower on PTSD and delinquency and higher on 

social support, future orientation and prosociality. 

Operational Definitions 

Trauma exposure:   Direct personal experience of an event that involves actual or 

threatened death or serious injury, or other threat to one’s physical integrity; or witnessing an event 

that involves death, injury, or a threat to the physical integrity of another person; or learning about 

unexpected or violent death, serious harm, or threat of death or injury experienced by a family 

member or other close associate. The person’s response to the event must involve intense fear, 

helplessness, or horror (American Psychiatric Association, 2000) 

Post-Traumatic Stress Disorder:   Post-traumatic stress disorder (PTSD) is a debilitating 

psychological condition triggered by a major traumatic event, such as rape, war, a terrorist act, 

death  of a loved one, a natural disaster, or a catastrophic accident. High score on UCLA PTSD 

Reaction Index (Pynoos, M.P.H, & Steinberg 2013) indicated PTSD positive and low score on the 

scale indicated PTSD Negative among adolescents. 

Social Support:   Social support is the perception and actuality that one is cared for, has 

assistance available from other people, and that one is part of a supportive social network (Wills, 

http://medical-dictionary.thefreedictionary.com/Stress
http://medical-dictionary.thefreedictionary.com/Death
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1991). High scores on Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet 

& Farley, 1988) indicated high social support and low score on the scale indicated low social 

support among adolescents. 

Future orientation:   One’s expectations and the degree to which one is thoughtful about 

their future. A time perspective that is focused on the future especially on how to achieve your 

future goals. Future orientation looks at achieving goals in the future. High scores on Children’s 

Future Orientation Scale (Saigh, 1995) indicated positive future orientation and low score on the 

scale indicated negative future orientation among adolescents. 

Prosociality:   Prosocial Behavior refers to the phenomenon of people helping each other 

with no thought of reward or compensation. Prosocial behaviors are actions or patterns of behavior 

rather than motivations. The motivation to do charitable acts is called altruism. High score on 

Prosocial Personality Battery (Penner, 1995) indicated high prosociality and low score on the scale 

indicated low prosociality among adolescents. 

Delinquency:   Conduct that is out of accord with accepted behavior or the law; especially 

juvenile delinquency. High score on Self-Reported Delinquency Scale (Naqvi & Kamal, 2008) 

indicated high delinquency and low score on the scale indicated low delinquency among 

adolescents. 

 

 

 

 

 

http://psychologydictionary.org/perspective/#_blank
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Instruments 

Demographic Measure:   In order to study the effect of gender, age, parents’ education, 

parents’ monthly income (socioeconomic status) on the dependent variables of the study, a 

demographic information sheet was administered.  

UCLA PTSD Reaction Index for DSM-V: The scale UCLA PTSD Reaction Index for 

DSM-V was applied in the present research. The scale was developed by Pynoos, M.P.H, and 

Steinberg (2013). The scale is consisted of 31 items and it is Likert type scale. In this scale there 

are twenty seven (27) items to assess PTSD symptoms along with 4 additional items of 

Dissociative Subtype. The scale has established psychometric properties. 

Children’s Future Orientation Scale: The CFOS was also used in the study which is a 

self-report inventory that was devised to assess the attitudes of children and adolescents as they 

relate to three specific domains and a general domain developed by Saigh (1995). These domains 

are labeled “Work”, “Family”, “Social”, and “Omnibus,” respectively. Higher Total CFOS raw 

scores indicate higher or more positive attitudes about the future overall. Yasik, Saigh, Oberfield 

and Halamandaris (1999) administered the CFOS to 140 non-referred children in grades three 

through eight and reported a moderate level of internal consistency of scale was .79.   

The Prosocial Personality Battery:  The Prosocial Personality Battery developed by 

Penner (1995) was used to measure prosociality in this study. This version is a 56-item version. 

The coefficient alphas of the individual scales are: social responsibility .65, empathic concern .67, 

perspective taking .66, personal distress .77, mutual moral reasoning .64, other oriented reasoning 

.77 and self-reported altruism .73. 
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  Multidimensional Scale of Perceived Social Support:  The Multidimensional Scale of 

Perceived Social Support developed by Zimet, Dahlem, Zimet and Farley (1988) was also used in 

the current research. The scale consisted of 12 items and three subscales including family support 

(item no: 3, 4, 8 and 11), friend support (item no: 1, 2, 5 and 10), and significant others support 

(item no: 6, 7, 9 and 12).  The scale is reliable and valid and has established psychometric 

properties.  

Self-Reported Delinquency Scale:   Self-Reported Delinquency Scale developed by 

Naqvi and Kamal (2008) was used for present study. Responses were acquired on five point rating 

format which were all positively stated. This scale measures Self Reported Delinquency on 

following dimension, theft measured by ( items no 1, 10, 17, 19); drug abuse measured by (2, 8, 

9); lying measured by item no (20); non compliance measured by item no (22); police encounter 

measured by item (14 & 25); violence related delinquency (extraversion, vandalism, aggression) 

measured by item no (3, 7, 12, 21 26, 27); cheating and gambling by item no (4, 6, 11, 23, 24); and 

sex related delinquency (harassment, homosexuality, heterosexuality) measured by item no (5, 13, 

15, 15, 16, 18). Scoring criteria is 0= never, once= 1, 2-4 times=2, 5-10 times= 3, and 10 or more 

times= 4. The possible score range is from 0-108; where minimum score is 0 and maximum score 

can be 108. An additional word of college was used in item number 19 and 21 to make this scale 

more applicable and appropriate in college setting. The reliability of the scale is reported to be .79.  

Sample 

 Participants of the present study included the traumatized and non-traumatized adolescents 

(N = 600).” Traumatized adolescents were selected from different schools of most vulnerable areas 

of Karachi (n = 100, like Kati Pahari, Liyari, Sohrab Ghot, Laloo Khait and Manghoo Pir, etc). 

Peshawar (n = 100, adolescents who directly viewed the APS incident) Quetta (n = 100, those 
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adolescents mostly belonged to Hazara community, Saryab Road, Hazaar ganji, etc). The 

individuals included in this sample were from sensitive areas where they had witnessed kidnapping 

of individuals and murders (through target killing, bomb blasts or any other terrorists’ act and have 

seen bullet riddled bodies of their immediate family members) i.e.,they were made the victims of 

man-made disasters. Similarly non-traumatized adolescents (who had not directly witnessed 

trauma) were selected from Boarding Schools of Abbotabad (n = 100), Fazaia and Army Public 

Schools of Rawalpindi and Islamabad (n = 100), and PAF Cadet Colleges of Sargodha and Lower 

Topa (n = 100). In order to control vicarious learning and extraneous variables effects (i.e. media 

violence, domestic violence etc.) the boarding schools, Fazaia and Army Public Schools and PAF 

Cadet Colleges were selected for data collection of non-traumatized adolescents. Purposive 

sampling technique was used to collect the information from the participants. Both male and 

female students were included in the sample and age range of students was from 12 to 18 years. 

 

 

 

 

 

 

 

 

 



84 

 

Figure 5 

Sample distribution in the current research: 

 

 

 

 

 

 

 

 

Figure 5 is showing sample distribution in the current research.  

Participants of the present study included the traumatized and non-traumatized adolescents. 

Traumatized adolescents were selected from different schools of most vulnerable areas of Karachi, 

Peshawar and Quetta. Non-traumatized adolescents were selected from boarding schools of 

Abbotabad, Fazaia and Army Public Schools of Rawalpindi/Islamabad and PAF Cadet Colleges 

of Sargodha/Lower Topa. 

Inclusion Criteria    

Traumatized adolescents were selected only from those areas where adolescents 

experienced/witnessed direct traumatic exposure (i.e. Karachi, Peshawar and Quetta) for more than 

one month. Only those adolescents were considered as non-traumatized who would have not 

witnessed any direct trauma and had less exposure of media violence (DSM-V).   

Total Sample 

(N=600) 

Quetta 
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(n=300) 
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Procedure 

For the purpose of data collection a sample of six hundred adolescents traumatized (from 

Karachi, Peshawar and Quetta) and non-traumatized (from boarding schools of Abbotabad, Fazaia 

and Army Public Schools of Rawalpindi/Islamabad, PAF Cadet College Sargodha and Lower 

Topa) were included. Permissions were sought from the schools’/colleges’ authorities and 

informed consent was obtained in writing from the adolescents, parents and teachers. Purpose of 

study was explained to the school authorities, participants and their parents. Instructions were 

given to the participants. They were ensured that all the information provided by them would be 

kept confidential and would be utilized only for research purpose. Data was collected in group 

settings by using convenient/purposive sampling technique. After data collection the researcher 

thanked the participants, their parents and school authorities. The collected data was analyzed by 

using SPSS and Process Macro software.  
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Chapter III 

Results 

Table 7 

Socio-demographic characteristics of the study population (N=600) 

          Variables N % 

Gender 

        Male 

        Female 

Age 

        Early adolescence (12-14 years old) 

        Middle adolescence (15 and 16 years old) 

        Late adolescence (17 and 18 years old) 

Socio-economic status 

        Lower class 

        Middle class 

        Upper class 

Parental (Fathers’) Education 

       Middle 

       Matric 

 

391 

209 

 

115 

320 

165 

 

63 

452 

85 

 

7 

91 

 

65.2 

35.8 

 

19.2 

53.3 

27.5 

 

10.5 

75.3 

14.2 

 

1.2 

15.2 
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       Intermediate 

       Graduate 

       Postgraduate 

Trauma category 

       Traumatized adolescents (PTSD positive) 

       Traumatized adolescents (PTSD negative) 

       Non-traumatized adolescents 

146 

182 

174 

 

250 

50 

300 

24.3 

30.3 

29 

 

41.7 

8.3 

50 

 

“Table 7 characterizes the division of total sample on the basis of gender, age, 

socioeconomic status and trauma category. The age range of sample is 12-18 years. As the table 

shows, males make up about 65% and females make up about 35% of the total sample. Among 

600 of the study sample, about 19% of the individuals lie in early adolescence age range, about 

53% of the individuals lie in middle adolescence age range and about 28% of the individuals lie in 

late adolescence age range. Among the selected sample, approximately 11% of the adolescents 

belong to lower socioeconomic status, about 75% of them belong to middle socioeconomic status 

and about 14% belong to higher socioeconomic status. Approximately, 1.2% of the participants 

have parents with middle level of education, 15.2% of the participants have parents with matric 

level education, 24.3% of the participants have parents with intermediate level education, 30.3% 

of the participants have parents with graduate level education and 29% of the participants have 

parents with postgraduate level education. The trauma category distribution of sample is equal i.e., 

traumatized adolescents (50%) and non-traumatized adolescents (50%). However on the basis of 
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scores on UCLA PTSD RI DSM-V traumatized adolescents are divided into two categories of 

PTSD positive (41.7%) and PTSD negative (8.3%).”  

Table 8 

 Psychometric properties of the study scales (N=600) 

Scales a     M  SD Min Max Skew Kurt 

Delinquency .97 39.42 26.6 9.0 95.0 1.0 -.65 

Prosociality .99 207.14 62.0 87.0 264.0 -1.1 -.6 

        Self-reported Altruism .97 52.17 15.6 17.0 68.0 -1.0 -.68 

       Moral Reasoning .95 29.51 8.9 10.0 40.0 -1.0 -.65 

       Empathy Concern .98 70.07 21.1 25.0 93.0 -1.7 1.1 

       Social Responsibility .97  55.3  17.0  21.0  74.0  -1.0  -.68 

Future Orientation .96 62.02 15.2 21.0 76.0  -1.7 1.1 

      Omnibus Domain .88 15.50 4.0 4.0 20.0 -1.5 1.0 

      Social Domain .89 15.47 4.0 4.0 20.0 -1.4 .80 

      Family Domain .88 15.54 4.0 4.0 20.0 -1.5 .98 

     Work Domain .88 15.50 3.9 5.0 20.0 -1.4 .99 

Social Support .98 45.24 22.5 4.0 66.0 -.78 -1.3 

PTSD .96 40.34 24.7 9.0 79.0 .31 -1.7 

     Symptom category D .96 24.43 16.0 2.0 50.0 .31 -1.7 



89 

 

    Symptom category C .84 3.61 2.7 .0 8.0 .20 -1.5 

     Symptom category B .92 9.23 6.3 1.0 20.0 .28 -1.6 

    Dissociative Symptoms(A) .92 3.06 1.6 .0 9.0 .34 .15 

 

“Table 8 describes the minimun-maximum scores, mean, standard deviation and alpha 

reliability of Self Report Delinquency Scale (SRDS), Prosocial Personality Battery (PSB), 

Children’s Future Orientation Scale (CFOS), Multidimensional Scale of Perceived Social Support 

(MSPSS) and UCLA PTSD RI (DSM 5). The results show that all instruments have high alpha 

reliability and are suitable for data collection purpose. The alpha reliability of Self Report 

Delinquency Scale (SRDS) is measured as .97, for Prosocial Personality Battery (PSB) it is found 

as .99, for Children’s Future Orientation Scale (CFOS) it is calculated as .96, for Multidimensional 

Scale for Perceived Social Support (MSPSS) it is .98 and for UCLA PTSD RI (DSM 5) it is said 

to be .96. The subscales of each scale also show significant alpha reliability making the scales 

suitable to be used confidently.” 
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Table 9 

Correlation matrix of all variables under study (N=600) 

 

 DEL PRO SRA MR EC SR FO OD SD FD WD SS PTSD ScD  ScC  ScB  ScA 

DEL - -.97** -.96** -.95** -.97** -.96** -.27** -.26** -.25** -.27** -.26** -.83** .65** .65** .61** .64**    .01** 

PRO  - .98** .97** .99** .98** .25** .23** .23**  .24** .24** .84** .67** .67** .63**      .65**     .04** 

    SRA   - .95** .96** .96** .24** .23** .21** .23** .22** .82** .67** .67** .63** .65** .04** 

    MR    - .95** .96** .23** .22** .22** .23** .22** .81** .65** .65** .62** .64** .02** 

    EC     - .97** .25** .24** .23** .25** .24** .83** .66** .66** .62** .64** .04** 

    SR      - .25** .23** .23** .24** .24** .83** .66** .66** .62** .64** .05** 

FO       - .95** .95** .95** .95** .30** -.51** -.51** -.48** -.50** -.02** 

    OD        - .87** .86** .86** .29** -.48** -.48** -.45** -.47** -.03** 

    SD         - .87** .87** .28** -.49** -.50** -.47** -.47** -.03** 

    FD          - .87** .30** -.48** -.48** -.44** -.47** -.04** 

    WD           - .29** -.49** -.49** -.45** -.47** -.00** 

SS            - -.49** -.50** -.44** -.49** -.05** 

PTSD             - .99** .92** .97** .02** 

    ScD              - .91** .95** .04** 

    ScC               - .88** .02** 

    ScB                - .06** 

    ScA                    - 

Correlation is significant at **ρ < .01 
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DEL= delinquency 

PRO= prosociality 

      SRA= self reported altruism 

      MR= moral reasoning 

      EC= empathy concern 

      SR= social responsibility 

FO= future orientation 

      OD= omnibus domain 

      SD= social domain 

      FD= family domain 

     WD= work domain 

SS= social support 

PTSD= posttraumatic stress disorder 

     ScD= symptom category D 

     ScC= symptom category C 

     ScB= symptom category B 

     ScA= symptom category A 

“Table 9 illustrates the correlations among all scales i.e., Self Report Delinquency Scale 

(SRDS), Prosocial Personality Battery (PSB), Children’s Future Orientation Scale (CFOS), 

Multidimensional Scale of Perceived Social Support (MSPSS) and UCLA PTSD RI (DSM 5) 

along with their respective subscales. According to Table 9, there is a positive correlation between 

PTSD and delinquency as well as a positive correlation between PTSD and prosociality, 

supporting the first hypothesis. The table also indicates that there is a negative correlation between 

PTSD and future orientation supporting the second hypothesis. 

Further on, moderated mediation analysis was conducted using Process macro by testing 

model 8 as it was appropriate model for current study (Hayes, 2013). When the three analysis 

moderation, mediation and moderated mediation are integrated in one model as depicted by the 

figure given below, then analysis should focus on the estimation and interpretation of conditional 
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W (Social 

Support) 

M 

(PTSD) 

X (Trauma 

Exposure) 

Y (DEL, 

PRO, FO) 

direct and indirect effects. Hence, main focus of present study is on the moderating effect of social 

support (W) on: 

1. Relationship of trauma exposure (X) with three variables delinquency, future orientation 

and pro-sociality (Ys) (Direct effect) 

2. Relationship of trauma exposure (X) via PTSD symptoms with delinquency, future 

orientation and pro-sociality (Ys) (Indirect effect)” 

Figure 6       

Conceptual framework for moderated mediation 
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Table 10 

Model Coefficients for the Conditional Process Model for PTSD and Delinquency as an Outcome 

(N= 600) 

 Consequent 

  M (PTSD)  Y (Delinquency) 

Antecedent  Coeff. SE P  Coeff. SE Ρ 

X (Trauma 

Exposure) 

α1 36.64 15.16 .01 ć1 28.35 9.09 .00 

M (PTSD)  - - - B .91 .02 .00 

W (Social 

Support) 

α2 -.018 .25 .94 ć2 .04 .14 .74 

X×W α3 .13 .25 .55 ć3 -1.16 .15 .00 

Constant i2 20.73 15.11 .17 i2 3.84 9.03 .67 

  R2 = .70 

F(596, 3) = 480.94 

R2 = .91 

F(595, 4) = 1515.91   

 

“Table 10 represents the regression coefficients of trauma exposure, social support and 

interaction of PTSD and Social support on PTSD and Delinquency. This table indicates that the 

interaction effect of trauma exposure and social support is non-significant (as ρ>.05) for the 

regression coefficient of trauma exposure × social support on PTSD, however, the interaction 

effect trauma exposure and social support has significant effect on delinquency as (ρ< .001). In 

other words, social support significantly moderates the relationship between trauma exposure and 

delinquency while holding all other variables in the model constant but it doesn’t significantly 
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moderate the relationship between trauma exposure and PTSD while statistically controlling all 

other variables present in the model.” 

Table 11 

Model Coefficients (Direct and Indirect) for the Conditional Process Model for Delinquency as 

an Outcome (N= 600) 

 Indirect Effect  Direct Effect 

W Coeff. 95 % Bias-

Corrected 

Bootstrap CI 

Coeff. SE P 

22.65 36.31 29.37 to 44.58 1.96 5.74 .73 

45.24 39.18 32.22 to 45.81 -24.34 2.58 .00 

66.00 41.81 33.72 to 50.40 -48.51 1.70 .00 

 

 “Table 11 depicts the conditional direct and indirect effects. It represents the values of 

regression coefficients for direct (effect of trauma exposure on delinquency) and indirect effect 

(effect of trauma exposure on delinquency via PTSD) at mean and +
_ 1 values of social support. 

Data represents that as values of social support goes up the coefficient and strength of indirect 

coefficient also goes up but it is non-significant as bootstrap confidence intervals overlap each 

other. However, for direct effects our findings suggest that as values of social support goes up the 

strength of relationship between trauma exposure and delinquency drops down significantly (as ρ-

value for X × W came out to be less than .001). It reflects that social support significantly moderate 

the direct effect but unlike direct effect it doesn’t significantly moderate the indirect effect.” 



95 

 

Table 12 

Model Coefficients for the Conditional Process Model for PTSD and Future Orientation as an 

Outcome (N= 600) 

 Consequent 

  M (PTSD)  Y (Future Orientation) 

Antecedent  Coeff. SE p  Coeff. SE Ρ 

X (Trauma 

Exposure) 

α1 36.64 15.16 .01 ć1 21.07 6.61 .00 

M (PTSD)  - - - B -.19 .01 .00 

W (Social 

Support) 

α2 -.01 .25 .94 ć2 .07 .10 .47 

X×W α3 .13 .25 .55 ć3 -.78 .00 .47 

Constant i2 20.73 15.11 .17 i2 67.66 6.57 .00 

  R2 = .70 

F(596, 3) = 480.94 

R2 = .85 

F(595, 4) = 879.41   

 

“Table 12 represents the regression coefficients of trauma exposure, social support and 

interaction of PTSD and Social support on PTSD and future orientation. This table indicates that 

the interaction effect of trauma exposure and social support has non-significant (as ρ>.05) on 

PTSD but it has significant effect on future orientation (as ρ<.001). In other words, our data 

suggests that social support is not a significant moderator of the relationship between trauma 

exposure and PTSD while holding all other variables in the model constant but it significantly 

moderate the effect of trauma exposure on future orientation.” 
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Table 13 

Model Coefficients (Direct and Indirect) for the Conditional Process Model for Future Orientation 

as an Outcome (N= 600) 

 Indirect Effect  Direct Effect 

W Coeff. 95 % Bias-

Corrected 

Bootstrap CI 

Coeff. SE Ρ 

22.65 -7.68 -12.04 to -4.29 3.23 4.17 .43 

45.24 -8.29 -12.06 to -4.68 -14.54 -7.74 .00 

66.00 -8.85 -12.51 to -5.06 -30.88 1.23 .00 

 

“Table 13 depicts the conditional direct and indirect effects. It represents the values of 

regression coefficients for direct (effect of trauma exposure on future orientation) and indirect 

effect (effect of trauma exposure on future orientation via PTSD) at mean and +_ 1 values of social 

support. Data represents that as values of social support goes up the coefficient and strength of 

indirect coefficient also goes up but it is non-significant as bootstrap confidence intervals overlap 

each other. However, for direct effects our findings suggest that as values of social support goes 

up the strength of relationship between trauma exposure and future orientation drops down 

significantly (as ρ-value for X × W came out to be less than .001). It reflects that social support 

significantly moderates the direct effect but unlike direct effect it doesn’t significantly moderate 

the indirect effect.” 
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Table 14 

Model Coefficients for the Conditional Process Model for PTSD and Pro-sociality as an Outcome 

(N= 600) 

 Consequent 

  M (PTSD)  Y (Pro-sociality) 

Antecedent  Coeff. SE P  Coeff. SE Ρ 

X (Trauma 

Exposure) 

α1 96.64 15.16 .01 ć1 -92.34 22.80 .00 

M (PTSD)  - - - b -1.95 .06 .00 

W (Social 

Support) 

α2 -.01 .25 .94 ć2 -.40 .37 .27 

X×W α3 .13 .25 .55 ć3 2.90 .37 .00 

Constant i2 20.73 15.11 .17 i2 306.81 22.65 .00 

  R2 = .70 

F(596, 3) = 480.94 

R2 = .89 

F(595, 4) = 1281.50   

 

Table 14 represents the regression coefficients of trauma exposure, social support and 

interaction of PTSD and Social support on PTSD and Delinquency. This table indicates that the 

interaction effect of trauma exposure and social support is non-significant (as ρ>.05) for the 

regression coefficient of trauma exposure × social support on PTSD, however, the interaction 

effect of trauma exposure and social support has significant effect on pro-sociality as(ρ< .001). In 

other words, social support significantly moderates the relationship between trauma exposure and 

pro-sociality while holding all other variables in the model constant but it doesn’t significantly 
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moderate the relationship between trauma exposure and PTSD while statistically controlling all 

other variables present in the model.” 

Table 15 

Model Coefficients (Direct and Indirect) for the Conditional Process Model for Pro-sociality as 

an Outcome (N= 600) 

 Indirect Effect  Direct Effect 

W Coeff. 95 % Bias-

Corrected 

Bootstrap CI 

Coeff. SE Ρ 

22.65 -77.77 -94.69 to -61.86 -26.49 14.40 .06 

45.24 -83.91 -99.08 to -69.29 39.13 6.47 .00 

66.00 -89.55 -107.68 to -72.85 99.45 4.27 .00 

 

 “Table 15 depicts the conditional direct and indirect effects. It represents the values of 

regression coefficients for direct (effect of trauma exposure on pro-sociality) and indirect effect 

(effect of trauma exposure on pro-sociality via PTSD) at mean and +
_ 1 values of social support. 

Data represents that as values of social support goes up the coefficient and strength of indirect 

coefficient also goes up and this time it came out to be significant, as bootstrap confidence intervals 

don’t overlap each other. Similarly, for direct effects our findings suggest that as values of social 

support goes up the strength of relationship between trauma exposure and pro-sociality drops down 

significantly (as ρ-value for X × W came out to be less than .001). It reflects that social support 

significantly moderate the direct effect and indirect effects. In other words, the intensity of direct 

and indirect effect is contingent upon social support.” 
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Table 16 

Difference between Non-traumatized (n=300) and Traumatized (n=300) adolescents in terms of 

major variables of study. 

TRAUMA CATEGORY 

 Non-traumatized 

  n= 300 

Traumatized 

    n= 300 

   95% CI  

Scales M SD M SD t df p LL UL Cohen’s d 

SRDS 24.6 4.72 60.1 30.6 19.7 598 .000 -38.9 -31.9 1.62 

PSB 243 7.92 156 69.2 21.5 598 .000 79.0 94.8 1.76 

     SR 65.3 3.67 41.7 18.9 21.0 598 .000 21.4 25.8 1.73 

     EC 82.3 3.30 53.1 23.7 21.0 598 .000 26.4 31.8 1.71 

     MR 34.6 2.17 22.3 9.95 20.7 598 .000 11.1 13.4 1.70 

     SA 61.3 3.25 39.4 17.2 21.4 598 .000 19.8 23.8 1.76 

FO 68.5 2.67 52.7 20.0 13.4 598 .000 13.4 18.0 1.10 

    WD 17.0 1.42 13.2 1.05 12.5 598 .000 3.23 4.43 3.04 

     FD 17.1 1.36 13.2 5.22 12.4 598 .000 3.30 4.53 1.02 

     SD 17.1 1.44 13.0 5.23 12.8 598 .000 3.44 4.68 1.06 

     OD 17.1 1.37 13.1 5.17 12.6 598 .000 3.32 4.54 1.05 

SS 60.2 3.09 31.6 23.9 20.4 598 .000 25.8 31.3 1.67 

PTSD 19.6 4.33 69.1 4.04 137 598 .000 -50.2 -48.7 11.8 

     DS 3.23 1.53 2.95 1.79 2.00 598 .045 .005 .563 0.16 

     SB 3.93 1.71 16.4 1.59 87.9 598 .000 -12.8 -12.2 7.55 

     SC 1.50 1.20 6.65 0.96 54.7 598 .000 .094 -5.34 4.73 

     SD 10.9 2.95 43.0 2.67 132 598 .000 .242 -32.5 11.4 
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Note. SRDS=Self Report Delinquency Scale, PSB=Prosocial Personality Battery, SR=Social 

responsibility, EC=Empathy concern, MR=Moral reasoning, SA= Self reported altruism, 

CFOS=Children’s Future Orientation Scale, WD=Work domain, FD=Family domain, SD=Social domain, 

OD=Omnibus domain, MPSS=Multidimensional Scale of Perceived Social Support and UCLA PTSD RI 

(DSM 5), DS=Dissociative symptoms, SB=Symptom category B, SC= Symptom category C, SD= Symptom 

category D. 

“Table 16 represents the values of t-test for comparison of rates of delinquency, 

prosociality, future orientation, social support and PTSD among traumatized (n=300) and non-

traumatized (n=300) adolescents. The results show that traumatized adolescents are higher on 

PTSD and delinquency whereas are lower on social support, future orientation and prosociality 

than non-traumatized adolescents, supporting the fifth hypothesis.” 
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Table 17 

Difference between Males (n=391) and Females (n=209) in terms of study of major variables. 

GENDER 

       Males 

     n= 391 

    Females 

    n= 209 

   95% CI  

Scales M SD M SD t df p LL UL Cohen’s d 

SRDS 47.7 29.7 23.9 4.6 11.4 598 .000 19.7 27.8 1.11 

PSB 188.2 69.5 242.5 8.0 11.2 598 .000 -63.7 -44.7 1.09 

    SR 50.2 19.1 64.9 3.6 10.9 598 .000 -17.2 -12.0 1.06 

    EC 63.8 23.7 81.8 4.0 10.8 598 .000 -21.2 -14.7 1.05 

    MR 26.6 9.8 34.7 2.7 11.6 598 .000 -9.4 -6.4 1.12 

    SA 47.4 17.5 60.9 3.1 11.0 598 .000 -15.9 -11.1 1.07 

FO 68.6 2.5 49.6 20.5 17.9 598 .000 16.8 20.9 1.30 

    WD 17.1 1.3 12.5 5.1 16.4 598 .000 4.04 5.14 1.23 

    FD 17.1 1.4 12.4 5.2 16.6 598 .000 4.18 5.29 1.23 

    SD 17.0 1.4 12.4 5.5 15.6 598 .000 4.04 5.20 1.14 

    OD 17.2 1.3 12.2 5.1 17.8 598 .000 4.40 5.50 1.34 

SS 37.0 24.2 60.4 2.9 13.8 598 .000 -26.6 -20.0 1.35 

PTSD 38.6 24.2 43.4 25.4 2.2 598 .005 -8.89 -0.59 0.19 

     DS 3.0 1.6 3.0 1.6 .06 598 .074 -0.27 0.28 0.00 

     SB 8.7 6.2 10.0 6.4 2.3 598 .048 -2.33 -0.20 0.20 

     SC 3.5 2.7 3.7 2.9 0.9 598 .000 -0.70 0.23 0.07 

     SD 23.3 15.6 26.5 16.3 2.3 598 .000 -5.91 -0.55 0.20 
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Note. SRDS=Self Report Delinquency Scale, PSB=Prosocial Personality Battery, SR=Social 

responsibility, EC=Empathy concern, MR=Moral reasoning, SA= Self reported altruism, 

CFOS=Children’s Future Orientation Scale, WD=Work domain, FD=Family domain, SD=Social domain, 

OD=Omnibus domain, MPSS=Multidimensional Scale of Perceived Social Support and UCLA PTSD RI 

(DSM 5), DS=Dissociative symptoms, SB=Symptom category B, SC= Symptom category C, SD= Symptom 

category D. 

“Table 17 shows values of t-test for comparison of rates of delinquency, prosociality, future 

orientation, social support and PTSD among male (n=391) and female (n=209) adolescents. The 

results indicate that females are higher on social support, prosociality and PTSD whereas males 

are higher on future orientation and delinquency, supporting the sixth hypothesis.” 
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Table 18 

Difference between Early Adolescents (n=115) and Late Adolescents (n=165) in terms of the study 

of major variables.  

AGE 

       Early Ado 

     n= 115 

    Late Ado 

    n= 165 

   95% CI  

Scales M SD M SD t df p LL UL Cohen’s d 

SRDS 43.0 30.1 26.4 10.7 6.49 278 .000 11.5 21.6 0.73 

PSB 196 67.1 239 23.4 7.7 278 .000 -54.8 -32.5 0.85 

     SR 52.2 18.2 64.3 6.93 7.7 278 .000 -15.1 -8.99 0.87 

     EC 66.4 23.1 80.8 8.17 7.4 278 .000 -18.3 -10.6 0.83 

     MR 27.8 9.43 34.1 4.08 7.5 278 .000 -7.89 -4.64 0.86 

     SA 49.5 17.0 60.4 6.19 7.5 278 .000 -13.7 -8.05 0.85 

FO 58.9 17.4 68.5 2.68 6.9 278 .000 -12.3 -6.90 0.77 

    WD 15.0 4.44 17.0 1.42 5.4 278 .000 -2.75 -1.29 0.60 

     FD 14.7 4.66 17.1 1.41 6.2 278 .000 -3.17 -1.65 0.69 

     SD 14.7 4.67 17.2 1.47 6.3 278 .000 -3.22 -1.69 0.72 

     OD 14.4 4.33 17.2 1.38 7.5 278 .000 -3.43 -2.01 0.87 

SS 44.4 23.01 48.1 21.5 1.3 278 .023 -8.99 1.61 0.16 

PTSD 47.3 25.5 21.7 8.48 11.9 278 .000 21.3 29.7 1.34 

     DS 2.96 1.57 3.23 1.58 1.3 278 .167 -0.64 0.11 0.17 

     SB 11.1 6.90 4.48 2.58 11.3 278 .000 5.53 7.85 1.27 

     SC 4.45 2.64 1.51 1.42 12.0 278 .000 2.45 3.41 1.38 

     SD 28.7 16.6 12.5 5.45 11.5 278 .000 13.4 18.8 1.31 
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Note. SRDS=Self Report Delinquency Scale, PSB=Prosocial Personality Battery, SR=Social 

responsibility, EC=Empathy concern, MR=Moral reasoning, SA= Self reported altruism, 

CFOS=Children’s Future Orientation Scale, WD=Work domain, FD=Family domain, SD=Social domain, 

OD=Omnibus domain, MPSS=Multidimensional Scale of Perceived Social Support and UCLA PTSD RI 

(DSM 5), DS=Dissociative symptoms, SB=Symptom category B, SC= Symptom category C, SD= Symptom 

category D. 

“Table 18 describes values of t-test for comparison of rates of delinquency, prosociality, 

future orientation, social support and PTSD among early (n=115) and late (n=165) adolescents. 

The results indicate that young adolescents are higher on PTSD and delinquency whereas late 

adolescents are higher on future orientation, prosociality and social support rejecting a portion of 

seventh hypothesis.” 
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Table 19 

Difference between adolescents with Postgraduate Parents (n=174) and Middle Educated Parents 

(n=7) in terms of the study of major variables. 

EDUCATION OF PARENTS 

 Postgraduate 

     n= 174 

    Middle 

    n= 37 

   95% CI  

Scales M SD M SD t df p LL UL Cohen’s d 

SRDS 24.4 5.37 41.7 29.5 5.91 179 .000 -23.0 -11.4 0.81 

PSB 243 7.81 201 70.0 7.29 179 .000 30.6 53.4 0.84 

     SR 65.1 3.43 53.7 19.3 6.06 179 .000 7.71 15.1 0.82 

     EC 82.1 3.74 68.7 23.7 6.09 179 .000 9.06 17.7 0.78 

     MR 34.5 2.37 28.8 10.3 4.91 179 .000 3.41 7.99 0.76 

     SA 61.2 3.07 49.7 16.9 6.88 179 .000 8.21 14.8 0.94 

FO 68.6 2.59 40.2 20.9 15.9 179 .000 24.8 31.8 1.90 

    WD 17.1 1.39 10.0 5.59 10.7 179 .000 5.81 8.42 1.74 

     FD 17.1 1.35 10.5 4.42 10.9 179 .000 5.39 7.76 2.01 

     SD 17.2 1.52 10.1 6.41 9.65 179 .000 5.64 8.54 1.52 

     OD 17.1 1.34 9.57 5.22 12.0 179 .000 6.34 8.83 1.97 

SS 49.5 20.3 46.8 24.5 0.33 179 .394 -12.9 18.2 0.12 

PTSD 20.1 4.45 68.2 4.60 28.0 179 .000 -51.5 -44.7 10.6 

     DS 3.18 1.58 3.00 1.00 0.30 179 .276 -1.01 1.37 0.13 

     SB 4.06 1.83 16.2 0.95 17.4 179 .000 -13.5 -10.8 8.32 

     SC 1.48 1.13 6.71 1.38 11.8 179 .000 -6.09 -4.35 4.14 

     SD 11.3 3.03 42.2 3.54 26.2 179 .000 -33.2 -28.5 9.37 
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Note. SRDS=Self Report Delinquency Scale, PSB=Prosocial Personality Battery, SR=Social 

responsibility, EC=Empathy concern, MR=Moral reasoning, SA= Self reported altruism, 

CFOS=Children’s Future Orientation Scale, WD=Work domain, FD=Family domain, SD=Social domain, 

OD=Omnibus domain, MPSS=Multidimensional Scale of Perceived Social Support and UCLA PTSD RI 

(DSM 5), DS=Dissociative symptoms, SB=Symptom category B, SC= Symptom category C, SD= Symptom 

category D. 

“Table 19 exhibits values of t-test for comparison of rates of delinquency, prosociality, 

future orientation, social support and PTSD among adolescents having parents (i.e., father in this 

study) with higher education (n=174) and lower education (n=7). The results indicate that 

adolescents with educated fathers are lower on PTSD and delinquency and are higher on social 

support, future orientation and prosociality, supporting the eighth hypothesis.” 
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Chapter IV 

Discussion 

“Incidents of trauma and their results are ancient mechanisms. Probing the pages of history, 

weapons have been influencing lives of great masses in the form of large scale destructions and 

losses. History also unveils that if human beings fortunately survive in such incidents they confront 

certain traumas which endanger their healthy survival. Trauma may include a confrontation with 

a terrifying or scary event, or it may include witnessing the other fellow being in threat or misery. 

Such traumatic incidents can devastate ones capability to deal with, and elicit extreme thoughts 

such as fright, horror, helplessness, desperation, and dejection. Present research was done in order 

to determine outcomes, such as Delinquency, Pro sociality and future orientation as the result of 

traumatic exposure, in traumatized adolescents with and without Posttraumatic Stress Disorder 

(PTSD). Present research also examined the mediating role of Post-Traumatic Stress Disorder 

(PTSD) and moderating role of social support. 

Current research was accomplished by dividing it into three phases. Phase I involved 

the translation of the UCLA PTSD Reaction Index for DSM-V Scale (Pynoos & Steinberg, 2013). 

Children’s Future Orientation Scale (Saigh, 1995) and Prosocial Personality Battery (Penner et al., 

1995); Phase II dealt with the pilot study conducted for cross-language validation and to determine 

psychometric characteristics of translated measures. Phase III i.e., main study aimed at examining 

the outcomes of trauma exposure among adolescents of Pakistan while investigating the mediating 

role of PTSD and moderating role of Social Support. 

The results of pilot study showed that almost all the measures obtained positive response 

from the sample. Furthermore, it revealed that understanding the items never remained the 

difficulty for the participants. Results show that correlation between UCLA PTSD Reaction Index 
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for DSM-V Urdu and UCLA PTSD Reaction Index for DSM-V English versions are significant. 

Correlation between Future Orientation Scale (CFOS) Urdu and Future Orientation Scale (CFOS) 

English versions are also significant. Similarly, correlation between Prosocial Personality Battery 

(PSB) Urdu and Prosocial Personality Battery (PSB) English versions are significant. 

The scales were administered to the participants (N=100) for determination of 

psychometric properties. The sample comprised of boys (n = 50) and girls (n = 50) and who were 

selected from 8th to 12th grade from three schools/colleges (F.G Quaid e Azam School, 

Rawalpindi; Siddique Public School Rawalpindi and Divisional Public School & College  

Rawalpindi (Pakistan). The age bracket of sample was 12 to 18 years (M= 15.5, SD = 2.4).  

The division of pilot study sample on the basis of gender, age, socioeconomic status and 

parental education was assessed. The age range of sample was 12-18 years. Instruments used to 

determine the psychometric characteristics included Urdu Version of the UCLA PTSD Reaction 

Index for DSM-V Scale, Urdu Version of Children’s Future Orientation Scale, Urdu Version of 

Prosocial Personality Battery, Urdu Version of Self-Reported Delinquency Scale and Urdu 

Version of Multidimensional Scale of Perceived Social Support. Permission letters were given to 

the principals of the selected schools and colleges on behalf of Department of Psychology, 

International Islamic University Islamabad for the purpose of data collection. The students were 

thoroughly briefed about the current research. Instructions were then given about attempting the 

questionnaires. For data collection, convenient/purposive sampling technique was used. 

Participants were thanked for their participation after the completion of the process.  

Alpha reliabilities of the pilot study were calculated for Self Report Delinquency Scale 

(SRDS), Prosocial Personality Battery (PSB), Children’s Future Orientation Scale (CFOS), 

Multidimensional Scale for Perceived Social Support (MSPSS) and UCLA PTSD RI (DSM 5). 
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The results showed that all instruments have significantly high alpha reliability and were suitable 

for data collection purpose. 

During the pilot study the correlations among all scales i.e., Self Report Delinquency Scale 

(SRDS), Prosocial Personality Battery (PSB), Children’s Future Orientation Scale (CFOS), 

Multidimensional Scale of Perceived Social Support (MSPSS) and UCLA PTSD RI (DSM 5) 

along with their respective subscales were calculated. According to the results a positive 

correlation was found between PTSD and delinquency as well as a positive correlation existed 

between PTSD and prosociality. The Results also showed that a negative correlation was present 

between PTSD and future orientation supporting both the hypotheses. On the basis of the results 

of cross language validation, the translated scales particularly Future Orientation Scale in Urdu 

language could be used in educational settings where medium of instructions is Urdu in order to 

tackle the language barrier and for further research in the field of clinical psychology UCLA PTSD 

Reaction Index (Urdu Version) and Prosocial Personality Battery (Urdu version) could be used for 

diagnostic purpose among adolescents of those areas where understanding English language was 

a problem. 

During phase III the main study was conducted according to the objectives of the study. 

Participants of the main study included the traumatized and non-traumatized adolescents (N=600). 

Traumatized adolescents were selected from different schools of no-go areas of Karachi (n = 100),   

Peshawar (n = 100) and Quetta (n = 100). Similarly non-traumatized adolescents were selected 

from Boarding Schools of Abbotabad (n = 100), Fazaia and Army Public Schools of Rawalpindi 

and Islamabad (n = 100), and PAF Cadet Colleges of Sargodha and Lower Topa (n = 100). In order 

to control vicarious learning and extraneous variables’ effect (i.e. media violence, domestic 

violence etc.) the boarding schools, Fazaia and Army Public Schools and PAF Cadet Colleges 
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were selected for data collection of non-traumatized adolescents. In order to collect information 

from the sample, convenient/purposive sampling technique was used. The sample consisted of 

both male and female students having age bracket of 12 to 18 years (M= 15.5, SD = 2.4). 

The division of total sample on the basis of gender, age, socioeconomic status and trauma 

category was assessed. The age range of sample was 12-18 years. According to the findings, males 

made up about 65% and females were about 35% of the total sample. Among 600 of the study 

sample, about 19% of the individuals were in the category of early adolescence age range, about 

53% of the individuals were in middle adolescence age range and about 28% of the individuals 

were from late adolescence age range. Among the selected sample, approximately 11% of the 

adolescents belonged to lower socioeconomic status, about 75% of them belonged to middle 

socioeconomic status and about 14% belonged to higher socioeconomic status. Approximately, 

1.2% of the participants had parents with middle level of education, 15.2% of the participants had 

parents with matric level education, 24.3% of the participants had parents with intermediate level 

education, 30.3% of the participants had parents with graduate level education and 29% of the 

participants had parents with postgraduate level education. The trauma category distribution of 

sample was equal i.e., traumatized adolescents (50%) and non-traumatized (50%) adolescents. 

However on the basis of scores on UCLA PTSD RI DSM-V traumatized adolescents were divided 

into two categories of PTSD positive (41.7%) and PTSD negative (8.3%).  

Description of the minimun-maximum scores, mean, standard deviation and alpha 

reliability of Self Report Delinquency Scale (SRDS), Prosocial Personality Battery (PSB), 

Children’s Future Orientation Scale (CFOS), Multidimensional Scale of Perceived Social Support 

(MSPSS) and UCLA PTSD RI (DSM 5) showed that all instruments had high alpha reliability and 

were suitable for data collection purpose. The alpha reliability of Self Report Delinquency Scale 
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(SRDS) was measured as .97, for Prosocial Personality Battery (PSB) it was regarded as .99, for 

Children’s Future Orientation Scale (CFOS) it was calculated as .96, for Multidimensional Scale 

for Perceived Social Support (MSPSS) it was .98 and for UCLA PTSD RI (DSM 5) it was said to 

be .96. The subscales of each scale also showed significant alpha reliability making the scales 

suitable to be used confidently. 

Correlations among all scales were calculated i.e., Self Report Delinquency Scale (SRDS), 

Prosocial Personality Battery (PSB), Children’s Future Orientation Scale (CFOS), 

Multidimensional Scale of Perceived Social Support (MSPSS) and UCLA PTSD RI (DSM 5) 

along with their respective subscales. According to results, there was a positive correlation 

between PTSD and delinquency as well as a positive correlation between PTSD and prosociality, 

supporting the first hypothesis. The findings also showed that a negative correlation existed 

between PTSD and future orientation supporting the second hypothesis. In consistent with these 

findings, some studies are reported here. 

Research carried out in war regions show that witnessing the traumatic incident develop 

PTSD symptoms particularly during adolescence (Attari, Dashty & Mahmoodi, 2006; Elbert et al., 

2018; Carlson & Rosser-Hogan, 1994; Nader, Pynoos, Fairbanks, Al-Ajeel & Al-Asfour, 1993; 

Qouta, Punamaki & El Sarraj, 2003; Thabet & Vostanis 2000). Various other studies were carried 

out in order to study the existence of PTSD as a consequence of witnessing traumatic incidents. 

Research after various conflicts has shown results ranging from high incidence to low incidence 

adolescents having PTSD who happened to be exposed to conflicts and wars. A research was 

conducted on Kuwaiti children having exposure of Gulf war concluded that 70% of them showed 

moderate to severe symptoms of PTSD (Nader et al., 1993). Another research involved Iranian 

adolescents who had witnessed a public hanging in the close vicinity of their school in Isfahan 
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where 75% of them stated a predisposition for moderate-to-severe PTSD symptomatology (Attari 

et al., 2006). 

A research was conducted on 224 Lebanese children/adolescents aged between 10 to 16 

years by Macksoud and Aber (1996) in order to examine amount and kinds of trauma faced by 

them when growing up in war situation. The study also aimed at discovering the relationship of 

such traumatic incidents with their psycho-social development. Different scales regarding war 

experience, mental health symptoms, adaptation outcomes and PTSD were used for interviewing 

the participants. The results indicated that various war related traumatic exposures were 

significantly correlated with symptoms of PTSD. One more research was carried out by Elbedour 

et al. (2007) using 229 Palestinian adolescents residing in the Gaza Strip to assess and explain 

psychological impacts of war like experiences. The results concluded that about 68.9% of the 

participants have developed PTSD, 40% showed symptoms of depression from moderate to severe 

levels, 94.9% exhibited severe levels of anxiety and 69.9% displayed inappropriate coping 

strategies. The results also reported that a majority of Palestinian adolescents residing in Gaza 

Strip exhibited serious psychological distress. Child/adolescent survivors of trauma and war 

showed symptomatology of depression, anxiety and posttraumatic stress like irritability, lethargy, 

sleeping issues, avoidance, fright and lack of concentration (Albertyn, et al., 2003). 

During a research on the psychosocial influence of war in South Sudanese refugee 

adolescents in comparison to Ugandan adolescents having no war exposure, it was found that the 

refugee adolescents had more exposure of trauma and daily hassles reporting significantly more 

symptoms of PTSD and depression as well as more behavioral problems. In particular, the 

Sudanese children reported less satisfactory family/friends (social) support and indicated lower 
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levels of emotional and material support than non-refugee Ugandan children (Paardekooper, 

deJong & Hermanns, 1999).  

According to another research carried out in Palestine, about 41% of adolescent sample 

from Gaza reported a tendency to exhibit PTSD symptoms ranging from moderate to severe level 

(Thabet & Vostanis, 2000). One more research highlighted that prevalence of post-traumatic stress 

symptoms was twice as high in 121 Palestinian adolescents having exposure of bombardments as 

compared to results found in the last research; 87% showed PTSD symptoms ranging from 

moderate to severe level (Qouta et al., 2003). All these studies reported a high prevalence of PTSD 

in adolescents witnessing conflict and war. 

 While examining the association between trauma and delinquency, considering the trauma 

exposure of delinquent youth becomes even more crucial. Adverse life events and prolonged time 

spent in delinquency make it much more difficult for an adolescent to return to a normal 

developmental progression (Geiger & Crick, 2001; Yates et al., 2003). A research reported that 

90% of delinquent adolescents had confronted a stressful traumatic incident whereas a typical 

delinquent had an exposure of 14 diverse traumas on average during their life span (Abram et al., 

2004).  

Ford et al. (2006) described a cycle in which the adolescent attempted to regain control 

through “survival coping”, which involved outward expression of defiance while concealing inner 

feelings of guilt and hopelessness. If the traumatic stress and symptoms are continuously ignored 

by interpersonal environment of the adolescent, he or she then inclines towards “victim coping”, 

a perceived justification to take any means essential to avoid re-victimization. In an effort to gain 

a sense of control and redress the injustice of their maltreatment, they might start feeling a need to 

protect themselves from a perceived hostile world. In order to undertake this defense, victim 
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coping might result in losing empathy, capability to self-regulate, biased cognitions, lack of 

impulse control and other traits that might augment an adolescent’s tendency towards delinquency. 

A “pathological adaptation” response to trauma by adolescents was proposed by Lansford 

(2006) that caused an emotional numbness. The numbness caused them to act out in maladaptive 

ways while protecting them from conscious experience of traumatic stress. Simons and Burt, for 

example, postulated that adverse conditions, including community disadvantage and neighborhood 

crime, promote social schemas—a hostile, distrustful view of people, the need for immediate 

gratification, and a cynical view of social norms and codes of conduct—that supported delinquent 

or criminal behavior. Gerson and Rappaport also suggested that exposure to violence could lead 

to reactive aggression. 

Along with Terr (1983), Janet Newman (1976) was among the earlier researchers to 

describe foreshortened future expectations in child and adolescent trauma victims. Newman and 

her team from the University of Cincinnati evaluated "psychic impairment" in 600 child and adult 

survivors following the collapse of a dam in Buffalo Creek, West Virginia in 1971 (Newman, 

1976). This disaster resulted in the loss of 125 lives (Green & Korol, 1991).  As PTSD was not a 

formal diagnosis at the time, Newman’s assessment of the children indicated that the surviving 

children exhibited shortened future orientation and a number of symptoms characteristic of PTSD 

as denoted by the DSM-IV.  

Studies involving war-exposed youth in the Middle East have also documented increased 

negative expectations (Lavi & Soloman, 2005; Schwarzwald, Weisenberg, Solomon, & Waysman, 

1997; Solomon & Lavi, 2005).  Viewed in this context, Schwarzwald, Weisenberg, Solomon, and 

Waysman (1997) examined attitudes about the future among a sample of Israeli children following 

the first Gulf War. The authors assessed 310 children who resided in areas that were hit by Scud 
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missiles and 182 children who resided in areas that were not hit by missiles. Schwarzwald et al. 

reported that children with high levels of PTSD symptoms reported more negative expectations 

about the future as denoted by responses to open ended questions about their future. Similarly, 

Solomon and Lavi (2005) administered the Children’s Future Orientation Scale (Saigh, 1995) to 

740 Israeli adolescents who resided in Israel or in Jewish settlements within disputed areas and 

observed that PTSD symptoms were inversely related to expectations about future employment 

and social interactions 

In the field of social psychology, relation between trauma exposure and a prosocial 

behavior has been steadily approached using multiple theories aiming to explain its development 

(Vollhardt, 2009). The concept of altruism born from suffering (Staub, 2003) emphasizes that 

individuals having previous experience of a trauma and suffering incline to develop altruistic 

behavior because of their enhanced ability of assuming standpoint of other victims and being able 

to empathize with other’s distress (Vollhardt & Staub, 2011). Frazier et al. (2013) conducted a 

longitudinal research concluding that a positive relation existed between trauma exposure and 

engagement in prosocial behavior. The research explained prosociality as daily helping and 

volunteering behavior according to self-reports of trauma victims. The researchers used 

undergraduate students as their sample and assessed their self-reports repeatedly over several 

months to discover individuals who had witnessed traumatic incidents. Findings of their research 

indicated that prosocial behavior and involvement in helping increases as the amount and intensity 

of experienced traumatic event increases. The researchers reported that participants who had been 

suffering from prolonged traumatic incidents in their life were more probable to involve 

themselves in prosocial behaviors. The results also concluded that participants who had recent 
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exposure to trauma exhibited glaring increase in daily helping acts by them as compared to a 

control group who had never witnessed any trauma. 

Vollhardt (2009) developed a motivational model that explains and organizes evidence 

showing altruism and prosocial behavior among those who have been exposed to adversity. 

According to Staub and Vollhardt (2008) the motivational processes that contribute to altruism 

following exposure to trauma include: 1) coping through helping others in need by increasing self-

efficacy; 2) identification with others and social integration; and 3) norms of expected reciprocity. 

The concept of alternative “survivor mission” has also been discussed, which referred to a strong 

commitment by sufferers of torture in order to prevent future suffering (Lifton, 2003). Vollhardt 

and Staub (2008) identified that the average helping tendencies are higher among undergraduates 

who had experienced higher levels of past victimization and suffering compared to their peers 

suggesting severity and type of trauma exposure explain the relationship between adversity and 

prosociality (Kleinman, 1989; Mcmillan & Fisher 1998).    

Further on moderated mediation analysis was conducted in present study using Process 

macro, testing model 8 as it was appropriate model for current study (Hayes, 2013). The three 

analysis moderation, mediation and moderated mediation were integrated in one model, in order 

to focus on the estimation and interpretation of conditional direct and indirect effects. 

Calculation of the regression coefficients of trauma exposure, social support and 

interaction of PTSD and Social support on PTSD and Delinquency was done. Results indicated 

that the interaction effect of trauma exposure and social support is non-significant (as ρ>.05) for 

the regression coefficient of trauma exposure × social support on PTSD, however, the interaction 

effect of trauma exposure and social support had significant effect on delinquency as (ρ< .001). In 

other words, social support significantly moderated the relationship between trauma exposure and 
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delinquency while holding all other variables in the model constant but it didn’t significantly 

moderate the relationship between trauma exposure and PTSD while statistically controlling all 

other variables present in the model. 

 The conditional direct and indirect effects were also analyzed. The values of regression 

coefficients for direct (effect of trauma exposure on delinquency) and indirect effect (effect of 

trauma exposure on delinquency via PTSD) were obtained at mean and +
_ 1 values of social 

support. Data represented that as values of social support went up the coefficient and strength of 

indirect coefficient also went up but it was non-significant as bootstrap confidence intervals 

overlapped each other. However, for direct effects the findings of present research suggested that 

as values of social support went up the strength of relationship between trauma exposure and 

delinquency dropped down significantly (as ρ-value for X × W came out to be less than .001). It 

reflected that social support significantly moderated the direct effect but unlike direct effect it 

didn’t significantly moderate the indirect effect. 

The regression coefficients of trauma exposure, social support and interaction of PTSD and 

Social support on PTSD and future orientation were also calculated. Findings indicated that the 

interaction effect of trauma exposure and social support was non-significant (as ρ>.05) on PTSD 

but it had significant effect on future orientation (as ρ<.001). In other words, our data suggested 

that social support was not a significant moderator of the relationship between trauma exposure 

and PTSD while holding all other variables in the model constant but it significantly moderated 

the effect of trauma exposure on future orientation. 

The conditional direct and indirect effects were also analyzed. The values of regression 

coefficients for direct (effect of trauma exposure on future orientation) and indirect effect (effect 

of trauma exposure on future orientation via PTSD) were obtained at mean and +_ 1 values of social 
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support. Data represented that as values of social support went up the coefficient and strength of 

indirect coefficient also went up but it was non-significant as bootstrap confidence intervals 

overlapped each other. However, for direct effects, findings of present research suggested that as 

values of social support went up the strength of relationship between trauma exposure and future 

orientation dropped down significantly (as ρ-value for X × W came out to be less than .001). It 

reflected that social support significantly moderated the direct effect but unlike direct effect it 

didn’t significantly moderate the indirect effect. 

The regression coefficients of trauma exposure, social support and interaction of PTSD and 

Social support on PTSD and Delinquency were also calculated. Results indicated that the 

interaction effect of trauma exposure and social support was non-significant (as ρ>.05) for the 

regression coefficient of trauma exposure × social support on PTSD, however, the interaction 

effect of trauma exposure and social support had significant effect on pro-sociality as (ρ< .001). 

In other words, social support significantly moderated the relationship between trauma exposure 

and pro-sociality while holding all other variables in the model constant but it didn’t significantly 

moderate the relationship between trauma exposure and PTSD while statistically controlling all 

other variables present in the model. 

The conditional direct and indirect effects were also analyzed. The values of regression 

coefficients for direct (effect of trauma exposure on pro-sociality) and indirect effect (effect of 

trauma exposure on pro-sociality via PTSD) were obtained at mean and +
_ 1 values of social 

support. Data represented that as values of social support went up the coefficient and strength of 

indirect coefficient also went up and this time it came out to be significant as bootstrap confidence 

intervals did not overlap each other. Similarly, for direct effects the findings of the study suggest 

that as values of social support went up the strength of relationship between trauma exposure and 
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pro-sociality dropped down significantly (as ρ-value for X × W came out to be less than .001). It 

reflected that social support significantly moderated the direct effect and indirect effects. In other 

words, the intensity of direct and indirect effect was contingent upon social support. 

These results of mediation, moderation and moderated mediation depicted above, indicated 

that PTSD mediated the relationship among trauma exposure, future orientation, prosociality and 

delinquency, supporting the third hypothesis. Moreover, the interaction models showed that social 

support played moderating role among PTSD, future orientation, prosociality and delinquency, 

supporting the fourth hypothesis. Some studies in consistent with these findings are reported here. 

Vollhardt (2009) theorized classifications of traumatic exposure as a predictor, 

motivational processes as mediators, volitional processes as moderators because of their impact 

on reinforcing or inhibiting the consequent behaviors, and prosociality as an outcome. For 

instance, Hirschberger, Tsachi & Shaul, (2008) opined that a desire to involve in prosociality while 

confronting drastic circumstances can be weakened by generally known contextual influences, like 

the bystander effect, presence of an authority, or inconsistency with simultaneous self-interests. 

Schuster and his colleagues (2001) conducted a study on incident of September 11, 2001 in which 

he examined 768 adults who were affected by the said incident. They examined the sample’s stress 

reactions and symptomatology as well as their behavioral responses. The results depicted that most 

of the participants turned to social support and volunteering along with the participation in social 

activities (Schuster et al., 2001). Moreover most of the participants looked after safety of their 

closed ones, raised donations and assisted other distressed individuals. The results provided 

evidence of extensive influence of traumatic incidents on vicarious experience (Frazier et al., 

2013). The succeeding development of prosocial behavior might appear in broader structures, 

seemingly more common in large-scale traumatic events. Interest of Scholars is continuously 
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increasing in studying Posttraumatic Stress Disorder (PTSD). Research depict that trauma has a 

direct impact on mental functioning involving increased reaction towards frightening events, 

impairments in memory and attention, increasing the potential danger of depression, the 

occurrence of social problems among adolescents like risk taking, substance use and dropping out 

from school (Harris, Putnam & Fairbank, 2017; Sansone, Dakroub, Pole & Butler, 2005). 

Adolescence is considered particularly a period of developmental susceptibility, as it is the 

phase during which the brain undergoes maturation and modification, whereas regions related with 

motor and sensory processes mature early, the part of the brain involved in planning, decision-

making and impulse control does not fully mature before reaching early twenties. Adolescents are 

not able to resist powerful impacts if their decision-making capacity is limited (Steinberg & Scott, 

2003). 

Research showed that, “even when stress is toxic, supportive parenting, positive peer 

relationships, and the availability and use of community resources can foster positive adaptation” 

(Easterbrooks et al., 2013, p. 102). Adolescents can learn to exhibit resilience if they are 

accompanied by trust, nurturance and care by adults offering positive supervision. This gives 

opportunities of creative decision making and productive involvement in certain social situations 

while promoting the development of self-regulation, self-esteem and self-compassion (Browne, 

2014). Staugaard et al. (2014) investigated some prerequisites for development of posttraumatic 

growth and focused on the significance of social support and autobiographical memory of trauma 

victims. 

Adolescents developing poor social and emotional regulation skills at early years of their 

life have higher risk of developing antisocial behavior (Solomon & Heide, 2005; Teicher et al., 

2003). The interpersonal environment (e.g., family, peer, community and school contexts) of 
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children who undergo maltreatment, mostly lead to an addition in potential danger of indulgence 

in delinquent behaviors. A research was conducted by Gorst-Unsworth and Goldenberg (1998) 

examining 84 Iraqi male refugees to determine level of social support and drastic experiences as 

well as psychological morbidity of the sample. The results depicted that social circumstances are 

essential in deciding the severity in symptomatology of PTSD and depression among the refugees, 

accompanying severe trauma. 

Meta-analytical research evidenced social support as a significant predictor of PTSD 

(Brewin et al., 2000; Ozer et al., 2003). For instance King and colleagues conducted a research on 

National Vietnam Veterans Readjustment and concluded that low rates of post deployment social 

support acted as a significant mediator of PTSD risk (King et al., 1998). Vietnam veterans having 

high rates of social support exhibited about 80% less chances of developing PTSD as compared to 

Vietnam veterans having low rates of social support (Boscarino, 2016). Among Vietnam veterans 

seeking treatment, stress coming from home (i.e., negative interpersonal interactions, shame, 

resentment, and social withdrawal) acted as a strong predictor of recent PTSD symptoms as 

compared to the levels of war experience, childhood or civilian traumas and stressful situations 

(Johnson et al., 1997).  

Among veterans of Operation Iraqi or Enduring Freedom serving in Iraq or Afghanistan, 

the ones performing their duties actively (potentially indicating unit support) were involved in any 

relationship and were characterized as resilient and rated high on scales of post deployment social 

support as compared to veterans labeled as PTSD group members (Pietrzak & Southwick, 2011). 

Social support has been hypothesized to have a buffering effect, with its presence or absence 

impacting mental health (Rutter, 1987). In conjunction, it has been shown that social relationships 

have a positive influence on mental health (Kawachi & Berkman, 2001). Conversely, within the 
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context of exposure to critical incidents, it has been found that lower levels of social support are 

related to psychopathology such as PTSD and depression (Galea et al., 2002). According to 

Henrich & Shahar (2008) the buffering effects of social support should be identified exclusively 

under stressful conditions. Hence social support and stress exposure have interactive effects on 

psychological health. Such research efforts have highlighted the critical role that peer relationships 

and schools play in protecting adolescents (Kuperminc, Leadbeater, Blatt, 2001; Henrich & 

Shahar, 2008).   

Several studies have described that lower rates of social support are linked with negative 

health outcomes (Berkman & Syme, 1979; Cohen & Wills, 1985; House, Landis & Umberson, 

1988). A sample of 1000 New Yorkers were included in a research and were evaluated after 9/11 

incident on levels of social support. Participants reporting increased levels of social support were 

less likely to develop PTSD and depression as compared to those having low rates of social support 

(Galea et al, 2002). One can conclude that social support is an important variable in discussion in 

the context of mental health based on protective factors of social support as well as increased level 

of efficacy treatment while the patient has increased rates of social support. 

If the values of t-test for comparison of rates of delinquency, prosociality, future 

orientation, social support and PTSD among traumatized (n=300) and non-traumatized (n=300) 

adolescence are concluded, the results showed that traumatized adolescents were higher on PTSD 

and delinquency whereas lower on social support, future orientation and prosociality than non-

traumatized adolescents, supporting the fifth hypothesis. Some studies in consistent with these 

findings are reported here. 

A research conducted in Lebanon concluded that about 20% of Lebanese adolescents who 

had an exposure of bombardments and attacks by terrorists fulfilled diagnostic criteria of PTSD 
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(Saigh, 1991). Similarly, a research in Sri Lanka after twenty years of war concluded that 25% of 

the nation’s adolescents met diagnostic criteria of PTSD. 

Results from existing literature depicted that early maltreatment and violent experiences 

predicted delinquency at later stages whereas only few researchers have investigated the relation 

between trauma and delinquency in longitudinal studies among adolescents (Cernkovich et al., 

2008; Kerig & Becker, 2012; Widom et al., 2006). According to a dynamic developmental model 

of trauma and delinquency, it is proposed that some kinds of delinquent behavior may be the 

consequence of maladaptive coping mechanisms derived from traumatic stress. Adolescent’s 

indulgence in delinquent behavior has an increased risk of experiencing new traumatic incidents 

creating a cyclic pattern of trauma and delinquency (Hayes et al., 1996; Kerig & Becker, 2012).  

Clearer understanding of trauma and delinquency over time can be achieved by examining the 

variables associated with emotional numbing, internalization of shame and experiential avoidance. 

Frederick (1980) postulated that victims of human-induced trauma tended to receive less 

emotional support than victims of natural disasters or accidents, as well as “rejection by others” 

(i.e., isolation and avoidance).  As such, the high number of interpersonal traumas that were 

reported by the PTSD positives and traumatized PTSD negatives might have contributed to the 

non-significant differences regarding future social expectations that were observed between these 

groups. 

Pessimism about the future has been a diagnostic symptom of posttraumatic stress disorder 

(PTSD) for the last 23 years (American Psychiatric Association, 1987). Lenore Terr (1983) 

introduced the notion that traumatized children may have pessimistic views about the future in a 

longitudinal study examining posttraumatic reactions in victims of the 1976 school bus hijacking 

in Chowchilla, California. Terr reported that kidnappers “commandeered 26 children and their 
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school bus driver at gunpoint, drove them about for 11 hours in two vans, and buried them alive 

for 16 hours in a truck trailer…” All children escaped and survived.   

Following a series of interviews occurring four years after the incident, Terr observed “23 

of the 25 victims suffered from severe philosophical pessimism, the sense that their futures would 

be greatly limited”. She also observed that these children “expected an unusually short lifespan or 

a future disaster, or they were unable to envision marriage, children, or career. Some evaded 

answers to questions about their futures, but afterwards, they revealed their profoundly limited life 

expectations…” Specifically, she reported that the children in question believed they would live 

six or seven years less than other children that were not affected by the event (Terr, 1983). Terr 

also represented “it is my clinical impression that depressed children do not exhibit the same sense 

of foreshortened future”. Terr acknowledged, however, “further studies may indicate whether 

philosophical pessimism is a finding specific to psychic trauma”.  Given the theoretical and clinical 

implications of Terr’s landmark research, the Diagnostic and Statistical Manual of Mental 

Disorders Third Edition-Revised (DSM-III-R; APA, 1987) subsequently included a “sense of 

foreshortened future, e.g., does not expect to have a career, marriage, or children, or a long life” 

as a diagnostic symptom of PTSD. 

Trauma exposure was supposed to motivate the victims indirectly to take care for the 

welfare of others due to posttraumatic experience and development that they were able to 

acknowledge (Frazier et al., 2013). The evident reasons in the related research so far have varied 

from natural to man-made traumas, deliberate victimization, or suffering a consequential injury or 

disease in individual cases (Vollhardt, 2009); however, the resulting compassion to involve in help 

offered to those who were in need of help revealed glaring upsurge in cases where individuals 

experienced traumatic incidents previously or were among the directly afflicted group whose well-



125 

 

being they subsequently aimed to enhance (Lim & DeSteno, 2015; Oulanova, Moodley & Seguin, 

2014). It concludes that total trauma exposure was negatively related with prosociality in Sierra 

Leone and Liberia, whereas in Togo and Burkina Faso, an inverse relationship was found where 

trauma exposure positively linked with prosociality. Moreover, the negative impact of trauma 

exposure on prosocial behavior discovered in Sierra Leone is partially explained by the indirect 

effect of depression and PTSD. 

Table 17 showed values of t-test for comparison of rates of delinquency, prosociality, 

future orientation, social support and PTSD among male (n=391) and female (n=209) adolescents. 

The results indicated that females were higher on social support, prosociality and PTSD whereas 

males were higher on future orientation and delinquency, supporting the sixth hypothesis. Some 

studies supporting these findings are reported here. 

Fitzpatrick and Boldizar (1993) reported that criminally victimized females reported PTSD 

symptoms in a greater number and severity than males.  In a study by Perkonigg and colleagues 

(2000), the risk of experiencing traumatic events as well as for PTSD came out to be strongly 

related with being female.  With reference to war-related traumas, Schaal and Elbert (2006) 

reported that females who have exposure of horrors of the Rwandan genocide developed PTSD at 

greater rates than males (60% versus 27%, respectively), and Pat-Horenczyk et al. (2007) indicated 

that females were significantly more likely to present with likely PTSD as compared to males 

(9.5% versus 5.4%, respectively) following consistent threat to missile attacks. D’Augelli et al. 

(2006) noted that more female (15%) than male (4%) victims of sexual orientation victimization 

developed PTSD.  In addition, girls were up to three times more susceptible to suffer from PTSD 

as compared to boys following a 2003 earthquake in Iran (Ziaaddini, Nakhaee & Behzadi, 2009). 
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Another study based on past research included a sample of people diagnosed with PTSD 

concluded that minorities, women and victims of childhood abuse were likely to have less or more 

negative social support as compared to men. Information from this research showed that women 

may need increased attention paid to them during treatment of PTSD to improve their social 

support as well as their perception of social support. This “specialized” treatment may consider 

routine assessment of female trauma victims’ social support while analyzing if or not they feel 

getting sufficient support in therapeutic relationship as well as in their personal lives. 

While studying individual cases of victimization like sexual abuse or harassment, the 

researchers reported that female survivors of such traumas who suffered from posttraumatic stress 

disorder (PTSD) were more vulnerable to consequently recourse to maladaptive coping and 

reduced social contact (Ullman, 2014). Better PTG responses were associated with ethnicity of the 

traumatized survivors linking to various coping techniques, like orientation towards community of 

the individuals higher in PTG. The results thus implied a lesser chance for development of 

prosocial behavior as a response to specific individual traumas. Research done by Finch (2012) 

additionally facilitated the elevated tendency to involve in prosocial behavior in PTG among 

collective trauma survivors. The impact of traumatic experience on prosocial behavior varied by 

gender in Togo; among females, where traumatic experience had strong positive relation with 

prosocial behavior, however it did not effect prosocial behavior among males.  

Gender differences were investigated by Gammelgard, Henelius, Koivisto, Eronen and 

Heino (2012) examining violence risk profiles for 231 institutionalized adolescents and discovered 

that males generally had more high-risk ratings on items related to problem-solving, criminal 

conduct and ADHD whereas females recognized high self-destructive actions. Additionally, 
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females’ risk for violence was significantly linked with previous violent acts and lifetime stress 

while males’ risk was linked with antisocial behavior.   

If the values of t-test for comparison of rates of delinquency, prosociality, future 

orientation, social support and PTSD among early (n=115) and late (n=165) adolescent are 

concluded, the results indicated that young adolescents were higher on PTSD and delinquency 

whereas late adolescents were higher on future orientation, prosociality and social support 

rejecting a portion of seventh hypothesis. Some studies despite cultural differences confirm these 

findings hence they are reported here. 

Previous research evidenced that some adolescents diagnosed with PTSD at earlier years 

made use of drawings and stories to reenact stressful situations they faced, whereas other 

adolescents expressed themselves indirectly like by showing separation anxiety or unrelated frights 

of monsters (Perrin, Smith, & Yule, 2000).  Some acts of regression like bedwetting or thumb-

sucking mostly occurred among young victims of PTSD (Armsworth & Holaday, 1993). Perrin 

and colleagues (2000) evidenced that the forms in which young children re-experienced and 

expressed their distress linked with traumatic incident were susceptible to change as they mature.  

 Few researchers have claimed that maltreatment at early years of life might be more 

harmful as young children’s informational mechanisms were still under development influencing 

social problem solving skills and attribution (Dodge & Price, 1994; Keiley, Howe, Dodge, Bates 

& Pettit, 2001) and as such, were “extremely vulnerable to developmental deviations” (Weitzman, 

2005). Moreover, the development of secure attachments with parents and other caregivers was an 

essential milestone of early childhood, which in turn leads to “feelings of security, self-worth, and 

trust in others. The trust that was built through a consistent and nurturing relationship with the 

primary caregiver was essential for successful social and emotional adaptation throughout 
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development”. Dubowitz, Papa, Black and Starr (2002) discovered increased rates of depression 

and withdrawal symptoms among 3 years old, who had an experience of emotional, physical and/or 

environmental abuse and neglect. About 80% of abused and maltreated children expressed 

attachment disorder symptomatology (Weidman, 2005). 

Schwarzwald et al. (1993) indicated that 5th graders who experienced a Scud missile attack 

were more likely than 7th and 10th graders to develop PTSD (25.4%, 3.4%, and 1.6%, 

respectively). These results were maintained one year later when the children were 6th, 8th and 

11th graders (Schwarzwald et al., 1994).  Further, Bokszczanin (2007) noted that younger boys 

were more susceptible to suffer from PTSD after a tragic flood than older boys.  The author 

suggested that because many of the older boys were involved in post-flood recovery they might 

have subsequently experienced greater feelings of self-control than those not involved in recovery 

efforts. While Famularo, Fenton, Kinscherff, Ayoub, and Barnum (1994) discovered that 

maltreated children of lower age group were more susceptible to suffer from PTSD than maltreated 

children of higher age group.  

Correspondingly, children/adolescents who suffered from PTSD between the ages of 10 

and 13 were approximately 5.6% more susceptible to make a crime in comparison to adolescents 

who suffered from PTSD in later years of age. Adolescents having traumatic exposure at later 

years of their age can depend on positive emotional and social skills they have acquired before the 

occurrence of trauma in order to cope with post-trauma reactions. Children of lower age group 

may not have acquired those development milestones and less previous information which can 

differentially influence their response to the same situation. This developmental conceptualization 

of trauma responses is constant with previous studies exhibiting that females who are involved in 
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delinquency at a younger age had more probability for showing poorer consequences and increased 

long-term issues than females who were in the late onset group (Leve & Chamberlain, 2004). 

Griese (2011) conducted a research on adolescents’ perception of victimization showing 

that victimized adolescents used prosocial behavior as a defensive feature from more interactive 

victimization by friends. As a result of victimization, the adolescents were seemingly able to 

recognize the coping purpose of prosocial behavior. The study also showed that adolescents were 

able to identify prosocial behavior as helpful in overcoming negative consequences for themselves 

as well as for their friends from relatively lower age. In relation to theory of learning, the results 

showed how prosocial attitude may have industrialized in adolescents experiencing adverse 

situations while enhancing the probability of future involvement in prosocial behaviors (Vollhardt, 

2009). 

If the values of t-test for comparison of rates of delinquency, prosociality, future 

orientation, social support and PTSD among adolescence with highly educated (n=174) and less 

educated (n=37) parents (i.e., father in this study) are concluded, the results indicated that 

adolescents with highly educated parents were lower on PTSD and delinquency and were higher 

on social support, future orientation and prosociality, supporting the eighth hypothesis. Some 

studies in support of these findings are reported here. 

One of the past research showed that the support from relatives, family, friends, teachers, 

and spiritual leaders can prove beneficial. However, adolescents having parents with less education 

obtained less support and therefore acquire PTSD more often than other adolescents (United 

Nations, 2000). Parents also provided social norms relevant to suitable behavior while playing an 

essential part in the monitoring and supervision of adolescent’s unsuitable behaviors. 
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Conclusion 

Pakistan has undoubtedly suffered from terrorists’ acts (both natural and man-made 

calamities) since long that has exposed the adolescents to repeated traumatic incidents which go 

against their human rights and privileges like the right for healthy existence, to gain knowledge,  

to enjoy living with their families in peaceful environment, to develop  into an emotionally stable 

personality, to be cared for and sheltered, and the right to enjoy initial developmental phases of 

life (childhood and adolescence) which are usually the most enjoyable and care-free segments of 

life. The healthy possibility for having a normal adolescence in Pakistan is improbable in the 

existing states and the future psychological well-being of Pakistani adolescents is at risk of being 

compromised by continuous traumatic incidents. 

The idea behind conducting the present research was to study in detail the relationship of 

experiencing trauma in the most delicate developmental phase (adolescence) and to observe its 

further impact on their personality traits. The findings of this research indicated that a positive 

correlation exist between PTSD and delinquency, a positive correlation exist between PTSD and 

prosociality and a negative correlation exist between PTSD and future orientation. The results 

further explains that PTSD mediate the relationship among trauma exposure, future orientation, 

prosociality and delinquency, while social support plays moderating role among PTSD, future 

orientation, prosociality and delinquency. Further analysis showed that traumatized adolescents 

are higher on PTSD and delinquency whereas are lower on social support, future orientation and 

prosociality than non-traumatized adolescents. Females are found rating higher on social support, 

prosociality and PTSD whereas males are found rating higher on future orientation and 

delinquency. Furthermore, the results indicated that young adolescents are higher on PTSD and 

delinquency whereas late adolescents are higher on future orientation, prosociality and social 
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support. Finally, the results reported that adolescents with highly educated parents are lower on 

PTSD and delinquency and are higher on social support, future orientation and prosociality. 

This research pointed out that our country needs to have some centers and agencies with 

professionals, funding and equipment to deliver basic needs, social support, good screening and 

psychological interventions to traumatized adolescents. Moreover, it is essential to cultivate 

rehabilitation packages with well educated professionals to deliver beneficial coping approaches 

and re-involvement in the world to the affected/ traumatized adolescents. Additionally, the 

educational institutes (teachers) and media should play a serious role during and after every 

terrorist act in planning and organizing such programs that assist particularly the adolescents of 

that vulnerable area to acclimatize vigorously and return to their normal life at the earliest. 

Implications 

The extent to which children in Pakistan have been traumatized calls attention to the 

imperative and exigent need for psychological and clinical interventions/support in order to help 

alleviate their distress and suffering. Keeping in mind, the findings of the study the following 

implication could be made: 

1. Adolescents with PTSD, who have an exposure of traumatic incidents, will be offered a 

course of trauma-focused cognitive behavior therapy adapted appropriately suitable 

according to their age, situations and level of growth. In addition, Narrative Exposure 

Therapy (NET) will also be considered for survivors of traumatic events particularly those 

who suffered from post-traumatic stress disorder (PTSD). 

2. Shock of terrorism, if tackled earlier through professional assistance may help the 

traumatized adolescents to live a healthy and normal life. In this regard the present study 

will play a pivotal role in bringing awareness at government level regarding the need to 



132 

 

include psychologists and other mental health professionals in the team working for the 

victims, so that they make early detection of psychological problems.  

3.  The present study will also be of great importance for psychologists appointed at schools 

and counselors who are working with victims of trauma so that traumatized adolescents 

with or without PTSD may also become able to go to school and develop both socially and 

academically.  

4. This research will also rejuvenate the Pakistani Psychologists that they have to meet these 

challenges in different ways aimed at understanding and helping the vulnerable 

communities of adolescents who are usually the unnoticed silent traumatized victims.  

5.  This study will be an added step to compel our government to make international society 

in our country as it is working in other developed countries with an aim to provide best 

possible care to trauma victims as well for timely relief from psychological agony of 

adolescents so that mental illness in adulthood can be prevented and to curtail the undesired 

psychological outcomes of traumatic events in the region.  

6. The present research is likely to provide community members with knowledge about the 

signs and symptoms of delinquency and PTSD, as well as the factors that may enhance or 

reduce the risks of these disorders.  

7. This awareness will help the concerned people in recognizing and treating the victims and 

preventing upcoming difficulties as well. Moreover, it would help in the pursuits of 

planning rehabilitation of traumatized adolescents. 

8. This study will also encourage those adolescents to seek help who are not inclined towards 

seeking professional help as they may not believe they need help.  
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9.  This study will also provide assistance in designing and implementing educational 

programs addressing PTSD to target trauma survivors for making them agree for treatment, 

as high levels of PTSD symptoms are also related to reduced willingness for treatment. 

10. Empirical information regarding outcome of the study will help the participants receive 

complete psychiatric and psychological evaluations. The results of these evaluations will 

be helpful in identifying participants’ affective and behavioral functioning.  

11. The research outcomes will be communicated to parents so that they consult the mental 

health workers and requisite health care may be provided to avoid serious consequences 

that are associated with PTSD and a number of frequently comorbid disorders.  

12. It will be helpful in providing the mental health workers, teachers, parents and the social 

workers to tackle the problems of traumatized adolescents with negative outcomes 

including delinquent behavior, PTSD and low future expectations that surely can result into 

later risky behavior. On the other hand a positive behavior like prosociality, will serve as a 

defending factor not only for youth but for the healthy minds of the entire nation. 

13. This research will bring awareness amongst the authorities that if timely attention will not 

be paid, the new generation would become more vulnerable, furious and dangerous.  

14. This study will be a step towards helping traumatized adolescents who have had adverse 

experiences yet to heal. Rather the efforts are aimed at healing that will help the youth to 

identify, uncover, and build on their strengths and finally succeed.  

15.  Programs (based on the results of this study) will be carefully designed to help and support 

the adolescents and their families and give the community a network of psycho/social 

resources such as counseling, rehabilitation and therapeutic activities. A Trauma Centre 

for Victims’ Welfare will be established to provide specialized psychological, social, 
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educational and health services for Pakistani adolescents who have suffered and are still 

suffering from the terrorists’ acts. 

Strengths and limitations of the study 

 Majority of the research conducted in Pakistan to study children/adolescents living in 

vulnerable areas of the country has emphasized only on a small number of traumatic incidents with 

a limited sample from a limited area. But the present study examined the wide variety of traumatic 

experiences of adolescents (representative) covering all the provinces of the country using a large 

sample from a large number of schools. Three scales were translated and adapted for the Pakistani 

children/adolescents. The findings of current study give sufficient information for the confident 

use of translated measures in educational settings and as well as in areas of clinical and educational 

settings for the future research as well where understanding English language becomes a barrier.   

 Furthermore, the anonymity of the classroom could have made reporting easier for those 

adolescents who lack self-assurance and were more disturbed compared to an interview. Moreover, 

the research is based on nation-wide representative populations and a total population sample with 

very high response rate, which strengthens the results and enhances the generalizability. It is most 

probable that making the use of the event list (in case of UCLA PTSD (RI) may be advantageous 

because it encourages acknowledgment rather than recalling, which seems to be less distressing in 

emotionally stressful situations. 

The study has few limitations as well. As for instance it is based on self-reports by students 

that could have generated a response bias. The measures used in current research should be 

validated by using a larger sample. Furthermore, future researchers must establish concurrent as 

well as discriminant validity of Prosocial Personality Battery (PSB), Children’s Future Orientation 

Scale (CFOS), and UCLA PTSD RI (DSM 5). 
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of PhD (Psychology) at Department of Psychology, (Female Campus) International Islamic 
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