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ABSTRACT 

 

 The biggest dilemma of modern age is Terrorism. While on one side, terrorism 

has extinguished countless lives, left physical scars and psychologically hampered 

masses; on the other side it has also displaced millions of people. Vast literature on 

the effects of terrorism on mental health of people is available across cultures, but 

there are very few studies that have highlighted psychological impact of terrorism on 

internally displaced women. The present study is an endeavor to focus on the mental 

health of one of this neglected segment of society, in Pakistan. Studies on mental 

health of people affected by Terrorism worldwide, revealed high levels of post 

traumatic stress disorder as one of the major negative outcome of the trauma. 

However there are some recent studies that have highlighted some positive changes 

too that an individual may experience as a result of struggling with the trauma, called 

post traumatic growth (PTG). The present study investigated both the post traumatic 

stress disorder (PTSD), as well as the development of post traumatic growth( PTG) 

among  internally displaced women (N=130) from Federally Administered Tribal 

Areas (FATA) who were living in the IDP camps. Furthermore, the researcher also 

examined the differences in PTSD scores of the respondents vis-à-vis their marital 

status, differences and severity of trauma resulting from loss of a family member or 

close relative/s. This study also explored the unique relationship of post traumatic 

stress disorder (PTSD) with post traumatic growth (PTG) and locus of control (LOC) 

among the sample. In addition to this, general mental health of the sample was also 

assessed along with its relationship with PTSD.  Age range of the sample was16- 60 

years (Mean age = 39.94, S.D = 13.95). Results indicated that majority of the sample 



had at least some symptoms of post traumatic stress disorder and slightly less than 

half of the sample (40.8%) met the diagnostic criteria of PTSD. Findings revealed a 

significant difference between married and unmarried women on PTSD scale, with 

married women obtaining significantly higher scores on PTSD scale as compared to 

unmarried respondents. Besides, bivariate correlation revealed that age was also 

strongly correlated with PTSD. Therefore, further analysis (ANCOVA) was 

conducted, controlling for women’s age. Our findings revealed that marital status was 

no longer significantly associated with PTSD symptoms. Further, though loss of 

family member/s did not reveal a significant difference in the scores of PTSD among 

the sample, yet it was observed that women who lost family member in terrorism 

scored relatively higher on PTSD scale. PTSD was negatively associated with PTGI 

in the preliminary analysis (r =-.14) but post hoc analysis when conducted, by 

regressing post traumatic growth (PTG) onto post traumatic stress symptoms ( PTSD), 

revealed a significant quadratic effect. Hence the study demonstrated a significant 

curvilinear relationship between PTSD and PTG. Respondents with fewer PTSD 

symptoms reported lower levels of growth, whereas respondents having moderate 

levels of PTSD symptoms exhibited higher levels of growth. Surprisingly when PTSD 

symptoms became severe, the growth levels dropped down. In this study the 

relationship of PTSD and locus of control (LOC) could not be verified as all the 

respondents rated themselves extremely high on God locus of health control scale 

(GLHC). In fact there was no variability in the scores on GLHC scale among the 

sample. Findings also revealed a strong positive correlation between General mental 

Health symptoms (GHQ) and PTSD. The present research on one side, provides a 

detailed analysis of PTSD and the factors that contribute toward PTSD among 

internally displaced women from remote areas of Pakistan, whereas on the other side 



it has also revealed positive outcomes following trauma: Post traumatic growth and its 

relationship with post traumatic stress disorder in a unique combination of terrorism 

and internal displacement. 
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Chapter-I 

 

INTRODUCTION AND LITERATURE REVIEW 

 

 Today the events of Terrorism in the form of Terrorist Attacks are common 

worldwide which leave countless detrimental effects on the lives of the survivors, 

including the psychological effects that are perhaps the most significant ones and have  

long lasting effects on the victims (Hall & Hobfoll, 2006). However, it was only 

during the last decade that the world focus has turned to these events and its resultant 

psychological reactions (Shalev & Freedman, 2005).  

 

 Kafko (2012) theorized that Terrorism as a major stressor may have both 

negative as well as positive effects (called Post Traumatic Stress Disorder or Post 

Traumatic Growth).  Amongst the most common negative psychological reactions are 

PTSD and Depression. In US the elevated rates of PTSD symptoms have often been 

reported after terrorist attacks, though these reactions tend to subside with time. 

However, there are some initially affected people who develop chronic PTSD. 

 

       Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev.; DSM-

IV-TR1; American Psychiatric Association, 2002) clearly asserts that if the stressor is 

manmade the chances of developing chronic PTSD increases. Moreover, Terrorism 

and armed conflicts have displaced millions of people worldwide. The number of 

Internally Displaced People has risen to 2.7 million (Internal displacement monitoring 

centre IDMC, 2011).  People were forced to leave their places of residence for  

 
1 This study used DSM–IV-TR for diagnostic purposes as it was the latest available edition. DSM-5 

was not available at the time of the study. 
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rescuing their lives. They also stressed on the fact that although, the psychiatric 

 vulnerability of people from conflict affected areas are perhaps well documented, still 

there is a need for investigating the psychiatric morbidity of those who are forcefully 

displaced within their own countries. Ahmad, Sofi, Wahlsten & Von Knorring (2000) 

during their investigation highlighted that while considering forced displacement and 

evacuation as the most potential and potent stressor for the people in war situations, 

we should not forget that the trauma that also includes violence becomes the basic 

reason for triggering PTSD. Based on this argument, Porter (2005) stressed that, to 

comprehend the global problem of internal displacement and the associated risk 

factors, the researchers and policy makers needs to make systematic attempts to study 

this issue. 

 

 Trauma, as discussed earlier, is a double edge sword (Tedeschi & Cahoun, 

1996). On the one hand, it has negative outcomes for an individual, whereas it may 

sometimes exert positive effects in the form of Post Traumatic Growth (PTG). Hall & 

Hobfoll (2006) claimed that during the period of increased Terrorism and violence in 

Israel, the sample studied exhibited not only PTSD but also PTG. The researchers 

linked higher intensity of PTSD to higher intensity of PTG. 

 

 Studies to date are also trying to find out the factors that help people withstand 

the effects of adverse life situations.  One such concept is Locus of Control which 

describes a person’s perspective about the underlying cause of the event. According to 

Rotter (1966) if the person considers that whatever happened to him was because of 

his own doings, then he is said to have Internal Locus of Control, whereas if he/she 
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thinks that the outcomes were due to the forces outside self, for example, God, fate, 

Luck or chance, then he is having External Locus of Control. 

 

 External Locus of Control is generally associated with Psychopathology, i.e., 

PTSD, Depression and Anxieties (Brown, Mulhem & Joseph, 2005). A study 

investigated the occurrence and correlates of PTSD among the personnel of Kuwait’s 

Military. An external locus of control was found to be linked with post traumatic 

stress disorder among them (Altukait & Oheari, 2008). In contrast, commitment to 

self, a sense of challenge and gratitude, was an important characteristic of the people 

who were having internal locus of control (Thomas, 2003).  

 

 Despite the proliferation of bulk of studies on the effects of Traumas and 

negative life circumstances on human lives inside US and other western countries, 

scholarly interest in this concept outside US is not old. Pakistan is one of the biggest 

victims of Terrorism, primarily because of its strategic role in war against terror 

(Waheed & Ahmad, 2012) and yet is understudied with respect to the effects of 

terrorism. Physically, psychologically and economically Pakistan has suffered the 

most, being at the center stage of war against the terrorism (Amin, 2014). Although 

terrorism has become an international issue but its prime victim has been Pakistan. 

Since 2001 thousands of Pakistanis have lost their lives, many became injured and 

millions have been displaced.   
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Terrorism 

 

 The journey from Stone Age to modern times has been very long and eventful. 

While the past centuries saw the evolution of modernization till 20th century at a 

snail’s pace, the advancement, innovation and shift to touch age of present time has 

been at electrifying pace in the last century. The comfort and support to human life 

provided by present day technologies might have been beyond imagination for people 

during the last century. However, despite the technological advancements during the 

modern era, it has added manifold miseries and threats to human life, especially in the 

form of terrorism. The technology which is on one side bringing comforts in to day to 

day livings of human race, on the other hand has internationalized the monster of 

terrorism that was quarantined in the past and limited to certain areas and people. 

Now it has created faceless, boundary less and limitless terrorists without timelines 

and their sanctuaries and nurturing grounds are spread around the world in physical as 

well as in cyber space (Shapiro, 2007).  

 

 Despite the bulk of research studies in United Nations on Terrorism, still it is 

one topic on which unfortunately world has not agreed on a single definition. 

According to United States of America “U.S. Code 18 U.S.C. § 2331”,  terrorism can 

be divided into two categories that is "International terrorism" as violent actions or 

acts harmful to human life and are against the US federal or a particular state law. 

These actions are designed: 

 

(i) To threaten or pressurize a general public; 

(ii) To manipulate the government rules by terrorization or intimidation; or 
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(iii) To have an effect on the government functioning by huge damages, killings, or 

abductions.  

 

 Furthermore, Legal Information Institute, US (1992) defines international 

terrorism as that which happens outside the US boundaries. While "Domestic 

terrorism" is almost the same except that it happens inside US territorial limits and 

jurisdictions (Definitions of Terrorism in the U.S. Code 18 U.S.C. § 2331, Title 18, 

Chapter, 113B). 

 

 Whereas, in general, Oxford English Dictionary defines Terrorism as “The use 

of violence or threat of violence, especially against civilians, in the pursuit of political 

goals” According to Collins English Dictionary, (1979) terrorism is the “Systematic 

use of violence and intimidation to achieve some goal”.  

 

 Orr (1990) defines Terrorism, as “Acts of violence against property or people 

that are staged for different audiences simultaneously, sometimes to frighten, but 

mostly to intimidate and to provoke state enemy into excessive and unpopular counter 

terror”. 

 

 Among 10 commandments of Everly & Mitchell’s psychological responses to 

terrorism, an important one is that these are “the activities that are designed to create 

psychological instability. According to them, death and destruction are merely means 

to an end. Terrorism is psychological warfare” (As cited in Methewson, 2004). 
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          Since late seventies, civilized nations of the world had been deliberating upon 

the definition of terrorism but failed to reach on the one, which may be unanimously 

agreed.  The simple reason is that all actors have their vested interests.  No one can 

deny that terrorism is based upon the illegal use of aggression, force or threats for 

coercing or intimidating a person, group, society or government to achieve the desired 

results which can be ideological, political, religious or social.  Terrorists emerge from 

a society to serve their own interests or mandate and carry out devastating activities 

against the society and the government.  They are least pushed about the conformity 

of their actions in relation to rules of law, religious boundaries or social equilibrium.  

Day by day they are devising new techniques, tactics and targets. Terrorism is 

changing its shapes, forms and techniques and it has qualitatively and quantitatively 

changed from previous years. It is most important that root causes of terrorism are to 

be addressed and its new forms / types and techniques are analyzed so that effective 

preventive measures and intervention strategies can be devised. 

 

History of Terrorism  

 

 Historically, terrorism is deemed a violent and criminal act.  It is as old as 

history of mankind.  The Roman author Titus Maccius Plautus (254-184 BC) 

described it as inhumanity of man to man, which has attained the shape of violence 

right from the cave man to technological man.  The act or a threat of violence against 

the non-observations by means of exacting orders, intimidation and revenge, terrorism 

is divided into the following different eras. 
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 Pre-Modern Era (66 AD to End of 18th Century.  The dagger man Jews 

(known as Sicarii or Zealots) who rose to fame in 1st century (48 AD), against the 

Roman Empire by killing their officials, collaborators, enemies and even those Jews 

they considered are sympathizing with them by a dagger or kidnap them for ransom 

are the earliest group known to use terror tactics to oust Romans from Judea (Bloom, 

2005). Then in 11th and 13th century secret Islamic cult of Hashhashins (word 

assassins came from it) who operated primarily in present day Middle East and Iran at 

that time. These fidayeens (assassins) were initially drugged and taken to a man made 

paradise where they were brainwashed. Then they were brought back and used to kill 

the targets assign to them in a lust for going to that paradise again. They were used 

against the rulers of that time of Abbasiad and Seljuk families but also were used 

against others. Their rise to mythical fame was their use of dramatic tactics to 

influence the public and government. 

 

 Modern Terrorism.   Maxmilien Robespierre who was one of the twelve 

heads of the new state after French revolution in 1793 instigated a reign of terror to 

kill those who opposed the revolution and subdue all opposition to stabilize their 

governance. The word terror came from that era and its use was justified by him as he 

claimed it necessary to convert from monarch to democratic system and accusation 

was considered enough to put any one into jail or to his death by Law of Prairial 

(Weber, 2003). Robespirre’s methods and its justification were later adopted by 

Narodnaya Volya who in 19th century tried to end Tsarist monarchy in the Russia.  
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Anarchist Era (1880 to the End of WW-1) 

 

 The Anarchists (1880-1915) rise and fall can be seen between the end of 19th 

century to the start of 20th century. Anarchist’s perfect case can be referred to the 

Russian anarchists who believed that to topple the government at that time could only 

be achieved through getting rid of kingdoms, monarchs and nobilities (Goodway, 

2006). They therefore, sought to assassinate Russian Czar Alexender II and in 1881 

were able to succeed. These anarchist terrorist were selective in nature, as terror was 

used against targeted individuals or groups to overthrow a system or government. 

These terrorist acts were meant to ensure safety of innocents as per them or 

bystanders who had nothing to do with the targets. This concept of limited collateral 

damage or anarchists terrorism came to end before the mid of 20th century.  

Anarchist’s active role and damage can be seen by the killing of Portugal, Italy, 

Austria, Hungry and the Russian Monarchs between 1890 till 1908.  

 

 The Soviet Revolution (1917).    Government sponsored terrorism was 

introduced by Lenin and then later on, Stalin also followed his footsteps in exercising 

this type of terrorism to strengthen and maintain the government hold in an area or 

particular society. This government sponsored terrorism was used against a target 

segment/class of people in a society.  Terrorism was used to frighten people and 

control them. It can also be termed as a motivational factor in achievement of 

government objectives through pressure, terror and scare tactics which ultimately 

resulted in public compliance. 
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Post World War I Era 

 

 The Irish Rebellion (1919 – 1921).   Terrorism was further evolved during 

Irish uprising into three more concepts:- 

 

(i) Selective (Targeted/Focused) Terrorism. Irish War was aimed at attaining 

freedom from England. Terrorism was carried out against government functionaries 

who included judges, police, military personnel and others. It was aimed to either 

make the functioning of government through its officials impossible or make the cost 

of governing unbearable. Palestinians also adopted this tactic in 1967 in Gaza strip 

and west Bank. Presently, this tactic is also used in tribal (FATA) area of Pakistan 

where military and government officials / offices and their sympathizers are being 

targeted.  

 

(ii) Sustained Terrorism.  The concept of sustained terrorism again stemmed 

from Irish Uprising / War. The purpose of this prolonged or continued aggressive 

campaign was to break the will of the British government and to force them to leave 

Ireland or accept defeat. 

 

(iii) Cell Operations.  Irish Uprising/War also resulted in the development of 

many concepts among which cell operations concept is very much alive in today’s 

terrorism, in fact it has been refined and redefined. This concept is based on 

decentralized operations and centralized command. Each cell is unaware of the 

existence of another which ultimately ensures the safety of other cells when one cell is 

compromised or caught.  
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Anti Colonialism and Anti Capitalism Era (1960-70s) 

 

(a) Violent Anti Colonial Struggles for Independence.  After WW-II and 

independence of Indo-Pak from British Colonialism, other nations strived for their 

independence. This desperation resulted in use of terrorism by occupied territories for 

their independence.  It also resulted in change of concept from selective terrorism 

where government officials were targeted to targeting of even sympathizers and 

civilians as well of occupation forces.  

(b) Violent Communist Struggles against the Capitalism.  After WW-II, the 

world was divided into communists and capitalist’s blocks, on sponsorship of Soviet 

Union, Cuba hosted an International Conference (1996).  This conference laid the 

foundation stone of internationalizing the terrorism when Freedom fighters, liberation 

groups and terrorists developed alliances and targeted countries and continents. 

Europe and Africa suffered the most along with Middle East. This type of terrorism 

lasted for almost two decades. One of the major targets of these organizations 

(European & Middle Eastern) combined focus was to bring attention to Palestinian 

cause. 

 

(c) Emergence of Religious / Sectarian Violence. Last two decades of 20th 

century saw a shift in terrorism from liberation, ethnicity, social or political goals to 

religious objectives. Modern era saw the emergence of political theologies, prophetic 

movements, sectarian activism and faith base increase in terrorism.  Present 

environments of freedom of speech and activities have given an unchecked liberty for 

planting the religious fanaticism. Christian reconstructionism in Europe, Radical 

Islamisation in Asia / Middle east, Hindu extremism in India and to other countless 
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religious eschatologies  is presently promoting a self perceived battle Good and the 

Evil (Pottenger, 2007). This type of religious based terrorism was more aggressive 

due to fanatical element in it as suicide bombing became a symbol of religious 

martyrdom.  Thousands of innocent people lost their lives from various parts of the 

world, i.e., West Bank, Gaza Strip, UK, Pakistan, Afghanistan, Russia and USA. 

 

 

 

Terrorism in 21st Century 

 

 In ancient times, the instinct to survival gave birth to ‘might is right’ or 

‘survival of the fittest’ concept. This concept did not diminish with increase in 

resources and access, instead it was adopted at a bigger level where states who are the 

fittest (economically) survive or the countries with more might dominate the 

international arena at their convenience and for their own agenda. Terrorism in 21st 

century has taken a more devastating and horrific face. Last two decades especially 

after the fall of mighty USSR and end of cold war, with USA emerging as the sole 

power of the world has resulted in focusing of a lot of terrorist attacks against the 

U.S.A. It happened not only in USA but anywhere in the world where they were 

present as a representative of US Government.       

 

 This period actually saw the rise of religious extremism and hate to justify 

terrorism for achieving goals. The last episode of 9/11 yielded catastrophic results the 

world over. Primary, secondary as well as miscellaneous causes of terrorism 

ironically exist simultaneously, which have made the world highly susceptible to 
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terrorism. Terrorism found justification in a unipolar imbalanced world where all the 

injustices and atrocities were attributed to US and west.  A situation of mistrust and 

general insecurity persists throughout the world particularly in Middle East, Pakistan 

and Afghanistan. All the imbalances of this unipolar world were blamed at West lead 

by US as anti Islam drive. This type of terrorism flourished in the rural and illiterate 

areas of Afghanistan, Pakistan, Yemen, Somalia and to some extent in UK and US as 

well. 

 

 The invasion of Iraq by US without the support of UN and extremely strong 

opposition from even the allies from Europe, was a clear indication of US dominance 

of the world where either you are with them or against them showing their 

unilateralism in their foreign policy (Fouskas & Gokay, 2005).  

 

 

Causes of Terrorism  

 

 Terrorism is a very controversial topic and its connotation from a group of 

people to other, from time to time and last but not the least its end results may label it 

differently. As the terrorism conducted by the state when Germans carried out 

genocide of Jews, it may have resulted in terrorist activities by them in self defense 

and at that time both sides would have justified their actions. But Jews did not do 

anything wrong to target innocent people as they never initiated terrorist activities 

(Wilkins, 1992). Most of the terrorists claims that they are fighting for the rights of 

innocent being oppressed and therefore it is a just cause. Their logic would be to back 

the terrorism in aid of contributing to a just cause and defending one self. But Wilkins 
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(1992) stressed that alleged violation of other’s innocent rights may not justify their 

terror tactics.  

 

 Terrorism is a menace which has caused death to millions of innocent people, 

challenged the writ of state world over and weakened a culture, society for decades to 

come.  Terrorism thrives upon minor / flimsy irritants and nurtures itself into a 

monster by gathering of likeminded people and finally goes against the norms of 

morality and integrity of the society.  Terrorist activity like any other social evil has a 

reason to prosper.  The causes of terrorism are as under:- 

 

(a) Primary Causes 

(b) Secondary Causes 

(c) Miscellaneous Causes 

 

Primary Causes of Terrorism 

 

(i) Economic Causes.  Economical problems affect people materially and 

psychologically.  The economic system of today and yesterday where mostly the 

distribution of wealth is based upon individual’s ideas, hard work and opportunity, 

which has resulted in distribution of wealth in an unbalanced proportion. This has 

resulted in one of the most important elements of dissatisfaction in a society, which 

the terrorist organizations make use of.  This economic inequality is blown out of 

proportion and has become benchmark of misinformation and exploitation by terrorist 

in a society. The poverty has become one of the significant causes of terrorism which 

was even stated by former British Prime Minister Tony Blair (Krueger, 2008).  This 
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propaganda is used to exploit the resentment of generally underprivileged, uneducated 

and misfits for manipulation by terrorists. It is a known fact that the terrorist are 

generally people with minimum financial resources at their disposal. It is very rare to 

find a wealthy educated or financially well off individual becoming a terrorist. 

 

(ii) Socio-Cultural Causes. 

 

(a) In Latin America some of the resistance leaders viewed that the root cause of 

oppression is dependency upon some countries in their economic, social, political and 

cultural structure. And this has resulted in creation of class difference between the 

people. Their radical approach was aimed at abolishing the class system, access to 

governance and a social revolution and that is how they thought would bring a change 

and conversion into new society (Thackrah, 2004). One of the present era gifts of 

equal opportunity for all has resulted in cultural changes. These can be seen where in 

the history wealth was limited to inherited royalty, nobility and poor were supposed to 

serve the rich for generations. The present era improved Socio-economic status has 

resulted in changing of this inherited culture where the lower tiers of the society are 

coming at par with those who are borne with silver spoon in their mouths or even 

overtaking them. These changes in social structure are the main motivating factors for 

the down trodden lot to catch up with the social imbalances not otherwise possible 

and at times by any means possible. 

 

(b) The elements of culture or a society on which it is recognized is its heritage, 

languages, dialects, norms, traditions, architecture, art and literature.  Breaking off the 

improving and maturing bond among these elements leads to abnormal consequences. 
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These abnormalities generally results in anarchy, terrorism, violence and losing social 

identity and unity. 

 

(c) The trend of urbanization brought a fast change in the life style and culture of 

the society.  Uneven opportunities, level of income and life between urban and rural 

areas, and even such differences within a city because of bad urbanization have 

always lured the have nots to look for easy money. It has also created a huge gap 

between the urban and rural segments of society where both of them are looking upon 

each with mistrust and at time with hatred.  

 

(iii) Psychological Causes. 

 

         The people who don’t have sufficient personal capabilities (complexed 

personalities) and generally become failures in their lives, develops a thinking process 

where according to them they are not getting the respect they deserve and the people 

around them are neither interested nor care about them. Or in other words they are 

being mistreated by society they are living in. Social & cultural surroundings and the 

psychological processes combines all the irritants which includes poor impulse 

control, social & economic frustration, negative emotions and accompanying group 

thinking process of supporting violence ultimately results in aggressive attitudes and 

activities (Stout, 2002). For this purpose, they may move towards violent and 

aggressive behaviours and activities to get the attention of society. They think by this 

aggressive attitude people would recognize and respect them. 
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Secondary Causes of Terrorism  

 

(i) Sense of Injustice.  Any society or culture is based upon certain rules and 

norms. These rules are again outcome of social justice system and understanding of 

that culture. A culture where justice do not prevails, or where a class of people are not 

treated fairly because of their religion, race, ethnicity or caste may result in a sense of 

injustice, as a group of people would feel deprived or where a they would feel that 

their rights are ignored.  This sense of social injustice most of the time result in 

irritants on which the terrorism thrives. 

 

(ii) Religion.  Presently religion is the most commonly based excuse by the 

terrorist to commit act of terrors. Interestingly every religion is based on humanity. 

All the religions preach peace and justice for all, all the religions forbids terrorism and 

equal treatment for all, but the religious Zealots consider it a divine duty to impose 

their brand of religion on the complete society. They do not agree with any other 

version of religion except for their own interpretation of religion. Religious terrorists 

believe that state and Mosque, church, temple requires being one. Their brand of 

religion demands everything and all the social, cultural or other activities subjected to 

religious scrutiny and control. This divine obligation is shared by Muslims extremists, 

Christian Reconstructionists, Hindu fanatics, ultra-orthodox Jews etc. (Jones, 2008).  

 

(iii) Poor Education.  Educational system in most of the Third World and some 

developing countries is neither perfect nor sufficient enough to provide its people a 

respectable source of earning / living. Better and the more technical / professional 

education makes the human resource more useful for the society.  This poor, unguided 
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and unfocussed pursuance of academic goals produces a segment of societywho 

according to them are educated but actually are worthless. These people become 

extremely anti society and they blame it for their failures. To take, revenge they join 

groups which goes to extreme ends for their so called self perceived ideas of justice 

and righting the wrong. 

 

(iv) Poverty.   

 

     World poverty directly contributes to terrorism. There is no confusion 

about it as the economically satisfied individuals tend to be content and happy 

with their lives. Poverty results in dissatisfaction and irritation which 

ultimately results in anger, revenge and rebellion against economic 

hopelessness.  In 2011 UN Secretary General, Javier Solana EU foreign policy 

head, many other leaders and groups argued that the root cause of terrorism is 

poverty. 

 

Miscellaneous Causes 

 

Following causes can also lead to terrorism: - 

 

(i) Political Instability.  It acts like virus to disintegrate societies.  The ruling and 

opposition parties label each other as foreign agents and disillusion masses with their 

brands of right or wrong which ultimately lead to the creation of die hard activists 

who tends to resort to extreme measures (Terrorism).   
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(ii) Ethnicity.  Ethnic terrorism is based upon an excessive attachment to ethnic 

identity. Their classical examples are Basque liberation organization in Spain (ETA), 

Sri lankan Liberation Tigers of Tamil Eelam (LTTE), PLO in Palestine and so forth 

(Volkan, 1998). Factors like race, language and traditions of one component group, if 

not given due respect, feels neglected and deprived, which ultimately lead to violence 

against each other. 

 

(iii) Sectarianism.  All the religions of the world have disintegrated into many 

sects. These sects in a religion hate each other and are resorting to measures which are 

aggressive and violent. Each one of this sect claim to be the most genuine and 

ridicules others. There are so many sects of Islam which in Pakistan are exploited by 

various religious parties and Jihadi organizations, for example, lashkar-e-Jhangvi 

(Sunni Sect) is after Shiite sect and has killed hundreds of Shiite through their die 

hard fanatical followers.   

 

(v) Exploitations by External Forces.  A country or state may be surrounded by 

more enemies than friends.  Weaknesses in any of the above factors are exploited by 

the external forces to their ends. The history of the world is witness to the fact that 

each and almost every uprising is always supported by another country for their own 

interest which generally results in killing and uprooting from their native places of 

thousands of innocent people through terrorism. 
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Effects of Terrorism 

 

 Terrorism as discussed is a tool which can be used by either the state or those 

who think they have been oppressed, but one thing is clear that it affects ordinary 

people, societies and cultures, physically and psychologically, for a very long time 

(Zimbardo, 2003). Terrorism has always been lurking in the shadows of peace and 

sanity but its re appearance and resurgence in this modern age of technology has 

given birth to issues like Psychological disorders whose magnitude in true sense is 

still  beyond comprehension. These Psychological traumas are the leading cause of 

production of a generation which is not even aware of their problems and who are not 

limited to a particular area, society or culture.  

 

 The world becoming a global village also stands true as it has converted into a 

big Psychological ward where most of the patients irrespective of their race, religion, 

ethnicity and area, have almost similar problems.  

 

 Armed conflicts or wars have always changed the socio-economic and 

political structures of a society, area or country.   Hart (1895-1970), observes that 

“Campaigns like terrorism and violence are more likely to continue, because, it is the 

only kind of war that fits the conditions of the modern age.  At the same time, it also 

suits to take advantage of social discontent, racial ferment and nationalist fervors” (as 

cited in Hart, 1971). Terrorism can be compared with any other evil but more severe 

in nature as it grows on small irritants, frictions and beliefs. It goes against the 

accepted moral structure of society and finally becomes a menace where it ultimately 

causes death, destruction and wounds physical or psychological which would take 
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ages to heal. It terrorizes the society, challenges the writ of state and weakens the 

government.   

  

 

 As the common acronym used in present era about terrorists is State or Non 

State actors. The physical effects may be removed or rebuilt but the psychological 

wounds would require a very long and caring time to heal. The effects of terrorism 

may not be crucial to a the targeted government or a group directly affected (Comer & 

Kendall, 2007) but its devastation to human nature can be so severe that it may result 

in demolishing the basic social structure of a society or even demolishing a particular 

culture itself. Present day terrorism especially in the last two decades has killed 

millions of people, displaced double than those killed (Ahmad, Sophie, Wahlston & 

Knorring, 2000) but psychologically wounded and affected so many lives that cannot 

be fathomed (Porter & Haslam, 2005). 

 

 This age of technology and comfort has given rise to dissatisfaction, tensions 

and prejudice. These problems or traumas have resulted in the form of rebellion or 

resistance which varies from literary to orally or orally to physical. Age of 

globalization is based upon the modern telecommunication and mass media network 

around the world. On one side this globalization is supportive of progressive growth 

of societies due to fast paced communication in different mediums but on the other 

side this has resulted in vast audience being affected by the terrorist actions and 

promoting anxieties, fear and helplessness to global population (Comer & Kendall, 

2007).  
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 Terrorism is always aimed at something based upon the ideology of the 

terrorist. The ideology may stem from socio-economic, religious, ethnic, racial, 

geographical or social disagreement with a state, government, society or a class of 

people. One thing a terrorist always aim for is the publicity and propagation of his 

cause through his terrorist actions. And the aim of publicizing his terrorists’ acts is to 

create chaos, panic, disarray, and fear among the people of that area but at the same 

times tries to give legitimacy to their actions by justifying it, to gain the sympathy of a 

particular area or group of people. Terrorist start with blaming the system for not 

carrying out justice, inequality and inhumanity then they legitimize their own actions 

to right the wrong of the system and praise their own course of action and sacrifices. 

Therefore they always try to inflict maximum damage and destruction on human lives 

and material infrastructure in a society. One of the most brutal and almost unstoppable 

methods is through suicide bombing which always result in causalities and injuries. 

These ultimately result in a segment of society who are either directly affected by it as 

their loved one dies or become injured, or they are a witness of it being the inhabitants 

of that area. This result in a large segment of people who can become psychologically 

disordered permanently (Ben-Porat, Yablon & Itzhaky, 2013; Salguero, Berrocal, 

Iruarrizaga, Vindel & Galea, 2011). 

 

 Terrorism is a highly debatable subject as the terrorist believes in, that desired 

end justifies the means.  Human history has witnessed the evolution of this menace 

over the centuries but the aggressive changes, terrorism has witnessed in the last two 

decade is not only frightening but a wakeup call to this civilization to adopt measures 

and strategies to curb this evil from its roots. While the terrorist fanatically believes 

that they are liberating a nation, implementing true religious virtues or overthrowing 
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oppressors or illegal governments but in reality they cause wounds in that society, 

which would take generations to heal. Today, Terrorism or armed conflicts has 

resulted approximately nine and a half million causalities and at the same time almost 

thirty three million people displaced in the last two decades and a half (IDMC, 2013).  

 

 In the present environment, wars / conflicts are actually meant to change the 

social, economic, religious or political order of a society, culture or a state. 

Simultaneously, it also goes well with taking benefit of public dissatisfaction, ethnic 

agitation and separatist vehemence. Terrorist activity like any other social evil has a 

reason to prosper. It germinates with minor / flimsy irritants and goes against the 

norms of morality and integrity of the society. It causes death to many innocent 

people, destroys the social fiber of a society, challenges the writ and weakens the 

government.   

 

Terrorism in Pakistan 

 

 Since the last two and a half decades, Pakistan has been the victim of 

Terrorism in its various manifestations which started with the Soviet Afghan war. As 

per estimates, since September 11, 2001 approximately 22,000 Pakistani civil people 

have died and more than them have faced serious physical injuries in its continuous 

war against terrorists and their outfits. At the same time, Pakistan Army has suffered a 

loss of more than 3000 soldiers, while more than 9000 soldiers have physically been 

injured. Also there are numerous suicide and other bomb blasts in Pakistan (Amin, 

2014).  
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 Due to this war against terrorists, their outfits and sanctuaries, native people of 

these war infested localities have migrated to other peaceful regions of the Pakistan. 

After Pakistan independence in 1947, this has been the largest migration the country 

has seen. More than 3.5 million of people have been displaced. These people migrated 

in extreme emergent conditions and therefore they are now without their habitats, 

source of income, belongings and property. Mostly this large unplanned arrival of 

people into different areas and their settlement/adjustment is not only a financial 

burden on the Government of Pakistan but it also has numerous social impacts. And 

last but not the least this large scale internal displacement has brought psychological 

problems along with emergence of further issues during settlements. These people are 

scared and they are suffering from psychological traumas, depressions while 

uncertainty and confusion among them has increased (Amin, 2014). 

 

 The plague of terrorism has produced a generation of human beings who are 

scared, inefficient, isolated and less productive because of their psychological traumas 

which has become a part of their lives. Furthermore, it has resulted in insecurities, 

displacements, stresses, psychological traumas, for the rest of their lives. When we 

say humans are rugged and can adapt to any environments, we must also look at them 

with pity at their emotional and psychological vulnerabilities. They may heal 

physically but the psychological wounds take ages and focused care for healing. 
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Internal Displacement 

 

 “Forced displacement is nothing less than a tragedy for those who experience 

it. The cause can be some sort of a conflict, natural disaster, environmental 

degradation or political fiat.  Losing one’s home means losing identity, family history, 

livelihood, and community” (Fagen, 2011).  

 

 Some of the queries regarding the problem of Internal Displacement which are 

deliberated and investigated by the researchers during the past few years are: 

Who are IDPs? 

Which factors force them to leave their native places of residence? 

Who is accountable to grant support to IDPs? 

What are the factors that make them vulnerable physically and psychologically? 

What is the best system to present them with help services like healthcare, rations, 

refuge and clean drinking water?  

How can these refugees and IDPs be best saved from harm? 

 

 

 

Who are Internally Displaced Persons? 

 

 The most extensively referred description for Internally Displaced People is 

available in 1998 Guiding Principles on Internal Displacement, by United Nation 

Office for the coordination and humanitarian affairs(OCHA, 2003) and it explains 

them as “ Persons or groups of persons who have been forced or obliged to flee or 
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leave their homes or places of habitual residence, in particular as a result of or in 

order to avoid the effects of armed disasters, and who have not crossed an 

Internationally recognized state border” (OCHA, 2003)  

 

 Annan (2000), as a secretary General of United Nations in his 51st session of 

executive committee of the high commissioner for refugees stated that; 

  

“Sometimes they flee across national frontiers sometimes not. To them it makes little 

difference. They may not even know which country they are in, when they first arrive 

in a place of refuge. Those who are still in their own country are in just as desperate 

need of protection and relief as those who are not. And those who have crossed a 

border sometimes find themselves better off than the “host” population which gives 

them refuge, but which does not benefit from the same assistance programmes.” 

 

 Kagee & Gracia (2003) emphasized that the UNHCR’s explanation on the 

status of internally displaced persons focused on the territorial nature of internal 

displacement. The fact that IDPs do not cross formal national border, makes them 

untitled for humanitarian aids. Moreover they are not being given proper legal 

immunity as far as their rights are concerned, which is not the case with refugees. 

According to Das (2008) IDPs can rightly be defined as the ones who are homeless at 

home. Because of this fact, the IDPs face difficulty in getting necessary help from the 

agencies. But even though this hard fact, the numbers of IDPs are still getting bigger, 

worldwide.  
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 S. L. Thomas and Thomas (2004) raised the issue of displaced population on 

health care resources. They stressed on the fact that these people or immigrants (IDPs) 

are exceptionally susceptible to human rights violations, especially the dearth or the 

absence of physical and psychological health care. They further mentioned that 

humanitarian assistance generally stresses on the instant bodily requirements of IDPs 

like meals, medicines, refuge and clean drinking water and in this process, their 

psychological or mental health is neglected or ignored, which should be given equal 

importance.  

 

 Young (1995) theorized that Internal Displacement is not a normal life 

experience. As a result, on the one hand community bonds are disrupted and new 

groups are created who unfortunately share common experience of tragedies and 

displacement. While on the other side, the psychological responses subsequently are 

normal reactions to unusual life threatening situations (as cited in Kagee & Gracia, 

2003). 

 

How Many IDPs? 

 

 It is extremely hard to get perfect figures for IDPs because globally the 

number of this population is constantly fluctuating for the last 10 years. Some facts 

and figures for regarding IDPs are available from Internal Displacement Monitoring 

Centre/ Norwegian Refugee Council (2011).  According to this source, current 

displacement situation has started worldwide in 1994 and the percentage of total 

displaced population is 0.2% across the world, though this number fluctuates between 

and within countries. The reason being that some of these IDPs may be going back to 
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their native areas while majority are still escaping, still some of these IDPs  may 

return to the IDP camps from time to time,  to get benefit of humanitarian assistance 

processes. It is also very difficult to evaluate those IDPs who escape to urban areas or 

bigger cities and towns. It is pertinent to note the most of the government or semi 

government statistics are based on only those persons who have been displaced due to 

armed conflicts or natural calamities. 

 

 As per the statistics of the United Nation High Commissioner for Refugees 

(UNHCR, 2001-2014) by the end of 2010, the largest number of forcible 

displacement occurred after mid 1990s, which amounted to 43.7 million worldwide. 

This estimate comprises of 837,000 asylum-seekers while 27.5 million are those who 

are internally displaced in their own countries. It clearly depicts that the bulk of these 

people are internally displaced persons and they are neither refugees nor stateless. 

From 1997 to 2009 the number of internally displaced persons due to violence or 

conflict, significantly grew from 17 million to 27 million (UNHCR 2010- 2014). 

According to Salah, Abdelrahman, Lien, Eide, Martinez and Hauff (2012), the figure 

of displacement has considerably risen in the last few years around the globe, but the 

important fact is that the amount of the internally displaced persons has stayed 

comparatively stable, and generally in the same time frame, statistically the numbers 

has been fluctuating between 13 million and 16 million.  

 

 There is a slight change in the figures given by Internal Displacement 

Monitoring Centre IDMC (2011). According to this report, there were an estimated 

16.5 million IDPs in 1989 that has risen to 33.3 million till the end of 2013 around the 

world, down slightly one year before (IDMC 2013). Whatever might be the right 



28 

 

 

figure here, the important thing to register is that the figure of internally displaced 

persons has significantly amplified over the years which have drawn attention to this 

problem. It is further reported by IDMC (2013) that the above mentioned figure 

around the globe mostly reflects that the prime causes of internal displacements are 

environments of generalized violence, human rights abuses and armed conflicts. 

These are not inclusive of internal displacement due to natural calamities.  

 

 An International review of internal displacements carried out by Internal 

Displacement Monitoring Centre (IDMC, 2009) presenting an overview of the Global 

trends and statistical developments, revealed that six countries have the largest groups 

of internally displaced people in 2009, that include Sudan, Colombia, Iraq, 

Democratic Republic of the Congo, Somalia and Pakistan. Moreover massive new 

displacement during 2009 took place and due to violence, conflicts and terrorism, at 

least 6.8 million people were forced to leave their native places of residence in 23 

countries, which in comparison with 2008 is quite high as 4.6 million new IDPs were 

reported by IDMC (2011). While as per the figures given by Birkeland (2009) in an 

international review of internal displacement by Red Cross is slightly different 

showing ten countries comprising the bulk of all the newly displaced population. The 

report revealed, Philippines with 6.0 million, Sudan  with 5.5 million IDPs, Kenya 5.0 

million, Democratic republic of Congo with 4 million, Iraq, 3.6 million, Pakistan with 

over 3.1 million, Somalia 3.0 million, Colombia with 2.7 million, Sri Lanka with 2.3 

million and India with 2.2 million.  

  

 Recent studies and statistics indicate that numbers of Internal displacement in 

different countries of the world are increasing day by day but the facilities they rightly 
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deserve, are often eclipsed by the injustice in the rules system implemented by the 

governing bodies, determined mainly by the fact that they have not moved across the 

international country borders. In other words they are denied the facilities that are 

provided to the refugees who have crossed international boundaries. Although, in 

either of the category (i.e., refugees or IDPs) the reason of relocation is same as they 

are intimidated, coerced, forced to move or flee from their places of residence or 

living in order to secure their lives or freedom. But unfortunately, instead of 

extending the same care or protection to both the categories, the International 

institutional help is extended to refugees only, as they are the ones who have crossed 

the international borders. The existing rules and procedures make people eligible for 

international help only when they cross the international borders. Consequently in 

majority of the cases Internally Displaced Persons suffer more than refugees,that need 

to be challenged on the basis of humanitarian grounds (Luke, 1995). 

 

IDPs and Mental Health 

 

 Review of the literature reveals that Internal Displacement across the globe 

leads to consistent psychological reactions such as Depression, Anxieties, Post 

Traumatic Stress Disorder and other abnormal behaviors (Hjern, Angel & Jeppson, 

1998; De Jong, Komproe, Ommeren, Marsi, Araya. Khaled, Van De Put & Soma 

Sundaram, 2001; Robert, Ocaka, Browne, Oyok  & Sondrop, 2008;  Hamid & Mussa, 

2010; Hussain, Anderson, Cardozo, Becknell, Blanton, Araki & Vithana, 2011; 

Yuksekaya, 2012;  Salah et al., 2012).  All these studies demonstrate that at least one 

factor is common among the two groups, that is, both the Refugees and Internally 

Displaced Persons are, victims of environments of hostility that can severely harm 
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their psychological well being and may result in post traumatic stress disorder and 

other psychological or mental health problems. 

 

 Displacements are always very traumatic for the people because it has all the 

elements to damage and hamper the normal functioning of the society at large. Leus, 

Wallace and Loretti (2001) reported that a large numbers of IDPs is exposed to new 

dangers and growing defenselessness against physical and mental concerns. These 

exposures and weaknesses of IDPs ultimately lead them to become an easy prey to 

mental or physical sickness. As IDPs are the victims of internal hostilities and 

violence and they are in the same country, therefore it has also been reported that the 

access of these people (IDPs) to institutional welfare in the form of health care or 

other support is frequently denied by the warring factions or the conflicting parties. 

Moreover, by such movements of IDPs from their native places into other 

communities or regions sometimes burdens local health systems, resulting in the 

suffering of the host population too along with the internally displaced ones resulting 

in health outcomes unsatisfactory. 

 

 As a matter of fact, majority of the IDPs remain in almost violent situations 

and most of the time their needs go unacknowledged by helping agencies. In this 

context of legal invisibility, little attention is directed at their mental health and 

psychosocial well being. Salah et al. (2012) reported that IDPs often find themselves 

in particularly ambiguous legal positions.  

 

          As mentioned earlier that unfortunately, IDPs are not granted or considered 

legally equal to refugees and therefore are not given special care, attention, support, 
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facilities and protection which on the other hand is provided to the refugees. 

Although, unlike refugees, IDPs do not cross their country’s international border in 

search of safety or sanctuaries but stay within the boundaries of their native countries, 

yet most of the time the IDP’s cause of fleeing from the place of their residence or 

native areas is almost exactly the same as that of refugees (terrorism, war against 

terror, armed conflicts, violence, violations of human rights). However, as they are 

relocated in the jurisdiction of their own country borders, therefore they are not 

entitled to the care or support of UN funded projects, donors or organizations. It is 

worth mentioning that at times the reason for the plight of IDP’s may be by the hands 

of their own government but it is ignored, overlooked and not taken into account. Due 

to this deliberate legal invisibility the deserving attention and focus is not granted to 

IDP’s and therefore their mental well being, psychological health or other needs are 

not looked after by the International relief & support setups (IDMC, 2009).  

 

 It is an established fact that IDP’s and Refugees are always victims of some 

sort of disasters. They leave their places of residence in hurry because they want to 

save their lives. S. L. Thomas and Thomas (2004) stated that an individual will flee 

only when his integrity and safety is at stake. So he tends to migrate to places where 

conditions are comparatively better. However for the IDPs, this shift from the native 

place to other places means, movement from one area of disaster to another area 

which is perhaps more vulnerable.  

 

     The economically sound people can find better alternatives for themselves but 

unfortunately those who are not, are at the mercy of the situations. Here if we think 

rationally they are actually facing the reaction of not only a single disaster,  in the 



32 

 

 

form of war, conflict or a terrorist activity but at the same time the loss of their 

comfort zone, which can magnify the reaction in terms of mental destabilization.  Yet, 

more than a secondary consequence of violence, displacement is in a direct way a 

major life stressor (Kagee & Gracia, 2003).  

 

         One of the major principles on Internal Displacements for the protection of IDPs 

directs that focused care and attention must highlight the physical and psychological 

needs of this group. It also stressed on the unique health needs of women which they 

rightly deserve. 

 

  Roberts et al. (2008) reported an established fact that violent conflicts and 

forced relocation (displacement) significantly affects the individual’s health. 

Moreover they stressed on the fact that the determinants of overall health status of 

IDPs needs to be investigated at large, as there is little proof of the social determinants 

on the well being (physical or mental) of the IDP’s who have forcefully been removed 

or relocated within a country borders from their native places of residence due to 

armed aggression, terrorism or conflict. 

 

 Porter and Haslam (2005) emphasized that further focused research and 

studies are required to ascertain the degree of psychological wellbeing consequences 

because of the forced dislocation and the factors that govern or operate these 

consequences.  

   

           They reported that the global refugee crisis needs to be handled carefully and 

should be given much importance, because IDPs number is anticipated to surpass 1 % 
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of the total population of the world. In their Meta analytic study they attempted to find 

out the association between IDP’s and refugees post displacement status and their 

mental health and reported that the post displacement conditions are associated with 

their respective mental health outcomes. They further argued that all the previous 

researches have proposed a single dimension of psychopathology (i.e., posttraumatic 

stress as a reaction to war situation) whereas earlier studies in this regard have 

recognized elevated levels of mental disorder beyond PTSD among those people who 

suffered ordeals because of violence, aggression, calamities and tragedy (Rubonis & 

Bickman, 1991). 

 

 Hollifield et al. (2002) reviewed some of the studies on psychological 

wellbeing of refugees and IDPs, to understand the relationship between disaster and 

psychopathology and at the same time the validity of the measurement tools that were 

used in these studies. They reported that most of the outcomes of these studies were 

difficult to interpret as they yielded conflicting results. This fact opens a gate way to 

further explore the phenomenon in detail. Eisenbruch (1991) emphasized that before 

diagnosing the people with psychopathology, the culture of which they are an integral 

part should not be overlooked. Rather, this aspect should also be given proper place in 

the scientific inquiry.  

 

 Porter and Haslam (2005) argued that the previous literature reveals that the 

studies carried out worldwide about psychological wellbeing of IDPs and refugees 

have not followed a single method of exploration, therefore, there are chances that 

these studies have some errors. Furthermore, the specificity of the local conditions 

and situation cannot be generalized and therefore it would be very difficult to extract 
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general or widespread conclusion from it.  To control these factors, they carried out a 

metanalytic study which thoroughly scrutinized researches of the displaced populace 

because of conflicts throughout the globe in the last 50 years. The meta-analysis 

tested several probable moderators of psychological fitness of expatriate, including 

background variables consequent to the severe strains of conflicts.  This meta-analysis 

demonstrated that the sociopolitical perspective of the displaced persons was 

associated with their psychological health. This study was also instrumental in finding 

that if the post displacement conditions are good then it will have a significant 

positive effect on their mental status later on. Moreover, material help from 

governments and other organizations can mediate their mental health status if 

provided in the right direction.  

 

 Brundtland (2000) reported that physical conditions in general and 

psychological fitness of refugees in specific are main concern of the efforts of the 

World Health Organization. Increased endeavors are being undertaken by World 

Health Organization in an aim to address the requirements of psychological/mental 

fitness of the present day’s world most exposed group of people to hardships 

generated by displacement. 

 

 It is pertinent to mention here that this era’s clashes deliberately drag civilian 

populace into the conflicts. Enormous abuse and breach of human rights inflict 

serious dangers on an extremely large number of people. These risks which are 

imposed on individuals, communities or families are inclusive of psychological, 

emotional, social, economic and cognitive effects that are huge and extremely 

disturbing (Brundtland, 2000). 
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 The report by the Global Overview of Trends and Developments (2009) 

specifically identifies six countries that have the biggest group of internally displaced 

people including Pakistan, Sudan, Democratic Republic of the Congo, Iraq, Somalia 

and Colombia. All these countries have one thing in common that they are both 

underdeveloped and low income countries and are facing some kind of political and 

social unrest. So most of the populations who are internally displaced are either from 

low income or post conflict countries and are extremely vulnerable to physical and 

mental health problems (D jong et al., 2001; Thapa & Hauff, 2005). 

 

 It has been observed that the consequences of traumas and disasters remain in 

the personal and collective memories of the victims, even when these people have 

been resettled and repatriated long after the peace agreements. The resettled people 

that were earlier displaced and had suffered painful experiences/traumas of torture, 

deaths, financial or material losses, sexual abuses etc may take ages to recover and 

their behaviors may be affecting even the for generations to come.  

 

            Moreover, these people stay in relief camps that were not only over crowded 

but were lacking basic needs coupled with their anxieties resulting from the 

uncertainties of their future, breaking of their communities and social structure has 

exposed them to distress arising from psychiatric and physical conditions which can 

never be overlooked or ignored (IDMC, 2011). 

 

 Psychiatric symptoms and distress of the people that were exposed to the 

traumas at the time of being displaced, during displacement and finally coming back 
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would take, at time, ages to recover (months or years) or it may be a lifelong endeavor 

to overcome these problems. (Thomas & Thomas 2004; Cummings, Sull, Davis & 

Worley, 2011). 

  

 A study conducted 12 years after forced migration (Sabin, Lopes, Nakerud, 

Kaiser & Varese, 2003)  revealed that IDP’s of Guatemalan living in Mexico showed 

different type of disorders which included 12 % PTSD, 39 % depression and 54 %  

were showing signs of anxiety. This research also indicated that the IDPs suffered 

from prolonged psychological health issues and faced long term mental gloominess. 

This study also observed internally displaced persons and refugees for a very long 

time, after the forced dislocation. It was observed that they had psychological fitness 

issues besides facing continuous critical problems in merging in the conventional 

culture and build up adjustment attitudes.  

 

 Hjern et al. (1998) conducted a study to explore psychological wellbeing of 

children who were in exile for quite a long time from Chile. Their results showed that 

almost half of the group that they studied was having poor mental health even after 

several months of their resettlement. 

 

             Roberts et al. (2008) made a vital input towards examining public 

determinants of physical condition in the countries which are affected by conflicts and 

crisis, by conducting a study on the displaced people of northern Uganda. The 

research produced evidence concerning overall bodily and psychological health 

condition of people displaced due to clashes there. Their findings reported that 

psychological and physical fitness depends on variables, such as socio economic, 
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demographic and trauma event of the displaced people. This study was instrumental 

in providing evidence of the influence on physical and mental fitness due to the 

deficiency of essential supplies and services, harrowing happenings, foreboding and 

uncertainty amongst displaced and crisis affected populations. Moreover, this study 

documented that variables like gender, age, being married and unmarried, and 

earnings, relief camp distance from native region, rations safety, soap accessibility, 

and sense of protection in the relief camps had negative relationship with physical and 

psychological fitness. Besides, a number of other variables based on frequency of 

being exposed to different traumas like illness and having no access to healthcare, 

encountering death like situations, or suffering serious wounds or injuries also had 

negative relationship with physical well being.  

 

          Hurtful happenings, for example, death or murder of closed ones 

(family/friend), encountering death, forced brainwashing, sexual harassment (rapes 

and abuses) are also linked with adverse psychological outcomes. Roberts et al. 

(2008) hypothesized a positive relationship of sickness without medical care 

availability or deficiency of meals and water with that of psychological health. These 

researches reported a vital impact of lack of basic commodities of life on mental 

wellbeing of individuals or community.  

 

 Earlier literature on the psychological wellbeing of Internally Displaced 

people has generally aimed on psychopathology referring mainly to two areas (i.e., 

Post Traumatic Stress Disorder, PTSD and depression) (Thomas & Thomas 2004). 

According to Ahearn (2000) the violence, homelessness and prosecution imposes 

serious threats on the lives of IDPs and refugees. As a result, they suffer from wounds 
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that are invisible but can have lasting and devastating effects. Psychological 

problems, for example, PTSD, chronic fatigue syndrome and mental exhaustion are 

the resultant reactions to them. Most often, their long term quality of life is 

compromised. This fact, thus suggests that these issues should be given priority in the 

field of scientific inquiry. He further suggested that the most common 

psychopathology after internal displacement is PTSD and it requires to be thoroughly 

investigated. Cummings and his colleagues (2011) examined Psychological status of 

some old Kurdish people living in United States. They were surprised to find severe 

levels of depression in the majority of the sample.  

  

          Researches assume that the development of Post Traumatic Stress Disorder 

among IDP’s and Refugees is because of their reaction towards aggression and torture 

while depression is caused as a result of failure, being dislocated from the native area 

of residence  into a society where it’s difficult for them to merge. Again it is not 

necessary that the reaction towards the trauma appear just immediately after the 

exposure. Moreover the dose-response association between trauma experience and 

poor psychological fitness was also found to be true in a study by Johnson & 

Thompson (2008) which yields support to other researches on post traumatic stress 

disorder and depression found among dislocated populace.  

 

 The development of PTSD after the displacement due to some sort of disaster 

is perhaps best described and explained by Kagee & Gracia (2003). They 

conceptualized that the occurrence of internal displacement always involves “actual or 

threatened death or serious injury” or it involves “threat to the physical integrity of the 

person” (APA, 2002, p. 467). This fact recommends that A1 criteria may be met for 
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PTSD as stated in the DSM-IV-TR (APA 2002), hence the chances of developing 

PTSD in the aftermath of internal displacement are much greater from a psycho-

diagnostic perspective.  

 

 For the last few years, a lot of attention is being directed not only towards the 

problem of internal displacement but particularly towards the problem of internally 

displaced women. According to UNHCR (2002) forced migration has affected 50 

million people worldwide (both Refugees and Internally Displaced People).  Women 

and children represent nearly 80 percent of the total people who are displaced and 

among them 50 percent are female. Their physical and mental health is at stake 

(Thomas & Thomas 2004). 

 

 Kemiere (2007) reported that women comprise the major portion of internally 

displaced persons, and yet their needs are not sufficiently addressed. He stressed that 

the problem of this group needs to be tackled carefully and systematically. Usually in 

such situations women normally assumes the role which used to be previously held 

mostly by men, due to which women suffer displacement problems more than men.  

 

              History is full of the examples of displaced women sufferings, mass 

casualties, and being victims of gender based violence worldwide.  Starting with 

world war-II, Afghanistan, Gulf war, Europe, The Balkans, Bosnia, Kosovo, 

Slovenia- Herzegovina, Chechens, Colombia, Africa, Rowanda, Eritrea, Sudan, 

Mauritania, Somalia and Sierraleone have witnessed that among the internally 

displaced population, women have suffered significantly (Kemeiere, 2007). 
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 IDP women are mostly deprived of a lot of care and information which mostly 

include basic medical facilities/care access like family planning care or health 

information relating to it, education and so forth. This definitely attracts awareness to 

the lack of facilities for women refugees besides calling immediate attention of the 

international community to address these issues. Different laws, treaties or 

understandings developed by International community over the period of time have 

important features of safeguarding the human rights of refugees and IDPs. 

Unfortunately, these rights of refugees or internally displaced people are mostly 

ignored with respect to those laid down key features by the individual countries or 

international community. In terms of International law humanitarian involvement is 

an important issue.   The fourth world women conference in Beijing (1995) stressed 

on more effective strategies for internally displaced women. The physical integrity 

and sense of security of these women are always being violated in war times which 

make the situations unbearable for them.  

 

 Maslow (1970) stressed on the need for security and safety in his theory of 

human needs.  He reported that it is one of the basic needs of an individual to live in a 

relatively stable and safe environment. If this need is not met satisfactorily, it can 

have devastating effects on the overall mental health of the individual. Furthermore, 

in such situations, where this need is not satisfied, the individual would not be able to 

develop a healthy personality. He also conceptualized that the need for safety usually 

becomes dominant in real emergencies, e.g., traumas and disasters (Frager & 

Fadimen, 2005, p. 346).  
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 It is reported that girls, women and old people are at more risks for adverse 

psychological outcomes such as post traumatic stress disorder and depression among 

populace affected by conflicts or clashes (Johnson & Thompson, 2008). To some 

extent, it may be attributed to different physical or psychological happenings which 

may include violence, loss of partner or children and rape. 

 

 Sabin, Lopes, Nakerud, Kaiser and Varese (2003) conducted a study after 20 

years of the civil conflict on Guatemalan refugees to investigate their psychological 

health. They further explored different aspects linked with adverse psychological 

effects among this community and found an association of poor mental health with 

female gender, being widowed or being married. Moreover, psychiatric morbidity was 

associated with Refugee status and traumas experienced. Similarly in majority of the 

cases among refugees and IDPs, 50% or more are usually women and children 

(Brundtland, 2000).  

 

Psychological Effects of Terrorism and Internal Displacement 

 

 Since immemorial time, psychological well being is part and parcel of 

human’s living (Rizvi, 2012).  Unfortunately, the well being of humans has been 

misbalanced by the curse of today, that is, Terrorism. The menace of terrorism is a 

crisis in the form of manmade disaster towards which people are unable to cope with. 

In addition to this, this form of terror is quite different from other distinct crisis 

situations as it is sort of a continuous and permanent personal threat in a specific 

culture/society. Unlike terrorism, which is continuously threatening in nature, other 
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crisis (e.g., calamities or disasters) are generally temporary and does not require 

constant watchfulness on behalf of the sufferer (Mansdorf, 2008). 

 

 Mathewson (2004) views disaster, as any event whether natural or manmade, 

that can damage physical, psychological, social or economic structures of the people 

of an area and require extraordinary help from outside. Disasters usually result in 

crisis.  Flannery and Everly (2000) view crisis as a situation that has the capacity of 

impairing an individual’s capability to react effectively in a specified situation. 

Terrorism here is a form of disaster or crisis in a person’s life having a strong ability 

to affect his/her life significantly. Furthermore, the crisis situation cannot only result 

in traumatic stress but Post Traumatic Stress Disorder as well. 

 

 Seibert (2010) viewed a disaster both (man-made or natural), as having the 

capability of provoking unpleasant emotions like anxiety, depression and fear but 

literature suggests that, man-made disasters are more pathogenic psychologically than 

the disasters of any other sort. Among man-made disasters, terrorism is the most 

important one due to its cruel nature. Unfortunately we always calculate in terms of 

finance and material, but the most important part, i.e., “Humans” are always left out. 

It is always vital to learn the reaction of humans towards this debacle because it 

involves an important aspect of the nature, that is, “Human” which is the supreme 

creation of the Creator.   We cannot expect a better future if we do not have a good 

today because our future is dependent on the present and unfortunately our present is 

overwhelmed by termite in the form of terrorism. 
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 Although a lot of work has been done worldwide on the psychological effects 

of terrorism yet there is a strong need that impact of terrorist activities and its 

resultant psychological effects on the people belonging to some extremely remote 

areas of an underdeveloped country like Pakistan, who have been victims of terrorism 

for the last few years, must be explored.  

 

 

Post Traumatic Stress Disorder 

 

 According to Methewson (2004) about 9 to 35 % of those who witness any 

sort of traumatic events or crisis directly in the form of Terrorism or any other disaster 

will show significant signs of Post Traumatic Stress Disorder (Critical Incident Stress 

Management program reports that Post Traumatic Stress Disorder is a normal reaction 

of a normal person to an abnormal situation.  

 

 According to DSM- IV- TR (APA, 2002) the important characteristic of Post 

Traumatic Stress Disorder (PTSD) is the growth of classical signs, after personally 

experiencing an event of intense shocking nature. Traumatic events which come under 

this category include, 

 

(i) Military conflicts 

(ii) Brutal own beating (sexual assault, physical attack, robbery, mugging)  

(iii) Being kidnapped 

(iv) Being taken hostage 

(v) Terrorist attacks 
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(vi) Torture of any kind 

(vii) Incarceration as a prisoner of war or in a concentration camp 

(viii) Manmade or natural disasters 

(ix) Severe car accidents 

(x) Being diagnosed with a life-threatening illness 

  

         If the stressor is manmade, then the disorder may become harsher and long 

lasting. Furthermore, the chances of developing PTSD can become intense if the 

stressor is physically close to the person. The reemergence or reoccurrence of the 

harrowing happening can happen in several ways.  

 

 DSM-IV-TR has classified the symptoms of Post Traumatic Stress Disorder 

(PTSD) after an exposure to trauma event, into following different criteria: 

 

 Criterion A involves exposure of a person to actual or threatened death. It may 

also involve injury of a serious nature or sexual violence that the individual has either 

directly experienced or has witnessed the event while it was occurring to others (close 

family member or friend). Criterion A also involves helplessness and intense fear 

along with feeling extremely horrified. 

 

 Criterion B of DSM -IV -TR includes “re experiencing symptoms”, associated 

with the trauma events which start in the aftermath of trauma. They are negative 

recurrent, involuntary and uncomfortable memories of the trauma events. The 

reactions also include distressing dreams that make an individual believe as if the 

trauma is re occurring which can result in lack of awareness of the current 
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surroundings of an individual. As a result there is extreme psychological distress and 

physiological reactivity. The physiological reactivity usually starts if the person faces 

any triggering stimuli, resembling the actual trauma. 

  

 Criterion C involves symptoms of “Avoidance” that are linked with the 

shocking event, for example, the individual’s efforts to avoid distressing memories, 

feelings and recurrent thoughts about trauma events. It also includes avoidance of 

people, places, activities or discussion about anything that can arouse unwanted and 

uncomfortable memories of the trauma events. As a result, the person may feel 

detachment from people, decreased interest in the previously enjoyed activities and 

reduced ability to feel emotions. Moreover he may also feel no hopes for the future. 

 

 Criterion D involves “hyper arousal” symptoms. These symptoms involve 

anxiety and increased arousal that starts only after experiencing trauma event. It 

includes difficulty in falling or staying asleep with night mares in which the painful 

episode of trauma is replayed. In addition to this irritable mood, short temperedness, 

lack of concentration, hyper vigilance and exaggerated startle response are also the 

salient symptoms of hyper arousal. 

 

 Criterion E of the disorder, clearly asserts that all these disturbances should be 

present in a person exceeding a month at least. It should develop clinically major 

impairment in a person’s public and professional area of functioning (criterion F). 

However, it has to be noted that the disturbance is not caused by physiological effects 

of substance use (drugs, alcohol) or any other medical condition. 
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Associated Features  

 

 There are some associated features of this disorder. Individuals suffering from 

Posttraumatic Stress Disorder may regress developmentally such as they may report 

loss of language (in case of young children). There are chances of auditory pseudo 

hallucination. The individual may have associated difficulties in regulation of 

emotions and inability of maintaining stable interpersonal relationships.  

 

Risk Factors 

 

 There are some specific cultural and age features which make individuals 

vulnerable to develop PTSD (e.g., those people who have recently migrated from their 

native places which are under severe social unrest and conflicts may have high rates 

of Post Traumatic Stress Disorder). Their immigrant status makes them extremely 

vulnerable and they are reluctant to share experiences of trauma. Such individuals 

may be assessed through specific techniques.  

 

 PTSD is also more prevalent among females as compared to males. In case of 

young children, these events are unwittingly recalled in distressing dreams, within 

few weeks, which are then automatically changed into generalized nightmares, 

rescuing others or threats to self or others. These kids are unable to understand that 

the traumatic event is recalled; in fact they understand that if they are experiencing the 

trauma again.  
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 It is difficult to observe loss of interest in daily routines and show of emotions 

by a child as they are unable to report it, therefore, the symptoms in their case can be 

seen as detachment from the parents, teachers, and other significant people around 

them. Other symptoms or indications which children may show are physical in nature 

like headaches or stomach aches. 

 

Prevalence of the disorder 

 

 Studies on different communities with the variability linked to systems of 

evaluation and the populace sampled have revealed that lifetime prevalence for 

Posttraumatic Stress Disorder ranges between 1% to 14. Moreover, the life time risk 

for developing PTSD according to DSM- IV-TR criteria, among US population has 

been discovered as 8.7% at the age of 75 years. According to some studies 3% to 58% 

prevelance rates of disorder has been observed among individuals at-risk like war 

veterans, sufferers of volcanic explosions or unlawful aggression.  

 

Course 

 

 There is no age limit for Post Traumatic Stress Disorder and it can be observed 

or appear at any age. It generally appears just after the shocking incident and may be 

within the first three months, though in some cases it may appear after months, or 

even years. Initially the disturbance meets the criteria for Acute Stress Disorder 

immediately after the trauma. The signs of the disorder and the relative prevalence of 

re experiencing, avoidance, and indications of hyper arousal   may differ over time, 

with a complete healing happening within 3 months in almost half of the cases, 
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whereas others may report continuing indications even after more than a year of the 

occurrence of the traumatic event. 

 

 Factors such as severity of the suffering, period and closeness of sufferer’s 

experience to the place of shocking happening are extremely significant in increasing 

the risk of development of Post Traumatic Stress Disorder. On the contrary there are 

studies suggesting that social support, childhood experiences, personality 

characteristics, family history, and preexisting mental conditions can have a 

significant impact on the development of Posttraumatic Stress Disorder. However, if 

the stressor is more severe or extreme then PTSD may develop in individuals who 

have not been exposed to such conditions.  

 

 A large number of researches demonstrate that human made disasters have 

profound effects on physical as well as psychological lives of the groups of people 

affected, for the long time. If the injury is physical, the healing process is perhaps 

more easy than psychological injury.  

 

 Researches carried out worldwide on the people who are either the direct or 

indirect sufferers of terrorism, or displaced from their native places because of 

terrorism have one thing in common, that is, they mostly suffer from PTSD or 

depression (Hjern et al., 1998; De Jong et al., 2001; Silver, Holman, McIntosh, Poulin 

& Gil-Rivas, 2002;  Bleich, Gelkopf & Solomon, 2003; Glea, Viahov, Resnick, 

Ahern, Susser, Gold, Bucuvalas & Kilpatrick 2003; Methewson, 2004; Miguel- 

Tobal, Vindel, Irurrizaga, Ordi & Glea 2005; Levav, 2006; Comer & Kendall, 2007; 

Hussain et al., 2011). Direct sufferers are those who themselves have been injured, or 
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one of their near family member have suffered. On the other hand, individuals who 

have not suffered personally are affected because of their connection with the people 

suffered or the area to which they belong has been affected, are categorized as indirect 

sufferers. 

 

 Del et al. (2006) reported that about 7.8% of Americans develop Post 

Traumatic Stress Disorder over their lifetime whereas in the reported percentage the 

chances of developing PTSD among women are double (10.4% of women to 5% of 

men). Furthermore, they also reported that it is not necessary that all the survivors of 

trauma will develop PTSD (as cited in Kafko, 2012). This research revealed that most 

of the people who experienced trauma were those who saw people getting critically 

injured or killed, or were involved in an incident relating to flood, fire or natural 

calamity or were caught up in a dangerous and critical accident and had war 

experience. Moreover, age and education are also some of the important variables that 

increase the predictability of PTSD (Ullman & Siegel, 1994).    

 

  Miguel-Tobal et al. (2005), explored psychological wellbeing of the people 

who were directly exposed to the terrorist attack in Madrid (March, 11 2004 attacks), 

using structured investigative interviews and other screening methods that were 

formulated to discover the prevalence of disorder. They reported that attack resulted 

in PTSD among the majority of the sufferers, though depression was also reported as 

the most common disorder in a large number of people. 

  

      According to Whalley and Brewin (2007) those who are present physically at the 

place of attack or have a close connection with the person affected, for example close 
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family member who is being killed or injured, are direct victims of terrorist attacks. 

They reported that no doubt there are variations in the statistics of the people killed in 

different episodes of attacks, in terms of their number or places of residence but one 

thing which is common to them is that 30-40% of the people near the attack site will 

develop a remarkable disorder within 2 years. They further stressed that even years 

spent after the trauma, one cannot rule out the chances of psychopathology. For 

example, after 2.5 years of Paris attacks, PTSD was reported in 25% of the people 

who were direct victims. Similarly after 2 years of Pentagon attacks, among staff who 

were available on that day inside the building, the prevalence of PTSD was 20% 

(Whalley & Brewin, 2007). It is evident from these figures that the uncontrolled 

reactions to traumatic events are long lasting and cannot be ruled out at any cost even 

after such a long period of time.  

 

 Studies conducted globally after 9/11 attacks highlight miseries afflicted upon 

the people by being the victims of terrorism. Majority of these researches have 

consistent findings that the risk of development of post traumatic stress disorder 

among people exposed directly to any of the type of traumatic episodes will 

significantly be more. For example, Hamblem and Slone (2011) reported that people 

who have experienced a severe magnitude of any sort of trauma, whether they are the 

sufferers themselves, having close relationship with the person who has suffered or 

being closer to the site of attacks, are more prone to the risk for development of post 

traumatic stress disorder.  
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          This fact can be verified through a number of other studies conducted 

worldwide where one could find hallmarks of terrorist activities and their resultant 

psychological reactions, which are imprinted in the minds of the people and are 

simply unforgettable. Among those terrible incidents, some extremely important ones 

mentioned below cannot be overlooked. 

 

 According to Hamblen & Slone (2011) one of the hallmark of terrorist activity 

that took place  (September 11, 2001), in America, recorded not only in  the  history 

of United States of America but  also in the history of mankind, where thousands of 

people became victims of one single terrorist activity. Many died at the spot, some 

went missing, many became injured, and lots of people were those who witnessed the 

attacks through media. All of these people were affected one way or another. Either 

they were the victims themselves or related to victims, involved in some rescue works 

or were the volunteers. This study also highlighted some indicators of PTSD among 

people who were in the close vicinity of the attacks, injured during the attacks or 

someone who was known to them got killed or injured.  

 

 Similarly, a study by Schlenger, Caddell, Ebert et al. (2002) reported that, 

after 9/11 terrorists attack on the World Trade Centre, 4.3% of the sample were 

showing probable symptoms of PTSD among the whole country, and the presence of 

PTSD was 11.2% in the people living nearby the attack site, that is, the residents of 

New York city.  Yet another similar study by Galea et al. (2003) also reported that 

after few months of the traumatic incident, the reported PTSD among the residents of 

New York was higher as compared to other areas of the country. It was also found out 

that people living closer to the area of disaster were not only, more prone towards the 



52 

 

 

development of clinically diagnosable disorder (i.e., PTSD) but also the prevalence of 

the said disorder was more long lasting.  

 

 Oklahoma City Bombings is another example of a terrorist activity in the 

history. Among the people exposed, almost half of them reported anxiety, depression, 

whereas, PTSD was reported in one third of the people affected (Hamblen & Slone 

2011). However, it is not necessary that such people will always react to disorder with 

high levels after the trauma. There are always individual differences among the 

victims of the same incident. An important thing to keep in mind here, while assessing 

them, is not only knowing about the actual intensity of the trauma that they have 

experienced in terms of physical injury, but also knowing that whether they already 

have some pre-existing level of the disorder or have witnessed the death of close 

family members, even if they are the sufferers of the same incident.   

 

          A comparative study, for example, by North, Pfefferbaum et al. (2005) assessed 

systematically the mental health of the populations who directly experienced the 

terrorist bombing attacks of the two continents of North America and Africa.  In their 

course of study they found that the major predictors of PTSD, besides being female, 

were also some pre-existing psychiatric disorder. In Oklahoma city (America), 41% 

of the sample who reported PTSD were those who were already having some 

psychiatric disorder before the traumatic event, whereas, 26% who reported PTSD 

were not having any previous record of psychiatric illness. Similarly in Nairobi 

(Africa), among all participants, 60% of the sample reported PTSD with pre-disaster 

psychiatric disorder whereas 36% respondents who reported PTSD did not have any 

previous record of psychiatric condition.  
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 North, Nixon et al. (1999) found that being female is also a major predictor of 

developing Psychiatric disorder after a traumatic event. In their course of 

investigation they found out that out of 45% of the sample who had post disaster 

psychiatric disorders, 34.3 had PTSD, among which females who had PTSD was 

double (45%)  as compared to males (23%). Among other disorders that were present 

in the sample were Depression and Generalized Anxiety Disorder. 

 

 Methewson (2004) said that men and women who would develop symptoms 

of PTSD would almost be 8% and 20% respectively and that may persist throughout 

their life. Similarly, Miguel-Tobal et al. (2005) conducted a study on populace of 

Madrid who either were direct sufferers of the bombings or were from the affected 

area. They found that 35.9% of the people, who were direct victims of bombings, 

were suffering from PTSD and among the affected percentage, women was four times 

more as compared to the men.   

 

       Miller and Heldring (2004) investigated the psychological impact of terrorist 

attacks and theorized that married women having children exhibited a relatively 

higher number of psychological problems which could probably be attributed to loss 

of family support. Similarly Ai, Peterson and Ubelhor (2002) added that being 

married with the spouse present correlated significantly with PTSD symptoms. In 

addition to this, Conway, McDonough, Mackenzie, Follett and Sameroff (2013) 

studied the effects of terrorist attacks after September 11 and revealed that the most 

affected group of the sample studied was mothers as compared to other adults.  
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          However, the literature also suggests that the effects are not limited to adults 

whether male or female only but are also extended to the most vulnerable group that 

is small children. Moreover PTSD symptoms were found more among those children, 

who lost direct member of the family, close relative or friend as compared to those 

who have not suffered such losses. Pfefferbaum, Gurwitch, Mc Donald, leftwich, 

Sconzo, Messenbaugh and Shultz (2000) after ten months of incident of 1995 

Oklahoma City bombing of a federal office building, studied its effects on children 

who were exposed to the trauma of losing a friend or an acquaintance killed in it. The 

symptoms of PTSD were considerably more among children who lost a friend as 

compared to those who lost an acquaintance but not significantly more symptoms than 

those who knew no one killed. 

 

 Similarly Milgram, Toubiana, Klingman, Raviv and Goldstein (2006), 

investigated the presence of psychopathology among children of seventh grade after 

an accident of school bus. They found that Stress reaction was more linked to past 

closeness with the sufferers of traumatic incident than to the severity of experience to 

the traumatic incident. Children may experience additional trauma in the form of 

hospitalization, other displacements, separation form loved ones etc (Cohen, 1998). 

This was an important finding because the youths did not experience trauma directly 

but showed post trauma stress symptoms as they only knew sufferers who died or 

were injured. 

 

 These studies further theorized that PTSD symptomatology was also found to 

be greater in those who were exposed to media more or had an indirect interpersonal 

exposure, like a personal friend who was further acquainted to someone who was 
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killed or injured (Comer & Kendall, 2007). Another important fact regarding this 

issue is Post Traumatic Stress Disorder symptoms can be manifested among people 

after varying durations, for example, some will show the symptoms in few days or 

weeks time period after experiencing trauma (DSM-IV-TR, APA, 2002).  Similarly it 

is not always a must that people will forget about the event after some time, in fact 

there are sometimes possibilities that the traces of the events will continue to travel 

with the individual and communities for quite longer periods. Scott, Brooks & 

McKinlay (1995) examined psychopathology in the residents of civilian community 

after 3 years of a terrorist activity of a bomb explosion in an airline in 1988 in 

Lockerbie. This incident took lives of 270 people. Even after 3years of the crash, 

almost 50% of the people reported to have chronic pattern of Psychopathology in 

which PTSD was found to be the most frequent diagnosis.  

 

 The presence of PTSD is usually  marked by clear physical and psychological 

changes and it should not be mixed with connected disorders like memory loss issues, 

substance abuse, depression and family problems like divorce, parental difficulties 

etc. For this purpose, Mansdorf (2008) reviewed different studies that were carried out 

after the traumatic incidents, and stressed on the fact that the tragic incidents of 

Oklahoma city bombings, 9/11 attacks in America and  Lockerbie plane crash,  had 

one thing in common, i.e., post disaster psychopathology. In addition he also stated 

some of the common classical symptoms or after effects of these events that were 

present among the victims.  

 

          After reviewing different studies, Mansdorf (2008) clearly asserted that in these 

types of attacks the most common resultant psychological symptoms are upsetting and 

http://link.springer.com/search?facet-author=%22Richard+B.+Scott%22
http://link.springer.com/search?facet-author=%22Neil+Brooks%22
http://link.springer.com/search?facet-author=%22Neil+Brooks%22
http://link.springer.com/search?facet-author=%22William+McKinlay%22
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disturbing memories, difficulty in concentration, trouble falling asleep, irritable mood 

and aggression. All of the above mentioned symptoms are hallmarks of PTSD. He 

further reported that the threat of terror is somewhat different from other disasters, as 

it is continuous and pervasive and creates a need on the part of the sufferer to be more 

vigilant and alert, (Criterion D4 for PTSD, mentioned in DSM-IV-TR, APA, 2002) 

while this is not the commonly found in disorders which are outcome of other types of 

disasters. He also analyzed critically the psychological interventions for the sufferers. 

  

          Somewhat similar to the symptoms that are discussed above,  Methewson 

(2004) added that victims of  trauma  generally experience blurred recall of the 

traumatic experiences, in the form of nightmares ( Criterion B), they may feel strange, 

most of them experience problems of  sleep (Criterion D), appetite ( Criterion B) and 

over alertness. There is an additional symptom reported by Methewson (2004) that 

these people normally develop feelings of guilt. They usually think that they are left 

while others have died, which can affect their normal everyday functioning 

significantly. 

 

 Research evidence suggest that the after effects of terrorism, include other 

disorders as well beside PTSD, in fact other significant effects of this disaster are 

stress and anxiety and aggression (Riffert, 2011). He reported that stress and anxiety 

that comes out of experiencing a terrorist attack are physiologically seen in different 

ways, for example, muscle tension, sweating, dry mouth, twitching and abdominal 

pain. In case of children, they may come up only with the signs of abdominal pain. 

After witnessing any terrorist activity people often suffer from stress and anxiety 

disorder, which is possibly accompanied with abnormal heart palpitation, dizziness 

http://contributor.yahoo.com/user/1020498/max_riffert.html
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and irritable mood with decrease in interest in everyday activities. These signs of 

stress and anxiety can be the result of any activity which is difficult to be 

comprehended by the individual and for which he or she is not mentally prepared. It is 

pertinent to mention here that these reactions are manifested differently in different 

individuals. Stress can arise from any situation that causes apprehension or 

frustration.  

 

 Yet another side effect of terrorism is panic attacks due to anxiety. These 

attacks are result of experiencing something extremely terrifying and frustrating. The 

body is not ready for all these things and become bugged up with handling too much 

at one time, so the result is improper functioning of the body according to the 

situation. Sometimes these attacks can cause heart attacks also. These physiological 

conditions result in a wide variety of emotions (e.g., panic reaction, stress and anxiety, 

PTSD, memory loss and aggression, generalized panic attacks and emotional 

numbness etc). But amongst all, the most common and alarming condition is PTSD 

(Riffert, 2011).  Terrorism is something that is meant to cause these effects. 

 

 Perry (1994) reported that going through a traumatic occurrence can result in 

having severe and lasting effects on the emotional, cognitive, and behavioral 

performance of trauma survivors and the time duration of these reactions can sustain 

for some time. These reactions were then broadly classified and explained by 

Methewson (2004). He elaborated that the survivors of the traumatic events generally 

undergo these reactions for couple of weeks.  The reactions after any sort of trauma 

can be categorized in to four different categories. They are  

 

http://contributor.yahoo.com/user/1020498/max_riffert.html
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Emotional reactions.   Include fearful self, unable to accept reality, sorrow, short 

temperedness, feeling of guilt and shame, feeling helpless and are detached from the 

close relatives. They are also subjected to the temporary feelings of shock, denial, 

fear, sorrow, rage, bitterness, guilt, embarrassment, vulnerability and aloofness from 

important people in their lives. 

 

Cognitive reactions.    Include uncertainty in everything, inability to make decisions, 

worried self, disoriented outlook and memory and concentration problems. They are 

unable to attend to the stimuli for long, have blaming self and flash backs of unwanted 

memories from the past. In addition they are indecisive, worried, disoriented, are 

unable to remember and concentrate, reduced attention period, self-blame and 

unwanted recollections of events. 

 

Physical reactions.   Include muscle strains, aches and pains in the body, nausea, 

edginess,  lack of sleep, abnormal sweating and panic attacks, tension, nausea, change 

in libido, nervousness, sleepiness, insomnia, rapid breathing, sweating, being easily 

startled, and panic attacks. 

 

Interpersonal reactions.   Include distrustfulness, irritable mood, feeling isolated, 

distant, rejected and withdrawn, over-controlling and judgmental. They are unable to 

develop trust, feel irritable, withdrawal, isolated, abandoned or rejected. 



59 

 

 

Post Traumatic Growth  

 

 What doesn’t kill you actually makes you stronger (Haidt, 2006).  Any event 

that thrives the individual to a level where he or she feels unable to cope with the 

situation is called a traumatic event for that particular individual (Calhoun & Tedeschi 

1999).  

 

 Trauma, in other words, is said to occur when there is a particular type of 

interaction between an individual and the environment in the form of a challenging 

event. These events are also accompanied by emotional instability that has some 

clinical significance. Moreover the person’s coping ability is compromised and as a 

result he is emotionally overwhelmed. This side of the picture is generally known to 

the people, which highlight some inevitable consequences that the individual has to 

bear after experiencing a situation that is difficult for him to face. But what is not 

clearly known as a fact is that there is another side of the picture as well, which is 

much brighter and has some optimism in it. Calhoun & Tedeschi (1999) focused on 

those life events, crises situations, tragedies and stressors that have profound effect on 

the person’s life. This can lead an individual to experience a major challenge, which 

forces them to re prioritize, make sense of life and finally find meaning of their lives. 

 

 Our past literature is mostly full of negative psychological effects after 

traumatic events in the form of PTSD and other disorders in individuals. However, 

there are people who draw strength and support from adverse life situations which are 

usually traumatic. 
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          A famous saying of Neitzsche, “He who has a why to live can bear almost 

anyhow”(Frankl, 1985). There are people who draw strength and support from 

adverse life situations which are usually traumatic (Calhoun & Tedeschi, 1999). 

 

 Allport (1985), in the preface of Victor Frankl’s book, Man’s search for 

Meaning, added, “To live is to suffer, to survive is to find meaning in the suffering” is 

a central theme of existentialism. To find a purpose in suffering and dying, there 

should be a purpose in life at all. Nobody can tell or guide other person, what is that 

purpose; in fact every person has to find out that purpose for himself.  

 

 This fact has recently grabbed psychologists attention, which points out the 

positive functioning of humans that how do individuals achieve maximal level of well 

being after experiencing a painful situation (Seligman & Csikszentmihalyi, 2000). 

Due to this new shift in attention in the field, it has become apparent that after any 

trauma, some individuals may experience positive changes as well (Tedeschi & 

Calhoun, 1996; Bonanno, 2005, Calhoun, Cann, Tedeschi & Mc Millan, 2005). 

 

 Calhoun & Tedeschi (1999) reported that they were not the first ones to 

discover the chances of positivity in the aftermath of trauma. In fact the positivity in 

personality due to suffering is found in ancient and religious literature, as well as in 

philosophical writings. For example, the theories, concepts and scriptures of ancient 

Greeks, Christians, Hebrews and the teachings of Hinduism, Buddhism and Sufism, 

all have emphasized the possibility of good that can emerge from human sufferings. 

For example Christianity has traditionally rested on major role played by positive 

consequences as a result of sufferings of Jesus. Similarly Buddhist’s conception of 
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human sufferings and inevitable hard facts of life can transform an individual into a 

complete mature human being, whose realizations, attainments and achievements are 

purely the result of their human capacities (Frager & Fadimen, 2006, Chapter 15). 

 

 Although the phenomenon of positive outcome from negative realities of life 

is not new, however it has only been the focus of the researchers and psychologists in 

the recent years, to make systematic attempts in order to investigate, understand and 

assess this phenomenon. And that is why perhaps today it is named in a proper way 

which is termed as PTG (i.e., Post Traumatic Growth). 

 

 According to Calhoun & Tedeschi (1999) a trauma event can be unfavorable 

for the psyche of an individual, where it not only play a role of a catalyst for 

developing psychopatholgy, but also force individuals to reassess and reexamine their 

perspectives about life. Because of these perspectives which surfaces because of the 

trauma events (no matter how sour and painful the trauma event maybe), a 

dramatically new and improved sense of self and identity can be developed, which is 

not only helpful for that individual but can also serve as a first step for PTG. Post 

traumatic growth is reported by almost all the persons who have experienced tragic, 

catastrophic and horrible events of all sorts (Calhoun & Tedeschi, 1999). 

 

 The tragic and traumatic events that help in manifesting PTG in the 

personality of an individual, involve variety of situations that include sexual abuses as 

children, birth of severely handicapped child, loss of home due to fire or any other 

disaster, sinking of cruise ship, suffering from severe injury, sexual assault, loved 

ones death, diagnosed with fatal disease like cancer, being physically disabled or 



62 

 

 

being a victim of military combat, chronic illnesses, sexual abuse, military combats 

and terrorist attacks. All those people who experience any one of the above mentioned 

situation, report to have changed positively as a consequence of their struggling with 

the suffering  (Calhoun & Tedeschi, 1999, Park & Helgeson, 2006).  

 

 Tedeschi & Calhoun (1999) argued that when people experience trauma and 

suffer great loss, they may come up with a unique outcome that is positive and 

widespread. Their core belief about their self and the world around them is being 

violated. This fact can stimulate the cognitive processes inside and can force them to 

rethink and rebuild their beliefs. In other words, the idea behind this phenomenon is 

that trauma and stress can sometimes be good for the people and that people can 

sometimes be actually benefit from the traumas in their lives. That is why it is also 

known as “stress related growth” or “benefit finding” in addition to “Post Traumatic 

Growth” (Park & Helgeson, 2006). 

 

 PTG in the form of benefit to the personality refers to the constructive changes 

in five broad categories. The construct of PTG is in a sense multidimensional, which 

involve positive changes in both interpersonal as well as intrapersonal aspects of a 

person’s personality (Tedeschi and Calhoun, 1996), that is, 

 

(i) Feeling much stronger and experiencing new capabilities and vigor; due to this 

the person changes his personality model and strengthen himself to go through even 

larger challenges. The face of new self makes him realize that if he survives the 

current situation then he can survive any situation. 
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(ii) Interpersonal relationships are strengthened in a way that people realize a 

more complete and holistic interactions with family and friends after experiencing 

trauma. 

 

(iii) There is increased appreciation of life in general, that is, people generally take 

positive aspects of life into account after passing through challenging situations. 

 

(iv) The priorities are sometimes changed in a way that the things which can 

change the perspectives about life of an individual and the hard facts of life are then 

taken as challenges rather than misfortunes. 

 

(v) People normally experience richer and existential spiritual life. Change in 

spiritual self is felt in a way that philosophies about the current life and situations are 

normally replaced by new and comparatively better ones. 

 

 Somewhat similar to the ideas of Tedeschi and Calhoun (1996) regarding 

PTG, Desi & Ryan’s self determination theory (1985), states that the individuals have 

three essential mental requirements, (i.e., independence, competence and relatedness). 

According to this theory there are some basic needs of every individual. Usually as a 

result of trauma situations, these needs are undermined mostly because of the inability 

of the individual to cope up with the situation. After some time when the individual 

comes out of the trauma, these needs are again surfaced, which motivates the 

individual to a state where they become more autonomous, competent and attached to 

others.  
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 Data also indicate that, the survivors of trauma broadly report the benefit in 

three ways. First they usually report to have better relationships than before, after 

passing through traumatic events. They value the relationship more and feel increased 

emotional attachment and compassion towards the relations. Secondly, the self image 

of their own changes after the trauma. Resilience and increased personal strengths are 

developed among them. Moreover the philosophy of life as a whole also tends to 

change (Parappully, Rosenbaum,  Daele & Nzewi, 2002). 

 

 Literature relating to study of trauma or truamatic events is in agreement about 

broad categories people do change in, after traumatic events, though there may be 

some sort of disagreement concerning the names of these personality dimensions. But 

literature emphasizes that, whatever the name of the change is, the inside meaning of 

that change is always similar. For example, a study by Edmons and Hooker (1992) 

reported that 49 college students who were exposed to the death of close family 

members, experienced changes in their life goals. Similarly Mc Millen and Fisher 

(1998) presented a new self report measure to people after traumatic events. It was 

found through factor analysis that some of the positive changes people experience 

after a traumatic experience are spirituality, life style changes, closeness with family, 

friends and community, material gain, increased self efficiency, faith in people and 

compassion. Hence the changes in the form of benefits after traumatic events are 

somewhat similar but the banners under which these changes occur can be, at times 

different. 

 

 Although defined as a phenomenon, there has been a discussion that whether 

PTG is a process or an outcome of a negative aspect of life? Tedeschi and Calhoun 
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(1996) refer to it as a result of a negative life event. However in positive psychology 

field this is still an important question that has to be answered in a more holistic and 

unified manner because there isn’t much literature that has actually examined the 

construct of PTG as a procedure or an outcome. PTG, as a procedure or an outcome 

may still be an issue of investigation, but the important point here is the fact that 

various studies have tested the phenomenon empirically and found that it does exist. 

 

 Linley and Joseph (2004) reported that about 30% to 70% of the people 

experience positive changes after negative life events. No matter, whether the 

disasters are in the form of negative life events, are natural or manmade. For example, 

Kiran, Rana and Azher (2010) explored the development of PTG among the survivors 

of suicide bombing attacks in northern Pakistan and found that PTG was present in 

them. 

 

 Similarly literature also suggests that afore mentioned phenomenon can also 

be developed after chronic illnesses like breast cancer or heart attacks. Kausar and 

Saghir (2010) assessed PTG and marital satisfaction among breast cancer patients. 

Analyses revealed the presence of PTG and marital satisfaction in both the patients 

and their spouses. 

  

       Trauma survivors usually start valuing each and every day of their life. They 

often come up with the resolution that each and every moment of their life is worth 

living. In other words the aftermath of trauma initiates a rebuilding process of a new 

and much appreciated version of life (Calhoun & Tedeschi, 1999).  
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 But it does not mean that individual will go back to normal every day 

functioning levels, nor does it guarantee that the individual will not develop any sort 

of disorder after the traumatic event. Instead it may be defined as the people who have 

achieved an enhanced level of human functioning, developing more closer and 

meaningful relationships and sense of meaning to the self or becoming more spiritual, 

which were actually absent in an individual personality before the occurrence of 

traumatic incident (Linley & Joseph, 2004).  

 

 According to Bonanno (2005) there are four basic trajectories that people fall 

in, after any sort of trauma. It includes resilience, recovery, chronic dysfunction and 

delayed grief and trauma. Among all four, Resilience, which means, the ability of an 

individual to sustain a steady and relatively healthy intensity of physical and 

psychological levels of working, is somewhat related to the concept of PTG. 

Moreover these resilient people also have the capacity for exhibiting positive 

emotions.  

 

 Linley and Joseph (2004) asserted that in some cases people may experience a 

lot of positive dynamics in personality like much deeper feelings of spirituality, 

enhanced levels of functioning and more meaningful relationships, which may not 

have experienced by the person, before the trauma. 

 

 The positive change called posttraumatic growth (PTG) after struggling with 

trauma, is also forcing psychologists to explore the reasons and factors that contribute 

towards it. Park and Helgeson (2006) stressed on the fact that no doubt, a lot of 
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research is done on this aspect of human functioning, but still a there is much to know 

about it.  

 

 Tedeschi and Calhoun (1999) argued that the more an individual face an 

extreme stress and its aftermath, the greater will be their appreciation for the value of 

everyday things which is again a form of PTG. Though, number of factors are said to 

be responsible for positive changes after traumatic events such as characteristics of an 

individual or situation and management of emotional distress. They are adamant on 

the viewpoint that the more an individual work through tough life experiences, the 

more will he be benefited from the experience.  

 

 Among other factors that are responsible for PTG is being religious (Calhoun, 

Can, Tedeschi & McMillan, 2000), being young, which is considered to be a good and 

consistent predictor of PTG. (Powel, Rosner, Butollo, Calhoun & Tedeschi, 2002). 

Furthermore, Loiselle, Devine, Reed- Knight and Blount (2011) stressed that the more 

we use active coping skills, like positive reappraisal, planfull problem solving and 

accepting responsibility, the higher will be the PTG. 

 

 Existing research on the after math of trauma also shows that, the way in 

which a person identifies with his or her experience of traumatic occurrence predicts 

the severity of their psychological health status. People who see themselves as victims 

of some terrible life event tend to have persistent negative psychological outcomes, 

whereas those who see themselves as being “victorious” over such a traumatic 

occurrence may have chances to build up a stronger sense of self and ultimately Post-
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Traumatic Growth (PTG). This aspect of an individual where he tries to understand 

how he identifies his or her sense of self with the trauma is termed as centrality. 

 

 To get a clearer picture of how centrality relates to PTSD and PTG, Groleau 

(2012) and her colleagues recently assessed 187 college students who were exposed to 

a traumatic life happening in the previous two years. 

 

 Groleau, Calhoun, Cann and Tedeschi (2012) investigated levels of centrality, 

rumination, severity of the symptoms along with the participant’s assumptive view of 

the world, in order to assess their own self image, environments and relationships 

with respect to the trauma. It was found that centrality was not only a contributor 

towards PTSD, but also contributed towards PTG. Moreover they also found that 

symptoms of PTG and PTSD acted in a unique way, which suggests that centrality 

can have an impact on the growth and then the maintenance of PTSD and PTG 

simultaneously. The cognitive disruption that can produce posttraumatic stress 

disorder can also set in motion the processes of growth. Therefore it is clear that 

centrality can be a double-edged sword. 
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Growth and distress: An overview of the relationship 

 

 Though PTG as a new phenomenon, is researched and documented a lot 

during last few years. Literature also reveals the general trend of empirical inquiry 

regarding the chances of developing positive aspects in one’s self from the negative 

life events.  Still there is a need for a much more and thorough explanation for clear 

understanding on the associations between PTG and other variables.  

 

 There are reports of the people who found benefits even in the middle of some 

terrible circumstances. According to Hall (2011) what is less clear, are the findings 

that has yet not a clear picture that whether the benefit process is salutogenic, i.e., is 

this process free of mental wellbeing, or it directs to some outcomes that are 

deleterious?  

 

 This is perhaps one of the most important issue regarding PTG. Hobfoll, Hall 

Canetti- Nisim, Glea, Johnson and Palmieri (2007)  investigated  whether PTG is 

related or unrelated to mental agony in the shape of PTSD or depression, and 

secondly whether PTG serves as a risk factor or protective factor to psychological 

sufferings.  

 

 Kleim and Ehlers (2009) in their review reported that it is still not clear that 

whether the reported benefits in the form of PTG are actually the indication of 

positive psychological change? Also to what exact nature of the association exists 

between growth and psychopathology? 
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 Common sense suggests that growth should be related to increased well-being 

and the person experiencing positive psychological change should resist developing 

any sort of psychopathology in the form of distress. That is growth means, more well-

being and less distress.  

 

 Lelorain, Antignac & Florin (2010) carried out a research to identify 

predictors and prevalence of PTG among people who had suffered from breast cancer. 

They also tried to uncover the relationship of PTG with psychological health in 307 

women free of sickness, 5-15 years after diagnosis. It was found that PTG was linked 

with psychological value of living and happiness. Results also revealed a strong effect 

of dispositional positive affectivity and adaptive coping of active, positive, relational 

and religious coping on PTG.  

  

 Calhoun & Tedeschi (1999) have already awakened a critical area of study by 

emphasizing that PTG and PTSD may be experienced simultaneously. Moreover the 

growth in the form of PTG after a trauma does not guarantee the suppression of 

PTSD, and that both the variables can co-exist, i.e., both positive and negative effects 

of trauma can occur simultaneously and these effects are unrelated. In addition they 

also asserted that for growth to occur, at least some degree of rumination is required, 

but for that the amount of time spent ruminating is very important. Because mostly 

growth occurs at an intermediate level of time spent ruminating, i.e., approximately 

two years. And too much time spent ruminating can diminish PTG levels. 

 

 A number of research studies have indeed found the coexistence of both the 

constructs in one individual. For example Borja, Callahan & long (2006) investigated 
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Post traumatic Growth and Post Traumatic Stress Disorder among women who were 

subjected to or  suffered sexual assault in their lives. The positive and negative 

responses were studied in relation to positive and negative support from the support 

providers. They found that women had developed positive change after sexual 

victimization. These findings were instrumental in exploring that the growth and 

distress are not bipolar opposites of a single construct. In fact they are independent of 

each other and are not mutually exclusive. In that case women who reported positive 

reactions also reported negative reactions, in the form of growth and distress after 

sexual victimization. Moreover, in the same study growth was also associated with 

positive reactions from friends, family and support providers. 

 

 Another issue that is not clear enough through empirical researches regarding 

PTG is a blurred picture of direction of relatedness of symptom severity among PTSD 

and PTG. Some researches have demonstrated that PTG is linked positively with 

PTSD symptom severity, in a manner where, high levels of PTG is related to greater 

PTSD symptoms. For example, Nishi, Matsouka and Kim (2010) attempted to explore 

Post Traumatic Stress Disorder, Post Traumatic Growth and resilience among 118 

survivors of motor vehicle accidents, 18 months after the traumatic event. Their 

results suggested positive correlation between the scores on scales measuring PTG 

and PTSD, i.e., PTG Inventory and PTSD symptoms severity check list.  

 

 Similarly Hall and Hobfoll (2006) conducted a longitudinal study from 2000 

to 2004 during the period of increasing violence and terrorism in Israel. Total number 

of participants in the study was 1136. The researchers used different methods of 

measuring Post Traumatic Stress Symptoms, perception of growth and exposure to 
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terrorism. Results indicated that PTSD symptoms were positively correlated with 

PTG, i.e., the higher the perceived growth among the Israelis, the more were the 

chances of developing PTSD symptoms. 

 

 There are some other studies that have established that PTG is associated 

negatively with PTSD or depression, in a way that the more the PTSD or depression, 

the less will be the PTG and vice versa. A study in this regard conducted by Steward 

and Boals (2009) to assess the association of trauma severity with PTG, depression, 

social support, coping and gender. He found increased negative correlation between 

PTG and depression. This means that if the trauma experienced is severe or extreme 

then there are chances that people will be more prone towards developing negative 

after effects in the form of depression or some other psychological disorder which in 

turn can inhibit the process of developing PTG. 

 

 Similarly Helgeson, Reynolds and Tomich (2006) examined 77 cross sectional 

studies in a meta analytic study of benefit finding and growth. They found PTG to be 

linked to depression of lower levels but it was also found to be related to greater 

avoidance and intrusive thoughts, which are some of the core elements of PTSD. 

Moreover they also came to know that the studies using established measures revealed 

PTG to be associated more to distress, greater intrusive and avoidance thoughts. In 

addition to this, physical wellbeing of the sufferers was also deteriorated. 

 

 Another study by Ai, Casio, Santangelo and Evan- Campbell (2005) tried to 

investigate the association of hope, meaning and growth with Anxiety and Depression 
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among Americans after 9/11 attacks in New York. The results indicated that growth 

was negatively related to distress, i.e., Depression and Anxiety. 

 

 There are few studies that have demonstrated yet another type of relationship 

between PTG and PTSD after trauma i.e., curvilinear relationship. For example, 

Leykin, Lahad and Bonneh (2013) investigated possible association between PTSD 

and PTG. Their results revealed a significant curvilinear relationship between growth 

and distress. But the results could not suggest any better association between the 

above mentioned variables because of the nature of relationship, i.e., curvilinear. 

 

 In the literature there is inconsistent tendency regarding the association 

between psychological distress and PTG, mostly because there exists a mixture of 

findings regarding the relatedness of PTSD and PTG. In some studies PTG is 

associated with lower levels of distress, or reduction in levels of mental suffering over 

time, some studies revealed no association,while some other revealed increase in 

psychological distress. However, there is one consistent finding throughout the review 

of literature that is, the majority of the studies do indicate their relationship. However, 

the direction of relationship across these studies portrays insufficient consistency to 

conclude clearly. Hall (2011) stressed on the fact that the question of whether PTG is 

a health promoting process or is a protective factor for the individual is an important 

issue that has to be tested empirically. 

 

 The discussion is long enough, but to sum up this review, it seems pertinent to 

quote Frankl (1984), which states that, “in spite of all the tragic realities of human 
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existence, How is it possible to say yes to life? But there is a hope that optimism for 

the future may come from the lessons learned from our tragic and painful past”. 

 

Locus of Control 

 

 The term “Locus of control” is used to refer to a person’s core belief about 

nature of the basic reasons of the events that happen in one’s life; moreover it also 

refers to the extent to which one can have an influence on those events.  It is seen as a 

range that runs along a single continuum, where one end is labeled as internal and the 

other as external. While an Internal locus of control means that a person has an inside 

feeling that whatever happens to him/her are the result of his/her own efforts and 

actions. On the other hand, in External Locus of Control, forces outside the self are 

held responsible for all the happenings in the person’s life. These forces can be God 

or gods, luck, fate or chance etc. (Rotter, 1954).    

 

 The theory of locus of control came into light with the pioneer work of an 

American psychologist Rotter (1954) who introduced this concept as an essential part 

of his social learning theory of personality. Julian Rotter while in his therapy sessions 

observed people and found that, different people even when they were given the same 

identical environments for learning dramatically learned different things. Moreover, 

people are actively constructing their own realities, rather than responding towards it 

passively. In addition to this, he observed three groups of people: first one responds to 

reinforcement as per expectations, others a little less as per expectations and the last 

group of people unexpectedly respond to the reinforcement. 
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 According to Rotter (1954) some people see a straight and powerful 

association between their performance and the consequences in the form of the 

rewards and punishments they get. Locus of control points to individual's very 

general, cross-situational beliefs about what decides whether or not they get 

reinforced in life. Populace can be categorized along a single continuum from internal 

to external.  

 

 Rotter (1954-1982) believed that, individuals having a powerful internal locus 

of control have true belief system that the responsibility for whether or not they get 

reinforced eventually lies within themselves. They also believe that destiny in the 

form of achievements or collapse in their life is subjected to their own hard work and 

efforts. On the other hand, externals, i.e., those having external locus of control 

believe that the reinforcers in life are subjected by dynamics outside one’s control like 

fate, opportunity or powerful others. Therefore, they perceive that their own efforts 

have very little impact on the amount of reinforcement they get.  

 

 Rotter (1966) did not see the personality of an individual in a vacuum. Neither 

does he view personality as an independent construct which is solely internal to the 

individual. It is autonomous and independent of its surroundings. According to him 

personality refers to an interface between an individual and his surroundings or 

environments which include an individual’s particular combination of expectancy and 

the value of reinforcement for particular goal directed action in a given situation. To 

understand one’s behavior, one has to take into account the person, individual past 

learning record and the expected reinforcements with respect to the environment. So 
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in his system personality is defined as a comparatively steady set of tendencies to 

respond to different situations with an expectation to be reinforced in a specific way. 

 

Why do people become internal or external? 

 

 Locus of control as a tendency is usually developed as a response to 

environment. Internal factors such as personal expectations concerning the likelihood 

of certain outcomes of certain actions, subjective reactions to these outcomes, all 

combine together to makes up one’s behavior (Barron, 2001).  

 

 An External locus of control is usually associated with different conditions of 

environment, for example, being deprived of something in the past, poverty, abuse, 

uncertainty about the future and inability to be in charge of own or individual 

environment. Whereas Internal Locus of Control as a tendency of personality, is 

developed in an environment, where the person is always reinforced for the efforts 

that he makes. Lefcourt (1966) summarizes that Locus of Control both internal and 

external is found predictive to various social behaviors and learning performances. 

 

 According to Adler (1928) to understand the behavior of an individual one 

must seek its purpose, because it is the hidden purposes in one’s life towards which all 

of their energies are directed. The inferiority experienced by an individual in the early 

phase of life, whether perceived or actual, can have long lasting effects on the 

person’s perspectives about life. In Adler’s own Case, he had suffered from actual 

organ inferiority but he tried hard to overcome inferiority. From very beginning he 

struggled to overcome his physical weakness, took responsibility of his own which 
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made him internal. So it is the early childhood experiences, life goals and the 

estimated expectancies that can give rise to different perspectives in different people 

about life. The more the individual take his own responsibility, the more he is able to 

get benefitted from it. Moreover, Adler also pinpointed some of faulty parenting 

styles that are, pampering, neglect and organ inferiority to be the root cause of all the 

problems in one’s personality development (Frager & Fadimen, 2005). 

 

 The concept of self efficacy by Albert Bandura in his social learning theory 

can also be related to locus of control. Bandura (1997) conceptualizes self 

effectiveness as the person’s own beliefs about his or her own capability to produce 

the desired effects by his own actions. He believed that people who have strong sense 

of self efficacy will tend to choose and persist in those actions which they think can 

be carried out successfully. It makes them feel more important and worthy. Despite so 

many failures that they come across, they never give up because of inside feelings of 

being able to do that specific task, which can be related to Internal Locus of Control. 

 

 At the same time External locus of control can be related to weak sense of self 

efficacy. People having weak sense of self efficacy can lead them to feelings of 

helplessness and they always come up with the idea that efforts are likely to result in 

failures rather than success. 

 

 The fact that can keep us motivated may be either internal locus of control or 

strong sense of self efficacy.  The feelings that we are responsible for our own actions 

imply that the outcome of anything is directly linked with our actions that not only 

keep us motivated but also responsible. So people will always try to make efforts. 
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Whereas if one feels that individual’s own actions have negligible or insignificant 

impact on outcome or result of efforts (external locus of control), then, it would be 

very unlikely that one would feel motivated to exert more for better results.   

 

 Another important issue regarding locus of control is that it is a non static 

process. People change with time and they tend to move from external to internal as 

the age progresses. It is believed that in early childhood most of the people are likely 

to be dependent on the parents because they are not trained to take responsibilities 

which make them more external. As the aging process begins they start taking 

responsibilities of their lives which can give rise to the feeling that they are in charge 

of their own problems. This sense of responsibility makes them feel autonomous and 

independent. But it is not true for every individual. Erikson (1964) argued that if some 

important considerations are not taken into account in the 2nd stage of personality 

development of an individual when one is in the process of learning important skills, 

i.e., if feel shame or doubt, he or she will not develop sense self esteem in the later 

part of his life. 

 

 Locus of control (internal or external) can be developed as a result of certain 

psychosocial factors which can significantly affect the development of personality in 

growing children. As discussed earlier, the kind of environment in which the child is 

reared, can be associated with their tendency of being internal or external. A study in 

this regard by Cohen, Sade, Benarroch, Pollak and Gross –Tsur (2008) explored 

different factors associated with internalizing symptoms among children suffering 

from Tourett’s syndrome. Sixty five children were assessed for depressive and anxiety 

symptoms, locus of control and parenting styles of mothers. The results clearly 
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indicated an internal locus of control to be a protective factor against depressive 

symptomolgy of anxiety and depression. In addition children of the parents who 

granted autonomy to their children or in other words accepting parents also exhibited 

internal locus of control. This study supports the efficacy of Erik Erikson’s theory. 

 

 Shultz and Shultz theorized that internal locus of control was a common mode 

of perception among those children whose parents were supportive and consistent in 

discipline (https://en.wikipedia.org/wiki/Locus_of_control). According to Hill (2011) 

Internal locus of control is generally thought of a good aspect in an individual. A lot 

of studies have been conducted in this regard and most of these have placed high 

value on the persons having Internal Locus of Control.  These people are inclined to 

be more goal directed, adapt better to unfortunate circumstances, and they tend to be 

healthier and better performers.  

 

 Hill (2011) reported that internals are less likely to be depressed, and even if 

they get depressed they are likely to recover from it soon. To support this statement he 

cited several studies. The causality of the above mentioned explanation can be found 

in a key concept in Rotter’s theory of expectancy (1966) as an underlying reason for 

Locus of Control.  It can also be defined and explained as a subjective probability of 

the outcome of a specific behavior. Once this basic attitude of personality is 

developed, people tend to act and behave accordingly. People with internal locus of 

control generally do not feel powerless or hopeless, mainly because they think and 

feel that they are master of their own destiny through their own efforts, they feel that 

desired outcomes can be achieved, through their inner capability and strength to make 

changes in their lives.  
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 While people high on external locus of control, feel incapable of changing 

their own lives. They feel helpless as they think that they are at the mercy of forces 

beyond their control so they cannot change the outcome. These ideas make them feel 

helpless and hopeless which can add considerably towards depression. It may also 

result in contribution to the phenomenon called "Learned Helplessness". This 

phenomenon means that people learn, from their own experiences of life that they are 

helpless to change or manage things or safeguard them from mischief or hazard. This 

helplessness leads to feelings of depression (Rotter, 1954, 1972).  

  

          Several researches have demonstrated the relationship of mental health with 

locus of control. They found that depression and other psychiatric conditions are 

related to external locus of control. Chung , Preveza, Papandreous and prevezas  

(2007) in their study hypothesized that patients with Spinal Cord injury, who are 

having full blown PTSD will endorse external locus of control as compared to those 

patients who have partial symptoms of PTSD. They investigated 60 spinal cord injury 

patients and found that patients who had full PTSD symptoms were having external 

locus of control as compared to the participants that were partially exhibiting PTSD or 

those who did not have PTSD at all.  

 

 Hill (2011) reported that internals are less prone to depression, and if they do 

fall in depression they are likely to recover from it soon. To support this statement he 

cited several studies. The causality of the above mentioned explanation can be found 

in a key concept in Rotter’s theory of expectancy (1966) as an underlying reason for 

locus of control.  It can also be defined and explained as a subjective probability of 
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the outcome of a specific behavior. Once this basic attitude of personality is 

developed, people tend to act and behave accordingly. Those with internal locus of 

control are less likely to feel helpless or hopeless, mainly because they feel that they 

are the captain of their own ship. They feel the ability in the inner self to make 

changes in their lives to achieve desired outcomes.  

 

 People high on external locus of control feel that they are at the mercy of the 

outside powers which are beyond their control so they cannot change the outcome. 

These ideas make them feel helpless and hopeless which can contribute significantly 

towards depression. It may also contribute to the phenomenon called "Learned 

Helplessness" in which a person has learned through experiences in their life that they 

are powerless to change or control things or remove themselves from harm or danger. 

This powerlessness leads to feelings of depression (Rotter, 1954, 1972).  

 

 Tsuboi, Fukukawa, Niino, Ando and Shimokata (2004) conducted a study to 

identify factors relating to depression among male and female of two age groups. In 

their course of investigation, it was discovered that external locus of control was 

considerably linked with depressive symptoms and poor subjective health. All the 

female participants also showed association of age awareness with depression.  

 

 Locus of control as a phenomenon has been extensively researched and 

studied for the past from quite a number of years.  Just immediately after the 

formulation of the theory by Rotter (1966), Abramowitz (1969) investigated the 

hypothesis that depression varies positively with external locus of control. The 

hypothesis was derived from social learning theory of Rotter (1966). Sixty nine 
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undergraduate college students were tested for this purpose and the results were 

exactly the same as the researcher had anticipated. Externally oriented students 

reported more depression as compared to the students who were internally oriented. 

Hence the theory was supported that Internal Locus of control can lead us to a 

positive perspective about life in general.     

 

 Locus of Control is also found to have played a significant role in the people 

who suffer from any kind of trauma in their lives. Trauma is an event that has the 

ability to shatter the individual in many ways (Siebert, 2010). It is found empirically 

that the basic attitude regarding Locus of Control can serve as a defensive feature 

against developing any kind of psychopathology after witnessing trauma. Thomas 

(2003) tried to address the question of what makes some people cope up and mobilize 

their selves after traumatic events, while others are affected adversely. To test this 

phenomenon, they interviewed sample affected due to earthquake. The findings 

revealed that several factors of commitment to the self, in which an internal locus of 

control was an important factor, helped the affected people buffer against the crisis. 

The researcher also reported that locus of control in this case could also be regarded 

as a preventive tool to help people to better withstand stressful events in the form of 

manmade and natural disasters. 

 

 Similarly in the situations of war, locus of control is reported to play a major 

role among the people developing any sort of psychological disorder. People having 

an external attitude are more prone to psychopathology in traumas of war. Al turkait 

and Oheari (2008) conducted a study to investigate the contribution of locus of 

control and self esteem towards the prevalence of post traumatic stress disorder 
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among 200 Kuwaiti military men who fought or were associated with the first Gulf 

war. After interviewing the subjects with well established measures, it was found that 

PTSD and depression were having an association with external locus of control. 

Moreover self esteem was also considerably low among them. 

 

 Hill (2011) through his extensive inquiry of the studies done on the locus of 

control has outlined several personality variables that correlate with characteristics the 

people who are having internal locus of control. He believed that such people 

experience greater personal well-being; they are motivated to innovate, fulfill 

assignments and have a tendency to perform well. In addition to this, they also display 

superior cognitive functioning and are generally doing well in learning and scholastic 

achievements. Moreover, they tend to show more desirable communal and 

sociopolitical behavior along with doing well in occupational and financial activities.  

 

 They also try to engage themselves in healthier behaviors, stay healthy, and 

their lives are comparatively longer. They are independent and consider themselves 

responsible for their deeds, both essential precursors for moral behavior.  

 

Rationale of the study 

 

                 Terrorism in the last few decades has grown out of proportions due to 

which its after effects are even more horrifying and unfathomable. Although the 

general perception about terrorism is that the after effects and impacts of this menace 
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are physical in nature but what we have under emphasized is, its devastation in the 

realms of economic, social, cultural and most importantly psychological domains.  

Over the years, despite all the preventive measures at government as well as at society 

level, terrorism has increased manifolds instead of being decreased.  

 

This rise in terrorism can significantly be seen in Middle East, South East Asia 

and some parts of African continent. The world’s worst affected areas from terrorism 

are mostly third world Muslim majority countries. It can be ascertained from the 

Global Terrorism Index (2015) the top five terror affected countries are Iraq, 

Afghanistan, Nigeria, Pakistan and Syria. During initial investigation it was revealed 

that, all of these countries have almost similar cultural, religious and socio economic 

environments except for the linguistic and ethnic backgrounds.  

 

           Although on one side, international community, governments and societies are 

taking a lot of measures to address and prevent terrorism but on the other side, due 

weightage and importance is not being given to investigate the psychological effects 

of terrorism. Therefore, proper studies designed to assess psychological effects are 

highly needed. Such investigations may provide a solid base for developing 

mechanisms to address such psychological issues.  

 

             Furthermore, as the studies conducted in terror affected areas have mostly 

addressed male dominated cultures therefore, due importance has not been given to 

female segment of the terror affected population. The studies conducted in this 
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perspective have mostly been either male biased in nature or in some cases the 

populace as a whole (general) was taken without gender differentiation.  Empirical 

evidence suggests that being female is a major predictor of developing psychiatric 

conditions after terror related incidents (North, Nixon et al., 1999) 

              

          The major objective for conducting the present study in Pakistan is that Global 

Terrorism Index Report (2015)  places Pakistan fourth on the list of countries most 

affected by terror related incidences, though its score is slightly less than the top three 

countries (Iraq 10, Afghanistan 9.28, Nigeria 9.21 and Pakistan 9.00).  

 

       While Pakistan being one of the worst affected countries from terrorism, it has 

also a large majority of population internally displaced from Federally Administered 

Tribal Areas (FATA) adjoining Afghanistan border. The people of these affected 

areas (FATA) practices ultra conservative and religious values with strong pashtun 

code of conduct. These people comprise mainly of women and children. According to 

UNHCR (2002) forced migration has affected 50 million people worldwide. Women 

and children represent nearly 80 % of the total number who are displaced and among 

them 50 % is the female segment. 

  

The researcher therefore felt that the time has come where the focus has to be 

shifted to highlight the issues of women IDPs affected by terrorism, which was quite 

neglected in the past.  An important aspect which was taken into account is that 

women in these conservative societies are the strongest bonding element in their 
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families. It has been said that to educate a women means to educate a generation ( 

Young, n.d), therefore it means that the women's mental health and issues are 

extremely important for the well being, grooming and education of a complete family.  

 

         Keeping in view, all aforementioned reasons, the researcher finally decided to 

conduct a study on a segment (female) which requires immediate attention, careful 

investigation and requisite highlighting at national as well as international level. This 

study can also become a base for further studies either to develop measures to address 

psychological issues highlighted in this study or to investigate further into the 

psychological effects of terrorism among IDP women.  

 

           Furthermore, conducting such a study requires direct interaction with the 

sample (without intermediaries or interpreters), understanding of the cultural and 

social norms, environments and last but not the least development of a comfort zone 

where the researcher and respondents can communicate freely and frankly with each 

other. As the present author possesses a similar background so it seemed quite 

appropriate to undertake such a study. It was deemed relevant to select Pakistan's 

tribal areas women IDP, as a sample for this study. The reason to choose this segment 

of population was that they represented most severely affected group by terrorism 

who were internally displaced. The researcher not only belonged to the same area 

with fluency in the native language (Pushto) but also had the same physical and facial 

features (of the sample) which facilitated the acceptance of the researcher by the 

respondents as being one of them. 



87 

 

 

       Another reason for conducting this research in Pakistan is that the terrorism and 

the resulting internal displacement present major challenges to the Pakistani society 

and needs to be highlighted nationally as well as internationally. Necessary 

connections (Government and Non Government Organizations) and links were 

available to the researcher with proper security measures needed to approach these 

dangerous IDP camps established in highly guarded areas.  

 

 The present study not only aimed at highlighting negative psychological 

impacts of the trauma in the form of Post Traumatic Stress Disorder (PTSD), but is 

also an effort to assess the sample for the development of positive changes that is Post 

Traumatic Growth (PTG), and most importantly to investigate if there is any 

relationship between PTSD and PTG?  It seemed highly relevant in view of the 

paradigm shift among the modern psychologists towards the fact that positive impact 

of the trauma also exists in the form of Post Traumatic Growth (PTG). 
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                                                                                                                        Chapter II   

Objectives of the study 

 

 The basic objective of this research was to carefully investigate the 

psychological impact (positive and negative) of Terrorism on Internally Displaced 

Women and its possible relationship with each other as well as with Locus of Control. 

The aims of the present study were:  

 

1. To assess the presence of PTSD among female IDPs. 

2. To evaluate the differences in severity of PTSD among women IDP who have 

lost their near family member/s and those women who have not suffered such a loss. 

3. To evaluate differences in PTSD scores among married and unmarried IDP 

women. 

4. To assess general mental health of the women living in the IDP camps. 

5. To investigate the possible relationship between PTSD and Locus of Control. 

6.       To see the development of PTG and its relationship with PTSD among the 

victims of Terrorism. 

 

Hypotheses 

 

To achieve the objectives of the study, the following hypotheses were formulated. 

1. Majority of IDP women will manifest symptoms of PTSD. 

2. There will be a significant difference between mean scores of married and 

unmarried women on PTSD scale. 
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3. PTSD symptoms will be significantly higher in women who have lost their 

near family members as compared to those who have not suffered such loss. 

4. Scores on PTSD scale will be positively correlated with the scores of 

respondents on God Locus of Health Control scale. 

5. There will be a positive correlation between scores of respondents on PTSD 

scale and PTGI. 

6. IDP women scoring high on PTSD scale will manifest higher number of 

psychosomatic symptoms as compared to low scoring respondents. 
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Chapter III 

 

METHOD 

 

Sample  

  

 The sample consisted of 130 internally displaced women living in the camps. 

To ensure the selection of a representative group, the sample was selected from 

different IDP’s camps to ensure that internally displaced women do not belong to one 

area only. These places/camps were areas defined and designated by the government 

for temporary lodging of people who were displaced from their native homes due to 

one reason or the other. In the present research, the camps from where the samples 

were taken, were meant categorically for people who were displaced from federally 

administered tribal areas (FATA) due to war on terrorism between security forces of 

Pakistan and Terrorists. IDP’s were given different locations in the camps on the basis 

of their native areas, for example, IDP’s from Khyber Agency, Bajuar Agency, 

Mohmand Agency etc. These camps were actually under the control of Provincial 

Disaster Management Authority (PDMA) which is a Government organization, 

however different NGOs were also working in these camps after getting clearance 

from Government departments. It seems important to mention here that these camps 

were considered to be dangerous area due to refugees resentment and sometime 

militants elements and their influence in these camps.  The researcher used purposive 

sampling technique as the main objective was to study The Psychological Impact of 

Terrorism on Internally Displaced Women. 
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Table 1 

 

Demographic characteristics of the Sample (N=130) 

Sample Characteristics     n(%) 

 

       Age levels 

     16- 30 yrs 

   

57 (44%) 

 31- 45 yrs 

   

44(34%) 

 46-60 yrs 

   

29(22%) 

 

       Marital Status 

      Married 

   

93(71%) 

 unmarried 

   

37(28.5%) 

       Loss of Family Member 

    yes 

   

85(65%) 

 No 

   

45(34%) 

 

       Native Area 

     Khyber Agency 

   

69(53.1%) 

Bajaur Agency 

   

10(7.7%) 

 Mohmand Agency 

   

51(39.2%) 

       SES 

      poor 

   

121(93.1%) 

middle       9(6.9%) 
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              Table no 1 show the descriptive statistics for the sample. Total number of 

Internally Displaced Women included in our sample was 130. Their age ranged 

between 16 to 60 years (Mean age =39.94 years and SD= 13.95) with the minimum 

age being 16 years and the maximum age 60 years).  The number of married women 

was 93(71%) and unmarried women were 37. The married ones were more than 

double the number of unmarried ones as in tribal areas girls get married at a very early 

age.  So it was hard to find equal number of married and unmarried group. Maximum 

numbers of the participants were from poor socioeconomic background, i.e., 121 

(93.1%) women was from poor and only 9 were from middle socio economic status. 

They had no place to go that is why they were compelled to live in the camps. Among 

them 69 (53%) were natives of Khyber Agency, who at the time of the study had 

recently been forced to migrate from their homes to IDPs camps whereas 51(39.2%) 

were from Bajaur Agency and10 (7.7%) were from Mohmand Agency. It is pertinent 

to mention here that IDPs from Khyber agency were the people who had recently 

migrated to IDP camps as the fight between the terrorists and militants were still 

going on in their area when this study was being conducted in the IDPs camps. 

Demographic characteristics of the studied sample were almost similar in a sense that 

almost all of them were having no education at all (except some background 

education of religion from Madrassas) and were from poor socioeconomic status. 

They had no place to go neither had any money to support themselves, that is why 

they had been living in the camps. Slightly more than one third (n= 45) of the 

respondents had lost one or more than one family member killed in the course of the 

war between terrorists and security forces, whereas the rest of the sample (i.e., 85 

women) were those who had not suffered such a loss but had suffered otherwise. It is 
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pertinent to mention here that the whole population was the victim of terrorism in 

general because of the present scenario of the area.    
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Figure 1. 
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Figure 1. Pie Chart describing percentage of the sample (IDPs), Area wise in FATA 

                (Federally Administered Tribal Areas).  
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Measures 

 

 The following instruments were used to collect data. 

 

Demographic Information Sheet 

 

 A demographic information checklist was prepared by the researcher which 

recorded basic demographic information of the sample inclusive of their, age, marital 

status, education, religion, Socio Economic status and loss of  any family member  

during the course of Terrorist activities, and native places. (Appendix A) 

 

Post Traumatic Stress Disorder Scale (PTSD) 

 

 Since the existing PTSD scales were verbal and mostly formulated as a rating 

scale, it was necessary to develop a questionnaire that should be easily administered 

and understood by the IDPs who were illiterate and unfamiliar with English language. 

All the respondents were illiterate and unable to read and write. In such a situation, 

the researcher deemed it necessary to develop a questionnaire that could assess the 

presence of the symptoms of PTSD according to DSM- IV-TR. 
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Development of Post Traumatic Stress Disorder Scale 

 

 In order to empirically investigate Post Traumatic Stress Disorder among the 

IDPs, the PTSD questionnaire was carefully developed. All the questions were based 

on the symptoms of Post Traumatic Stress Disorder mentioned in DSM- IV -TR and 

SCID- I/ NP (Structured Clinical Interview for Diagnosis). The researcher devised a 

checklist consisting of 22 dichotomous items with response options as “yes” or “no” 

to study the presence or absence of symptoms, with the help of supervisor. A “Yes” 

response was scored as 1 while “No” was assigned as “0” (zero). So the maximum 

possible score on the scale was 22 and minimum was 0 (Appendix B). 

 

 It is pertinent to mention here that checklists are frequently used by clinical 

psychologists to identify the presence or absence of a specified behavior, thought or 

symptoms etc. The checklist was considered especially useful for studying the 

presence of PTSD symptoms among respondents comprising sample of the present 

study, who were illiterate and as such were unable to provide responses on the rating 

scales. Furthermore, in order to empirically study the presence of PTSD symptoms 

among the present sample (IDPs), it was necessary to have a scale in native language.  

 

 Before using the newly developed scale, its reliability and validity was 

computed. To achieve this objective, the PTSD scale was administered on a group of 

63 postgraduate students of Psychology and Economics Department of Shaheed 

Benazir Bhutto Women University Peshawar. All those students who were present on 

the day of testing were included in this sample. Their age range was 18-20 years. All 

the respondents were women and were indirect victims of terrorism. They all 
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belonged to Khyber Pakhtunkhwa Province of Pakistan where almost everyone, in 

one way or another, is a victim of terrorism.  

 

Psychometric Properties of PTSD Scale 

 

 Questionnaires were individually administered on the Postgraduate students 

(N=63) of SBBWU. The initial Psychometric analysis, using Cronbach’s alpha 

revealed the reliability index of the newly developed Post Traumatic Stress Disorder 

scale as .80 ( Table 2). 

 

 To establish the validity of the scale, item- total correlations were computed 

(Table 3). The results show that item total correlation of the PTSD scale range from 

.14 to .58. As evident from table 3, all the items except item # 17, 18 and 19 correlate 

significantly with the total score. Although item # 17, 18 and 19 showed low 

correlation with total score, yet it is positive and significant at .05 level and hence 

were not discarded. The alpha reliability of the scale computed for the present sample, 

i.e., IDPs was .91. 

 

Post Traumatic Growth Inventory (PTGI) 

 

 It was developed by Calhoun and Tedeschi (2006), while the same was 

translated in Urdu by Kausar and Saghir (2010). It consists of 21 items. This 

inventory was used, after taking prior permission from the author, to measure the Post 

Traumatic Growth. The 21 items comprising this scale are aimed to assess factors that 

include: Relating to Others, New Possibilities, Personal strengths, Greater 
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Appreciation for Life and Spiritual Change. The scale is instrumental in assessing 

how much a person is successful in reconstructing his/her self image after passing 

through the trauma and how did it affect his perception about the world. This scale is 

based upon a rating system of six points, which moves from “Never” to” Always”. 

The range of scores is from a minimum of 0 to the maximum range of 105 points. 

Low scores indicate less growth and high scores are indicative of high Post Traumatic 

Growth in the respondents. The author of this scale has reported alpha reliability as 

.71, whereas for the present sample the alpha reliability of the scale was .92.  

 

General Health Questionnaire  

 

 Sanam (2001) at National Institute of Psychology developed and translated 

General Health Questionnaire. It consisted of 28 items. It is a 4 point Likert scale. The 

response options range from “Worse than usual” (scored 3) to “better than usual” 

(scored 0). The possible score range is 0 to 84. In view of the educational status of the 

respondents the scale was slightly changed by using trichotomous items (i.e., Often; 

Sometimes; Never). Twenty one items were scored as 2(often), 1(sometimes), 

0(never) whereas the remaining 7 items (items #1,15,17,18,19,20,21) were reversed 

scored. The possible scores on GHQ ranged from 0 to 56. It is used to measure major 

indicators of mental health (i.e., psychosomatic symptoms, anxiety/ insomnia, severe 

depression and social dysfunction). Higher scores on GHQ are indicative of presence 

of mental health problems in higher intensity whereas a lower score on GHQ is 

indicative of the presence of mental health problems in lower intensity. Alpha 

reliability of the scale as reported by the author is 0.95, whereas the alpha reliability 

computed for the present sample is also the same (.96). 
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God Locus of Health Control Scale (GLHC) 

 

 Developed by K.A. Wallston, Wallston and DeVellis (1978) to assess the 

belief that God is either the Locus of Control of one’s health status in general or the 

Locus of Control of one’s specific disease status. In the present study GLHC was used 

to measure condition-specific beliefs. It is a six point Likert scale ranging from 

“strongly disagree” to “strongly agree”. For the present study instead of using the 

rating scale, dichotomous items were used after translating the statements into Urdu. 

Response options were, “Yes” scored as 1 and “No” scored as 0. So the maximum 

possible score on GLHC is 5 and minimum is 0. The high score, i.e., 5 shows that the 

subject has External Locus of Control. 

 

Procedure 

 

 To conduct this research, Government of Khyber Pakhtunkhwa was 

approached. Because of the sensitivity of the area it was difficult to get permission, 

but when the authorities were briefed about the benefits of the research, permission to 

collect data was granted to the researcher. The authorities were assured that the 

findings of the study would be beneficial to their organization as well. Highlighting 

the results will not only be helpful in assessing the level of the psychological distress 

of the sample but would also be helpful in devising strategies for minimizing and 

alleviating their distress. 
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 After taking formal clearance from the PDMA (Provincial Disaster 

Management Authority) the researcher personally visited the camps to develop a 

strategy to conduct study systematically and objectively. To collect data number of 

visits were made to the IDP’s camps. Before starting data collection, an area 

orientation was first carried out which enabled the researcher to not only select the 

sample from different locations of the camps but also from different age brackets. 

Furthermore, as per the law of the land and custom of the tribal areas, necessary 

permission from the clan/tribe’s elder is a must to interact with one of the member of 

their tribe in those camps. Therefore, these segments of IDP’s from different locations 

were approached and their elders were convinced that the research is aimed at 

highlighting their problems, which would finally lead to redress these problems. The 

researcher used purposive sampling technique for the selection of IDPs. After 

obtaining the elder’s blessings, sample was approached and the respondents were 

motivated to cooperate by answering the questions.   

 

When the researcher visited the camps, at first the women were not willing to 

give any sort of information. It was also observed that the majority of IDPs were 

reluctant to interact with strangers. Therefore, special efforts were made to establish 

rapport with the respondents by spending time with these women and carrying out 

communication using their native language (Pushto) to help them overcome with their 

withdrawn attitude and through distribution of sweets etc., among their children. 

These techniques broke the ice and finally the respondents started sharing their 

experiences and answered the questions of the researcher. 
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 An important advantage to the researcher was that there was no language 

barrier and the participants started sharing their responses openly after few meetings. 

The respondents were assured of strict confidentiality by keeping their identities 

secret. When the rapport was established then the researcher collected data by 

administering all the four scales one by one including the demographic information 

checklist. Responses of women were recorded individually as almost the entire 

sample was illiterate. It took a lot of time and many visits, to collect the data, as each 

and every scale was administered by the researcher herself.  On the first day only 5 

respondents were interviewed and the tests were administered on them. It was found 

that almost all of them not only showed symptoms of PTSD but were also suffering 

from other health problems. The entire sample consisted of women and the researcher 

personally thanked every respondent for the cooperation. The instruments were 

administered in the following order: 

 

1. Post Traumatic Stress Disorder Scale 

2. Post Traumatic Growth Inventory 

3. General Health Questionnaire 

4. God Locus of Health Control Scale. 
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Statistical analyses 

 

 Once the data was gathered from the respondents, then it was evaluated by 

using Statistical Package for Social Sciences (SPSS). First, the correlations between 

all the variables of the study were computed. After that the t- tests analysis and 

correlation coefficient techniques were used to determine the significance of the 

differences between the scores of IDP women on various tests, viz., Post Traumatic 

Stress Disorder Scale, Post Traumatic Growth Inventory, General Health 

Questionnaire and God Locus of Health Control Scale. Furthermore, comparison 

between married and unmarried women who were victims of terrorism and those who 

further suffered due to death/ injury of family member/s, were also carried out. 
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Chapter -IV 

RESULTS 

 

Table 2 

Coefficient Alpha of PTSD (Urdu) Scale (N= 63) 

Scale            No. of items  Coefficient 

Alpha  

 

Post Traumatic Stress Disorder Scale                22                                                     .80 
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Table 3 

 

Item Total Correlation for Post Traumatic Stress Disorder scale (N= 63) 

 
  Item 

No. 

Corrected Item-

Total Correlation 

Item  

No. 

Corrected Item- 

TotalCorrelation 

 1 .341***  12 .339*** 

 2 .325***  13 .465*** 

 3 .307***  14        .294** 

 4 .361***  15 .447*** 

 5 .310***  16 .517*** 

 6 .436***  17        .172* 

 7 .439***  18        .147* 

 8 .513***  19        .178* 

 9 .392***  20 .518*** 

 10 .304***  21        .267** 

 11 .259**  22 .470*** 

***p<.001, **p<.01, *p<.05  
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Table 4 

 

Descriptive Statistics for the variables of the study (N=130) 

 

Variables 
no of 

items 

  
M SD 

co-

efficient 

α 

score 

range 
Skewness 

  

PTSD scale 22 
 

11.14 5.3 0.91 0-22 -0.42 

 
 

      Post Traumatic Growth 

Inventory(PTGI) 
21 

 
50.2 22.3 0.92 0-105 -0.4 

 

         

General Health 

Questionnaire(GHQ) 

       
28 

 
28.6 14.7 0.96 0-56 0.006 

 

         

         

God Locus of Health 

control Scale(GLHC) 

       
5 

 
4.96 0.19 

 

0-5 -4.8 
  

 

The above table presents number of items, M, SD, cronbach alpha coefficients,  

Score- range and skewness for the variables of the study. 
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Table 5 

 

 Bivariate Correlations for the study variables (N=130) 

   1. 2. 3. 4. 5.       6. 

1. PTSD Symptoms  -     

2. Post-Traumatic Growth  -.14 -    

3. General Health 

Questionnaire 

 .83*** -.25** -   

4. Age  .51*** -.07 .50*** -  

5. 

6.   

Married(0=No, 1=Yes) 

God Locus of Health 

Control  Scale 

 .40*** 

-.05 

-.06 

     .03 

.45*** 

  -.07 

.67*** 

  -.01 

- 

     -.38     

* p < .05, ** p < .01, *** p < .001. 

 

Table 5 shows Bivariate Correlations between Variables of the study, i.e., PTSD 

symptoms, Post Traumatic Growth, General Health Problems, Locus of control, 

marital status and age.  
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Prevalence of Probable PTSD and Bivariate Correlation 

 

 Descriptive statistics and Bivariate correlations are presented in Table 4 and 5. 

Respondents on average showed 11.14 symptoms of Posttraumatic stress disorder (PTSD) 

with a Standard Deviation of 5.29, whereas the mean score on Posttraumatic growth 

inventory (PTGI) was 50.2 having standard deviation of 22.3 respectively. The average 

score and SD on General health questionnaire (GHQ) was 28.6 and 14.7 respectively. The 

entire sample showed maximum possible score on God Locus of Health Control Scale 

(GLHC) with the mean of 4.96 and standard deviation of .19. 

   

            Bivariate correlation shows that PTSD was significantly correlated with GHQ 

 (r = .83, p < .001). This revealed that among the IDPs sample, women who scored high 

on PTSD scale also scored higher on GHQ, hence suggesting that with the increasing 

PTSD symptoms the sample also manifested general mental health symptoms in higher 

intensity. On the other hand GHQ was negatively correlated with PTGI (r= -.25, p<.01). 

This shows that women having poor mental health could not develop post traumatic 

growth. In addition to this, both PTSD and GHQ were significantly correlated with age 

(r=.50, p< .01) and with marital status (PTSD, r= .40, p< .001and GHQ, r=.45, p<.01), 

thus suggesting that being older and being married were predictors of poor mental health 

outcomes. 
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Hypothesis Tests 

  

 Basic objective was to test the specific impact of our variables, i.e., Terrorism and 

Internal displacement on the development of PTSD among the sample. It was assumed 

that the majority of IDP women would manifest symptoms of PTSD. 

 

Our scale consisted of 22 dichotomous items having “yes” and “no” response options, 

based on the symptoms presented in DSM-IV-TR. The symptom was considered to be 

“present” if the item was checked as “yes” or “absent” if the item was checked as “no”. 

The items covered the entire criteria of PTSD presented in DSM-IV-TR (APA, 2002). In 

the present study, we assessed the respondents for PTSD, who meet these criteria. The 

results are presented in Table 6. 
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Table 6 

Criteria for PTSD Diagnosis (N=130) 

          Within Criteria 

   Total n (%) A2 A2 & B A2, B, & C A2, B,C, & 

D 

  (n = 91) ( n =88) (n = 68) (n = 68) 

                  

Criteria A2 

(Intense Fear) 

 91(70%)  -       

            

Criteria B (Re-

experiencing) 

 122(93.8%) 88(96.7%) -     

            

Criteria C 

(Avoidance) 

              81(62.3%) 68(74.7%) 68(77.3%) -  

            

Criteria D 

(Arousal) 

              112(86.2%) 91(100%) 88(100%) 68(100%) - 

            

Criteria F 

(Distress or 

Impairment) 

            63(48.5%) 55(60.4%) 55(62.5%) 53(77.9%) 53(77.9%) 

            

 

Diagnosis 

 

53(40.8%) 

 

53(58.2%) 

 

53(60.2%) 

 

53(77.9%) 

 

53(77.9%) 
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 Table 6 shows that all the respondents (N=130) comprising our sample 

experienced trauma of witnessing war which is criterion A1 in DSM- IV-TR (APA, 

2002). More than two third, i.e., 70% of the sample met the criteria A2. They were 

experiencing intense fear reminding them of traumatic event, whereas 93.8% met the 

criterion B for Re-experiencing. In addition to this, 62.3% met the criterion C which was 

Avoidance; 86.2% met the criteria D, i.e., Arousal, 48.5% met the criterion F which was 

Distress and Impairment in their every day functioning, and 40.8% of the sample had 

clinically significant diagnosis for PTSD. 

 

 Among those already qualifying for A2 (n= 91), 96.7% met criterion B, 74.7% 

met criterion C, 100% for D, 60.4% for F and 58.2 % for the overall PTSD diagnosis. 

Similarly 88 respondents who were qualifying for A2 (intense fear) and B (re-

experiencing), 77.3% qualified for C (avoidance); 100% for D (arousal); 62.5% for F 

(distress or impairment) and 60.2% for the overall diagnosis of PTSD.  

 

 Out of 68 respondents who had intense fear, re-experiening and avoidance 

symptoms, almost everybody qualified for D; 77.9% met the criteria for F as well as for 

the overall diagnosis. Similarly out of 68 respondents already qualifying for A2, B, C and 

D, 53 respondents met the criteria for F, and the same number of respondents qualified 

for the overall diagnosis. 

 

 The results showed that about 94% of the sample was having re-experiencing 

symptoms whereas 87% were having arousal symptoms, about two thirds (63% approx) 

were experiencing avoidance, about half of the sample (48.5%) was experiencing distress 

and impairment.  Among those who were experiencing intense fear (70%), a large 

number of the respondents were also re-experiencing trauma, avoidance, arousal and 
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distressing impairment. So it is evident that the majority of the sample had at least some 

symptoms of PTSD and slightly under half of the sample met the diagnostic criteria. 
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Table 7 

Means, Standard deviations and t-values of the scores of married and unmarried women 

on PTSD Scale (N=130) 

  

  

Unmarried     95%CI   Married 

Variable                              

 
M      SD M SD t(df) p LL UL 

Cohen's 

d 

          PTSD  

12.45 4.73 7.86 5.27 4.83(128) 0.00 2.708 6.465 0.92 Symptoms 
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 To test the hypothesis that there would be a significant difference in PTSD 

symptoms between married and unmarried women, a t-test was conducted. The results 

presented in Table 7 indicate that married women manifested significantly higher number 

of PTSD symptoms as compared to unmarried women t (128) = 4.83, p < .001, d=0.92.  

However, it was also observed in bivariate correlation that age was strongly correlated 

with PTSD symptoms, (r = .51, p < .001).  

 

 In order to explore whether it was age or marital status of women that contributed 

more towards making them vulnerable to develop PTSD symptoms.  A post-hoc analysis 

of covariance (ANCOVA) was conducted to examine the effect of marital status on PTSD 

symptoms, controlling for women’s age. Since, there was a reason to believe that the 

effects of marital status were, in fact due to age, therefore, ANCOVA was used to 

examine the effects of both the variables. The findings clearly demonstrated that, age was 

strongly related to PTSD symptoms, F (1, 127) = 16.87, p < .001, partial eta-squared = 

.12. However, marital status was no longer found to be significantly associated with 

PTSD symptoms, F (1, 127) = 1.05, p =.31, partial eta-squared = .008. 
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Table 8 

 

Means, Standard Deviations and t- value showing differences in PTSD symptoms of the 

respondents whose family member/s were killed/ not killed ( N=130)  

 

    

Family member 

killed 

Family member 

not Killed t(df) p 95% CI 

cohen's 

d 

    M (SD) M (SD)     LL UL   

  

12.2 (4.54) 10.59 (5.59) 

-

1.7(106.9) 0.079 -3.4 1.8 0.32   PTSD Symptoms 

                      

Note. CI = confidence interval, LL = lower limit, UL = upper limit  



115 

 

 

 

 In our third Hypothesis, we assumed that there would be more PTSD symptoms in 

the females who had lost one or more family member/s than those who did not suffer such 

a loss during the course of terrorist activities. Although the results do not indicate a 

statistically significant difference in PTSD symptoms of the two groups, yet it is evident 

from table 8 that women who lost their family member/s scored relatively higher on 

PTSD scale having Means and Standard deviations as of Family member/s lost and no 

loss of family member as 12.2(4.54) and 10.59(5.59), respectively.  

 

 The levene test for equality of variance indicated that the two groups did not have 

equal variances (F=4.77, p=.031). We conducted t-test without the assumption of equal 

variance, the findings revealed a non significant difference between the two groups, i.e., t 

(106.91) = -1.77, p = .079 and d is .32.  

 

 Hypothesis 4 could not be verified as there was no variability in the responses on 

God Locus of Health Control (GLHC) Scale. All the respondents attributed the war and 

the resultant displacement solely to God’s will. Consequently the correlation between the 

two variables was found to be zero.  
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Table 9 

Predictor of PTG (N=130) 

          

95% CI Predictor 

   

      B   

                

LL   

                 

UL 

Constant 

  

2.64** 

 

2.37 

 

2.9 

   

-0.05* 

 

-0.08 

 

-0.01 

PTSD 

       

   

-0.01* 

 

-0.01 

 

-0.00 

        R2 

  

0.07 

    

   

  

    F 

  

 4.76* 

    

 

              

*P< .05, Dependant Variable, PTG. 
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 It was hypothesized that there would be a positive correlation between PTSD and 

PTG. However our results revealed a non significant correlation that is r = -.14, in the 

preliminary analysis. As previous literature demonstrates a curvilinear relation between 

PTSD symptoms and post-traumatic growth (Butler et al., 2005), we conducted a post hoc 

analysis of such a curvilinear relation, by regressing post-traumatic growth onto PTSD 

symptoms and the quadratic term. Results from Table 9 indicates that PTSD symptoms 

were negatively associated with post-traumatic growth, b = -.05, SE = .02, t = 2.58, p = 

.01, and there was a significant quadratic effect, b = -.01, SE = .004, t = 2.63, p = .01, R2 

= .07, F (2, 127) = 4.76, p = .01. Hence the study demonstrated a significant curvilinear 

association between PTSD and PTG. 

         

                 As shown in Figure 2, for individuals with fewer PTSD symptoms, the trend 

for developing PTG, there was a positive correlation of PTSD and PTG up to a certain 

level and then when the PTSD symptoms became more severe the PTG levels dropped 

down. 



118 

 

 

 

Figure 2 

 

 

Figure2. Curvilinear Association between PTSD Symptoms and Post-Traumatic Growth 
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 Our finding supported Hypothesis 6. There was a strong positive correlation 

between PTSD scale and GHQ, (r = .83) indicating that those scoring high on PTSD scale 

also reported high number of psychosomatic symptoms. 
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Chapter-V 

 

DISCUSSION 

 

 According to Zimbardo (2003), terrorism is about Psychology. The main goal of 

this menace is to make normal person feel anxious, vulnerable, uncertain, helpless and 

confused. And the terrorists are very much successful in that. Although terrorism may 

have claimed less casualties as compared to other disasters in the history but the fact is 

that the psychological impact of this menace has created a nonstop wave of terror and 

anxiety in not only among those directly affected by it but also those who are not the 

direct sufferers (Bux & Coyne, 2009). 

 

 Although there is a considerable amount of literature suggesting a close 

connection between terrorism and its psychological effects on the people whether directly 

or indirectly affected. (Murphy, 2010; Braun- Levensohn et al., 2009; Comer & Kendall, 

2007;  Bleich, Gelkopf, Melamed & Solomon, 2006; Jehel & Brunet, 2004 ), but  very 

few studies have highlighted the effects of terrorism specifically on women. History has 

proved that there are certain groups of people who are more vulnerable to adverse life 

circumstances. Among those disadvantaged groups are women, older adults, unmarried 

persons with low socioeconomic status and low educational background. More 

specifically, the married and unmarried women are significantly found to be more 

reactive towards abnormal life circumstances (Thoits, 1982). Therefore the basic aim of 

this study was to investigate the psychological effects of terrorism for the most vulnerable 

group of sufferers, i.e., women. The specificity of the present research is that it studied 

the group of IDPs who are inaccessible to a lot of researchers. The present sample is from 
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an extremely conservative, uneducated, low income but a very religious group. The 

females from this group were not allowed to communicate or interact with any stranger 

because of the conservative background. So the researcher was lucky enough to be of the 

same language and area which made the research possible. 

 

 Therefore the aim of this endeavour was to specifically see the psychological 

effects of terrorism on this group, the positive and negative outcomes of the trauma and 

its relationship with each other. Moreover the research also explored the differences 

within the sample (women) in terms of their marital status and personal losses. In addition 

to this the general mental health of the sample was also measured with its overall 

relationship with other variables of the study. 

 

 Our first hypothesis about the presence of PTSD among majority of the sample 

was supported. Like past researches (Bleikh, Gelkopf, Melamed & Solomon, 2006) it was 

also found in this study that the effects of terrorism are substantial. In fact among the 

present sample the magnitude of the trauma was double in a sense that they were not only 

victims of the terrorism but also had to forcefully leave their places of residences in order 

to save their lives. On one hand, they had to cope with the trauma of terror and on another 

hand they were forced to leave their comfort zones (e.g., their homes, live stocks and 

other valuables). 

 

            In our sample 100% had witnessed terror attacks, which was the criterion A1 of 

the DSM- IV-TR (APA, 2002) for PTSD diagnosis. The main reason was that all of them 

were from the area where militants had taken over the control predominantly and in order 

to minimize their control, the government had to start a military action against them.     
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         Majority of women (93.8%) in the sample reported re-experiencing trauma related 

scenes signifying criterion A2 in DSM- IV-TR, in a sense that they had frequent 

nightmares and unwanted thoughts about the war. About more than two third of the 

sample reported they were experiencing intense fear. Similarly another most frequently 

reported symptom was of hyper arousal, criterion D endorsed by 86.2% of the sample, 

followed by Avoidance / numbing, which was criterion C, present in almost two third of 

the sample (62.3%). Almost half of the participants (48.2%) reported distress and 

impairment, criterion F in their everyday normal functioning. Slightly less than half 

(40.8%) of the sample reported symptomatic criterion for PTSD.  

 

          But at the same time it is suggested that clinical implications of the disorder should 

be interpreted with caution. At the time of the study the sample had already witnessed a 

lot of terrorist activities with increasing frequencies. Moreover they were still living in an 

unprotected environment, i.e., IDP camps where the living conditions were not only 

unsafe but awful. So from one disaster they had moved to another which was not much 

different from the original one.   

 

               Our findings are supported by earlier studies that have demonstrated that greater 

distress being associated with socially disadvantaged groups (Di Grande, Perrin, Thorpe, 

Thalji & Murphy, 2008). So this may have been a sound reason for the poor mental health 

of the respondents. Besides, the sample was from low socioeconomic status, so they had 

little or no money and resources to cater for their needs in the camps.  
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               Silver, Holman, McIntosh, Poulin & Gil-Rivas (2002) in their study assessing 

the Psychological responses to September 11, found that demographic factors along with 

the intensity of the experiencing of these attacks and personal losses played a vital part in 

explaining the post traumatic stress disorder symptoms. Another important issue was lack 

of education. The sample was totally uneducated and previous literature suggests that 

being from low socioeconomic status and being uneducated can contribute towards 

negative effects.  

 

 Although in line with the previous literature (Ssenyonga, Owen & Olema, 2012; 

Torchalla, Strehlau, Linden, Noel & Krausz, 2014) for  the prevalence of PTSD among 

the majority of female displaced or homeless sample in this research, we were also 

interested in finding out that whether marriage is a protective factor for PTSD or not.  

 

             Although previous literature, suggest mixed findings, as some researches have 

documented that married adults are substantially happier and are resistant to 

psychological distress( Shapiro & Keyes, 2007). Contrary to that others ( Marks, 1996) 

report that the chances of  endorsement of relatively stable personality characteristics are 

higher in single females and that single or unmarried women have better psychological 

health than the married ones. It appears that such researches have ignored, that these 

studies might have been carried out on the population samples which are broad, ignoring 

specificity of particular life phases or age groups (Mastekassa, 2006).  This is the most 

important fact that cannot be overlooked because there are some theoretical and empirical 

reasons for the varying results during such phases of life.  

              Mansdorf (2008) stressed on the well established fact that those who suffered 

because of terrorism are unique and should be distinguished from the sufferers of other 
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forms of traumas. At the same time Miller and Heldring (2004) theorized that among 

women, being married and being a parent was predictor of poor outcome which probably 

is due to loss and need to provide support to others. Therefore it was hypothesized in the 

present research that married women will manifest more symptoms of PTSD than 

unmarried women on the basis of their unique situation in the aftermath of trauma. We 

found a significant difference between the two groups in terms of the presence of PTSD 

symptoms. The bivariate correlation also revealed that PTSD scale was strongly 

correlated with both age, (r= .51 and, p < .001) and marital status (r= .40, p< .001). So 

we could say that yes there is a difference but knowing that there is another variable 

strongly correlated with PTSD, we were interested in looking for the prompting 

difference? Whether married women had more PTSD or older women had more PTSD?  

  Because so far what we had seen was that the sample had more PTSD symptoms if they 

were older.  

 

        Since there was a reason to believe that the effects of marital status were, in fact due 

to age, therefore a post hoc analysis of covariance was conducted to see the effect of 

marital status on PTSD symptoms controlling for women’s age. Results revealed that 

 (F (16.87), p< .001), (partial eta squared .12),  age was explaining about 12 percent of 

the variability in PTSD symptoms between subjects and we knew from previous analysis 

that age is possibly correlated.  The observed powerb values (.98) also revealed that we 

actually had a lot of power to detect age differences. In contrast marital status turned out 

to be a non significant predictor (F (1.05) p = .31), and explained about 1 percent of the 

variance. Further, we had very low power to determine, if being married is related to 

PTSD symptoms after controlling for age.  
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       So besides the fact that married women had a trend of increased symptoms it was 

also a possibility that older women who are not married had more symptoms and younger 

women who are unmarried have high symptoms of PTSD. For this reason we used linear 

regression analysis to look for any interaction, having the outcome variable as PTSD, 

whereas age and marital status were independent variables. It was found that 26% of 

variance in PTSD was explained by age and marital status. Results (F= 14.798) revealed 

that marriage was not related and that the interaction was not significant. 

 

            Hence it was observed that actually it did not matter if they were married or not. 

The older they were, the more PTSD symptoms they had. The effect of age on PTSD 

symptoms was somehow indication of vulnerability of older women in the present sample 

towards developing PTSD. This study finding are in line with the outcomes of  some 

earlier studies (Johnson et al., 2009, Karunakara et al., 2004) which demonstrated that the 

likelihood of PTSD increases with increasing age and migration history. The effect of 

marriage on an increase in PTSD symptoms in the present sample can be attributed to the 

fact that married women were older and as such were more likely to have PTSD 

symptoms. Another reason can be small sample (due to non availability and difficulty in 

accessing IDP women). If we would have large sample including higher number of 

unmarried women the results might have been different.   

 

           We also observed in our sample that for younger women, the PTSD symptoms 

were more, for the middle age it did not really matter that they were married or not, and 

for older women who were unmarried were having more PTSD symptoms. Hence it was 

observed that marriage was not related to PTSD for everyone, but it was related to PTSD 

for certain groups, In this case younger and older people. But it doesn’t mean that being 



126 

 

 

 

married doesn’t really contribute to PTSD symptoms. It can only be in this particular 

sample in which we found out such results and one possibility for this fact could be 

because women from our sample got married at a very early age i.e., women in their 30’s 

were pretty all married. 

 

          Moreover women who were younger and married too early might had too much 

responsibility. Conway, McDonough, Macknzie, Floett and Sameroff (2013) studied the 

effect of terrorist attacks and revealed that the most affected group were mothers as 

compared to other adults. In addition to this, another possible rationale for the elevated 

levels of PTSD among married and unmarried could be the daily stresses that they 

experienced in the camps. Each and every woman interviewed in our sample was under 

severe stress.  Kaysen, Rosen, Bowman & Resick (2010) argued that daily stresses along 

with the magnitude of the trauma can contribute towards PTSD among female victims. 

Hence this can be one of the possible reasons for findings of the present study. Similarly 

loss of social support could be another sound reason for older women’s increased levels 

of PTSD. The strong and Pervasive endorsement of family loss and social structural 

support system can intensify feelings of isolation and humiliation among displaced 

women (Badri, Crutzen &  Borne, 2012).  

 

 Yet another reason for their changing levels of PTSD could be, being homeless. 

As the entire sample was forced to leave their homes so being homeless (Torchalla et al., 

2014) could have been contributed to the mixed findings of whether marital status can 

contribute toward elevated rates of PTSD. Jonson et al. (2009) argued that no doubt, 

being female and being older are some of the predictive factors for distress which is not 

easy to change but can be used for the identification of the most vulnerable groups. 
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   Given that personal loses contribute to PTSD (Hobfoll, 2001) previous literature 

suggest that witnessing demise of a friend or a family member, narrowly escaping death 

and other severe trauma exposure are related to worse mental health (Roberts, Ocaka, 

Browne, Oyok & Sondorp, 2008).   

 

            Therefore the researcher was also interested in finding out the difference in PTSD 

among those directly and indirectly affected. Directly affected, meant that any female 

who had lost a near family member or who, herself lost any pregnancy during the trauma. 

Whereas indirectly affected meant those respondents who although had suffered the 

trauma but had not lost life of a close family member. Previous studies have indicated that 

trauma exposure, e.g., witnessing death of loved ones, bereavement, being injured 

themselves; personal understandings of the intensity of initial fear along with other 

variables are important contributors of PTSD (Wang et al., 2009). Moreover the 

likelihood of PTSD increases with the intensity of traumatic exposure along with lower 

social support. In this particular sample, majority of women had lost their husbands, sons, 

uncles or any other significant member of their families. Among those family members, 

majority were the sole breadwinners for their families.  

 

 Waheed & Ahmad (2012) argued that family breadwinners mostly head of 

families are unfortunately direct victims of the terrorism. The socioeconomic changes that 

occur after their death can have a profound effect on everyday life of their family. In 

addition, the death of male member results in shifting the economic burden on the widow 

or the mother resulting in serious social and economic consequences. They also argued 

that in the context of Pakistan the likelihood of female becoming poor have increased 
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manifolds (Waheed & Ahmad, 2012). So losses in terms of family members would not 

only have disrupted social and economic well being of these women but would also have 

served as a reason for elevated levels of Psychological distress.  

 

 Although in the present sample the difference between the two groups for the 

scores of PTSD was not significant, that is, those losing a family member and those who 

did not suffer this loss). Both the groups showed elevated levels of distress with slightly 

more symptoms in the directly affected females. As already mentioned, both the groups 

comprising our sample belonged to the same area/ background. These people lived in 

very remote and rugged areas but at the same time they were very happy and possessive 

about their areas. They were forced to leave their native places in order to save their lives. 

These people are usually not comfortable in moving out of their areas (comfort zones) 

into alien and strange areas; exactly as they are not comfortable with intruding strangers 

in their areas. As when the pain of a major injury subdues the pain of a minor injury, 

exactly in the same manner for both the groups of sample, moving out with their families 

without complete belongings and temporarily settling into areas/camps where they were 

at the mercy of others to survive, might have been a bigger trauma as they were 

disoriented and uncertain about their future and survival.  

           Therefore we can say that one of the most possible explanations about the less 

difference between the two groups of female from the sample may be explained by their 

displaced status due to which they were experiencing disorientation, trauma of surviving 

and unpredictable future. Or in other words, it can be deduced that while looking or 

assessing one perspective in isolation that is personal loss (affecting only one group), the 

other factor (displacement) affecting the whole sample cannot be ignored or overruled. In 

the present study displaced status and the resultant psychological distress is consistent 
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with the previous literature. There is a voluminous literature that has documented the 

connection of internal displacement and psychological distress among different 

populations (Hussain  et al., 2011; Roberts, Ocaka, Browne, Oyok & Sondorp, 2008; 

Porter & Haslam, 2005; Leus, Wallace & Loretti, 2001; Ahmad, Sofi, Wahisten & 

Knorring, 2000)  

 

 Moreover the reason for not much difference in PTSD symptoms between the two 

groups can be explained in the light of the fact that our sample on the whole has 

experienced wars and terror attacks from quite a longer period of time. So it did not really 

matter much to them whether family member being killed or not.  

 

 Another reason which is very relevant in explaining the less difference between 

the two groups may partly be attributed to the fact that both the segments of sample had 

same cultural and socio-religious backgrounds and had very strong ties to their natives 

places(comfort zones). Consequently, forced displacements from their areas of residences 

had greater traumatic effect on them as compared to the other traumas. 

 

            Yuksekaya (2012) argued that when such people are deprived from their areas of 

cultural and linguistic backgrounds, they suffer significantly more as compared to other 

groups.  In this case also, the sample belonged to an area of tribal ancestry where they 

were linguistically and culturally, bonded strongly to each other and lived like one big 

family in a village or area. Their survival is possible in these far flung remote areas 

because of their perfect harmony and unity to support each other. 
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           It may be noted that the people of these area treat strangers with suspicion until 

and unless the stranger is a guest of someone from that area and then everyone treats the 

guest as their own. In these areas if a member of a family is killed, then everyone in that 

area is affected by the death, not only the close family members. And that is why, the 

sample from both the groups were showing almost similar PTSD symptoms. Moreover 

they had moved and settled in these camps collectively because of their closer ties and 

bonding with each other.  

 

 It is not very long ago that that the concept builders of PTG allowed us to 

understand the construct in such a way that post traumatic stress is imperative for the 

development of growth and that certain level of psychological distress is mandatory for 

the development of growth (Tedeschi & Calhoun, 1996). To probe the construct of PTG, 

further, Kunst (2010) urged a requirement for future studies to understand the PTSD-PTG 

relationship. 

 

 “Finding something good among the bad” has been the point of discussion among 

the trauma researchers for the past few years. Although a voluminous body of literature is 

available explaining the nature of the relationship between these two variables, yet there 

are very few that have looked into the association of these variables from the point of 

view of terrorism and internal displacement together. Therefore the present study was 

aimed to investigate the nature of the association between PTSD and PTG in the unique 

situation of terrorism and internal displacement.   

 

 Review of literature and understanding the actual nature of the association, shows 

that most studies relate PTSD to higher post traumatic growth, PTG ( e.g., Hussain & 
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Bhushan, 2011), whereas few other studies relate greater PTSD symptoms to lower levels 

of growth ( e.g., Yi & Kim, 2014). Contrary to that some other studies do not document 

any significant relationship between the two variables (Smith, Samsa, Ganz & 

Zimmerman, 2014; Salsman, Segerstrom, Brechting, Calson & Andrykowsky, 2009;  

Cordova et al., 2007).  

  

         In the present study, preliminary analysis revealed an insignificant association 

between post traumatic stress disorder and post traumatic growth (r = -.14). Although not 

central to our hypothesis, yet in the light of previous studies (e.g., Kliem & Ehlers, 2009) 

which pointed out the likelihood of a curvilinear relationship between PTSD and PTG, it 

was decided to interpret the present findings accordingly.  For this reason we conducted a 

post hoc analysis to find out the possibility of the same nature of relationship in the 

present study, as discussed above. The regression analysis explained about 7 percent of 

variance in PTG which was significant (p=.01). Hence there was an evidence of a 

curvilinear relationship between PTSD and PTG.  

 

       The gentle curve in Fig 2 extended our understanding of the association suggesting 

that, for individuals with fewer PTSD symptoms, the growth levels were low, whereas, 

for those having above average PTSD symptoms, the growth symptoms dropped down. If 

we look into the graph (figure 2) for a curvilinear trend in the relationship and divide the 

graph into a half, we can see that, for a bottom half there is a positive association among 

the two variables, meaning the more PTSD symptoms the respondents had, the more PTG 

they manifested. On the other hand the relationship turned negative for the respondents 

having above average PTSD symptoms. 
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         It is safe to conclude here, that growth is developed when there is presence of PTSD 

symptoms. Dekel, Ein-Dor & Solomon (2012) found that growth is developed and 

maintained by the presence and endorsement of PTSD rather than, in its absence. But 

some findings deserve further discussion, for example, if we look into the point of mid, as 

from the mean levels of PTSD symptoms to the highest levels; there was a decline in the 

growth. Thus, we found a positive association among the PTSD and PTG symptoms for 

the participants with lower levels of post traumatic stress disorder. Whereas the 

relationship turned negative for the respondents among whom PTSD symptoms became 

severe, therefore the PTG levels dropped down.  We can also say that if the facilitation of 

PTG inhibits the process of PTSD as proposed by Fontana & Rosenheck’s study (1998), 

then it is very much possible that the process act vice versa also, meaning the severity of 

PTSD can minimize the levels of growth as well.  

 

     It was also noticed that the maximum PTG levels were seen among the females having 

intermediate levels of PTSD.  The findings of this study are in support of the previous 

literature (Jin, Xiu & Lu, 2014, Butler et al., 2005) which shows high PTG symptoms are 

associated with intermediate levels of post traumatic stress symptoms but opens a room 

for further discussion. The curvilinear trend of the relationship between PTSD and PTG, 

in the present study suggests that for the PTSD-PTG relationship the sample as a whole 

did not respond in an similar manner, rather was divided in various groups.            

            A curvilinear relationship between growth and distress, though in line with the 

previous literature (Kleim and Ehlers,2007: Butler, Basley,Garlen et al., 2005),   

but warrants us to investigate some interesting questions about the factors that might have 

contributed towards the different manifestations of PTG for high and low levels of PTSD 

in the present study.  
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               Though, the findings suggests that the present sample did not respond similarly 

to the trauma in terms of the relationship between PTSD and PTG but strongly suggest 

that the two constructs (PTSD and PTG) can influence each other at varying rates.  

Lechner et al. (2006) pointed out subjective interpretation of the severity of the trauma in 

explaining the nature of relationship between PTSD and PTG. It depends on whether and 

how much growth and distress has been developed in any sample. It is possible that one 

sample may comprise different groups who interpret the same trauma differently. 

Tedeschi and Calhoun (1996) theorized that post traumatic growth is a common factor 

developed in the majority of the trauma survivors, but it is not universal.  

  

        It is pertinent to mention here that the sample also comprised of women who lost 

their near family member/s in the course of terrorist activities. Janoff-Bulman (1992), 

theorized that sudden and violent deaths of loved ones can make the world appear as 

unpredictable, dangerous and unfair for the sufferers. He further stressed that individuals 

who are directly affected may interpret the trauma differently than those who are not 

affected directly and thus develop growth or distress accordingly.  

          Thus it is evident from the results of the present study that positive and negative 

after math of the trauma are preset in every respondent, though in varying degrees. We 

can also assume that rate of growth or distress in a particular sample might depend on 

subjective interpretation of the crisis event. Boals and Schuttler(2010) tested event’s 

centrality for the development of growth and distress in an individual and found that if a 

potentially threatening experience is taken by the individual as central to one’s own 

identity, it can indeed become a double edge sword. To sum up, we can say that no matter 

in what direction, the relationship progresses, it is important to register that PTSD is 
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always mandatory for PTG to develop and most importantly the fact that PTG was indeed 

developed among the majority of the sample.  

 

          In addition to this, another argument for discussing such kind of inverted U 

relationship, on the basis of this study results, might be specific to terror victims. This fact 

also suggests that terrorism as a trauma is a kind of challenging experience but at the 

same time it elicits different reactions from different people. Yi and Kim (2014) pointed 

out some possible reasons that can better explain the nature of PTSD and PTG 

relationship that includes the nature of the trauma, the type of the study (cross-sectional 

or longitudinal) and the number of the participants in the study. 

 

 Another possible argument in the light of the current study results that yielded an 

inverted U relationship to a certain degree could be gender. Jin et al. (2014) focused their 

study on gender differences to see the association among PTSD and PTG after an 

earthquake in China. They found U shaped relationship between the two variables among 

the female sample of the trauma survivors, whereas in the same study, males 

demonstrated positive relationship, where high levels of PTSD were linked to high levels 

of PTG. This fact also suggests that the coping responses to the trauma may differ across 

gender. But it doesn’t mean that these might be the only explanations for justifying 

results. 

 

 Cerda (2014) raised a logical question about the PTSD-PTG relationship in a 

study by Jin et al. (2014). She suggested that instead of relying on the cross-sectional 

studies to assess the PTSD-PTG patterns of relationship across gender, it is also vital to 

study the association longitudinally in males and females separately. 
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 It is also noticed that linear relationships to a certain degree are normally found in 

cancer patients (Klosky et al., 2014; Liu, Wang, Wang, Su & Wang, 2014). The examples 

of curvilinear relationship between PTSD and PTG, on the other side, are documented in 

the studies of terrorism and victims of physical assault, where the participants are directly 

or indirectly affected (Butler et al., 2005) physical assault survivors (Kleim & Ehlers, 

2009).  

 

 The present study has the credit of contributing to the existing available 

knowledge regarding the relationship of PTSD and PTG because our sample was from 

extremely conservative ethnic background that is understudied in this respect. The sample 

was extremely religious and the majority of the sample reported greater personal strength, 

stronger belief in God and enhanced spirituality on the scale of post traumatic growth 

inventory (PTGI). Therefore religious coping may have contributed towards the 

development of post traumatic growth. As Gerber, Boals and Schuettler (2011) explained 

that more attention should be given to positive religious coping because there exist a 

strong relationship between positive religious coping and PTG. The researchers believe 

that religious constructs are always important and significant for people belonging to 

various classes or social groups. 

 

 In the present study relationship between locus of control and PTSD could not be 

verified as all the participants rated themselves extremely high on God Locus of Health 

Control Scale. The religious nature of the sample and belief in God’s will has actually 

neutralized this test. As in Quran, Allah says “No misfortune occurs except by Allah's 

permission. Whoever has iman in Allah - He will guide his heart. Allah has knowledge of 
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all things” (Quran, 64:11). Their strength actually lied in this belief and that is the reason 

that their response to God locus of Health Control Scale was unanimously highly scored 

with no variability. There was no variation in the scores among the respondents and it 

became standard in the entire sample confirming that they had an extremely strong belief 

in God and they were absolutely clear that if something bad had happened or if they were 

suffering, it was only due to the will of God. They believed that even in this bad time, 

their only being grateful to God, would rescue them from this situation. 

 

             The sample belonged to an area which is not only far flung from the civilized and 

urban areas but it is also backward, conservative and ultra religious in its environments. 

These areas follow two systems-one is the tribal code of conduct for living and the other 

is their interpretation of religious virtues in the light of their tribal code of conduct for 

justifying their way of living and decision making process. It has to be kept in mind that 

in the light of already highlighted code of living, these women are only meant to look 

after the families. They are not involved in decision making process, education or jobs. In 

fact their involvement or even inclination to be involved in any of these processes call 

upon the wrath of their communities. Generally they are sent to religious madrassas or 

seminaries (religious schools) to learn about the basics of Islam as well as Quran (Holy 

Book). The instructors mainly emphasize on their being grateful and content on what they 

have and accept everything from God’s (Allah) side, as it is. These girls when grow up 

and are married at an early age; are quite religious and content. They understand that all 

the calamities, natural or manmade comes from God’s side and one who complains is 

actually challenging the writ of Allah which is a big sin as “Nothing can happen to us 
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except what Allah has ordained for us. He is Our Master. It is in Allah that the muminin 

(believers) should put their trust” (Quran, 9:51).  

 

 It is to be understood that this Islamic belief gave them the strength to even endure 

the worst of happenings and as per their beliefs, everything is from God side and those 

who are content and not complaining, consider it to be a test of their will, would be 

rewarded and those who are unhappy will suffer more in this world and life after.  “When 

We bless man, he turns away and draws aside. When evil touches him, he despairs” 

(Quran, 17:83). These women were already subjected ironically to a very harsh life in 

their native areas due to severe restrictions imposed upon them by their families, 

environments and tribal code of conduct etc. They have found a sort of refuge in religion 

where everything good or bad is from God’s side either as a reward to them or test them 

as the Quran says, “If Allah afflicts you with harm, no one can remove it except Him. If 

He desires good for you, no one can avert His favour. He bestows it on whichever of His 

slaves He wills. He is Ever-Forgiving, Most Merciful” (Quran, 10:107). 

  

          As expected and in line with the previous studies, there existed a positive 

relationship between PTSD scores and General health questionnaire scores. Females 

scoring high on PTSD scale also manifested more psychosomatic symptoms, 

anxiety/insomnia, severe depression and social dysfunction which were assessed through 

general health questionnaire. Chung, Eleni, Konstentinos and Nikoloas (2007) studied 

patients with full blown PTSD, on general health questionnaire. They found that patients 

who were already diagnosed with PTSD experienced more general health problems. Their 

somatic problems were significantly more than that of the control group.  
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 As a documented fact in the literature, it does not require further justification that 

internally displaced persons are always forced to confront their ordeals in an unrelenting 

way. Moreover, along their emotional and psychological distress, they also have to bear 

the loss of privacy in overcrowded and awful shelters. The kind of arrangements and 

inaccessibility to everyday need does not only increase the chances of outbreak of 

different diseases but also puts an extra burden on them. They are more vulnerable to 

strong physiological, emotional and cognitive responses. The conditions of the shelters 

observed during this research in the relief camps were also not different from the fact 

mentioned above. It was very unfortunate that the psychosocial disturbance after 

displacement put extra burden on our sample. This may have been the sound reason that 

the present sample had a strong positive correlation between PTSD and psychosomatic 

mental health symptoms. Those who reported more symptoms of PTSD also scored 

significantly higher on GHQ, i.e., they also reported more general mental health 

problems. It was observed that the destruction of their communities and socio-cultural 

fabrics after their displacement was nothing less than a deep wound in their hearts and 

minds. In such situations only those having very strong personality traits could have 

maintained a stable self.  

  

      Another well established fact in such situations is that educational level and socio- 

economic status also appear as an important mediating factor. But as discussed earlier the 

present sample was from low socio- economic background and had minimum or no 

education at all.  
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Chapter VI 

 

CONCLUSION 

 

 According to Kemirere (2007) during armed conflicts, when men usually 

dominate armies and militias, women and children on the other hand constitute about 80 

percent of the displaced population. He further pointed out that men and women tend to 

have different experiences as a result of traumas. After displacement, women usually live 

under constant threat to their security while taking the burden of maintaining their 

families. While going through different researches concerning armed conflicts, it was 

observed that the most of the researches tend to generalize the issues of displacement as a 

whole and very few have highlighted the issues of female during these conflict periods 

(Kemirere, 2007). Therefore this research was focused at highlighting the issues of 

displaced women who have moved from their places of residence/native areas due to 

terrorism.  

 

 This study was specifically designed and focused at highlighting the issues of a 

special group of female IDPs who are otherwise inaccessible to the majority of the 

researchers. This study was able to find out significant psychological impacts of the 

trauma caused by terrorism and the resultant internal displacement on these women.  

While keeping in view the painful experiences that these women had experienced during 

life in terror stricken areas that include fleeing from their native places under difficult 

situations, most of them also witnessed their family members being killed or injured. As a 

famous quote by Young (n.d) “Educating a man is to educate a man, but to educate a 

woman is to educate the whole generation.” Then if a77 woman is physically and 
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psychologically ill, the whole generation would suffer. We must not forget that these 

women are the major source of strength and support for their children and families. These 

women are in a sense the focal point or nucleus of their families, and complete family 

existence, one way or the other, revolves around them. As they are all the time at home 

and not only have to look after their children,  but the elders of the family also looks up to 

them for their needs and finally the men, who when after work return to their home 

require certain environments which suites them besides getting comfort from their 

company. It clearly means that if the psychological balance of these women is out then it 

is going to affect the complete family, therefore, these women require immediate help not 

only in the form of psychological help but also through development of environments 

which not only help them in overcoming their psychological traumas but to educate them, 

increase their technical skills or indulge them in positive activities. These types of 

activities would ultimately help them in rebuilding their personalities and recovering from 

their traumas.  

 

 At the same time researcher due to the time spent in these camps has came to the 

conclusion that we must not forget about those children who witnessed the physical 

effects of terrorism on their families, were part of displacement, were part of their family 

as a member in surviving all the hardships during displacement and living in these camps. 

These children also require psychological assessment and help as they are growing in 

unnatural environments in refugee camps. Special focus has to be developed to address 

the issues of these children as they are going to be the future of this society. A trouble or 

psychologically stressed generation of children means a chaotic and disturbed society or 

segment of society in the future. 
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 Last but not the least the men who are mostly not only the sole bread earner of 

their families but are also the pillar of strength of these families from where they derive 

their strength and pride, are not only victims of abovementioned traumas but are under 

tremendous stress to earn living for their families, give them the requisite strength and 

most importantly the hope to return to normalcy or brighter future but this is generally not 

possible in these camps. These men have to go out and leave their families alone to 

survive in these camps. Therefore these men also require psychological assessment and 

help beside physical assistance in staying close to their troubled families. 

 

 These refugee camps may be a shelter to the internally displaced people but in 

reality can be survival arenas where might is right and survival of the fittest laws prevail. 

If conducive environments are not created then these camps may become a hatchery in 

development and increase in already existing psychological traumas in IDPs. This study 

has also made the researcher to reach the conclusion that environment has to be tailored 

in order to address the psychological issues of these IDPs. 

 

 During the conduct of this research, the researcher also realized that further 

studies are is required to bifurcate the traumas developed because of the displacement due 

to terrorism and traumas solely developed in these camps due to different reasons. At the 

same time it also requires further inquiry and study that how much these camps add to the 

psychological issues of these IDPs beside what are the conditions which helps in 

reduction of already developed psychological stresses before arrival to these camps. 
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Chapter VII 

 

LIMITATIONS AND SUGGESTIONS 

 

 Complete perfection can never be achieved even when meticulous planning has 

been carried out. Every study has its own short comings or limitations. Although the 

present study was planned after careful and thorough review of the literature, so as to 

thoroughly investigate the hypotheses and sample discussed earlier and finally achieve 

maximum understanding of the issues under investigation, but still due to some 

unavoidable ground realities and environmental factors, certain limitations could not be 

avoided. 

 

 Bleich, Gelkopf, Melamed, and Solomon (2006) theorized that there are some 

sectors of social setups or groups of people which are affected by terror differently than 

the rest of the people and women are categorized as one of these groups. Selecting female 

as a sample was aimed at highlighting the issues relating to women as this gender of 

society especially in this area is extremely neglected segment. While selecting only 

female and not having a comparison group is the strength of this study, at the same time it 

is also the weakness of the research.   

 

 Previous literature suggesting the vulnerability of female population for having 

negative impact of the trauma more than the male group, made the researcher to opt for 

female IDPs. Moreover the present study is sort of a descriptive study of PTSD symptoms 

and Post Traumatic Growth among IDP women. The intent wasn’t to compare them with 

others in this particular study but it was to examine their symptoms and functioning. 

Another reason to select female sample was that this group was from an extremely 



143 

 

 

 

conservative and ethnic background having strong religious and cultural belief system. 

These women are normally inaccessible to the majority of the researchers because of their 

strict cultural and religious restrictions known as Pardah system (covering themselves 

from men not directly related to them) and look down upon meeting strangers (including 

women) with suspicion. The researcher being female herself, had the advantage of being 

from the same ethnic, cultural and linguistic background. Still necessary arrangements 

were made with the authorities and elders of the camps which made it possible for the 

researcher to carry out the study. Although we recognize that the result of the study did 

emphasize the presence of psychological distress in the sample (female), yet it doesn’t 

mean that the male sample wouldn’t be experiencing PTSD. It would have been much 

better if we could have included male sample, to have a full picture of the severity of the 

effects of the trauma across the entire IDPs population, but it was not possible in the 

present study mainly because of mainly security concerns and some other issues like 

inaccessibility of men IDPs to be interviewed by the female researcher. 

 

 The researcher prepared PTSD questionnaire in Urdu language on the basis of the 

symptoms mentioned in DSM- IV-TR, while keeping in view the educational level of the 

respondents who were completely illiterate. It would have been impossible for them to 

understand the questions comprising the available PTSD scales in English and record 

their answer/ responses by assigning ratings on “Likert type scale”. The only thing they 

could do was to report either the presence or absence of the specific PTSD symptoms 

mentioned in DSM-IV- TR, upon inquiry by the researcher. As a result it was not possible 

to use, clinician administered PTSD questionnaires. It is suggested that for future use, 

new scales may be developed for completely illiterate samples to accurately record their 

responses, especially for cases as mentioned above. Another limitation of the study 
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includes lack of data before internal displacement. It is an inherent limitation in the 

research field that the absence of baseline data always exists.  

 

 Although there is empirical evidence that suggest PTSD- PTG relationship, where 

majority of studies demonstrates that both are related, but not all data have consensus 

over its direction. In addition,  Hall (2011)  stressed that the frustrating inconsistency over 

the true picture of relationship between PTSD and PTG, moreover the question of  PTG 

as a protective or risk factor, for the psychological disturbance, still requires an 

investigation at large. Therefore, the present study was also instrumental in adding a very 

small but significant addition into the existing literature regarding the relatedness of 

PTSD and PTG construct, specifically in the aftermath of terrorism and internal 

displacement. As in line with the previous literature (Leykin, Lahad & Bonneh, 2013; 

Dekel et al., 2012; Kliem & Ehlers, 2009; Butler et al., 2005) the present study also 

indicated a curvilinear relationship. The curvilinear relationship indicated that in our 

study for the sample size of 130 participants indicated that the maximum growth was 

reported in the sample having intermediate levels of PTSD symptoms whereas growth 

levels declined as the PTSD symptoms got severe. Similarly the curvilinear relationship 

suggested that the sample did not respond to the trauma similarly, as for as the 

relationship between PTSD and PTG is concerned. The group who had fewer PTSD 

symptoms showed positive trend in relationship, where as with the other group having 

severe symptoms of PTSD the trend of relationship was negative. Maximum growth was 

seen among the participants who had intermediate levels of PTSD symptoms. Therefore, 

it is concluded that the development of positive and negative impact may also depend 

upon the subjective interpretation of the trauma event for the respective individual. More 

specifically, it was noticed that no doubt they were victims of the same trauma but there 
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were a lot of people who lost their near family member/s in the terror attacks. It is 

therefore suggested that in order to investigate the nature of relationship between PTSD 

and PTG in future, the sample should also be assessed for their subjective interpretation 

of the crisis event. This effort will further help us in understanding the unique PTSD-PTG 

relationship.  

 

      Moreover due to some security reasons, we were not able to get a large sample size. It 

is also suggested that with large sample size it would be more helpful in investigating the 

unique relationship of PTSD-PTG. This further necessitates future researches, with more 

participants, keeping in view timings after trauma, catering for individual difference, so 

as to fully understand the phenomenon discussed above. 

 

 Stasko and Ickovics (2007) emphasized that psychosocial vulnerability is 

expected to be the consequence of all types of trauma surpassing a specific level of 

threshold. But as a guideline for future research it is suggested that as the terrorism and its 

resultant effects in the form of internal displacement becoming a global issue, the 

emergence and co-occurrence of positive and negative psychological responses of this 

unfortunate painful situation should be studied separately rather than making comparison 

with other traumas (e.g., terminal diseases like renal failure, cardiac failure, massive 

cerebral hemorrhage etc). This effort might give us a true picture of PTG as a risk or 

defensive feature in the development of Post Disaster Psychopathology, especially with 

reference to manmade disasters. 

 

 The present study has emphasized the “Growth vs Distress” phenomenon in the 

sample from a specific group,that is, having IDPs from an extremely conservative 
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background having low socio- economic status. Several studies have found how different 

an effect of socio- economic status and race can have on the reported growth (Helgeson, 

Reynolds & Tomic, 2006; Cordova et al., 2007). Therefore it is suggested that in future 

growth should also be studied emphasizing cultural and social background of the sample. 

This will further clarify the impact of socio-cultural background of a specific group on the 

emergence and maintenance of Growth. 
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Appendix F 

Permission from the author for using post traumatic growth inventory 

 

From: Neelam Ehsan [neelam.ehsan@yahoo.com] 

Sent: Thursday, September 27, 2012 10:59 AM 

To: Tedeschi, Rich 

Subject: I require your Kind Permission to use PTGI 

 

 

Dear Dr.Tedeschi  
 

Hi Sir,  

I am Neelam Ehsan and already tried to grab your attention vide my earlier email on 14 

Sept. I am a Ph D Scholar in Shaheed Benazir Bhutto Women University, Peshawar, 

Pakistan. As I am starting my research on internally displaced women therefore I require 

Post Traumatic Growth Inventory (PTGI) as one of the scales for my research. During the 

course of inquiry and search I came across your scale to be the most suitable and helpful 

in my research. Your permission is required for its use. I would be extremely grateful if 

you grant me your blessing in the use of your scale 

 

Awaiting your kind reply. 

Sincerely 

Ehsan, Neelam 

Ph D Scholar 

Shaheed Benazir Bhutto 

Women University, Peshawar,Pakistan  
 

 

 

 

 

 

 

 

 

 

Dear Neelam-- 

 

You have permission to use this PTGI instrument. Will you be using it in English? Do 

you have a copy of it? If not, I can provide it to you. R. Tedeschi 
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From: Neelam Ehsan <neelam.ehsan@yahoo.com> 
Reply-To: Neelam Ehsan <neelam.ehsan@yahoo.com> 
Date: Friday, September 28, 2012 8:08 AM 
To: "Tedeschi, Rich" <rtedesch@uncc.edu> 
Subject: Thanks and Yes if I can get your PGI 
 

Dear Dr Tedeschi 
I am really grateful for your kind support. I would really appreciate it if you can despatch me your 

English copy, although I would be using the translated version but it can be a real time referrence 

for me 

and if you are interested I can send you the results of my research after completion although it 

would take some time 

sincerely 

Neelam 

 

 

  
 From: "Tedeschi, Rich" <rtedesch@uncc.edu> 

To: Neelam Ehsan <neelam.ehsan@yahoo.com> 
Sent: Friday, September 28, 2012 6:37 AM 
Subject: RE: I require your Kind Permision to use PTGI 

 

  

 translations.doc 

Dear Neelam—Here is the PTGI for you use, and a list of translations that have been 

done, in case any would apply to your work. I would be interested in hearing about your 

results.  

 

Best,  

 

R. Tedeschi 

 

Professor of Psychology 

UNC Charlotte 

Charlotte, North Carolina 28223 USA 

704-687-1358 begin_of_the_skype_highlighting 704-687-1358 

end_of_the_skype_highlighting 

Fax 704-687-1317 

 

 

mailto:neelam.ehsan@yahoo.com
mailto:neelam.ehsan@yahoo.com
mailto:rtedesch@uncc.edu
mailto:rtedesch@uncc.edu
mailto:neelam.ehsan@yahoo.com


178 

 

 

 

Appendix G 

Permission for use of General Health Questionnaire 

 

 



179 

 

 

 

 

Appendix H 

Permission letter for data collection from IDP camps 

 


	Collins English Dictionary - Complete & Unabridged 10th Edition 2009(c) William
	Collins Sons & Co. Ltd. 1979, 1986 © HarperCollins Publishers 1998, 2000,
	2003, 2005, 2006, 2007, 2009  Retrieved from
	http://www.yourdictionary.com/terrorism
	Kemiere, B.F. (2007). The impact of forced migration on women in Northeren Uganda.
	Leus, X., Wallace, J. & Loretti, A. (2001). Internally Displaced Persons; A Special  Report. Pre hospital and disaster medicine,16 (3), 116- 123.
	Doi: /10.1017/S1049023X00025851

	Sabin, M., Lopes, C. B., Nackerud, L., Kaiser, R. & Varese,L. (2003). Factors Associated
	with Poor Mental Health Among Guatemalan Refugees Living in Mexico 20 years
	after Civil Conflict.Journal of American medical association, 290(5),635-642.
	doi:10.1001/jama.290.5.635
	Thomas, C.J. (2003). Experiences of the 1989 Loma Prieta Earthquake: A Narrative
	Analysis (Doctoral Dissertation). Retrieved from, UMI Dissertation  Services/ProQuest. Ann Arbor, MI. 2003ed.
	Torchalla, I., Strechlau, V., Li, K., Linden, I.A., Noel, F., & Krausz, M. (2014). PTSD  and Substance Use Disorder Comorbidity in Homless Adults: Prevalence,  Correlates and Sex Differences. Psychology of Addictive Behavior, 28(2),443-452.
	Wallston, K. A., Wallston, B. S. & DeVellis, R. (1978). Development of the
	multidimensional health locus of control (MHLC) scales. Health
	Education Monographs, 6, 160-170.
	Weber, C. (2003). Terror and its Discontents: Suspect Words in Revolutionary France,  Minneapolis: University of Minnesota Press.

	Whalley, M.G., & Brewin, R.C.(2007). Mental Health Following Terrorist Attack. The  british journal of psychiatry, 190(2),  94-96. DOI: 10.1192/bjp.bp.106.026427
	Wilkins, B.T. (1992). Terrorism and Collective Responsibility. New York: Routled.
	Yi, J., & Kim, M. A. (2014). Post Cancer Experiences of Childhood Cancer Survivors.  How is Post Traumatic Stress Related to Post Traumatic Growth. Journal of  Traumatic Stress, 27, 461-467. DOI: 10.1002/jts.21941
	Young, B. (n.d.). Good reads. Retrieved from
	http://www.goodreads.com/author/quotes/575321.Brigham_Young
	Zimbardo, P. G. (2003). The Political Psychology of Terrorist Alarms: Psychologists for
	Social Responsibility.
	Appendix A
	IDPs demographic information sheet
	Appendix B
	Post traumatic stress disorder scale
	Appendix C
	Post Traumatic Growth Inventory

