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Abstract 

Aim: The aim of this study is to investigate the frequency and reactions to trauma such as PTSD and general mental health, then examining resilience from the perspective of decreased vulnerability to PTSD and mental health problems in reaction to trauma.

Method: The study sample consisted of 386 children from total of 400 children targeted as study population with respond rate of 96.5%, 201 of children were boys (52.07%) and 185 were girls (47.93%).  Children age ranged from 7-18 years with a mean age of 13.44 years. Children were interviewed using Gaza Factional Fighting and Israelis Aggression Trauma Scales, Child Mental Health, UCLA-PTSD, and Resilience Scale.

Results: Palestinian children exposed to mean of 10.18 events due to Israeli aggression and 7.42 events due to factional fighting. No gender differences in reported traumatic events. Posttraumatic stress symptoms mean was 25.94, re-experiencing symptoms mean was 7.50, avoidance symptoms mean was 8.21, and arousal symptoms mean was 7.65.  Forty eight 48 children reported probable PTSD (12.4%), 103 children were reported one Criteria (reexperiencing, or avoidance, or hyperarousal) (26.7%), 86 of children reported two criteria-Partial PTSD (22.3%), and 149 chidren had no PTSD symptoms (38.4%). No gender differences in PTSD.  Younger age children was significantly reported total posttraumatic stress symptoms than older age children. The results showed that total scores of PTSD were correlated with traumatic events due to Israelis aggression PTSD, reexperiences, hyperarousal, and avoidance.   No significant correlation between trauma due to factional factions and posttraumatic stress symptoms.  

Mean mental health symptoms mean was 9.05, somatic pains mean was 1.31, depression symptoms mean was 4.36, anxiety mean was 2.21, and fears mean  was 1.14. There were no significant differences between boys and girls in total general mental health, somatic pains, anxiety, depression, and fears. Fears were more in younger age children.
Children reported mean resilience scores were 58.52, commitment subscale mean was 23.78, control subscale mean was 17.58, and challenging subscale mean was 17.60. There were no significant differences between boys and girls and age of children in total resilience,  committment, control, and challenging.

The results showed that total scores of resilience were correlated negatively with total PTSD, arousal, and avoidance. Commitment was correlated negatively with arousal, children with better resilience had less PTSD, avoidance, and arousal symptoms and children with commitment had less arousal symptoms. Total scores of resilience were correlated negatively with total mental health, somatic pains, anxiety and fears.  Commitment was correlated negatively with anxiety, control was negatively correlated with fears, and challenge was negatively correlated with fears.
Conclusion and clinical implications

These results highlight the important of starting programs in community and schools to develop better coping strategies and social skills training to increase children resilience. Also involving of parents and teachers in such programs may support the children and enable them of being able to overcome the adversities and trauma.

Other factors such as family and social support had to be evaluated in next studies. More applied research in evaluating the effectiveness of social skills training and other methods of developing better communication and conflict resolution is needed.
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Introduction

Resilience refers to how an individual reacts and adapts to a traumatic event and is presupposed by (a) exposure to a traumatic event and (b) adaptation to that event (Luthar & Cicchetti, 2000; Richardson, 2002). Brooks (2005) apparently defined resilience both as “the capacity of a child to deal effectively with stress and pressure, to cope with everyday challenges, to rebound from disappointments, mistakes, trauma, and adversity, to develop clear and realistic goals, to solve problems, to interact comfortably with others, and to treat oneself and others with respect and dignity” (p. 297) and as the “ability to meet life’s challenges with thoughtfulness, confidence, purpose, responsibility, empathy, and hope”.  Masten, Best, 

and Garmezy (cited in Alvord &Grados, 2005), on the other hand, defined it as “the process of, capacity for, or outcome of successful adaptation despite challenging or threatening circumstances” .Individuals with greater resilience would be expected to overcome a traumatic event more successfully than individuals with low resilience.

Additionally, when chronic violence, continuous trauma, and eminent danger replace safety in a child’s world and are combined with cultural, social, and economic risk factors, the child becomes at risk for developing emotional and behavioral disorders such  as posttraumatic stress disorder (Garbarino, Dubrow, Kostelny, & Pardo, 1992; Pynoos, Frederick, & Nader, 1987). This disorder has been found to be commonly exhibited by children in unsafe environments (Thabet et al, 2006, 2007a, 2008). Additionally, children exposed to violence tend to exhibit a variety of other emotional and behavioral difficulties (Thabet et al, 2008 in Press).

Studies of rates of childhood PTSD in warfare and among child in the Gaza Strip  found that the incidence varies from 10% to 71%, depending   on exposure and type of exposure (Thabet et al 2000, 2007a).. Following sexual abuse, the rates reported have also varied between 0% to 90% (Salmon & Bryant, 2002), but usually with high rates. Similar rates have been found in children who witness family violence or themselves suffer physical violence (the two often go together). Peer victimization is also associated with posttraumatic stress, as is the exposure to community violence (Mynard, Joseph, & Alexander, 2000; Luthar & Goldstein, 2004).  
Following 

Chemtob et al. (2002) claimed that it is  crucial for policymakers to distinguish between low levels of functional impairment and severe functional impairment accompanied by PTSD. Although low levels of functional impairment may help providers identify youth in need of support, severe terror-related functional impairment requires treatment by mental health professionals.  More girls than boys in our sample reported personal exposure to terrorism (including direct exposure and knowing someone significant who was hurt or killed). A more detailed analysis revealed that these gender differences were not due to direct exposure but to the fact that girls were more likely than boys to report that a family member or friend had been hurt or killed by a terrorist attack. Pfefferbaum et al. (2000) have suggested that over reporting of interpersonal exposure may represent a desire to belong to the greater community experience. This tendency may be more pronounced in girls, who usually have a larger investment in relationships than do boys (Wadsworth et al., 2004). Another possible explanation that cannot be ruled out is the tendency of symptomatic girls to report more on knowing people who were directly affected by terrorist attacks. This is consistent with the findings of Pfefferbaum et al. (2000) that youth who experienced distress in relation to a traumatic incident reported indirect interpersonal exposure to help explain—to themselves and others—the distress they felt .  The aim of this study is to investigate the frequency and reactions to trauma such as PTSD and general mental health, then examining resilience from the perspective of decreased vulnerability to PTSD and mental health problems in reaction to trauma.

Methods
Subjects

The sample consisted of 400 children (ages 7 to 18) who were selected from a community base sample representing the five areas of the Gaza Strip with similar socioeconomic characteristics who had been living with both parents. We selected the number of the children according to the population of each area. 

Procedure

We selected the sample randomly according to the population census in The Gaza Strip . We held a meeting and conducted training for 4 hours to  15 professionals working in the children mental health and had previous experience in data collection (5 social workers, 4 psychologist, 2 nurses, and 3 physicians). We explained to them the aim of the study and give them prepared list of number of children to be interviewed.  In selecting the children each area was divided into blocks and from each block one street was chosen, from each street every other 15 homes were approached for the data collection The data collectors interviewed children in individual base  setting inside homes.. A cover letter was given to each parent to obtain written permission from them to interview their children in the study.

 Sociodemographic information for the study population was collected from parents.   A total number of 386 children (96.5%) completed the interview and 14 children did not complete the questionnaires. Each interview took 30 minutes to be completed Children were informed by data collectors that there was no right or wrong answers and that they were free to withdraw from the study at any time. Children were also informed that if they had questions when completing the scales. The data collection was done between March and April 2008.

Statistical analysis

Frequencies and descriptive statistics are initially presented, including likely rates of psychiatric disorders.  Between-group differences on questionnaire scores (trauma exposure, resilience and psychopathology) were estimated by t independent test and ANOVA. The relationship between children’s trauma, PTSD, resilience and other sociodemographic variables was estimated by Pearson rank correlation test. The association between exposure to trauma (total score as independent variable) and psychopathology was initially investigated by a series of univariate linear regression analyses, with the psychopathology score (total PTSD)  as the dependent variable. In a series of multivariate linear regression models all traumatic events were entered

as covariates, with each measure of psychopathology as the dependent variable, to test out

the predictive value of particular types of trauma.  

 Instruments  

The data was collected from children by using the following questionnaires:

Sociodemographic characteristic questionnaire

This questionnaire includes sex, age, and place of residence, parental information, and family income.  

Gaza Traumatic Events Checklist for Israelis Violence (Thabet et al, 2006). 

This checklist consists of 28 items covering different types of traumatic events that a child may have been exposed to in the particular circumstances of the regional conflict and Israeli violence in the last 6 months.  This checklist covers three domains of trauma. The first domain covers witnessing acts of violence such as the killing of relatives, home demolition, bombardment, and injury of others. The second domain covers hearing experiences such as hearing of the killing or injury of friends or relatives. The third domain covers personal traumatic events such being shot, injured, or beaten. This checklist can be completed by children aged 6-16 (‘yes’ or ‘no’).  For the 28-item scale, Cronbach's alpha was 0.88 and split half was 0.81.
Gaza Traumatic Events Checklist for Factional Fighting (Thabet et al, 2006) 
This checklist consists of 20 items covering different types of traumatic events that a child may have been exposed to in the particular circumstances of the regional conflict between Fatah and Hamas faction fighting in the Gaza Strip, the last factional fighting and war in the area in June 2007.  This checklist can be completed by children aged 6-16 (‘yes’ or ‘no’). See table 3 for a list of 20 items. For the 20-items scale, Cronbach's alpha was 0.86 and split half was 0.79.  

.

UCLA PTSD Index for DSM IV - Adolescent Version (Rodriguez et al , 1999)

The UCLA PTSD Index for DSM– IV—Adolescent Version (Rodriguez, Steinberg, & Pynoos, 1999) was used for the assessment of the three clusters of posttraumatic symptoms. This scale comprises 22 self-report items based on DSM–IV PTSD symptom criteria (reexperiencing symptoms [e.g., “I act or feel like it is happening all over again”], avoidance symptoms [e.g., “I have trouble remembering important parts of what happened”], and hyperarousal symptoms [e.g., “I watch out for danger or things I’m afraid of”]). Respondents were also asked to indicate the frequency of symptoms experienced on a 5-point Likert scale ranging from 0 (never) to 4 (most of the time). A posttraumatic severity score was computed as the sum of the responses to the 20 (of 22) items on the survey, as indicated by Rodriguez et al. (1999). In addition, three separate scores were computed from these 20 items for intrusive symptoms (Criterion B), avoidance symptoms (Criterion C), and hyperarousal symptoms (Criterion D). This scale has been repeatedly used in the assessment of PTSD and traumatic stress in children and adolescents (e.g., Goejian et al., 1995; Pynoos et al., 1987;  Schwarzwald,  Weisenberg,  Waysman, Solomon, & Klingman, 1993, Thabet et al, 1999, 2000). The original English version of this scale reported Cronbach’s _ of 0.90, and test–retest reliability has ranged from good to excellent (Steinberg, Brymer, Decker, & Pynoos, 2004). The Arabic version of the CPTSD-RI was used in previous studies (Thabet & Vostanis, 2000). The English questionnaire of UCLA PTSD was translated into Arabic  backtranslated and adapted to the Arabic Palestinian context in a pilot study. The internal consistency of the Arabic version of the PTSD Adolescent Reaction Index was highly satisfactory (Cronbach’s alpha = 0.88) and split half was 0.82.
Child General Mental Health
This scale consisted of 25 items which the children answered by Yes (1) and No (0). This scale measures 4 domains of children mental health; depression (items 2, 3, 5, 6, 7, 8, 14 , 16, 18), somatic pain items (1, 4, 17, 22, 23), anxiety items  (9, 10, 11, 19, 20, 21, 25) and fears items (12,13, 15). The internal consistency of the Arabic version of the scale was satisfactory (Cronbach’s alpha = 0.77) and split half was 0.74.

Children Resilience Scale

The scale contains 47 items, all of which carry a 2-point range of responses, as follows:  not applied (0), sometimes applied (1), and true applied (2). The scale is rated based on how the subject has felt over the past month. The total score ranges from 0–141, with higher score reflecting greater resilience. The following items are reversely coded (certainly applied =0), (sometimes applied =1) ,( and not applied =2)  (7,11,16,21,23,25,28,32,35,36,37,38,42,46,47) . This scale was validated in Arabic culture (Egypt) by Mekhemir in Egypt. This was used previously in Gaza Strip and showed that the internal consistency of the Arabic version of the scale was satisfactory (Cronbach’s alpha = 0.84) and split half was 0.84. (Thabet et al, 2007).

The scale is divided in to three subscales: 1) commitment including the following items  (1, 4, 7,10, 13, 16,19, 22, 25, 28, 31, 34, 37, 40, 43, 46), control items include  (2, 5, 8, 11, 17, 20, 23, 26, 29, 32, 35, 38, 41, 44), and  challenge  items include  (6, 9, 12, 18, 19, 21, 24, 27, 30, 33, 36, 39, 42, 45, 47).  The internal consistency of the Arabic version of the scale was satisfactory (Cronbach’s alpha = 0.75) and split half was 0.69.

Data analysis 
Data were analyzed using SPSS ver. 12. Descriptive statistics were used to present the sociodemographic characteristics and types of traumatic events, frequency of general mental health problems, PTSD, resilience.  Differences between sex and age and mental health variables were analyzed using independent samples t-tests. For differences between more than two groups we used ANOVA. 

Results
Sociodemographic characteristics of the sample

The study sample consisted of 386 children from total of 400 children targeted as study population with respond rate of  96.5%,  201 of children were boys (52.07%) and 185 were girls (47.93%).  Children age ranged from 7-18 years with a mean age of 13.44 years (SD = 2.89). According to type of residence, 57.25% of children live in cities, 10.10% live in villages, and 32.64% live in camps. According to place of residence 64 of children live in north Gaza (16.58%), 64 of children live in north Gaza (16.58%), 142 of children live in Gaza (36.79%), 54 of children live in north Middle area (13.99%), 80 of children live in Khan Younis area (20.73%), and 46 of children live in Rafah area (11.92%). According to citizenship, 284 children were refugee and 102 children were citizen (24.42%).

Insert table 1 here
Table 1
Sociodemographic characteristics of study population (N = 386)

	 
	No
	%

	1. Sex
	 
	 

	Male
	201
	52.07

	Female
	185
	47.93

	2. Age     Mean = 13.41 years (SD = 2.96)

	3. Place of residence
	 
	 

	North Gaza
	64
	16.58

	Gaza
	142
	36.79

	Middle area
	54
	13.99

	Khan Younis
	80
	20.73

	Rafah area
	46
	11.92

	4. Type of residence
	 
	 

	City
	221
	57.25

	Village
	39
	10.10

	Camp
	126
	32.64

	5. Citizenship
	 
	 

	Refugee
	284
	73.58

	Citizen
	102
	26.42


Types of traumatic events
Types of traumatic events due to Israeli aggression
Palestinian children reported a variety of traumatic events as a result of the repeated incursions of the Gaza Strip. The total number of traumatic events ranged from no traumatic event to 28 traumatic events with a mean of 10.18 events (SD = 6.40).  The most common traumatic events reported by children were: hearing shelling of the area by artillery (85.4%), hearing the sonic sounds of jetfighters (81.5%), and watching mutilated bodies on TV (78.2%), and hearing shootings and bombardment (76.7%). 

Table 2

Traumatic events due to Israelis aggression

	 
	Trauma
	No
	%

	1
	Hearing the sonic sounds of the jetfighters
	328
	90.4

	2
	Hearing shelling of the area by artillery
	316
	87.1

	3
	Witnessing assassination of people by rockets
	307
	84.6

	4
	Witnessing the signs of shelling on the ground
	242
	66.7

	5
	Hearing the arrest or kidnapping
	241
	66.4

	6
	Shooting by bullets, rocket, or bombs
	212
	58.4

	7
	Being exposed to shooting during the last shooting and confrontations
	190
	52.3

	8
	Hearing killing of  a friend
	163
	44.9

	9
	Watching mutilated bodies in TV
	159
	43.8

	10
	Hearing killing  of a close relative
	153
	42.1

	11
	Witnessing firing by tanks and heavy artillery at neighbors homes
	122
	33.6

	12
	Beating and humiliation by the army
	120
	33.1

	13
	Deprivation from water or electricity during detention at home
	119
	32.8

	14
	Witnessing of a friend home demolition
	102
	28.2

	15
	Being detained at home during incursions or due to factional war
	96
	26.4

	16
	Witnessing firing by tanks and heavy artillery at own home
	94
	25.9

	17
	Destroying of your personal belongings during incursion
	92
	25.3

	18
	Witnessing killing of a friend
	71
	19.6

	19
	Deprivation from going to toilet and leave the room at home where you was detained
	69
	19.0

	20
	Witnessing killing of a close relative
	68
	18.7

	21
	Witnessing shooting of a friend
	68
	18.7

	22
	Witnessing shooting of a close relative
	68
	18.7

	23
	Witnessing of own home demolition
	67
	18.5

	24
	Threaten of family member of being killed
	62
	17.1

	25
	Threaten of being killed
	59
	16.3

	26
	Threatened to death by being used as human shield to arrest your neighbors by the army
	59
	16.3

	27
	Physical injury due to bombardment of your home
	56
	15.4

	28
	Threaten by shooting
	51
	14.0


Gender differences in exposure to Israelis aggression

In order to differentiate between total traumatic events reported by children, t independent test was conducted in which total number of traumatic events was entered as the dependent variable and sexes of the children the independent variable. The results showed that there was no statistically significant difference in number of traumatic events due exposure to Israelis aggression between boys and girls, males experienced (M = 9.96, SD= 6.19), females (M = 10.43, SD = 6.65), t (384) = -0.72, p = .47. 

Age differences in exposure to Israelis aggression

There was no mean difference in reported exposure to traumatic events between young children (13 and less years) (M = 10.62, SD = 6.79) and older children (14 and more years) (M = 9.70, SD = 5.94), t (384) = 1.3, p > .16. 

Table 3
T independent test of sex, age of children and total Israelis traumatic events
	
	
	
	N
	Mean
	SD
	t
	df
	p

	Israelis trauma
	Sex
	Male
	201
	9.96
	6.19
	-0.72
	384
	0.47

	
	
	Female
	185
	10.43
	6.65
	
	
	

	
	
	
	
	
	
	
	
	

	
	Age
	13  years and less
	200
	10.62
	6.79
	1.40
	384.00
	0.16

	
	
	14 years and more
	186
	9.71
	5.95
	
	
	


Types of traumatic event due to factional fighting 

Palestinian children reported a variety of traumatic events as a result of the factional fighting in Gaza area. The number of traumatic events ranged from no traumatic event to 20 traumatic events with a mean of 7.42 events (SD = 4.86).  The most common traumatic events reported by children were: hearing shootings and gunfire due to fighting in the streets (89%), watching mutilated bodies on TV (87.3%), being detained at house during fighting (55.1%). While,  the least common traumatic events reported by children were threaten of being killed (13.8%), and being arrested or kidnapped (13.2%).
Table 4

Traumatic events due to factional fighting

	
	Trauma
	No
	%

	1
	Hearing the shootings and gunfire due to fighting in the streets
	323
	89.0

	2
	Watching mutilated bodies in TV
	317
	87.3

	3
	Being detained at home
	210
	57.9

	4
	Deprivation from water or electricity during detention at home
	200
	55.1

	5
	Witnessing firing  at neighbors homes
	194
	53.4

	6
	Hearing arrest or kidnapping of someone or a friend
	182
	50.1

	7
	Hearing killing of  a friend
	171
	47.1

	8
	Hearing killing  of a close relative
	144
	39.7

	9
	Witnessing firing  at your home
	132
	36.4

	10
	Being exposed to shooting during the last shooting and confrontations between factions
	116
	32.0

	11
	Witnessing shooting of a friend
	105
	28.9

	12
	Humiliation  and beating
	87
	24.0

	13
	Witnessing shooting of a close relative
	79
	21.8

	14
	Witnessing killing of a friend
	78
	21.5

	15
	Destroying of your personal belongings 
	74
	20.4

	16
	Threaten of family member of being killed
	73
	20.1

	17
	Shooting by bullets, rocket, or bombs
	69
	19.0

	18
	Witnessing killing of a close relative
	64
	17.6

	19
	Threaten of being killed
	50
	13.8

	20
	Being arrested or kidnapped
	48
	13.2


Gender differences in exposure to Israelis aggression

There was no difference in the mean number of types of exposure to factional fighting between males (M = 7.17, SD = 4.7) and females (M = 7.70, SD = 4.95), t (384) = -1.06, p < .29. 

Age differences in exposure to Israelis aggression

There was statistically significant difference in mean reported exposure to traumatic events between young children (13 and less years)  (M = 6.77, SD = 4.48) and older children (14 and more years) toward older age group (M = 8.12, SD = 5.15), t (384) = -2.76, p > 0.006).   
Table 5

T independent test of sex and age of children and factional fighting trauma
	
	
	
	N
	Mean
	SD
	t
	df
	p

	Factional Fighting trauma
	Sex
	Male
	201
	7.17
	4.77
	-1.06
	384
	0.29

	
	
	Female
	185
	7.70
	4.95
	
	
	

	
	Age
	13  years and less
	200
	6.77
	4.48
	-2.77
	384.00
	0.01

	
	
	14 years and more
	186
	8.13
	5.16
	
	
	


Probable PTSD and symptom clusters
Posttraumatic stress symptoms ranged from 0 to 67, mean was = 25.94 (SD = 15.23), Re-experiencing symptoms ranged from 0-20, mean was 7.50 (SD= 4.55), avoidance symptoms ranged from 0-20, mean was = 8.21 (SD = 4.23), and arousal symptoms ranged from 0-26, mean was = 7.65 (SD = 5.46). 

Table 6
Means and standard deviations of Posttraumatic symptom severity, reexperieces, avoidance, and arousal

	 
	N
	Minimum
	Maximum
	Mean
	SD

	Posttraumatic symptoms
	380
	0
	67
	25.94
	15.23

	Re-experiencing
	383
	0
	20
	7.5
	4.55

	Avoidance
	385
	0
	20
	8.21
	4.23

	Increased arousal
	385
	0
	26
	7.65
	5.46


Using DSM–IV criteria, 48 children reported probable PTSD (12.4%), 103 children were reported one Criteria (reexperiencing, or avoidance, or hyperarousal) (26.7%), 86 of children reported two criteria-Partial PTSD (22.3%) , and 149 chidren had no PTSD symptoms (38.4%).
Table 7

Frequencies and Percentages of PTSD Symptom
	PTSD
	No
	%

	No PTSD
	149
	38.6

	One Criteria  
	103
	26.7

	Two criteria-Partial PTSD  
	86
	22.3

	Full PTSD  
	48
	12.4


Figure 1 
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Gender and the severity of posttraumatic symptoms

The results showed that 22.5% of boys showed no PSTD symptoms compared to 16.10 % of girls, 12.40% of boys reported  one criteria for PTSD compared to 14.2% of girls, 10.40 % of boys reported partial PTSD compared to 11.90% of girls,  and 6.70% of boys reported  full criteria of PTSD compared to 5.70% of girls.  No statistically signifcant differcens between boys and girls in PTSD symptoms ((2 = 4.7, p= ns).

Table 8

Gender and the severity of posttraumatic symptoms

	PTSD
	Male
	Female

	
	No
	%
	No
	%

	No PTSD
	87
	22.50 
	62
	16.10 

	One criteria of PTSD
	48
	12.40 
	55
	14.20 

	Partial PTSD
	40
	10.40 
	46
	11.90 

	Full PTSD
	26
	6.70 
	22
	5.70 


Figure 2
Gender and the severity of posttraumatic symptoms
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Gender differences in reporting posttraumatic symptoms

In order to investigat the gender differences in reporting posttraumatic symptoms, t independent test was performed in which gender was entered as  the dependent variable and posttrauamtic stress symptoms, hyperarousal, avoidance, and reexperiences as independent variables. The results showed that there were no statistically significant differences between boys and girls in total posttraumatic stress symptoms, reexperiecnes, avoidance, and hyperarousal symptoms.
Table 9
T independent test of gender of children and PTSD
	
	Sex
	N
	Mean
	SD
	t
	df
	p

	 PTSD
	Boy
	197
	26.10
	15.41
	0.12
	377
	0.90

	
	Girl
	182
	25.91
	15.00
	0.12
	376
	0.90

	Reexperience
	Boy
	197
	1.13
	1.38
	-1.02
	376
	0.31

	
	Girl
	181
	1.27
	1.35
	-1.02
	375
	0.31

	Avoidance
	Boy
	196
	1.13
	1.30
	-0.32
	378
	0.75

	 
	Girl
	184
	1.18
	1.53
	-0.32
	360
	0.75

	Hypearousal
	Boy
	196
	1.40
	1.37
	-1.18
	377
	0.24

	
	Girl
	183
	1.56
	1.35
	-1.18
	376
	0.24


Age and the severity of posttraumatic symptoms

According to age of children,  the results showed that children at age of 13 and less was significantly reported total posttraumatic stress symptoms than children 14 years and old (t=(377) 2.24, p > 0.025, reexperience was also more in younger age group children (t=(376) 2.29, p> 0.022. Howevere no staitiscally significant between groups in hyperarousal and avoidance symptoms.

Table 10

T independent test of age of children and PTSD
	
	Age
	N
	Mean
	SD
	t
	Df
	p

	 PTSD
	13  years and less
	196
	27.69
	15.62
	2.244
	377
	0.025

	
	14 years and more
	183
	24.21
	14.55
	
	
	

	Reexperience
	13  years and less
	198
	1.35
	1.44
	2.292
	376
	0.022

	
	14 years and more
	180
	1.03
	1.26
	
	
	

	Avoidance
	13  years and less
	195
	1.23
	1.44
	0.995
	378
	0.320

	 
	14 years and more
	185
	1.08
	1.39
	
	
	

	Hyperarousal
	13  years and less
	197
	1.58
	1.41
	1.583
	377
	0.114

	
	14 years and more
	182
	1.36
	1.30
	
	
	


Relationship between posttraumatic stress symptoms and traumatic events

In order to find the relationship between posttraumatic stress symptoms, cluster subscales and traumatic events due to Israelis aggression and factional fighting, a correlation coefficient Spearman test was done. 
The results showed that total scores of PTSD were correlated with traumatic events due to Israelis aggression PTSD (r = 0.24, p = 0.001), reexperiences (r = 0.13, p = 0.001), hyperarousal PTSD (r = -0.17, p = 0.001), and avoidance   (r = -0.18, p = 0.001).   No correlation between trauma due to factional factions and posttraumatic stress symptoms, but there was statistically significant correlation between the traumatic events due to factional fighting and trauma due to Israelis aggression (r = 0.19, p = 0.001).
 Table 11
Spearman Correlation Coefficient test between PTSD and traumatic events
	
	 1 
	2 
	3 
	4
	5 

	Factional Fighting trauma
	 
	 
	 
	 
	 

	Israelis trauma
	.19 **
	
	
	
	

	PTSD
	.01
	.24 **
	
	
	

	Intrusion
	-.05
	.13 **
	.66 **
	
	

	Arousal 
	.00
	.17  **
	.71 **
	.56 **
	

	Avoidance
	.01
	.18 **
	.71 **
	.54 **
	.46 **


Prediction of posttraumatic stress symptoms by traumatic events

 Finally, the covariate of traumatic events by Israelis and factional fighting broken down even further, i.e. with the frequency of each traumatic event as a distinct covariate, to explore which were the strongest predictors of total PTSD scores. Two traumatic events due to factional fighting were significantly associated with total PTSD scores: witnessing firing at home (B=5.31, SE=1.754, Beta=0.16, t=3.04, p<0.002), witnessing firing at neighbors homes (B=4.82, SE=1.68, Beta=0.15, t=2.85, p=0.005). Three traumatic events due to Israelis aggression were significantly associated with total PTSD scores:  deprivation from water or electricity during detention at home (B=5.5, SE= 1.67, Beta=0.17 t=3.31, p=0.001), beating and humiliation by the army (B=3.82=1.71, Beta=0.11, t=2.23, p=0.02), and hearing killing  of a close relative (B=3.42, E=1.62, Beta=0.11, t=2.10, p=0.03).

Child general mental health 

Palestinian children in the Gaza Strip reported a variety of psychological symptoms. The most common psychological symptoms were: worried about things (73.8%), depressed (54.8%), afraid when being alone (53.7%), headache (53.2%),  and sadness in the morning (52.9%). While the least common symptoms were nervous breakdown (12.1%) and joint pains (8.8%). 

Table 12
General mental health

	
	Symptoms
	No
	%

	1
	Worried about things
	268
	73.8

	2
	Depressed
	199
	54.8

	3
	Afraid when being alone
	195
	53.7

	4
	Headache
	193
	53.2

	5
	Sadness in the morning
	192
	52.9

	6
	General weakness
	177
	48.8

	7
	Annoyed by others
	176
	48.5

	8
	Palpitation
	174
	47.9

	9
	Worried about health
	173
	47.7

	10
	Feelings tightened
	157
	43.3

	11
	Sleep difficulties
	140
	38.6

	12
	Easily losing control
	140
	38.6

	13
	Eye pains
	134
	36.9

	14
	Poor appetite
	127
	35.0

	15
	Easily irritable
	113
	31.1

	16
	Afraid of unknown
	108
	29.8

	17
	Outburst of anger
	106
	29.2

	18
	Afraid of meeting people
	100
	27.5

	19
	Easily startled
	100
	27.5

	20
	Backaches
	70
	19.3

	21
	Tics on face and eyes
	60
	16.5

	22
	Stomachache
	60
	16.5

	23
	Nervous breakdown
	44
	12.1

	24
	Joints pains
	32
	8.8


Mental health symptoms ranged form 0 to 28 symptoms. Mean symptoms were 9.05 (SD = 5.10), somatic pains ranged from 0 to 5 with mean =1.31 (SD =1.18), Depression symptoms ranged from 0 to 24 symptoms with mean = 4.36 (SD = 2.55), anxiety ranged from 0 to 16 symptoms with mean = 2.21 (SD= 1.89), and fears ranged from 0 to 11 symptoms with mean = 1.14 (SD =1.14).

Table 13
Means and SD of general mental health, depression, somatic, anxiety, and fears

	 
	N
	Minimum
	Maximum
	Mean
	SD

	General mental health
	366
	.00
	28.00
	9.05
	5.10

	Somatic pain  
	380
	.00
	5.00
	1.31
	1.18

	Depression  
	378
	.00
	24.00
	4.36
	2.55

	Anxiety
	378
	.00
	16.00
	2.21
	1.89

	Fears  
	384
	.00
	11.00
	1.14
	1.14


Gender differences in reporting general mental health 

In order to investigate the sex differences in reporting general mental health, t independent test was performed in which sex and age were the dependent variable and general mental health, somatic pains, anxiety, depression, and fears as independent variables. The results showed that there were no significant differences between boys and girls in total general mental health, somatic pains, anxiety, depression, and fears 

Table 14
T independent test for sex and mental health of children

	
	Sex 
	N
	Mean
	SD
	t
	df
	p

	General Mental Heath
	Boy 
	201
	8.46
	5.66
	-0.49
	384.00
	0.63

	
	Girl
	185
	8.72
	5.01
	
	
	

	Somatic pains
	Boy 
	201
	1.22
	1.18
	-1.24
	384.00
	0.22

	
	Girl
	185
	1.37
	1.18
	 
	
	

	Depression
	Boy 
	201
	4.22
	2.79
	-0.38
	384.00
	0.70

	
	Girl
	185
	4.32
	2.38
	
	
	

	Anxiety
	Boy 
	197
	2.28
	2.03
	0.94
	380.00
	0.35

	
	Girl
	185
	2.10
	1.74
	
	
	

	Fears
	Boy 
	200
	1.04
	1.25
	-1.75
	383.00
	0.08

	 
	Girl
	185
	1.24
	0.99
	 
	 
	 


Age differences in reporting general mental health

According to age of children,  the results showed that only the differences were in fears which fears were more in younger age children at age of 13 and less where they reported significantly more fears than children 14 years and old (t=(383) 2.3, p > 0.02 .

Table 15
T independet test of age of children and mental health problems

	
	Age
	N
	Mean
	SD
	t
	df
	P

	General Mental Heath
	13  years and less
	200
	8.90
	5.29
	1.18
	384
	0.24

	
	14 years and more
	186
	8.25
	5.42
	
	
	

	Somatic pains
	13  years and less
	200
	1.30
	1.22
	0.17
	384
	0.87

	
	14 years and more
	186
	1.28
	1.13
	
	
	

	Depression
	13  years and less
	200
	4.26
	2.39
	-0.09
	384
	0.93

	
	14 years and more
	186
	4.28
	2.81
	
	
	

	Anxiety
	13  years and less
	199
	2.25
	1.83
	0.65
	380
	0.52

	
	14 years and more
	183
	2.13
	1.97
	
	
	

	Fears
	13  years and less
	200
	1.26
	1.04
	2.30
	383
	0.02

	
	14 years and more
	185
	0.99
	1.22
	
	
	


Resilience in Palestinian children
Children reported a different resilience, the most common items were : I had my values and principles and I keep it  (70.5%), I initiate doing things to help my family (66.7%), change is the usual thing in life and the importance is to face adversities successfully (64.5%), I think I had goal in my life and I live to achieve this goal (62.8%). While the least common ones were:  I think being away from people is a good thing (14.3%), I belief on the common sentence said "piece of luck better than mountain  of cleverness (14.3%), I think luck and accidents  play an important role in life (2.4%).

Children reported from 0 to 84 resilience items with mean = 58.52 (SD = 10.47), commitment subscale items ranged from 11 to 33 with mean =23.78 (SD = 4.23), control subscale items ranged from 8 to 28 with mean =17.58 (SD = 3.57), and challenging subscale items ranged from 6 to 38 with mean = 17.60 (SD = 3.91).

Table 16
Means and SD of resilience and subscales

	
	N
	Min.
	Max.
	Mean
	SD

	Resilience
	386
	0
	84
	58.52
	10.47

	Commitment
	368
	11
	33
	23.78
	4.23

	Control
	366
	8
	28
	17.58
	3.57

	Challenging
	373
	6
	38
	17.69
	3.91


Gender and  differences in resilience

In order to investigat the sex differences in using resilience, t independent test was performed in which sex and age were the dependent variable and resilience, committment, control, and challenging as independent variables. The results showed that there were no significant differences between boys and girls in total resilience,  committment, control, and challenging.

Table 17

T independet test of sex of children and resilience
	
	Sex
	N
	Mean
	SD
	t
	df
	p

	Resilience
	Boy 
	201
	57.61
	11.39
	-1.80
	384
	0.07

	
	Girl
	185
	59.52
	9.29
	-1.81
	379
	0.07

	Commitment
	Boy 
	201
	22.70
	6.15
	0.10
	384
	0.92

	
	Girl
	185
	22.63
	6.88
	0.10
	370
	0.92

	Control
	Boy 
	201
	16.24
	5.48
	-1.82
	384
	0.07

	
	Girl
	185
	17.21
	4.91
	-1.83
	384
	0.07

	Challenge
	Boy 
	201
	16.91
	5.40
	-0.76
	384
	0.45

	
	Girl
	185
	17.30
	4.53
	-0.76
	381
	0.45


Age and  differences in resilience

The results showed that there were no significant differences between different ages of children and total resilience,  committment, control, and challenging.

Table 18

T independet test of age of children and resilience
	
	Age
	N
	Mean
	SD
	t
	df
	p

	Resilience
	13  years and less
	200
	58.26
	9.71
	-0.52
	384
	0.60

	
	14 years and more
	186
	58.81
	11.24
	-0.52
	366.64
	0.60

	Commitment
	13  years and less
	200
	23.03
	5.61
	1.13
	384
	0.26

	
	14 years and more
	186
	22.28
	7.34
	1.12
	345.6
	0.26

	Control
	13  years and less
	200
	16.69
	4.67
	-0.05
	384
	0.96

	
	14 years and more
	186
	16.72
	5.78
	-0.05
	355.98
	0.96

	Challenge
	13  years and less
	200
	17.14
	4.94
	0.16
	384
	0.87

	
	14 years and more
	186
	17.05
	5.08
	0.16
	380.02
	0.87


Relationship between resilience and traumatic events
In order to find the relationship between resilience and subscales such commitment, control, challenge and traumatic events due to Israelis aggression and factional fighting, a correlation coefficient Spearman test was done. The results showed that total scores of resilience were not correlated with any traumatic events.
Table 19
Pearson Correlation Coefficient test between resilience and traumatic events
	 
	1
	2
	3
	4
	5

	Resilience
	
	
	
	
	

	Commitment
	.67**
	
	
	
	

	Control
	.62**
	.45**
	
	
	

	Challenging
	.71**
	.39**
	.37**
	
	

	Factional Fighting trauma
	-.06
	-.08
	-.01
	.02
	

	Israelis trauma
	.06
	.03
	.03
	.07
	.19  ** 


Relationship between resilience and PTSD
In order to find the relationship between resilience and subscales such commitment, control, challenge and PTSD, intrusion, avoidance, and arousal, a correlation coefficient Spearman test was done. The results showed that total scores of resilience was correlated negatively with total PTSD (r = -0.15, p = 0.001), arousal (r = -0.15, p = 0.001),  and avoidance (r = -.10, p = 0.001). Commitment was correlated negatively with arousal  (r = -0.12, p = 0.001). This mean that children with better resilience had less PTSD, avoidance, and arousal symptoms and children with commitment had less arousal symptoms

Table 20

Pearson Correlation Coefficient test between resilience PTSD
	
	1
	2
	3
	4
	5
	6
	7

	1- PTSD
	 
	
	
	
	
	
	 

	2- Intrusion
	.66 **
	
	
	
	
	
	

	3- Arousal 
	.72 **
	.56**
	
	
	
	
	

	4- Avoidance
	.69 **
	.53**
	.46**
	
	
	
	

	5- Resilience
	-.15 **
	-.03
	-.15**
	-.10 *
	
	
	

	6- Commitment
	-.06
	.06
	-.12*
	.02
	.80**
	
	

	7- Control
	-.07
	-.06
	-.09
	-.08
	.72**
	.47 **
	

	8- Challenging
	-.08
	-.05
	-.05
	-.089
	.74**
	.45**
	.38 **


Relationship between resilience and general mental health

In order to find the relationship between resilience and subscales such commitment, control, challenge  and general mental health, somatic pains, depression, anxiety, and fears, a correlation coefficient Spearman test was done. The results showed that total scores of resilience was correlated negatively with total mental health  (r = -0.14, p = 0.001), somatic pains  (r = -0.11, p = 0.001),  anxiety (r = -.11, p = 0.001), and fears (r = -.18, p = 0.001).  Commitment was correlated negatively with anxiety (r = -0.11, p = 0.001) control was negatively correlated with  fears (r = -.10, p = 0.001), and challenge was negatively correlated with fears (r = -.14, p = 0.001). This mean that children with better resilience had less mental health problems, somatic pains, anxiety, and fears. Children with commitment had less anxiety, with control  and challenge had less fears symptoms.

Table 21
Pearson Correlation Coefficient test between resilience and general mental health

	 
	1
	2
	3
	4
	5
	6
	7
	8

	Resilience
	 
	
	
	
	
	
	
	

	Commitment
	.67**
	
	
	
	
	
	
	

	Control
	.62**
	.45**
	
	
	
	
	
	

	Challenging
	.71**
	.39**
	.37**
	
	
	
	
	

	General Mental Heath
	-.14**
	-.08
	-.08
	-.05
	
	
	
	

	Somatic pains
	-.11*
	-.10
	-.06
	-.05
	.64**
	
	
	

	Depression
	-.06
	.02
	-.04
	.01
	.81**
	.41**
	
	

	Anxiety
	-.11*
	-.11*
	-.07
	-.03
	.74**
	.45**
	.43**
	

	Fears
	-.18**
	-.07
	-.10*
	-.14**
	.58**
	.27**
	.37**
	.30**


Discussion

Types of traumatic events
This study showed that Palestinian children still reported a variety of traumatic events as a result of the repeated incursions of the Gaza Strip by the Israelis in which each child reported mean 10.18 traumatic events,  while each child reported mean traumatic events due to factional fighting between Fatah and Hamas in June 2007 was 7.42 events.  These findings were similar to our findings in previous studies conducted in the area (Thabet et al 2007a, 2007b, 2008 in press). Children exposed to Israelis aggression were commonly reported hearing shelling of the area by artillery, hearing  sonic sounds of jetfighters, and watched mutilated bodies on TV. While children exposed to factional fighting reported hearing shootings and gunfire due to fighting in the streets, watching mutilated bodies on TV, and being detained at house during fighting. The results showed that there was no statistically significant difference in number of traumatic events due to exposure to Israelis aggression and factional fighting between boys and girls. Interestingly,  no age's difference in exposure to Israelis aggression, but older age children reported more traumatic events due to factional fighting. This could be due to the collective traumatic events and repeated continuous trauma inflicted in Palestinian children in the Gaza Strip.  Absences of gender differences in exposure to traumatic events is inconsistent with our previous studies which found that boys were exposed to trauma more than girls (Thabet et al, 2007a, 2007b, 2008 in press).
PTSD and symptom clusters
The Palestinian children reported mean Posttraumatic stress symptoms 25.94, re-experiencing mean symptoms was 7.50, avoidance symptoms mean was 8.21, and arousal symptoms mean was 7.65.  Our results using another instrument in our previous studies (Thabet et al , 2008) (IES-8 ites), children's post traumatic stress reactions mean scores was 18.37, intrusion subscale mean was 8.98, avoidance subscale mean was 9.49.  In this study we used DSM–IV criteria to reach a diagnosis, 38.4% of children had no PTSD, 12.4% were fullfill the criteris of PTSD and remaining had one or two criteria for PTSD (50%). Our results consisted with our previous studies (Thabet et al, 2008) which that 41% children showed no PTSD and  59% exceeding the cut-off range indicating a likely diagnosis of post traumatic stress disorder . This also consistent with previous studies which showed that 34.5% of children had no PTSD and 65.5% were rated within the probable diagnosis of PTSD (Thabet et al 2007b). However, using the UCLA PTSD scale was the first time in such study and our previous studies used other scales such as IES, CPTSD-RI which measures more reactions to traumatic events and this is the first study to have DSM-IV diagnosis of PTSD and not reactions to trauma.  Our results is higher that found in study of Israelis adolescents (Pat-Horenczyk  et al, 2007) found that 7.6% reported probable PTSD,  66.3% reported symptoms sufficient for Criterion B (reexperiencing), 17.1% reported symptoms meeting Criterion C (avoidance), and 45.5% met Criterion D (hyperarousal). Our study showed that there were no statistically significant differences between boys and girls and between age groups in PTSD symptoms. The results were consistent with previous studies concerning the gender of the children (Servan-Schreiber  et al, 1998; Thabet et al, 2001, 2004, 2007a,). According to age of children,  the results showed that children at age of 13 and less was significantly reported total posttraumatic stress symptoms than children 14 years and old and  reexperiences. This is inconsistent with previous studies which found that older age children reported more PTSD than younger age group (Thabet et al a, 1999, 2000).  

Our results showed that total scores of PTSD were correlated with traumatic events due to Israelis aggression PTSD, reexperiences, hyperarousal, and avoidance. Our study consistent with previous studies in the same culture, which postulated that there were associations between children’s exposure to political violence and posttraumatic distress (Qouta, Punamaki, Sarraj, 2003; Thabet & Vostanis, 2000; Thabet, Abed & Vostanis, 2001). However, there were no correlation between trauma due to factional fighting and posttraumatic stress symptoms, but there was correlation between the traumatic events due to factional fighting and trauma due to Israelis aggression. 
 The non association between factional fighting trauma and posttraumatic stress symptoms could be due to the longtime passed since the factional fighting and presence other risk factors rather than the trauma such as the siege of the Gaza Strip in the same period with consequences of shortage of fuel and inability to live normal life, unemployment of the fathers, shortage of food supplies to Palestinian families. This highlights the need for studying other confounders with trauma which could have accumulative effect rather than direct effect of children reaction to trauma and war in area of continuous trauma and conflict.
Child general mental health 

This study showed that Palestinian children in the Gaza Strip reported commonly anxiety and depression symptoms such as worried about things, depressed, afraid when being alone, headache, and sadness in the morning. This comorbidity with PTSD raises the questions concerning the consequences of trauma in presence of other family and community adversities. The presence of other psychological symptoms among children beside the posttraumatic stress symptoms is consistent with previous studies in similar samples (Thabet et al 2004, 2006).  Other studies found similar symptoms such as in study of Sudanese children resettled in the United States found that children were   seeking medical care for somatic complaints and health problems  often associated with behavioral or emotional problems, including headaches, stomachaches, bad dreams or trouble falling asleep, chest pains  and lack of energy for a long time (Gillman et al, 2005). The results showed that there were no significant differences between boys and girls in total general mental health, somatic pains, anxiety, depression, and fears. This is inconsistent with previous studies which showed that boys reported more behavioural problems and girls showed more emotional problems (Thabet et al, 1998, 2006). Fears were more in younger age children at age of 13 and less where they reported significantly more fears than children 14 years and old. 
Resilience in Palestinian children
Children reported a different resilience, the most common items were : I had my values and principles and I keep, I initiate doing things to help my family, change is the usual thing in life and the importance is to face adversities successfully, I think I had goal in my life and I live to achieve this goal. Children reported resilience mean was 58.52, commitment subscale mean was 23.78, control subscale mean was 17.58, and challenging mean was 17.60. The results showed that there were no significant differences between boys and girls and age groups of children in total resilience, commitment, control, and challenging. Resilience was not correlated with any traumatic events. The results showed that total scores of resilience was correlated negatively with total PTSD, arousal, and avoidance. Commitment was correlated negatively with arousal. This mean that children with better resilience had less PTSD, avoidance, and arousal symptoms and children with commitment had less arousal symptoms. 
The results showed that total scores of resilience was correlated negatively with total mental health, somatic pains, anxiety, and fears.  Commitment was correlated negatively with anxiety, control was negatively correlated with fears, and challenge was negatively correlated with fears. This mean that children with better resilience had less mental health problems, somatic pains, anxiety, and fears. Children with commitment had less anxiety, with control and challenge had less fears symptoms.

 This result consistent with previous studies which discussed the relation of exposure to terrorism, war stressors, and resilience among children subjected to ongoing violence, chaos, and disruption of normal living was studied by Punamaki, Qouta, and El-Sarraj (2001). They found that children exposed to terrorism experience loss, danger, and fear for their lives and can suffer from anxiety, emotional problems, and PTSD symptoms. Children not only experienced political violence but manifested positive changes when Israeli troops withdrew from the occupied geographical area of Gaza. The environmental changes included lifting of a nighttime curfew, cessation in attacks and bombed housing, the frequency and amount of death and killing, and a decrease in the general violence. Other relevant changes included political prisoners returning home and schools reopening. Punamaki et al. (2001) stated that children’s stress decreased after the 1991 Gulf War’s SCUD missile attacks ceased. They suggested that resiliency depends on the parents’ and family’s coping responses and that younger children may be more susceptible to military violence than older children. Research on Palestinian children found that parental love and proper discipline increased a child’s resilience by increasing their creativity and cognitive capacity (Ayalon, 1993; Punamaki, 1997). If a mother was unable to control her intrusive PTSD symptoms (e.g., recalling horrible war images) and had an avoidant coping patterns, her children would be more vulnerable to war stressors, a finding also reported by Laor et al (1997). In addition, Laor and Wolmer (1997); Laor, Wolmer, & Cohen, 2001) reported greater PTSD and psychiatric symptom rates for Israeli children whose families were displaced and adversely effected by SCUD missile attacks during the first Gulf War (1991) in Iraq. Punamaki et al. (2001) found that single stressor events do not predict resiliency or vulnerability. They suggest that even if a child has positive coping skills (e.g., high cognitive capacity, intelligence, and creativity) parents need to encourage these characteristics in the service of resilience during situations of extreme stress, such as terrorist suicide bombings or war violence.  
Conclusion and clinical implications

Palestinian children exposed to different types of traumatic events due to factional fighting and due to Israeli aggression. No gender or age differences in reported traumatic events. Posttraumatic stress symptoms mean was. Only 38% of children did not report any PTSD, 12.4% reported probable PTSD.   The results showed that total scores of resilience were correlated negatively with total PTSD, arousal, and avoidance and total mental health, somatic pains, anxiety and fears.  These results highlight the important of starting programs in community and schools to develop better coping strategies and social skills training to increase children resilience. Also involving of parents and teachers in such programs may support the children and enable them of being able to overcome the adversities and trauma.

Other factors such as family and social support had to be evaluated in next studies. More applied research in evaluating the effectiveness of social skills training and other methods of developing better communication and conflict resolution is needed.
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