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Abstrect

The present study was designed to check the efficacy of Narrative Expowre

Therapy (NET) in women victims of violence committed against wom€n by their

husbands with Posthaumatic Stress Disorder in Pakistan. The study was completed in

three phases. In the first phase, assessment tools such as Posttrarmatic Checklist for

DSM-5 (PCL-S) and Posttraumatic Cognitions lnventory @TCD wer€ tsanslated into

Urdu by using the back translation method. In the second phase, a pilot study was

carrid out to establish psychometric properties of the hanslated scales. Results of test-

retest reliability (p< .01) showed that the hanslated versions of the scales were

psychometrically satisfac'tory and appropriate to be used for Pakistani population.

Screening out of women victims of husband's violence having PTSD was also done

during this phase. Out of 800 forms gven to the research participants, 683 fotms were

retlrnd. The incomplete forms were not included in the study. Six fifty six women

were apprcached forthe screenhg putpose(N:656). ftr€e ninety five (607o) ofwomen

were identified as "abused" alnd 261 (39.8%) were identified as 'hon-abused". The

cur€nt study also assessed an overall p,revalence of viole,nce perpetrated by husbands

against wives. It was found out that all thr€e fo,rms of abuse (physical, psychological

and sexual) were reported by women. The percentage of psychological abuse was the

highest (E3Y"). Association of some of the sociodemogaphic factors with the

occurrence and prevalence of husband's violence in Paldstan was also examined during

the second phase of the study. R€sults indicated that sociodemographic factors zuch as

women's better education, husband's better education, husband's professional status,

and better family income have negative correlation with violence atp<.001. Whrcas,

husband's age, yeanl of marital relation and number of children have significant

positive association with viole,nce committ€d by husbands at p<.05. Age of womcn



participants did nothave significant correlation with violence. After identifying women

victims of husband's violence, the researcher also screened out 100 women victims of

husband's violence who were having PTSD (N:100) to be included in the main the

study. The third phase was the main study. It was a quasi-experime,ntal research which

included a saurple composed of two grrups: a treatuent grcup who received Nrrative

Exposurc Th*py and a conhol gnoup who received general counseling and

psychoeducation. Initialln 100 women victims of husband's violence with PTSD

participated in the study; howwer, 40 participants in the heatrre,nt group and 35

participants in the conhol gloup compleed the rccomme,nded package of sessions.

Results ofthe study confirmed that there was a significant (p < .05) positive correlation

between husband's violence and PTSD slmrptoms. Results also slrowed ttnt PTSD has

significant (p< .05) positive correlation with Negative Cognitio,ns. All tpes of abuse

(physical, psychological and sexual abuse) were found to be significanfly (p< .05)

positively correlated with PTSD. Similarly, negative cognitions have signifiant Qt<

.05) positive correlation with physical abuse and psychological abuse whereas, it has

non-significant positive correlation with sexual abuse. Multiple regression analysis

was carried out to assess violence committed by husbands against their wives as a

predictor of PTSD and Posttraumatic Cognitions among women victims of husband's

violence. The results showed that physical abusg psychological abuse and sexual abuse

significanfly pr€dict PTSD and Posthaumatic Cognitions among women victims of

husband's violence (p < .001). The present study also examined the mediating role of

Posthaumatic Cognitions related to the self and world that can form as a result of

experiencing the tauma of violence and PTSD among women victims of husband's

violence. Support was found for posttraumatic cognitions as partially mediating the

relationship between husband's violence and PTSD (p < .001). Statistics frorn repeated



measrnes AIIOVA indicated that in a heatnent group, participants' scotts on PCL-5

and PTCI were significanfly (p< .05) decreased during the three assessmmts.

Thereforre, it can be concluded that Narrative Exposure Therapy was more effective

than general couoseling and psychoeducation for PTSD. lhe overall findings of the

study indicated the prcvalence of husband's violence i.e.600/o among women victims

which shows the gravity of the problem in Palcistan. The evide,nce demonstatod that

NET leads to significant reductions in PTSD slmpto,nrology, to the point wherc most

of the participants no longer met the PTSD critqia. NET appears to be efficacious in

offering a brief and practical apprroach in differeirt sultural settings which is easy for

counselors, clinicians and therapists to learn, allowing a large number of traumatized

victims to be treated.

Keywords: Narrative Exposure Therapy, Husband's Violence, Posthaumatic Shess

Disorder, Posthaunratic Cognitions
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Chepter 1

Introduction

The family is generally associated with a safe haven where people seek affection,

p,rotection, security, and shelter. Howwer, research srrggests that it is also a plac,e that

fosters some of the most heinous tlryes of abuse committed against wom€,lt and girls and

puts their lives in danger (Yodanis & Godenzi, 1999; Lawrence & Spalter-RotlU 1996;

Buvinic d. d, 1999). Husbands, boyfriends, fathers, fathers-inJaw, stepfathers, brothers,

uncles, sons, or other relatives who ar1e, or have been, in positions of confidence, tnrst,

affection, and contol commonly commit domestic violence (Morrison & Orlando,1999;

Garcia-Moreno, 1999; Poppe, 1999). The majority of abuse in domestic realm is against

women is carried out by me,n. Women ane often subjected to a rycle of violence that

expresses itself in a variety of ways during their lives. In societies where son preference is

practicd, a girl may be the victim of sex-selective abortion or female infanticide weir

before she is born (Miha, 1999). Forced malnuhition, lack of access to medical care and

education, incest female g€rftal mutilation, early marriagg and forced prostitution or

bonded labor are all examples of violence against girls throughout their childhood (World

Health Organization,1999). They continue to suffer as abused, assaulted, and wen killed

by their intimate parfrrers or husbands in their adult lives (Ellsberg et. al, 1999). Other

forms of violence against women include forced pregnancy, abortion or sterilization, and

harmful cultural nonns like dowry related violence, sati (the burning of a widow on her

husband's firneral pyre), honor killings. Widows and elderly women may also be abused

laterin life (Fikree & Bhatti, 1999;Martin d.d, 1999; Jewkes et. aI,2000).
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Violence by intimate parfirer or husband is a global iszue that affects millions of

wom€n each year. Beyond geographical, cultural, religious, social, and economic

conditions, it is a violation of woman's human rights. It's an epidemic that affects lvomen

all over the world in different degrees and forms. Women abuse has a sound social, crrltural,

and psychological fourdation, as well as daeriorating physical, emotional, social, and

financial cons€qu€,nces. It also affects their children, families, and society as a whole,

despirc the fact that it has direct effecrc onwomen. "One out of every five women has been

zubjected to viole,nce in intimate relationship, ild 35 pe,rcent of women have been

subjected to physical or errotional violence throughout the world" (Gancia-Moreno, Heise,

Janserl Ellsbeqg, & Watts,2005).

A recent study conduc'ted by Sardinha and colleagues (2022) dweloped global,

regional, and country estimates, based on data from WHO Global Database on Prerralence

of Violence Against Wome,n. The findings suggested that globally 27o/o of wer-partnered

women aged 15-49 years are estimated to have experienced physical or sexual, or both,

intimate partner violence in their lifaime. this violence starts early, atrecting adolescent

guls and young womql. Regional variations exist, with low-income counffies reporting

higher lifetime compared wittr high-income countries.

In the South Asian region, where one out of tbree women experiences physical or

sexual violence from her partner/husband, the incidence of violence is higher (Garcia-

Mottno, 2013). Sweral hospital- basod reports confinn that psychological abuse by

husbands affect 43 percent fo97 percentof errermarried females and that one third of Ever

married females reproduc{ive aged 15 to 49 years are subjec{ed to physical assault in

Palristan (Ali, Asad, Morgen, & IGantz, 20ll; ZalKa\ 2012). In a similar study, the
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r€searchers examined the relationship between intimate partner violence and unintended

pregnancy among young women in South Asia using Demographic and Health Survey data

from India, Bangladestr and Nepal. Thirty-eight percent of the respondents inlndia,52o/o

in Bangladestr and 28o/o rn Nepal reported having cxperienced physical or sexual violence

by their parfirers and husbands. The findings indicate that intimate partner viole,nce is a risk

factor for unintended pr€fancy arnong adolescents and young adult married women

(Anand, Unisa & Singh, 2016).

Violencg in some cultures, is regarded as a regular or daily practice which does not

have any effect on women's health (Arriaga & Oskamp, 1999). Because of patriarchal

social systems, the societal devaluation of women, husband's dominating and conholling

position in the marital relationship, religious doctrine and lack of culturally competed laws

and policias, its widespread prwale,nce and accqtance is justified (Ayrb,2000; Mumtaz,

Mitha, & Tahira, 2003;Nia2,2003).

Females from all walks oflife, all social classes, raoes, ethnicities, religious grcups,

dweloped and dweloping countries and all ages have been victims of abuse. Extensive

research hasprovedthatdomestic abuseis the common form ofviolence committed against

women. Violence calrid out against ryomen by an intimate partner/husband or by other

family members is referred to as "domestic" abuse. Because there is "a little chance of

being punished for that abusive behavior", increased prevalence rates are reported by

almost all cultures. Males are allowed to use wen physical power against females because

retaliation is least expected. Physical violence is more common in lower socio-economic

groups than in educated middle and upper classes as rqrorted by a research. kr the educated
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middle and upper classes, psychological abuse was shown both verbally and non-verbally

(shah.2003).

Women are more vulnerable to be victims of violence because of their weaker and

lower social status. Because of the abuse perpetrated by a man with whom she must share

her life, a woman's sense of insecurity develops. A breach of a person's physical protection

is likely to have most devastating emotional consequences. Women who leave their wed-

lock are considered burdens in all cultures and the state and families prohibit the,m from

doing so because of social stigmg lack of alternatives and loss of children. These women

often face lack of support frrom the police who consider domestic violence a private issue

and counselors who often encourage women to be traditional wives (Hassan, 1995).

For some women, violence committed against thern by their husbands can put their

lives at risk, but it is more likely to result in physical injuries, immune deficie,ncies,

disturbed sleep, and gashointestinal issues. A study conducted by Naz and Malik (2018)

erffimined the effects of domestic violence on psychological well-being of 100 violence

sunrivor women in Punjab, Pakistan. Results slrowed that the survivors of sexual and

physical violence had most impaired psychological well-being as oompared to other forms

of domestic violence suwivors.

Depression, low self-esteem, psychological distress, and posthaumatic sfress

disorder are all mental health issues linked to husband's violence (Bogat, Levendosky,

Theran, von Eye, & Davidson, 2003). According to American Psychiatric Association

Q0l3), posthaumatic stress disorder is a condition characterizdby intnrsive reliving of

the traumatic went, avoidance and ernotional numbing as well as symptoms of h1ryer-

arcusal which may dwelop in certain people following a haumatic incident. A haumatic
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incident may be defined as an went that causes feelings of fear, helplessness, or horror as

result of a threat to life or physical safety and survival.

A sfrong association between violence in marital relationship and PTSD has

reported by various studies: the more forms of violence committed against women by

intimate partner/trusband such as physical, sexual, or psychological abuse, the higher the

PTSD symrptoms experienced (Basile, Arias, Desai, & Thompson, 2004). Depressive

slmrptoms, somatic complaints, and PTSD symptoms were also found to be higher in

pregnant women who reported a history of violence perpetrated against them by their

husbands and sexual coercion when compared to those who did not, at a hospital in India

(Vanna, Chandra, Thomas, & Carey, 2007).In a similar study, whe,n compared to non-

abused confr,ols, physically and psychologrcally abused women manifested more

symptoms of PTSD, depression and anxiety, as well as suicidal thoughts (Pico-Alfonso,

Garcia-Linares, Celda-Navaf,lo, Blasco-Ros, Echeburo e\ & Martinez, 2006).

Women ane mone likely to dwelop PTSD due to the nature of abusive act. When

sexual assault occurs in combination with other forms of husband brutality, the risk for

PTSD and other severe mental health conditions rise.s. Pico-Alfonso, Garcia-Linares,

Celda-Navarro, Blasco-Ros, Echeburoea, & Martinez (2006) noted that just as violence

committed against women by their husbands is linked to PTSD, similarly, higher lwels of

depression and suicidal atternpts are linked to se:rual abuse.

Many PTSD theories have suggested that certain interpersonal mechanisms such as

interpretation of the cause and reason behind the trauma, attribution of the self-blame, and

perception of the world as dangerousness place, affect a trauma victim's cognitions and

beliefs. There is a clear connection betrreen posthaumatic cognitions and posttraumatic



6

stress disorder as proposed by available literature (PTSD; Ehlers, Ehring, & Kleim, 2012).

Posthaumatic cognitions distinguish people with and without PTSD is also supported by

serreral similar findings @umore, Clark, & Ehlers, 1997; Ehlers, Glucksuran,2006; Foq

Ehlers, Clark, Tolin, & Orsillo, 1999).

Positive changes in posthatrmatic cognitions were found to predict subsequent

improvernents in PTSD (although a rsverse relationship was not found) reported by Kteim

and colleagues (2013) indicating that PTSD symptoms can be reduced by improving

dysfunctional cognitions. Subsequentln for the rurderstanding of causes, maintenance, and

treatnrent of PTSD, c€rtain factors that forrr and modify posthaumatic cognitions having

significant implications are crucial to be identified.

After rwieuring literature, it was felt necessary by the researcher to find out the

connection between negative cognitions and PTSD as highlighted by previous researches.

Directly assessing negative cognitions determines not only what negative cognitions an

individual may have after experiencing trauma but can also show change in negative

cognitions through the course of teatment. Thus, considering the significance of

dysfirnctional beliefs in PTSD, the current study aimd to tanslate and validate the

posttraumatic cognitions inventory in Urdu to be used in the samples of taumatized

individuals. Currently, the Posttraumatic Cognitions lnventory (PTCI) is the preferred

measurle among clinicians and researchers because it assesses negative cognitions

specifically related to PTSD (Foa, Ehlers, Clark, Tolin & Orsillio, 1999) instead of

cognitions related to a wide range of symptoms in haumatized individuals such as World

Assumptions Scale (Janoff-Bulman, 1989) and the Personal Beliefs and Reactions Scale

(Resiclq Schnicke, & Markrnay, 1991). The PTCI assesses negative cognitions about the
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world, self, and self-blame. The higher the scores, the more posttraumatic cognitions are

orperienced. Across various samples of trauma, the inventory has revealed satisfactory

psychometric properties.

Atterrpts to lesse,n slmrptoms of tauma have provd to be effecive. Many

psychotherapzutic interventions have gained empirical support for tneating PTSD

symptoms in adults. One zuch example of an evidence-based neafinent for PTSD is

Narrative Expostue Therapy (NET; Schauer, Neuner, & Elbert, 2005) in which, while

focusing on the stressful life errents, the client makes a chronological narrative of hi#her

life story with the help of a therapist. The scattered details of the traumatic errents would

be converted into a meaningful narrative over the sourse of a predaermined number of 90

minute sessions, tpically about 4-l2.The client is motivated to narrate these events while

reliving them without losing the contact with the present. The therapist connects these

mnemonic re,presentations to episodic data such as time and place (cold memory) by using

pemanent re,minders such as the feelings and physiological reactions that result from

activation of (hoQ memories. The process ofuncovering the haumatic wents related to the

past continues through imagined exposure until the patient shows visibly decreased level

of fear and other related feelings. The therapist, in this wan is both cooperative and

directive when elicifing the narrative in order to rehiwe all the hidden information of the

traumatic errent in detail. The testimony of survivors of domestic or organized abuse can

be noted and used for docume,ntation.

Due to rise in the incidence rate of violence committed by husbands against their

wives and the resulting distess in women victims ofhusband violence initiated the current

sfudy investigation into the heatnent aspect of the iszue. The unique aspect of the current
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study was to exanrine whether NET would be effective in fieating traumatized women

victims ofhusband violence in Pakistani context.

Lltereture Review

Due to the complexity of the issue, understanding women abuse is a difficult task.

To explain the phenome,non, several hyryotheses, based on different theoretical

perspectives, have been proposed. According to research reports from countries all over

the world, viole,nce against women in varying degrees and forms still exists depending

upon that culture and society. Since it has serious physical, psychological, social and

emotional implications, this iszue needs to be addressed on priority basis.

Before necounting various aspects viole,nce committed against women anound the

world, it seems imperative to define and describe the term violence. Ttre word violence is

a Latin word- violare msaning to violate. The rwieu, of definitions ofviolence in differmt

dictionarie-s rerrealed that violence has been defined primarily by its features like exertion

of physical pow€r to violate, to show aggressive behaviors, inte,lrse destuctive actions,

unjust exercise of power, consequent iqiury/suffering and as an expression of

unconstructive feelings.

The Cenhe for Disease Conhol and Prwention (CDC) defines violence as injury

inflicted by deliberate means (Saltzman, Fanslow, Mc Mahon & Shelley, 2002). The

definitions ofviolence clearlyrely on the common understanding ofviolence according to

which hitting, pushing, stabbing, injuring, or inflicting physical pain by any other means

are violent behaviors.

The abovementioned definitions of violence are very narow in the sense because

they refer to actual infliction of bodily hann or abuse. Howwer, if we re-examine the
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meaning of the word violence in its Latin origin to violate it automatically broade,ns the

definition of violence by focusing on the outcome of violence which is violation whether

physical harrr is involved or not (Perkins-Mclntosh, 2008).

Violence is prese,nt in all societies around theworld in various fonns and atmultiple

levels. At the personal lwel, individuals display certain physical, verbal, errotional and

sexual abuse of others. Ihe examples of such viole,nce are harassment, assault, torturg

domestic abuse, child sexual abuse, rape, murder etc. Violent activities are sometimes

carrid out at grcup or institutional lwel e.g. robbery, dacoits, terrorist attacks, bomb-

blasts, ethnic conflic,ts, wars etc. The expansion oftechnology has resulted in dweloprnent

of advance methods of committing viole,nce. Threat of nuclear weapons and increased

media coverage of terrorist activities has made violence global (Jarvis, 2008).

Nature end Extent of Veriour f,'orms of Violence against YYomen around the World

Nearly, in all societies of the world, women have been exposed to various forrrs of

domestic abuses. Research studies and reports on violence against women provide detail

account of the nature and extent of violence committed against women around the globe.

The reports published by Amnesty Intenrational, first n 2004 and later in 2008 provide

shocking data about the incidence and types of violence committed against women in

different counties of the world (Amnesty International, 2004; Amnesty International,

2008). Violence committed by husbands against their wives is not only practiced in less

dweloped societies of ttre world but equally prwalent in more advanced counffies

including American and European countries. According to Amnesty Intemational report

(2004) murder and aMuction of hundreds of women and girls were reported in different

states including Mexico and Cental America. The Canadian government statistics also
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verified the rise in death rates in women due to violent acts against themr. Some studies also

indicated rise in rates of femicides by intimate parftrers (Miller, 2004; Vigdor & Mercy,

2006). These statistics suggest that women anound the globe face various acts of violence

and discriminatory practices which gravely hamper their growth and dwelopment in the

society.

According ro 2004 report womem were the major victims of discrimination and

poverty in Asia-Pacific. The most prwale,nt form of human rights violation in this regron

include spousal viole,lrce, female infanticide, crrltural and haditional forms of violence,

women trafficking and inadequate laws. The report published in 2008 was even more

alarming which stated that gender-based violence, including sexual brutality, remained a

threat for wome,n and girls in Asia-Pacific. In China, rates of reported cases of domestic

violence in 2008 was greater than before, howwer, the cause for increased number of cases

was attibuted to the oourage of women to report abuse. In Pakistan, acid-throdng,

domestic violence, rape and honor killings are still on rise. 183 women were assassinated

in "honor killings" from January to October 2008 in the province of Sindh only.

A recent estimate showed that30o/o wome,n are subjected to physical violence by

their intimate partner which makes it a proportion of I in wery 3 (who have experienced

violence). The occurre,nce of viole,nce can be elucidated by the frequencies which showed

that the violence experienced by wome,n from their intimate partners: 23.2o/o violence

against women by the partrer is estimated in high income regions while from Western

Pacific to East Medit€rranean region violence rang€xr frcm 24.6% to 37o/o respectively. In

South East Asian region, 37.7o/owomen we,re subjected to violence by their spouse (WHO,

2019).
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A global estimate in20l7 indicated that the proportion of the prwalence ofviolence

against women that resulted in deaths or signified as murders, wene more from either the

spouse or other family mernbers in dome.stic sphere. The estimate showed that among

87,000 women who were murdered taz0l7,more than half of the proportion of about 50-

58% were either exterminated by their spouse or some family memb€r. Another estimate

also elucidated that 137 women in wery day across the world are murdered by their family

members. Furttrermore, a rqtort by United Nations Offrce on Drugs and Crime (LJNODC)

made evident that wome,n who were killd in20l7 were either killed by intimate or non-

intimidate partner (United Nations Office on Dnrgs and Crime, 2019).

Sexual brutality reinained prwalent in Morocco, Chad, Sierra Leone, Uganda and

various other regions. These victims of sexual abuse were not wen provided with any

satisfactory medical, psychological and legal aid. Domestic viole,nce is very much

prwalent in whole society regardless of socioeconomic and cultural backgrounds. More

than one third of women wene physically abused and out of wery four women one woman

had been sexually abused at some point in her life. 60 percent ofmurder cases were related

to Intimate Partner Violence (tr V).

One of the study carried out in East Africa reported that in East Africa, near to one-

third of women experience violence by their intimate partners and husbands. Women's

education, residence, sex ofhousehold heads, curent pregnancy, husband drinks alcohol,

attitude towards wife-beat, husband contolling behavior, and women's decision-making

autonomy were the major determinants of intimate partner violence

( Kebede, Adisq weldesenbet & Tusq 2022). Likewise, Anolue and Uzoma e0l7) in a

study concluded that violence by intimate partner or husband is a pervasive problem in
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Nigeria with a prwalence of 560/o in this study. Various factors particrrlarly financial

constraints, incitement alcoholism and substance abuse were contributing factors in cases

of intimate partner violence. Intimate parfirer violence may appear as a single form or as

multiple forms of abuse.

Wet-Billings and Godongvuana Q02l) identified intimatepartrerviolence as arisk

factor for hyperte,nsion outcomes among young women in South Africa. Results showed

that6So/o of women with hlpertension experienced physical intimate partrer violence. The

odds of hlryertension were increasd if young women experience physical or sexual

intimate partrrer violence. The study also suggested that efforts to reduce hlpertension

outcomes in the country should include intimate partner violence awar€xress and assistance.

The impact of intimate partrer violence on empowerment of Armenian women of

reproductive age group was explored in a study by Kabir and Khan (2019). The study

rwealed that women with no empowennent are more likely to experience intimate partner

violence compared to those who are empowered in Armenian society.

Women's Yulnerebility to Violence in Pekisteni Society

Pakistani women are vulnerable to different tlpes of violence, primarily, because

of their overall subordinate position in society. 48.1% of Pakistani population comprised

of females. According to Shah (2003) overall women litetacy rate is around 37o/o.Literacy

rates are significantly higher in urban areas than in nral areas. 60% of women in trban

areas are literate and 76%o of men. In rural areas, the literacy rate for fe,male is 25o/o aad,

53o/ofor men. Perrcurtage of women at adminishative and managerial positions is only 4%

(United Nations, 2000). According to Population Association in Pakisrat (2002), female
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labor force participants is l5.4Yo and percentage of women in agricultural labor force is

66.3o/o.

There are certain Eaditions, customs, thoughts and ways of living in this society

which allow and perpetuate women's secondary status. Generally, people follow traditional

lifestyles and women are often depe,ndent on men who abuse thern. Pakistani society is

based on strong stereotlrying of gender roles. A girl in Pakistan is taught from very

beginning that she should be very passive, obedient and polite especially with her husband.

Women in ge,neral dwelop very strong emotional attachment with their husbands for all

kinds of support including emotional, financial and social support. Earlier research in other

parts of the world has also shown that emotional involvement and financial dependency

increase the vulnerability of women (Denmark d d., 2006). Acceptance of violence

committed against wome,n by their intimate relatives in our society is one of the major

conhibuting factor. The misery of the situation can be estimated by the fact if same acts

are carried out against some other resident ofthe country or an unfamiliar person that would

be punished but in case when men oommit thern against their sisters, daughters and wives,

they are often acceptable.

Otherthan this, misinterpreted religious teachings communicate to common people

that women are low-grade by nattre and naditional lifestyles practically promote such

beliefs. The malformed political and legal infrastructure of a country is not able to provide

justice to sufferers. As a resulq girls and women in Pakistan are still experiencing higher

levels of discrimination and maltreatment. Women are insecure in their ourn homes and

face domestic and cultural forms ofviolence like wife abuse, acid throwing, stove-bunring,

honor killings, exchange marriages, vani and bride price etc. According to Human Rights
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Commission of Palcistan (2003), the subordination of women is so much tolerated that

women themselves accept husband violence as routine practice. This insecurity and

discrimination is notonly facedbyhousewives who are totallydependenton theirhusbands

but it has been observed that working women also experience it. ln rural areas women work

in cotton, rice and wheat fields with minimal benefits. Many women activists and Non-

Governmental Organizations (NGOs) in the region raised voices on rights of agricultural

women. The distressing point is that many rural areas in Pakistan, contributions of women

are not eve,lr recognized and acknowledged.in urban metopolitan cities like Karachi, poor

women have no choice except to work as domestic servants or as low-paid workers in

textile and garrrent industies. Girls who have completed education up to high-lwel school

often work at minimal salaries in small pnvate schools or as clerks in governme,nt sector.

Highly educated women are employed at some better positions in various organizations

but many of these women often face sexual harassment at their workplaces and spousal

violence in their homes. These working women also face discrimination by haditional

religious leaders, who always put an obstacle in frront of them by misinterpretation of

religious teachings. They raise various objections against women who are studying, doing

office jobs or involved in any type of productive work.

Themostprerralent forms ofviolence committed against women included dome.stic

violence, husband violence, stove-burning, sexual assault, acid throwing and various

taditional practices like exchange marriages, honor killings, vani or sawara etc. (Hurran

Rights Watch, 1999).
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Honor killing is also commonly practiced in Pakistan. Honor killing is carried out

in the name of family "honor" to punish the victims as they have dishonored tribal or

cultural nonns and mostly women are targets because of their sub-ordinate status.

HumanRights Commission ofPakistan, Human Rights Watch andwomen activists

consistently rqorted that most of the Pakistani women face violeirce in their homes by

their intimate partners. According to their estimates 70-95o/o of all women in Pakistan

experience spousal abuse (Hassan, 1995; Human Rights Watch, 1999). A recent survey of

more than 200 women living in refugee camp outside of Peshawar revealed thatT9o/o of

women wer€ beaten by their husbands and 39% by other family members . 13.4o/o of wome,n

we,n beliwed that wife beating is the right of husbands (Ward, 2002). Roomani and

colleagues (2016) examined the involvement of women in domestic violence against other

women in the family. In-depth interviews we,re taken from married women who faced

domestic viole,nce. The conclusion of the study rerrealed that women were directly or

indirectly involved in perpetuating domestic viole,nce against other wome,n in the family.

Being burned with fire at the hands of husbands or inJaws has tonnented womexl

in Pakistan and other South Asian countries for decades (The Matrbub ul Haq Human

Developmurt Cente,2000). It was indicated that a wife's disobedience on minor tasls or

suspicion of illicit relations were the most common neasons for such assaults (Human

Rights watch, 1999).

Forms of Vlolence Perpetrated by Husbands

Violence committed by husbands against their wives is not a new phenomenon. For

centuries women have facod various forms of violence in their intimate relations but the

problem was considered as non-existent because there was scarcity of research in this area.
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As it was hidden behind the closed doors therefore it was not investigated for years (Gelles,

1974). However, reports published by World Health Organization confirmed the

prwalence of wife abuse in weryday lives of women (WHO,2002 &2005).

Intimate Partrer Violence (IPV) is also te,nned as domestic violence, wife-beating,

spousal abuse, and battering and husband violence. Approximately 95o/o of victims are

women and,9So/o ofperpehators ane men (El-Bayoumi, Borum, & Haywood, 1998; Tjaden

& Thoennes, 2000). Available literature has provided various descriptions for patterns of

violence in marital relation. It has been reported that violence qrists along a continuum

from a single episode to ongoing battering. It has been recognized as an intentional

behavior targetcd to have control and power in relation (Almeida & Durkin, 1999).

Violence against Women (VAIV) is defined as any act of gender-based violence

that results in, or is likely to r:esult in physical, sexual or psychological harm or suffering

to women, including threats of such acts, coercion or arbitrary deprivations of liberty,

whaher occurring in public or in private life according to United Nations Resolution

(1993). Violence manifests itself in three ways: physical abuse, psychological abuse and

sexual abuse, according to this definition.

A rwien, ofdefinitions ofintimatepartnerviolenceprovidedbyAustralian Medical

Association (1998) and American Medical Association (1992) revealed that intimate

partner violence is the domination, coercion, intimidation and victimization of one person

by another percon by the use of physical, sexual or emotional means. In most of the cases,

it has been obsenred that this imposition ofconhol is by male parfirers over female partners.

It sometimes begins with direct use of force, like push or slap and at other times it be gins

with mild psychological and emotional abuse and then systematic abolition of the victim's
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confidence and self-esteern. Once the violence starts, it very often escalates. A push turns

into a slap which ttrns into a punch and punch turns into kicks, stabs, burns and sexual

abuse (tjaden & Thoennes,2000).

Physicel Abuse. Slapping, punching, hitting, arm twisting, slashing, stabbing,

strangling, burning, choking kicking, attacks with an object or frrearm, and murder are all

examples of aggressive acts of violence. The most corlmon act of violence faced by women

in both dweloped and dweloping counfries according to a multi-country study conducted

by the World Health Organization in 2005, was being slapped by their partrers. Most of

the women interviewed frrom less dweloped counhies reported that physical abuse

orperienced by them generally increase in its frequency and intensity over time. Tolman

and Rosen (2001) examined the incidence ofphysical abuse in the sample by defining it as

'moderate physical violence' or 'se\rere physical violence'. 16.5% reported at least one

physical threat from their intimate partners, 20.6% reported moderate physical abuse and

14.9o/o reported sevene physical abuse in the past year. The lifetime prwalence rates were

much higher as indicated by findings.57.lo/o reported at least one physical threaL 57.5%

reported moderate physical violence and, 5lo/o reported severe physical abuse in their

lifetime. It involves cultural practices that are not favorable to women such as ferrale

genital mutilation, and wife inheritance (the process of nansferring the widow and her

property to the brother ofher deceased husband).

Sexual Abuse. It is another way of exerting power and domination over a partrer by

imposing rurwanted sexual acts or forcing sqr with others, using threats, coercion, or

physical force. A woman is very often denied of her basic right on her own body after

malriage especially in South-Asian region and other under dweloped countries of the
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world. According to a report published by World Health Organization (2005) in majority

of settings, l0-50o/o of women reported sexual abuse by intimate partrer. A qualitative

shrdy on women found that women's refusal to engage in sex also contribute to other forms

ofviolence in marital relations (Dantas-Beqger & Giffin,2005).

Psychologlcel Abuse. It includes a variety of emotional, verbal, social and even

economically abusive behaviors committed very frequently against womql. Veftal threats,

name- calling, degradation, social isolation, economic isolation, and damage of personal

prroffiy have been reported in abusive intimate relations. There is a corlmon

mispe,rception that physical and sexual abuse are mone fatal than psychological abuse.

Howwer, women thernselves have frequenfly reported that they forurd it even harder to put

up with psychological abuse and humiliation than the physical abuse (Follingstad d d.,

1990; Cabrejos et a1.,1998 as cited in Heise, Ellsberg & Gotternoeller, 1999).

Psychologically abusive partner systematically attempts to control partner's thinking and

behaviors. Literature has provided an outline of variety of behaviors placed under the

category of psychological abuse. Isolation, debility, pathological jealousy, attacks,

degradation, forcod alcohol and drug use, brain washing, occasional indulgences and

insults, are only a few examples. Isolation includes restricting the social contacts ofpartner

and forcing her to stay at home, or only allowed to leave the house when accompanied with

him. In some cases, she is wen not allowed to phone her friends or family members thus

moving her away from all her support system. A shong sense of isolation is dweloped in

women when they are denied of their basic human rights of provision of funds, refusal to

contribute financially, denial of food and conholling access to health care, e,mplo5rment,

and other services etc. Induced debility involves forcing wife to do unwanted tasks and
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get orhausted like unnecessary arguments, keeping her awake all night, forcing her to do

all household tasks without any help. For women in many societies, there is no 'give and

take' in the relationship and it is solely the duty of a woman to sustain the relationship, to

look after the children and to make e,nds meet. Pathological jealousy and possessiveness

means to keep check on the wife all the time, accusing her of having affair, conholling

finances, convincing partner that actually it is all hermistakes or that she can't live without

him. Thr€atening is a oorlmon tlpe ofpsychological violence that is used to intimidate and

dominate the wife. Degradation includes use of harstr words, bad language for her and her

family and frequent taurting. Degradation like this has a negative effect on women's self-

estee,m. The women finally glve up conhol of their worth to their abuser.

Emotional violence usually targets the victim's self-esteerr, happiness, and self-

sufficiency by making her accountable for all mis-happe,nings in their relationship. Women

are blamed for abusive episodes and for days and weeks batterers frequently refirse to talk

directly to their wives leaving them guessing about how they have displeased or insulted

him (Loring,1994).
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Theoretical Percpectives on Husbend's Violence

Many theoretical perspectives have been delreloped to explain the causes of

violence against women. These include biological and genetic explanations as well as

theories which attibute its causes to poverty, socialization, and even women themselves.

Domestic violence is so prwalent and complex venture that no single theory can adequately

explain various dimensions of this phenomenon. Fac'tors like ideology of power and

confiol, social, cultural and individual characteristics have been take,n into account in this

rwiew to describe violence against wome,n.

Power and Control X'actor. Domestic abuse is said to revolve anound issues of

power and contnol. Men who beat their wives have particular sensitivity to issues of

masculine conhol in terms of marital power stnrcture, personality, sex-role adtrerence and

peer-group affiliation (Coleman & Staus, 1986). Abusive and violent behavior against

lvomen has been primarily orplained in terms of "need to maintain power and confrol"

(McClelland,1975; Dutton & Strachan, 1987). Salient factors that have been identifid in

wife abuse as well as in attempts to courpensate for deficits in power outside the home

include atterrpts to orercise or maintain contrrol over decision-making, social relations,

family finances and parfirer's freedom of movement (Frieze & Browne, l9E9). Earlier

research carrid out in West showed that stnrcturally wife abuse is more eommon when the

husband's educational and professional status places him in a lower position than the wife

@agelow, 1984; Frieze & Browne, 1989). One of the perspec'tives maintained that the

advent of indusfrial rerrolution in the 18h century also brought privatization of domestic

relationship. Wo,men were left in intense sense of physical isolation and segregation in

household. Women served in the housetrold clrores but were not paid and their efforts went
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nnnoticed @obash & Dobash, 1979). According to Russell (1982) differentials in

pahiarchal family represents and perpetuates the dominance of husband over his wife. The

husband is paid for his work but there was and still no value of wife's work which places

the husband in financial and psychological contnol ofthe family. This is also considered as

the origin ofwife abusc. Glies-Sims (1933) held ttre view that power is the corrmon frctor

under all socieal differentials. Women, on average have less influence in society than men

and as a result, they have less opporhrnities to combat or stop abuse violence and less

options to flee when this happens. According to Jacobson and Gothnan (1998) the main

factor in wife beating is contnolling the wife and any tactic usod to obtain control is justified

by the abuser. This view was also supported by results of a study conducted by Rosales

and colleagues (1999) in Nicaragua that husbands had high scor€s on marital confrol scale
I

also physically abused their wives more frequenfly than low scorers.

Sociel Perspective. Social nonns concerning marriage, economic conditions and

social policies are thought to be related to explain the phenomenon of marital violence.

After reviewing a bulk of literature on domestic violence, it was found that responses to

domestic viole,nce are influenced by societal nonns and practices in almost all societies.

The family is considered a private place where outsiders are not allowed to interfere even

in the serious matters. Viole,nce against women is uzually committed by males who are

snict and believe in the pahiarchal dominance of the family (Bowker, 1983). A study

conducted by Pattison (1985) derronstrated that certain social components are common to

all t,'pes of viole,nce: aggressive family communication styles; financial conshaints; male

dominance; acceptance of violence or lack of effective social norms; couple or family

isolation, in addition to drug and alcohol dependence.
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Another theory which orplains the phenome,non of abusive relationship is social

learning theory. This theory is largely based on the Bandura's work that stresses flre notion

that physical and psychological assault is a 'conditioned and learned response' for both the

victirns and perpetrators. Bandura (1973) assumod that the social conditions actually

determine the inciden@, t5pe, circumstancqs and target of abusive behaviors. Mem learn to

be aggressive and abusive since their childhood through the process of socialization while

women learn helplessness over the course of their adult abusive relationship as held by

social learning theorists.

Social exchange theory is derived from learning theory perspective. firis theory

maintains that abusive behavior takes place when rewards are raised and punistrments are

avoided. Violence will continually be trsed as a method of conEol by violent parfirers as

long as the price for being viole,nt does not offsa the rewards (Gelles & Cornell, 1985).

According to Sonkin and Durphy (1985) use of violence in home by men is effective

because it enables the,m to win arguments and maintain conhol.

Psychologicel Perspective. Individual taits of abusive males and abused females that

conhibute towards developmentof abusivemarital relation were the subject matterof early

psychological theories. Potential for anger, low self-esteem and a tendency towards sexual

jealousy are conside,rod to be personality characteristics of husbands which are associated

with wife abuse. The researchers found that anger was the key emotion in the psychological

profile of both husbands and wives (Maiuro d d., 1988). Available research shows that

most psychological theories interpret violence committed by husbands as a result of an

individual perpetator's psychopatholory such as borderline personality disorder or anti-

social personality disorder, anxious attachment style during childhood, witnessing or
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experie,ncing violence, and/or other psychological problems, such as impulsivity and

managing anger, low self-worttr, and inability to trust in relationships due to the fear of

intimacy @abcock,et al., 2000; Carde,n, 19941, Dutton, 1988,2000; Fonagy d d.,2000;

Holtzu,orth-Munroe & Stuart, 1994). Ottrer scholars supporting psychological theories

blame victinr's characteristics such as desire to be abused or exerting excessive pressure

on their partners for instigating violence (Babcock et al., 1993; Kaufinan, 1992; Walker,

1992). These ideas have been criticized for overlooking the social context (Beecham,

2009), placing males' violence in a depoliticized and individualized matter, thus ignoring

it as a social problerr for females (Pagelow, 1992; Mullender, 1996). The common cause

of domestic abuse in Pakistani families was describd by Halyat Q002). He wrote that in

Pakistani sociay males have a tendenry to develop a conholling and governing attitude

molded in a self-image ofbeing an all powerfrrl and commanding person. It is commonly

held view that man is the only one who knows what is best for family members especially

females. When he fails to impose his views, he resorts to violence, without even realizing

that he is committing a crime and breaking religious sanctions and societal norms and

values. lAe fe,male victims dwelop a sense of inferiority and inadequacy; based on

misconception that good wife is one who accepts werything in her relationship as a part of

her fate which firlher aggravates the violence.

Feminist Percpective. The center of fe,minist theory of violence against women is

cultural and stnrctural powcr differe,nces between men and women. Many individual and

interpersonal prtooesses work together to interpret sociaal and cultural factors to individual

level, including behaviors justiffing male dominanoe and superiority over females and

stict standards of gender-specific actions. Moreover, m€n are socialized to be violent and
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dominating in interpersonal relationships. Peers and authority figrres promote aggression

and superiority over women. Violence against women is not sanctioned by social

institutions and domestic violence against women is also observed in the home or by the

media. Ttre pafiiarchal system, according to Feminist theory, is blamed for women's

zubordination. In a study, Felix and Paz-Inge,nte (2003) found that me,lr and women have

bee,lr socialized in such a way to think and act in a patiarchal structure. Males are taught

to behostile, dominating, and in charge of females, throughout history and literature while

fernales are taught to be obedien! reliant on males and willing to make sacrifices for the

sake of their family, husband and children.

In their interyiews with 109 women who had bee,n assaulted, Dobash and Dobash

(1979) reported that me,n used coercion, isolation, and psychological tac{ics to dominate

the,rn. They stated that violenoe was a result of a culture that was enrbodied in historical

laws about male ownership and marriage, as well as existing gender roles and systons that

enstred male superiority over fernales.

Although contemporary feminist theories acknowledge the occurr€nce of intimate

partrer violence perpetated by ferrales, they also emphasized the ernpirical evidence that

in heterosexual relationships, men are the primary perpetrators (Johnson, 2008, 20ll).

Such perspectives, in particular, look at the effects of male supremacy and sfrict gendered

socialization on the execution of power and contol (Zavala, 2007) when a man's

masculinity is chalienged, the use of violent ac'ts and forced contnol is more likely to occur

(Anderson, 1997). As a result, this approach provides a clear image of viole,nce in marital

relations as it ernphasizes the study of bottr physical and non-physical violence as well as
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the social, cconomic, cultural and power comlrcnents that influence male dominance and

places females in a submissive, obedie,nt and under privileged goup.

Culturel Perspective. It is belierred that set of laws and cultural values dAermine ttre

attitudes andbehaviors ofindividuals in any society. Gmder-based violence is also thought

to be e,lrcouragd by cultural institutions, beliefs and customs practiced in various societies

of the world. Levinson (1989) highlightd the role of a culture and customs in violence

against wome,lr and Count, Brown and Campbell (1992) reviewed 14 cultures in this regard.

Ttrey discovered that wife beating was prese,nt and severe in different cultures ranging from

very common to almost non-existent. They concluded that punistring wives by physical

force was accepted and wen considered essential in some societies and slight interference

was allowed by outsiders. In other societies with low lerrels of violence, family and

community were allowed to intervene in marital conflicts.

Hassan (1995) stated that bottr men and women in the family have dynamic power

relationships that promote women abuse. It can be concluded that violence against women

is caused by more than just me,n, but also by cultural nonns in which often mothers-inJaw

and sisters-in-law promote and e,ndorse wife abuse in domestic sphere (Rabbani, 1999).

Physical abuse of women is often accepted as a reaction to a woman failing to behave in

accordance with predetemined gender nonns and not vierred as a serious matter for which

effective criminal justice reEonses are needed (Ali et al.,20ll; Masood,2005). Wife

beating is currently considered as a normal practice and a family matter that should be kept

inside the four walls of the house, rather than a violation of human rights. (Babur, 2007;

Masood, 2005; Niaz, 2003; Shailft, 2003). Violence against wornen usually remains

unnoticed because haditional gender roles, social nonns, patriarchal and cultural practices
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and religion are used to justify the use of violence against wom€n (Ali a al.,20ll;2013;

Filcee d d., 2OO51' Hassan, 1995; Masood, 2005; Niaz, 2004). The status of wome,n in

Islanr is usually combined with patriarchal cultural norms which is misinterpreted and

results in the enoouragement of violence against those who are dependents (Niaz, 2003).

In a study by Macey (1999), it was observed that Pahistani Muslim men living in United

Kingdom, justified violence against women in the name of Islam and women saw it as a

sourse ofpower and control.

Violence against wives is a function of the belief, fostered in cultures, that men are superior

and that women they live with are their possessions or property that ttrey can heat as they

wish and as they consider appropriate

Marriage is generally viewed as a contract between families rather than a contract

between two individuals in Pakistani society (Zaidr & Shuraydi,2002).

In the rural and hibal areas of Pakistan, in particular, women are unable to marry

without the consent of their male family merrbers (Hassan, 1995; Masood, 2005; Niaz,

2003; Pardhan, 2009). Literature has shovm that wome,n whose marriages are based on

c€rtain c'ustoms and taditional practices such as dowry system, ntrlvar (mariage ofwomen

with opponent party to settle disputes), bride price and exchange malriages are at a greater

risk ofviolen@ oorrmitted against them by their husbands (Schuler et a1.,19961'Rao, 1997;

Jewkes d d., 1999).

Merital Perspective. Dissatisfaction with relationship, the couple's power relationstrip

and couple conflict style are marital factors that are closely related to the violence within a

marriage. Women who are negatively judged by their husbands because of husband's

dissatisfaction with wife or with their relationship are at a greater risk of violence and
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aggrcssive behaviors. In a study by Rosenbaum and O'Leary (1981) found that couples

with low marital satisfaction are involved in marital abuse. It was found that violence tends

to escalate in fanrilies where husband had lower status than his wife (Hournung d d., 1981;

Straus & Gelles, 1990). Higher freque,nry of violence was reportod where the power

stnrcture is a matter of disagreerrent inmale-dominant and female-dominant couples. The

extent ofviolence rises when the dissatisfied couples and couples with abusive relationship

use less effective conflic management strategies. In a study loyld (1990) noted that

rational problem-solving, dissussion o,r negotiation to resolve conflicts were less likely

e,mployed by violent couples. High lwels of anger, verbal attacks and physical viole,nce

height€rd the conflicts.

Famtly System Percpective. Theorists of family system perspective view the family

as a complex entity in which behavior of each menrber is influenced by the actions and

responses of other members of the family (McCue, 2008). These theorists emphasized

interactions and relationships within the family, communication style,s and problem solving

sfrategies of couples to understand each member's behavior. Family system theorists

proposed that any disparity in the family raises the chances for the dominant slrcuse, either

aman or awoman, using violence (Beecham, 2009; Gelles & Shaus, 1988; Shaus, 2009).

They also used to criticize the feminist theorists for addressing only patriarchy and ignoring

the effects of sociodemographic variables such as income, unemploynent, and age on the

incidence of family violence (Gelles, 1993; Gelles & Straus, 1988; Shaus, 2007).

This perspective has been highly criticized for failing to address the context in which

violence against wives oocurs (Laing & Humphreys, 2013), gender disparity, and placing

a joint blame for the assault on both the abused and the abuser (Beecham, 2009; Stubbs,
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2007;Walker, 2009;Whitchurch & Constanting 1993). A ferninist scholar, Johnson (1995,

2008, 20ll) noted that both feminist theory and family system theories appear to be

confiadictory but two different forms of marital violeirce must be considered for better

understanding i.e. 'situational couple violence' (arising out of conflict as emphasizdby

family systenr theory) and 'intimate terrorism' and 'violent resistance' (originated in power

and contol in relationships).

It can be concluded from the above discussion that the researchers' general conseruils

seerns to suggest that no single theory can accurately explain the scope and complexity of

this phenomenon of viole,nce committed by husbands against their wives.

Husband's Violcnce and Porttreumetic Stress Disorder

Oneofthemostcommonmental health problems linked to husband's violence has been

identified as posttraumatic stess disorder (Golding, 1999). According to Woods (2000),

women who have been exposed to violence in intimate relationship face both persistent

threarc and physical injuries as a consoquence of continuing violence as well as repeated

occrurrence of frauma through physical, psychological and sexual abuse. PTSD is an

effective reslrcnse to abnormally high lerrels of trauma and stress, according to Goldberg

and colleagues (1990). Similarly, women experiencing PTSD symptoms after exposure to

violelrce should not be considered to have a pnor mental health problern; rather a natural

reaction to events involving high lwels of fear and danger are exhibited by the.se women

(Goldberg d d., 1990).

PTSD is an anxiety disorder marked by the presenoe of symptoms after exposure to a

highly stnessful incident (APA, 2000). There are eight key requirements for diagnosing

PTSD, according to Diagnostic and Statistical Manual of Mental Disorders (DSM-5):
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a) An individual has been subjected to a traumatic incideirt in which he or she

witnessed, encounte,r:ed, or faced an errent or errents involving real or threatened

death, serious irfury, or a danger to one's or other's physical integrity and the

person's reaction was extreme fear, helplessness, or horror;

The person consistently re-experiencing the taumatic errent in one or more forms

(e.g. frequent and disturbing me,nrories of the event, frrequent distressing dreams of

the went);

Avoiding consistently the trauma-related stimuli and numbing of emotions (not

present before the hauma) in three or more ways (e.g. atternpts to avoid thoughts,

emotions or conversations related to traumq limited orpression of affect, sense of

foreshortened future);

Negative changes in cognitions and mood that are linkd to the traumatic went(s)

in the two or more ways, for example, failure to recall important daails of the

traumatic event, consistent and oraggerated negative thoughS about oneself,

others, or the world, persistent negative e,motional state, significantly decreased

interest in daily activities and lack of general responsiveness;

Persistent symptoms of h1ryer- arousal (not present before the trauma) in two or

more ways (e.9. disturbed sleep, irritability, anger outbursts, and lack of

concentration);

The duration of the disturbance (symptoms in Criteria B, C, D, and E) lasts for one

month;

Clinically significant impairment in social, occupational, or other important areas

of functioning is caused by the disturbance;

s
'3ct
\\

e)

s)
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h) The impairment is not caused by the physiological effects of a drug (e.g.

medication, alcohol) or another medical disorder.

Coker and colleagues (2005), Fedovskiy, Higgins, and Paranjape (2008), Kernp and

colleagues (1995) and O'Campo et al., (2006) in their studies showed that women who

have exposed to violence by an intimate partrer or husband have a higher risk of

dweloping PTSD than women who have nsver experienced assault.

Woods and colleagues (2008) investigated the connection betrreen violence in

marital relationship, PTSD and physical health issues in a diverse goup ofwome,n seeking

help from domestic violence organizations. The findings indicate that all fonns ofviolence

i.e. physical, emotional, sexual, threats of abuse, and homicide risk were positively linked

to PTSD and to avariety ofnegativehealth outcomes such as chronicpain, cardiovascular,

rcspiratory, gastnointestinal, musculoskeletal.

Physicel Abuce end PTSD. A significant positive correlation between swerity of

physical abuse and PTSD has been reported by numerous studies. For examplg

Housekamp and Foy (1991) found that the degree and intensity of experiencing physical

abuse in an intimate relationship have significant correlation with severity ofthe symptoms

of PTSD. In a similar study Ke,mp, Rawlings and Green (1991) found that the swerity of

physical abuse and frequency of violent episodes were both significanfly linked to PTSD.

Even when accounting for length of time and nature of the assault experienced, subjective

level of distress, also known as individual perception of the violence, was found to be the

sfrongest ptedictor of PTSD (Kemp d d., 1991). This study adds to the oristing body of

knowledge by implyrng that physical abuse has a strong psychological dimension. This
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psychological dimension, or how wo,men view abuse, has a potential to have a profound

effect on mental health of women.

A connection between different Bpes of husband's violence and PTSD was found by

Babcock, Roseman, Green and Ross (2003). Physical and psychological abuse were found

to be positively associated with PTSD slmrptoms; but only physical abuse appeared to be

a significant predictor of PTSD as shown by regression analysis. Similar findings were

noted by Kemp and colleagues (1995) indicating that PTSD was substantially higher in

wornen who had been physically abused than in women who had only been verbally

abused. Physical violence seerls to play an important role in the dwelopment of PTSD,

according to these findings.

Woods (2000) found that in an abusive relationship, a higher risk of homicide was

linkd to increased synptoms of PTSD. It also examined women who had left the abusive

relationship two years back. Woods called this sample of women as 'post-abused.' Results

showed that PTSD symptoms such as intusive memories and avoidance were still

experienced by 44-66 percent ofpost-abused women. According to this rqlort, women who

have been subjected to physical abuse by their husbands were at insreased risk of

dweloping PTSD even after the violence has ended. These findings provide widence for

the relationship between physical violence and PTSD symptoms.

Psychologicrl Abuse end PTSD. Threats to both physical and psychological well-

being, threats to physical independence, isolation from family, lack of social support, and

frequent attempts to both insult and/or humiliate the victim are all oommon examples of

psychological abuse (Follingstad & DeHart, 2000; Pico-Alfonso, 2005). An essential

feature of psychological abuse is social isolation since it helps the abuser to assert more
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influence and power over the victim by also keeping her more reliant on the abuser for

social contac! financial sup1rcrt, and othertypes ofinformation (Bddry,2003). Victims of

abuse live in a state of persiste, rt fear and forced to constantly monitor their surrorurdings

for signs of abuse as studied by Kaysen et al. (2003). Women are more likely to develop

PTSD as result of being in a constant state of t€ffiror, danger, and risk. The effects of

persistent psychological fiauma on women's mental and physical health have been

examined by a variety of studies. According to a study by Coker and colleagues,

psychological abuse is just as harmful as physical abuse for women victims of marital

violence (Coker d d.,2005).

When compared to physical and sexual forrrs of violence, Pico-Alfonso (2005)

reported psychological abuse as the shongest predictor of PTSD. Similarly, even when

compared to swerity of physical violence, the degree of psychological abuse proved to be

the significant predictor of fear. Physical and psychological violence were found to have a

shong relationship indicating that it is not easy to separate both tlpes of abuse into unique

and distinct feattres since they are inherently inte,rrconnected. Psychological abuse was

found to be the sole cause of PTSD symptomatology while examining both physical and

psychological abuseby Pico-Alfonso and colleaguas (2006) in a later study.
I

After controlling physical violence, Arias and Pape (1999) observed that

psychologrcal violence was a sfiong predictor of PTSD. Baldry (2003) noted similar results

that after accounting for the consqlue,lrcGxr of psychologlcal violence, physical abuse was

no longer a major contibutor to multiple psychological symptoms.

Sexual Abuse and PTSD. When compared with physical and psychological fonns

of abusg sexual abuse in a marital relationship has received less atte,ntion. Sexual abuse,
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according to Bonomi, Anderson, Rivara and Thompson (2007) raises the likelihood for

physical, mental and social sfiess in women victims ofviolence. Sexual violence, according

to these researchers, causes additional damage to tust and protection, in addition to those

caused by physical and psychological viole,nce. According to the observations of Garcia-

Linares and colleagues (2005), one third of women who had been physically abused by

their partrer/husband had also been subjected to sexual abuse. Swerity ofphysical violence

is likely to increase for women who are sexually assaulted. The rezults indicate that

focuing on one type of abuse, such as physical abuse, does not adeqnately reflect women's

experiences of victimization. Therefore, while examining the effects of violence, it is

neoessary for investigators to also study different t1pes of violence, the serrerity of

viole,nce, and mixed fonns of violence.

When Krupnick and colleagues (2004) analyzed various forms ofviolence and their

resulting effects on women's mental health, their results confirmed the existing findings.

When compared to women who encountered physical abuse, the findings revealed that

sextral assault posed the greatest threat for dweloping mental health problems; particularly,

the lifetimeprcvalence ofPTSD appeared to be the highe.st in the sexually assaulted women

victims ofviolence.

Te,rnple el.arl. Q007) conducted a same study and found out that women who have

experienced sextral abuse by their partners/husbands are more likely to encounter frequent

episode.s of sexual violence which could incrrease their risk of dweloping PTSD. These

lvotnen are constantly frightened and scared, uncertain when the next episode of violence

will take place. Women victims of violence could be more likely to have PTSD as a result

of this persistent danger.
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After accounting for physical abuse intensity, Bennice, Resich Mechanic, and

Astin (2003) reported that severity of sexual violence explained a significant portion ofthe

difference in PTSD. According to these researchers, women who have witnessed sexual

assault in an intimate relationship have more chances of suffering from PTSD. Pico-

Alfonso and colleagues (2006), on the otherhand, found that while other forms ofviole,lrce

were tal<en into consideration, sexual violence was not the only and significant predictor

of PTSD. More research into the effects of sexual abuse as well as other forms of marital

violence is needed according to these researchers.

Overall, these observations are vital since they demonshate the seriousness of

sexual violence in an intimate relationship. These findings have shown the traumatic nature

of sexual violence and the need for more in-depth research, prograrns, and shategies for

women who are victims of such viole,nce.

Demogrrphics, husbendts violence rnd PTSD

A variety of factors at different levels ofwoman's life. and within different contexts

have been related to domestic violence globally. These factors include various inrlividual

factors (education level, financial autonomy,level ofempowerment, previous history, etc.),

partner factors (communication with partrer, ernployment status of partner, etc.), aud

factors related to irnnrediate social context (inequalities in mobility, econotnic power,

autonomy, etc.).

Keeping in view the significance of the impact of sociodernographic variables and

flreir association with husband's violence perpetrated against women. the currcnl study also

aimed at explodng the relationship between sociodemographic lhctors anrl husbantl's

violence. Sweral studies thrroughout the world have been conducted to explore the
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association between intimate partner viole,nce and its sociodemographic correlates. A

study was designed by Garg and colleagues (2019) to estimate the magnitude of domestic

viole,nce overall, and its subtlpes among pregnant women in Delhi, lndia. The study also

found the associated sociodemographic determinants of domestic violence among subjects.

The findings revealed overall prevalence of domestic violence tobe29.7o/o with emotional

and verbal tlpe of viole,nce being the most oomlnon type. Caste, religion, literary status of

the study subjccts. and occupational status of spouses were rcported as significant

correlates affecting the causation of domestic violence among the subjects.

A recent study was conducted in Gilgit-Baltistan, Pakistan (Hussain, Hussain.

Zahra & Hussain,2020l to assess the prevalence of donrestic violence, associated risk

factors, and its impact on women's mental health in GilgirBaltistan, Pakistan. The results

showed that rnarried wornen in Gilgit-Baltistan reported higher levels of domestic violence

(88.8%), psychological (69.40/o), physical (37.5%) and sexual (21.2o/o) violence. Abused

women reported lower lwels of mental health, psychological well-being, general positive

affect and life satisfaction. They also reported higher levels of psychological distress,

anxietn depression, and loss of emotional / behavioral control as compared to no-abused

women. Risk factors behind domestic violence were identified as poverty, the influence of

in-laws, second marriage, step children, forceful intimate relationship, husband's

irresponsibility, addiction and handicapped children.

A nuurber of intervening variables can have an effect on the relationship between

viole,nce committed against wome,n by their husbands and PTSD. Professional status, for

instance, has been linked to both husband's violence and PTSD. According to some rqrcrts,
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wome1r who are unemployed have greater number of chances for dweloping PTSD and

otherme,ntal health issues as compared to employed wome,n (Jones et a1.,2001).

Kimberling et al. (2009) explored the connection between physical and

psychological abuse, PTSD, and unemployment rates in a study. Psychological abuse and

PTSD were found to be the most important predictor of unemployment. Similarly, women

were unemployed were also more likely to experience symptoms of PTSD and both

physical and psychological viole,nce.Ziril(.and Sill in2004 observed that women who have

been victims of abuse are more likely to be une,rrployed for a number of reasons, including

physical injuries, psychological hauma, finding protection from the abuser, and the

abuser's dominating behavior. Abusers can interfere with a woman's ability to work in a

variety of ways, according to Swanberg and Logan (2005). For instance, the abuser can

make threatening phone calls to the woman's work place, chase them at work, ruin the

woman's work clothes, or physically harm and create hurdles when women try to go to

their job. These findings indicate that women who have been abused face significant

obstacles to theirjobs. lVomen who are victims of violence are more likely to experience

loneliness and lack of social support if they are unenrployed. As a result, these women are

at a higher risk of suffering from mental health problerrs.

Agg level of education, nunrber of children are examples of other intervening

factors to consider. Higher education and older age have been shown as protective factors

in rising resiliency in women survivors of marital abuse (Coker d d., 2005). Humphreys

and colleagues (2001) noted that more educated and older women experience less

psychological issues as compared to younger and less educated females. Since women are

more vulnerable to violence committed by their husbands in their teens and early twenties,



37

age may act as a protective factor. Thus, women in older age may be less susceptible to

experience extreme violence and psychological disorders associated with violence. It has

been obserrred that women who have more children are more likely to suffer from PTSD

and violence (Jones d d., 2001).

Understending the asrcciation betrveen Negative Cognitions and PTSI)

Negative cognitions refer to dysfunctional thoughts and beliefs individuals may

have about thernselves and the world. Many theoretical models (Ehlers & Clark, 2000; Foa

& Rothbaum, 1998; Janoff-Bulman, 1989) support the key role of dysfunctional thoughts

in the etiology and maintenance of PTSD. The theory of shattered assumptions (Janoff-

Bulman, 1989; 1992) explains that PTSD dwelops because basic assumptions and beliefs

individuals have are "shattered" after they experie,nce a Eauma. According to the emotional

processing theory (EPT; Foa & Riggs, 1993;Foa & Rothbaum, 1998), PTSD dwelops and

is maintained when there is a failure of the natural recovery pnocess. The nafural recovery

process requires the ability to process the memory and implement adaptive behavioral

sfrategies through disconfirming negative cognitions by encountering corrective

information in daily life. Finally, the Ehlers and Clark (2000) cognitive model of PTSD

describes how PTSD dwelops, is maintained, and persists over time. Despite knowing the

fact that the traurra has long gone, individuals still experience constant fear and danger

because ofnegativejudgement ofthe traumatic incident and/or its aftermaths and incorrect

encoding of the haumatic memory. Each theory, over time, has added to our underctanding

ofnegative cognitions and its role in PTSD.

Understanding the association betrreen tauma tlpe (e.g., sexual assault) and

negative cognitions is important because not weryone who experiences a trauma dwelops
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the same negative cognitions. Research consistently shows that negative cognitions differ

based on the trauma orperie,nced; individuals who experience an interpersonal traumahave

mone seyeFe negative cognitions than individuals who experience a non-interpersonal

tauma (Cromer & Smyth, 2010; Foa, Ehlers d d., 1999; Mtiller et al., 2010; Startup,

Makgekgenene, & Webster, 2007; Su & Chen,2008). As negative cognitions are affected

by hauma t1rye, it is important to understand so that we know which negative cognitions

may be of particular focrrs during Eeatnent.

Research has clearly defined the connec{ion between PTSD and distorted thoughts:

individuals diagnosed with PTSD have more sEvere negative cognitions than individuals

who do not have PTSD (Agar, Kennedy, & King, 2006; Beck et a1.,2004; DaieGabai et

al., 2011; Foa, Ehlers d d., 1999; Matthews, Harris, & Cumming,2009; Mtiller et al.,

20l0;PfuwzBenltez, Zlotnick, Gomez, Rend6n, & Swanson,20l3; Startup d d.,2007; Su

& Chen, 2008; van Emmerik et al., 2006). Even when comparing individuals with differing

PTSD diagnostic criteria (e.9., without PTSD, subthreshold, or with PTSD), individuals

with PTSD had the most seve,re negative cognitions and non-significant difference was

reported in other diagnostic categories (Beck d d., 2004; Foa, Ehlers d d., 1999; van

Emmerik d d., 2006). Howwer, the association between distorted cognitions regarding

self-blame and PTSD diagnosis is unclear. For example, some studies found an association

in victims of abuse (Foa, Ehlers d d., 1999) and victims of accidents and natural disasters

(Sun & Chen,200E), while other studies did not find this association in samples of motor

vehicle accidents (Bock ef al.,20M) and victims of accidents (Matthews et al., 2009). There

is a significant association betrree,n negative cognitions and PTSD diagnosis and thus the



39

current study seeks to examine and extend these findings to a larger number of women

victims of abuse committed against them by their husbands with PTSD.

Evidence has revealed a robust positive association between negative cognitions

and PTSD severity in cnoss-sectional studies (Blain, Galovski, Elwood, & Meriac, 2012;

Buodo, Novara, Ghisi, & Palombq 2012; Carek, Norman, & Barton, 2010; Constans et al.,

20t2;Daie-Gabai d d., 20ll; Foa, Ehlers d d., 1999; Su & Chen, 2008; van Emmerik et

a1.,2006).

Among traumatized individuals, the level ofPTSD swerity is mostly influenced by

how swere their negative cognitions are about thernselves (not including self-blame) and

the world (Agar d d., 2006;Beck et a1.,2004; Bryant & Guthrie, 2005; Bryant & Guthrie,

2007; Buodo d d., 20121, Cromer & Smyth, 2010; Field et al., 2008; Moser, Hajcak,

Simons, & Foq 200.7; Mtiller et al., 2010; Startup d d., 2007). Further, it was found that

higher dysfuttc'tional thoughts about the self are the shongest predictor of severe PTSD

over and above other variables such as ge,nder, depression, and other negative cognitions

(Blain d d., 2012; Bryant & Guthrie, 2005; Bryant & Guthrig 2007; Field et al., 2008;

Moseret a1.,2007; Startup d d., 2007).Howwer, the link ofnegative cognitions with self-

blame, trauma type, and PTSD swerity is unclear. Among individuals with non-

interpersonal trauuras, there is a weak or non-significant association between self-blame

negative cognitions and PTSD swerity (Beck d d., 2004; Field et al., 2008). Yet, this

relationship exists in interpersonal frauma samples (Foa, Ehlers et al., 1999; Miiller et al.,

2010; Startup et al., 2007).

A longitudinal research has also indicated a robust association between negative

cognitions and PTSD swerity in samples of firefighters (Bryant & Guthrie, 2005; Bryant
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& Guthrie, 2OO7), rqiury strvivors (O'Donnell, Elliot, Wolfgang, & Creanrer, 2007), and

mixed trauma survivors (Shahar, No5rman, Schnidel-Allon, & Gilboa-Schechfinan, 2013).

In particular, distorted beliefs related to the self are the sfiong daerminants of having

ssyere PTSD over time. In sum, a clear connection is found between negative cognitions

and PTSD. Howwer, further testing of this relationship is warranted to better turderstand

and improve our knowledge about how negative cognitions impact PTSD swerity over

time.

Arsessing Negeffve Thoughh and Beliefs

Although the theoretical models highlighting the role of negative cognitions in

PTSD may differ, there is one general commonality: negative cognitions appear to be a

firndamental factor in the etiolory, maintenance, and persistence of PTSD. It is necessary

to examine how negative cognitions are assessed. Directly assessing negative cognitions

determines not only what negative cognitions an individual may have after experiencing a

Eaumq but can also show change in negative cognitions through the course of teatment.

Measures, zuch as World Aszumptions Scale (WAS; Janoff-Bulman, 1989), the Personal

Beliefs and Reactions Scale (PBRS; Resick, Schnicke, & Markway, l99l), and the

Posttraumatic Cognitions Inventory (PTCI, Foa, Ehlers, Clark, Tolin, & Orsillo, 1999), are

needed in order to empirically test theories such as, theory of shattered assumptions

(Janoff-Bulman, 1989; 1992), emotional processing theory (Foa & Riggs, 1993; Foa &

Rothbaum, 1998), and the cognitive paradigm of PTSD (Ehlers & Clarlq 2000).

Posttraumatic Cognitions Inventory @TCI, Foq Ehlers, Clark, Tolin, & Orsillo,

1999) is currenfly the preferred assessment tool for capturing the various aspects of
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negative cognitions that are specifically related to PTSD. It consists ofNegative Cognitions

about Self, Negative Cognitions about the World, and Self-Blame subscales.

Negative thoughts about the self: Incompetence and leck of control. Negative

beliefs regarding one's incompetency and decrcased self-conhol have found to be

significant in the assessment of firnctioning after e>rposure to trauma. "f am a weak person"

and *If I think about the trauma, I will not be able to handle it," are PTCI items that measure

negative self-beliefs. PTSD, anxiety, and depression have been linked to these thoughts

implying that that this particular tlpe of dysfunctional thinking is associated with multiple

negative e,motions (Beclq Coffey, Palyo, Gudmundsdottir, Miller, & Colder, 2004).

Self-blame. Dysfunctional beliefs about self can lead to feelings of responsibilrty

and self-blame. Many items in the inventory such as "The event happened because of the

lnay I acted," are used to measure such cognitions.

Negetive thougltts about the world: I)anger. Perceptions regarding the

dangerrousness of the outside world arc among the thoughts and beliefs that emerge after a

haumatic incide,nt. The items in PTCI such as "The world is a dangerous place" and "You

can never know who will harm you," can be used to assess these cognitions. These beliefs

have been related to PTSD, anxiety and depression indicating that they are not specific to

any single unpleasant feeling. It appears natural that certain negative e,rrotions such as fear,

anger, depression and rurhealthy coping styles such as social isolation, insistence on

carrying a weapon when leaving the house and so on maybe related to generalized feelings

ofthreat and danger.
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Narretive Exposure Therepy: A short-term treafuent for Treumetic Stress Disorder

Schauer, Nzun€r, and Elbert Q002) inhoduced an evidence-based therapy for

multiple traumas triggered by domestic, sexual, organized violence or assault, conflict,

natural disasters, or war calld Narrative Exposure Therapy (NET). The Narrative

Exposure Th*py is based on Testimony Therapy and Cognitive Behavioral Therapy and

it explore.s the same psychological etiology used by other exposurc therapies namely the

modification of the autobiographical mernory dysfunction and the fear response

habituation.

The goal of NET, at its most basic lwel, is to malce the process of dtering

fragmented autobiographic meinories about the haumatic incident into a meaningful

narrative much easier. Dishessing enrotions are waluated in a supervised mann€r during

the process of e,motional r€covcry.

The client is engaged in constucting a chronological narrative of his/her life,

directed by the therapist, with a particular emphasis on the time and place of frauma. During

this process, the therapist will ask the client to explain in depth their observations, thoughts,

e,rnotions and all physiological responses to the tragic errent while maintaining a relation to

the present. Constant rerrinders are given in tenns of the fact that the reactions being

discussed by the client are connected to a period of traumatic incident. The therapist

documents this this description as a nqcessary condition for the composing of the

autobiography. In conventional exposure intervention, the therapist insfiucts the clients to

reflect on the most shessful incident of their lives. On the on the hand, NET focrrses on all

fraumatic incidents assuming that in complex fraumq people have experie,nced similar

extreme forms of multiple haumas. As a consequence, concentrating on any one of these
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tragmas might not be practical or syen therapeutic. This also aims to improve an

individual's seilrc of personal identity throughout his or her life even through the most

distnessing life events. After the biography is formed, the therapist and the clie'nt rwisits it

to obtain a cleaner picture of interactions as well as actions and cognitions that are

experie,nced as a rearition.

Besls of Nerrative Exposure Therapy. Human perception is generally believed

to be influencd by perceptions of anousing wents that have happened in the past and is

also thought to be influencd by e,lrcotrntering the stimulus directly. The memory is not just

a snapshot of the historic incidence but a dynamic composition of the real errent and the

meaning assigned to it particularly in the case of taumatic event. This affects person's

menrories, feelings and behavio,ral responses to the qrtent that the person might experience

soyene and persistent discomfort, etven if the danger is in no longer present. This, in hrrn,

causes the dwelopme,nt of hot and cold me,rrories. When recalled by a person, the term

"cold memories" refers to recollections that are meaningful, tue, organized significant

and does not cause severe discomfort. Cold mernories are specific to various events that

happened in a person's life and are arranged in various phases, each phase being more

specific than the previous one. "Hot memories," on the other hand, are traumatic,

dishessing, scatte,red and unrelated to the actual went. Another negative feature of such

memories is their p,roclivity for being ac'tivated by sensory or environmental cues which

then stimulates the person's fear response to a stimulus that have already occurred in the

past. NET aims at rearranging and restructuring of a fragmented representation ofmemory

from the person's life history, therefore improving the coding of the declarative

autobiographical memory (cold memories) and assigning a terrporal and spatial meaning
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to haumatic eve,lrts. The traumatic incidents are repeated until the individual's arousal level

is considerably decreased. This does not imply that the significance of traurratic eve,nt's

meaning is ignored, rather, it is modified in a manner that helps the person to interpret the

incident more realistically and respond to it in a less distressing way (Schauer, Nzuner &

Elbert,2002)

Structure of Nerretive Exposure Therepy. Sessions of Narrative Exposure

Therapy can take place at least onoe a week, with no more than a fortnight between them.

Each session is normally 60-120 minutes long. The session begins with psychoeducation

which e,ntails providing information about the procodure and purpose of the therapy.

Followed that the client gives his or her informed consent to the therapist. The lifeline is

formed in the first session. This is done with the help of a rope that represents the client's

life from birth to the present. To represent the future, a part of the rope is left uncoiled. The

person then narrates his/her life history in a chronological order. On the lifeline, symbols

such as flowers for pleasant wents and stones for unpleasant or stnessful events are used to

dqict life errents. This first activity is crtrcial for establishing a relationship betrreen the

therapist and the client as well as for determining the number of sessions needed. Following

that, with a special emphasis on the taumatic incidents, the person's life story is narrated.

When explaining the episodes of traumq the person is advised to begin by giving a general

background of the eve,nt while considering an environme,ntal, physical, cognitive and

behavioral perspective in view. The real incide,nt is the,n investigated in daail with the

therapist guiding the patient to engage himselflherself in the description for a period of

time considered long enough to enable habituation while keeping a link between past and

prresent. Aft€r exposure to the incident, the patient is asked to continue telling the story of
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his/her life until the arousal is visibly roduced, so that the session can be ended at that point.

The therapist, befireen the sessions, compiles the narrative and finds the areas that need to

be explored firther. The narrative is read to the client at the start of the next session which

acts as another opportunity for disclosure. It may take multiple sessions and narrations for

the person to have areduced reqrcnse to the incident. This process continues until the next

traumatic event appearc on the lifeline. Therapy will end with a special focus on the hopes

and expec'tations after all haumatic wents have been addressed and a complete testimony

from the individual has been obtained. For legal proceedings and history purposes, the

patient is provided with a copy of testimonial (Schauer, Neuner & Etbert ,2002)

Rationale of the.Pdy

Within their families and in their homes where women and children should be

safest, they are often in great danger. For most of the women and children, 'home' is a

place where they are exposed to organized viole,nce and abuse perpetrated by someone they

should tnrst. Victims are both physically and psychologically harmed. From the fear of

more consequences, they are not able to make their own choices, express their own views

or secure thernselves and their children. fire persistcnt threat of violence dmies their

human rights and robs them of their livelihood. Domestic viole,nce refers to viole,nce

perpetrated by husband or meurbers of the family, regardless of where it occurs or in what

manner.

There has been an increased focus on the issue of violence inflicted by the husbands

on their wives throughout the world as it is a serious and perrrading issue for both the

individuals and the wider community. As highlighted by the research on its frequenry and

prwalence, the global dimensions of this violence are startling. The ctrrent sfudy also
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explored the association of sociodemographic factors with husbands' violence keeping in

view their significance in the causation of husband's violence. Various studies have

hightighted the importance of sociodemographic correlates in husband's violence. For

orample, Ali, Asad, Morgen, and Krantz (2011) conducted a study on a sartple of wome,n

living in urban areas of I(arachi to assess the nature and exte,nt of various tlpes of wife

abuse and their relationship with sociodemographic variables. It was found by the study

that self-reported past year and lifetime prevalence of physical violence was 56.3 percent

and 57.6 respectively; for sexual assault, the figures were 53.4 percent atd 54.4 peroent,

and for psychological abuse the figures were 81.8 percent and 83.6 percent. Likewisg

Bano, Zafar and Rahat (2021) in a study reported that around l0% of ever-married fernales

aged baween 1549 yearc in Pakistan had orperienced intimate partrer violence during

pregnancy in lifetime. The women who were in poverty, tureducatod" unemployed

experienced higher violemce by intimate partner. Intimate partner violence during

preglancy was significantly associated with residence in rural areas, having husbands who

were une,nployed and consumed alcohol.

No society can claim to be free of such violence, the only distinction between

countries and regions is in the patterns and fiends that prwail. Historically, females

remained victims of violence all over the world in general and Pakistan in particular.

According to survey conducted by Sheikh (2000) on the prevalence and types of domestic

abuse carried out by husbands, 100 percent of males admitted to "ever screaming or

yelling" at their wives even while pregnant. Thirty two percent of males confessed slapping

their wives, and77 percent admitted to wer engaging with them in coercive sex wittr ttrerr.

Rabbani, Qureshi and Rizvi (2008) concluded in a study that in Pakistan, family structure,
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lack of legal assistance, gender discrimination and inequality, women's social status and

their financial dryendency on the male frrnily members are significantly correlated with

farnily violence.

The family is considered a private place where outsiders are not allowed to interfere

even in the serious matters. Violence against women is usually committed by males who

are stict and belierre in the patriarchal dominance of the family. As it was hidden behind

the closed doors therefore it was not investigatd for years and there is a scarcity of

ernpirical data about the issue of non-reporting of the violence perpetrated by husbands.

As a result, girls and women in Pakistan are still experiencing higher levels of

discrimination and malheatnent. Women are insecure in their ovm homes and face

domestic and cultural forms of violence like wife abuse, acid throwing, stove-burning,

honor killings, exchange marriages, vani and bride price etc.

Pakistan does not have a literature which shows the involvement of women in

domestic violence against women. This is an indication which shows that society keep a

blind eye to this issue. This is the reason that despite of growing awareness and discourse

on the issug the issue re,mains in the society and this could be one of the reasons behind

the under reporting of the issue. If the issue is to be rooted out, there is a great need that

female to fernale violence should be grven €qual importance as the male to female violence

has always been given.

The overall scope of this research is broad in a sense that its main focus is on

identification and intervention of intimate partner violence which has eclipsed the lives of

many women in Pakistan. Vindya and colleagues (2001) stessed that there is a need for
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more researches on women and gender relations in South-Asian countries because ptogrqss

in this region is closely associated with women dwelopment. This research comprised of

three distinct studies with special errphasis on identification and prwention of family

violence against women will be a noteworthy conhibution.

Alpert d al (2002) expressed that in view of high incidence rate and impacts of

abuse on physical, psychological and sexual health of women, it is expected that nearly

every healthcare professional may come across domestic abuse during his or her

professional life. Prerrious research has identified that women were very frequently visit to

hospitals for their proble,ms related to abuse but they did not disclose presence of abuse in

their marital relations nor did healthcare providers commonly ask thern about that

possibility (Sagot, 2005). Similar kinds of problanrs are faced by women in Palristan who

frequenfly tolerat€ violence in theirmarital lives. The,re is a strong need to dwise tools and

interrrentions to identify violence committed by husbands against their wives. Public

interest and awareness about the issue has risen as a rezult of efforts and work done by non-

governmental organizations, print and elechonic media in Pakistan.

This research will be a noteworthy conhibution in the field of research on husband

inflicted violence against women in South-Asian region. Being a Pakistani woman and

living in a taditional society, the researcher has noticed that women in this society have

always been considered as subordinate or inferior. Women face all forms of violence by

their husbands. Their sufferings continue in form of short-tenn and long-term impacts on

physical and psychological well-being. Being a student of psycholory, the researcher

shongly believe that it is her professional and moral duty to work on this important issue
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which has indented the lives of many Palcistani women. It is an atterrpt to improve

ever]''day living of women in our society.

lAe current study particularly targeted the hidden and forgotten dilerrma of

violence against women committed by their husbands. While reliable statistics are hard to

oorne bn shrdies estimate that women around the world experience betrreen 20 and,50 o/o

of physical abuse at the hands of their husbands or family me,mbers. Intimate partner

violence itself a traumatic experience and existing body of knowledge confirmd PTSD,

e,motional numbing, and otherpsychiahic syrrptoms among women who face wife abuse.

An alarming increase in the o@urr€xrce and the hazardous effects of husband's

violence initiated the crrrent study to exanrine the therapeutic aspect of issue. The unique

aspect of the current study was to examine whether Narrative Exposure Therapy will be

effective in teating Eaumatized women victims of intimate partrer violence. Although a

numerous researches have demonstated the prwalence of PTSD among natural disaster

survivors such as those of an earth quake, tsunami, hurricane and tlphoon, very few have

examined PTSD among wom€n victims of violence within intimate relationship. So far,

the current research will be the first in Palcistan to examine the efficacy of Narrative

Exposure Therapy among taumatized women victims of husband's violence. The

researcher hopes that the results of the study will be helpful in many ways. Narrative

Exposure therapy will be provided to women victims of intimate partrer violence which

will help them recover from the Posttraumatic Stress Disorder.

The findings of the study will be valuable for counselors, mental healttr

p,rofessionals, psychotherapists and social workers working with women victims of
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intimate parfirer viole,lrce by providing relwant information. The study will also

enoourage researchers to investigate NET as well as other psychotherapies in the field of

family violenc,e. Generally, it will play an important role in adapting, dweloping and

using NET in Pakistani context. Examining intimate parftrer violence against women

sensitively from various aspects, the current study will hopefully highlight the

discrepancies acrcss the studies and fill the research gaps. Above all, as its core objective,

the research findings will definitely contribute to address the issue of violence inflicted

on women by their husbands in a distinct way.

The goal of present research was integrating psychological rehabilitation of

tauma survivors with issues of human rights and dignity on social, academic, and

political levels. Therefore, it is of uhnost importance to listen to the voices of women on

iszues partiorlarly related to females. The present study was planned in such a way that

it allows full orpression to their wide range of experiences from their perspec'tive by

giving "voice" to women. At the same time, this research is also written such that it is

available to engage merrbers of general public. Since storytelling and narration are

practices shard among all of humankind and NET can be tailored to any culture,

therefore, NET was selected to be tested in the prese,nt study by the researcher.
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Objectives

l. To investigate the association between violence committed by husbands against

their wives, posthaumatic stress disorder and negative cognitions.

2. To evaluate the efficacy of Narrative Exposure Therapy among traumatized

women victims of husbands' violence.

3. To oramine the differenoes on the basis of sociodemographic variables with

viole,lrce committed by husband.
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METHOD
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Chepter-II

Method

Receerch Design

The current study was a Quasi-Experimental Control Group Pretest-Posttast design

with inha and inter goup comparisons over time. Current study was completed in the

following three phases:

Phase I consisted of the following stqs:

Step t Translation of the instnrments into Urdu language.

Step II: Pilot Testing of translated instruments.

Step III: Cross-Language Validation of translated instruments.

Step tV: Establishing Psychometric p,roperties of Urrdu Scales.

Phase II was based on the following steps:

Step I: Screening out of traumattzd,womql victims of husband's violence.

Step II: Exploring the relationship and differences between sociodemographic

variables and husband's violence.

Step III: Pilot study to examine efficacy of Narrative Exposure Therapy among

traumatized women victims of husband's violence.

Phase III: Main Study: Examining efficacy of Narrative Exposure Therapy on a larger

sample oftaumatized women victims of husband's violence.
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Step I: Trenslation of Scdes. St€,p I was canied out to translate PTSD Checklist

forDSM-5 (PCL-S) and Posttraumatic Cognitions lnventory (PTCD into Urdu.

Instruments

PTSD Checklist for DSM-5 (PCL-S). PCL-5 was dwelopd by Weathers, LiE,

Keang Palmieri, Marx and Schnurr in 2013 to assess 20 symptoms of PTSD based on

DSM-5 criterion. The PCL-5 has multiple us€xr such as monitoring symptom change during

and after the treatment screening individuals with PTSD and malcing provisional

diagnosis.

The checklist consists of four domains of PTSD given by DSM-5: Reexperiencing,

Avoidance, Negative alterations in cognition and mood and Hyper- arousal. The total score

indicates the seriousness of the slmrptoms that can be calculated by adding the scores for

20 ite,ms. The scores range from 0-80. These scores range between 0 to 5 on a Likert scale

where 0= Not at all to F Exherrely. Higher scores represent higher swerity. For making

provisional diagnosis, the cut-offscore is 38. For observing change in symptoms over time,

l0-point change is required to be considered a clinically significant change in syrrptoms

(seeAppendix-H)

Posttraumetic Cognitions Inventory- PTCI. Postfraumatic Cognitions Inventory

(PTCD dweloped by Foa and Ehlers (1999) was used in the present research to assess

postfraumatic cognitions in women victims of husband's violence. PTCI consists of 33

stateme,nts about negative cognitions sconed on Likert-t1rye rangrng filom I (tonlly

dhagree) to 7 (totaily agree). The scores range from 33-231. PTCI has three subscales

measuring Negative Cognitions about the Self, Negative Cognitions about the World, and



54

Self-Blame. Higher soones represent higher levels of dysfunctional thoughts (see

Appendix-I).

Procedure

Trensletion into Urdu Lenguege. Translations were produced by six bilingual

hanslatols, who have target language as their mother language. Experts were briefed about

the rationale of the research. Two of the fianslators were psychologists while the other four

were native speakers of the target language. It was requested to the translators to

concenEate on conceptual rather than literal elements while franslating the staterrents.

They were also asked to propose alternatives to ite,ms which they observed as irrelevant to

Palcistani culture.

Committce Approech. Six members of the committee cautiously examined the

hanslations and identified the discrepancies betrreen the original version and the hanslated

version. The committee selected the most suitable and relwant hanslations done by the

experts.

Beck Transletion. Back-translation is just one of the ten steps in the questionnaire

translation prooess. In short, these are:

1) preparation;

2) forward fianslation, done simultaneously by two independent translators;

3) forward tanslation reconciliation, whereby the forward hanslations are

compared and merged into one by either one of the forward hanslators or an independent

franslator;
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4) back-translation, done independently by two hanslators who do not have access

to the source tort;

5) back-translation rwiew, performed by an expert who compares the back

hanslations with the original text, identifies disc,repancies and discusses with the hanslator

who did the reconciliation if any changes neod to be made;

6) harmonization, whereby back nanslations of a number of language versions are

compared to achieve a consistent approach in addressing translation issues;

7) pilot testing on a small goup of subjects;

8) rwieru of pilot testing results and finalization;

9) proofreading; and

l0) final report, that documents all the steps of the hanslation prcoess for the

client (Wild et aI2005).

In the present study four independent tanslators (n--4) blind to the original Englistr

version translated the target language version of the instrummts back to English.

Conceptual, rather than literal translation of the items was the focus of translation.

Committee Approech.A group of fivebilingual experts (n:5) critically examined

and finalized the items from back hanslation. fire following criteria must be considered in

selecting the bilingual experts (Haurbleton & Patsulq 1999):

a) Proficiency in both languages.

b) Familiarity with both cultures.

c) Proficiency in the subject matter tested, and

d) Itern writing orpertise.
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The daails about the qualification of orperts are given below:

1. One Associate Professor in English from Islamabad College for Girls, F-612,

Islamabad.

2. Two Assistant Professor in Psychology from International Islamic University,

Islamabad.

3. Two Assistant Professors in English from The University of Haripur, KPK.

The me,urbers after having consensus on the accuracy and appropriateness of the

statements decidd that adaptation was not required for any statenre,nt.

Step II: Pilot Tecting of Transleted Sceles

Objective

step-Il was carried out to examine the clarity and relerrance of the translated scales

in the clinical sample.

Semple

Twenty psychiatric patients with Posttraumatic Stress Disorder (iV=20) including

males (z=13) and females (n47) were presented the Urdu hanslated versions of PTSD

Checklist for DSM-5 (PCL-S) and Posttraumatic Cognitions Inventory-PTCl. The sample

was taken from different government and private hospitals of Islamabad and Rawalpindi

(see Appendix-A). To determine test-retest reliability, the scales were again administered

to the same respondents after 2 weeks.
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Teble I

Alpha Reliability Coeflicients and Test-Retest Reliability $PISD ChecHistfor DSM-S and
Posttraumatic Cognitions hn'entory N=20)

Scales No. of Items
PTSD Checklist for DSM-5

Reexperiencing

Avoidance

Cognition/Mood

Arousal

PostEatrmatic Cognitions Inventory

Self

World

Self-Blame

20

5

2

7

6

33

2t

7

5

0.85 0.77

0.79 0.76

0.75 0.69

0.80 0.73

0.70 0.74

.0.83 0.76

0.77 0.70

o.il o.tr

0.71 0.66

Note. +f<.01

Table I indicates the findings that the reliability of PCL-5 was 0.85 and PTCI was

0.83. Test- retest reliability was also established. The results showed that there was a

significant correlation (r = 0.77, p< .01 and r = 0.76, p<.01 for PCL-5 and PTCI

respectively) betrnreen the two adminisfrations of the scales. Test-rete.st reliability of

subscales was also calculated which indicates that all subscales of both the scales have

signi fi cant correlation.

The findings rerrealed that respondents had no difficulty in answering the

stateme,lrts. All the statements in the translated scales were found to be appropriate and

relevant to Palcistani culture by the respondent
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Step III: Crocs Lenguege Vdldation of trensleted scales. For cross-language

validation following objectives were formulated:

Objectives

l. To daermine cnoss language validation of PTSD Checklist for DSM-5 (Weathers

d d., 2013) and Posthaumatic Cognitions Inventory-PTCl ((Foa et al., 1999).

2. To e.stablish Test-Retest reliability of Urdu versions of PCL-5 and PTCI.

Semple

A sample of (JF300) manied wom€,ll aged 18-50 years was recnrited fnom various

re.sidential areas of Islamabad and Rawalpindi to determine psychometric properties of the

research instnrments.

Procedure

The participants were split into Groupl and Group 2. There were 150 (n:150)

participants in each group. The original English inventory was given to Group l, while

hanslated Urdu version was given to Group 2. After a two- week period, the same sample

of respondents were tested again but this time in a different way with Group I and Group

2berngsplit into groups la and lb and Zaand2b respectively, each gFoup consisting of 75

respondents. The original English inventory was given to groups 1a and 2a, while the Urdu

hanslated version of the inventory was given to groups lb and 2b. Following figure

explains the procedure of group division and adminishation.
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Figure l: The figrre rcpresents the distribution of sample for step - III

Procedure

The data was collected from 300 manied women living in lslamabad, Rawalpindi

and Haripur. The rresearcher briefly explained the main objectives of the study to the

respondents. Volunteers were recruited for the present research after taking their consent.

Confidentiality ofinformation was ensured to the participants by the researcher. They were

requested to select the best suitable option after going through the instructions carefully.

The respondents completed the task in approximat ely 2}minutes.
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Teble 2

Cross l-angwge Yalidation and Test-Retest Reliability of PTSD Checklist for DSM-S

(N:300)

Groups l*Administration 2nd Adminishation

I

II

m

TV

75

75

75

75

English

English

Urdu

Urdu

English

Urdu

Urdu

English

.70

.69

.73

.72

*y<.01

Table 2 indicates siguificant correlation (p<.01) between PTSD Checklist for

DSM-5 Urdu and English versions which ranges from .73 (Urdu to Urdu) to .70 (English

to English).



Table 3

Cross Langruge Validation and TestRetest Reliability of Posttraumatic Cognitions

Inventory N:300)

I'tAdministration 2nd Administration

I

II

ilI

ry

75

75

75

75

English

Englistr

Urdu

Urdu

English

Urdu

Urdu

English

.65

.79

.82

.68

**p..01

Table 3 indicates significant correlation (p<.01) between Posttraumatic Cognitions

Inventory (PTCD Urdu and Posttraumatic Cognitions Inventory (PTCD English versions.

The correlation coefficient ranges fiom .82 (Urdu to Urdu) to .65 (English to English).



62

Step IV: Estrblishment of Psychometric Properties of Urdu sceles

Obiective

To determine psychometric properties of Urdu version of the instume,lrts.

Sample

To determine psychometric p'roperties, the instruments were given to 300 married

women. The data was collected from different residential localities of Islamabad,

Rawalpindi and Haripur. The age of the participants ranged from 18-50 years.

Instruments

Psychometric properties of the following scales we,re estimated:

1. Urdu version of PTSD Checklist for DSM-5 (PCL-S)

2. Urdu version of Posttraumatic Cognitions Inventory @TCI).

Procedure

A permission letter was issued on the behalf of Department of Psychology,

International Islamic University, Islamabad for data collection (Annexure-A). The

respondents were briefed about the purpose of the research. They were asked to follow the

instructions about the questionnaire carefully. Convenient sampling technique was used

for data collection. Participants wene thanked by ttre re,searcher for their cooperation after

completing the questionnaires.
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Results

Teble 4

Prychometric Properties of PCL-S Urduversion and PTCI U'duversion (N:300)

Scales M

Range

^SD c Potential Actual Skew Kurt
PCL5
Reexperiencing

Avoidance

Cognition/Mood
Arousal
PTCI

Self
World
Self-Blame

4t.62 11.03.83
t7.t 6.3 .80

9.46 l.2l .70

29.51 5.47 .82

r8.8r 7.81 .79

208.7 6.38 .80

62.80 14.35 .81

19.81 8.92 .76

17.71 6.80 .6s

-.021 -.89

-.056 -1.50

.08 1.20

-.2t1 -1.21

.065 1.60

.29 1.36

.29 1.22

-.063 -1.80

.069 r.98

64

l4
5

2t
20

210
128

37

29

80

20

8

28

24

23t
147

49

35

20

5

2

7

6

33

2t
7

5

Note. PCI-5: Posttraumatic Str€ss Disordcr Checklist for DSM-S, PTCI= Posttraumatic Cognitions
Invcntory

Table 4 shows mean and standard deviation of Posttraumatic Stress Disorder

ChecHist (PCL-5) and Posttraumatic Cognitions Inventory GTCI). The reliability analysis

for each measure was carried out using Cronbach Alpha PCL-5 has a reliability coefficient

of 0.83 which is quite satisfactory. The reliability coeffrcie,nt of the zubscales of PCL'5

were also calculated which came out to be 0.80 for Re-experiencing, 0.70 for Avoidancg

0.82 for Cognition/Ivlood and 0.79 for Arousal. The reliability coefficient of PCTI is 0.80.

The reliability coefficient for the subscales of PTCI was 0.80 for Self, 0.76 for World and

0.65 for Self-Blame. Overall, both scales have satisfactory index of reliability.
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Table 5

Item Total Conelatiow of Urdu Yersion of PTSD Checklistfor DSM-S (N:300)

Item No. Corrected Itenr Total Correlation

I

2

3

4

5

6

7

8

9

10

11

t2

l3

t4

15

16

t7

l8

19

20

.45

.35

.60

.40

.51

.37

.38

.49

.34

.38

.3E

.40

.59

.4

.36

.42

.38

.45

.43

.31

Table 5 indicates iterr-total correlations for 20 iterns of PCL-5 Urdu version. It is

clear fi,om the results that there is a positive correlation between all the ite,lns of the scale

and the total score.
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Item Total Conelations of Urdu Yersion of Posttraunntic Cognitions Inventory (N--j00)

Item No. Corrected Item Total Correlation

I

2

3

4

5

6

7

8

9

l0

ll
t2

13

t4

l5

l6

t7

18

19

20

2t

22

23

24

25

.35

.40

.42

.40

.43

.35

.33

.43

.31

.32

.38

.42

.43

.36

.33

.42

.36

.41

.45

.37

.39

.35

.35

.34

.37

Conlinued.......
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Itern No. Corrected Item Total Correlation

26

27

28

29

30

3l

32

33

.39

.33

.36

.4t

.38

.35

.40

.40

Table 6 indicates iterr-total correlations for 33 items of PTCI Urdu version. It is clear from

the results that there is a positive correlation between all the items and the total score of the scale

and measuring the same constnrct.
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Discusslon

Keeping in view the main purpose of the ctrrent research that is to examine the

efficacy of Narrative Exposure Th*py among traumatized women victims of husband's

violeirce, it was decided by the researcher to translate and validate PTSD Checklist for

DSM-5 (Weathers d d., 2013) and Posttraumatic Cognitions Inve,ntory (Foa et al., 1999)

for screening out traumatized women victims of husband's violence. After reviewing

literature, it was noticed by the researcher that the positive relationship between PTSD and

negative cognitions is logical; as increase in PTSD symptoms may lead to higher levels of

negative cognitions in individuals which could in return may affect the outcome of

therapeutic intervention. The researcher also found out that in Pakistan, there are very few

studies conducted on the waluation of thoughts and beliefs that are developed after a

traumatic event. In addition, testing and evaluation efforts in this field are currently facing

a serious shortage. As a result, the aim of this study was to tanslate and validate

Posthaumatic Cognitions Inventory (Foa et al., 1999) into Undu language to identiff and

restructre dysfunc'tional beliefs so that the effrcacy ofnarrative er(posure therapy could be

enhanced.

The research was carried out in three different phases. Six bilingual orperts

independently translated the questionnaires into Urdu language in phase I. Four different

experts worked on the back hanslation. Committee members finalized the statements and

no differencesbetween the translated and original inventories were found bythe committee

membe,ls. The final hanslated version of PCL-5 and PTCI were also administered to the

clinical sample to check clarity and relevance of the content. The results indicated that

participants have no diffiarlty in understanding the statements. Cross language validation
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and psychometric propertie.s of the scales were assessed on a larger sample 300 married

females who were divided into four groups in step III. The results showed appropriate and

satisfactory psychometric properties yielded by the instruments (see Table 4). Analysis of

consiste,ncy (Table 2 & 3) and item-total correlations (Table 5 & 6) indicated that the

instruments measure what they claim to measure (Anastasi & Urbane, 1997).

According to the findings of this research, the tanslated Urdu version of the scales

can be used as a sound base for dweloping local instnrments. The present study suggestod

that in future studies, items of PCL-5 and PTCI can be expanded and modified while taking

into account the crrltural background of Pakistan. On flre basis of overall results, it can be

said that both scales have been translated accrrately and cross language validity has been

established satisfac'torily. The instruments are ready to use in a variety of settings including

clinical setting with confidence.
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Phese II: Phase II of the study consisted ofthe following steps:

Step I: Screening out women victims of husband's violence with PTSD and

exploring the relationship and differences between sociodemographic variables and

husband's violenc,e.

Step Ift Pilot Study to examine the efficacy of NET among women victims of

husband's violence with PTSD.

Step I: Screening out women victims of husband's violence with PTSD end

exploring the relationshlp and dllferencec between sociodemogrephic varlebles end

husbendts violence.

Obiectives

Following objectives were formulated for this phase:

o To scre€n out women victims of husband's violence with Posttraumatic Stress

Disorder for therapeutic intervention.

o To assess overall prwalence of violence committed against womql by their

husbands.

o To explore the differences on the basis of sociodemographic variables in abused

wom€,lr.

o To find out relationship between sociodemographic variables and husband's

violence.
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Hlpotheses

Following assumptions were formulated about the findings of the present study:

l. Higher rates of violence will be reported by women in younger age than older women

as measured by lGrachi Domestic Violence Screening Scale (KDVSS-U).

2. Husbands belonging to older age groups will more likely to commit violence against

theirwives as crmpared to younger grcup.

3. Wome,n with low lerrel of education will face more violence committed by husbands as

compared to highly educated wome,n.

4. Husbands with low level of education will inflict more violence as compared to highly

educatod husbands.

5. Housewives would more likely to report violence committed by husbands as compared

to working women.

6. Employed husbands would less likely to commit violence against their wives as

compared to unemployed husbands.

7. Husbands with higher income will inflict less viole,nce as oompared to husbands with

low level of income.

8. Husband inflicted violence will be high in later years of marriage as compared to early

years.

9. Husband inflicted viole,nce will be high in women with more children as compared to

women with less number of children.

10. Higher rates of abuse will likely to be reported by women who live in joint families as

compared to women living in nuclear families.
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Sample

For the screening purposg data was collected from various governmqlt and private

healthcare seirrices centers, hospitals and residential localities of Islamabad, Rawalpindi

and Haripur. Purposive sampling technique was used for the present study. Only those

women were included in the sample who were currently in a marriage and experiencing

violence by their husbands with age range from 19-55 years. Widowed, separated and

divorced women were excluded frrom the sample. A total 800 of forms were distributed

among women for the current study. Forms with incomplete information were rejec'ted by

the researcher. The entire sample therefore consisted of 656 women belonging to various

ag€ groups, socioeconomic classes, oducational qualifications, both joint and nuclear

families wittr a wide range for years of marital relation and number of children (See Table

7&8).

Operetional Delinltions of Demogrephic Veriables

Following categories of demographic variables wetre established to conduct

analysis and prese,nt findings of the study:

Age: Age groups were combined into fotr categories forthe current study.

Very Young Group: 16 years to 25 years; Younger Group: 26 years to 35 years;

Middle Group: 36 years to 45 years; Older Group: 46 years and above

Educetionel Levels: Categories were combined for both husband's and wife's

educational lwels.

[.ower Educational Levels: Illiterate and Primary

Middle Educational lgrels: Secondary, Matric and Intermediate

Higher Educational Levels: Graduate, Master and Professional
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Employment Status for lYomen:

Non-Professional Status: Housewives

Professional: Paid Employee

Employment Stetus for Husbands:

Employed and Unemployed

Femily Monthly Income: Family Monthly Income was divided into five categorie.s:

10,000 - 25,000

26,000 -41,000

42,000 - 67,000

68,000 - 83,000

84,000 & above

Number of Children:

Less Number of Children: 3 or less than 3 children

More Nurnber of Children: 4 children and above

Years of Marriage: Years of marriage were combined to form following categories for

the prese,nt study:

1 -5 years; 6- 10 years;

1l - 15 years; 16-20 yeas;

2l -25 yearc; 26 -30 years;

31 years and above
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Insfuments

Demogrephic Date Sheet. The researcher prepared Demographic Data Sheet

(Annorue-E) to obtain information about socio-demographic characteristics of the

participants and/or their husbands. Sociodemographics such as agg length of marriage,

number of child(ren), whether living in a joint or a nuclear family, education lwel,

employment status, income and religion were included in the demographic data sheet.

I(arechi l)omertic Violence Screening Scele- Urdu yenlon. The scale comprised

of 35 iterrs with five subscales exploring the incidence of physical abuse, psychological

abuse, and sexual abuse. fire scale also measures characteristics of the abuser and

characteristics of the victim (Annexure-I).

Forall items thene was a4-pointrating scale with options of'Never", "Sometimes",

*Often" and *Most of the time". The scoring range on each item is 0 to 3, corresponding

to minimal and musimal domestic abuse being faced by the victim. The total soone range

of KDVSS is from 0 to 105. The cut-off soone on KDVSS-U is 30. The total score is

obtained by adding scores on all the subscales (Hassan & Malik, 2009).

PTSD Checklist for DSM-S (PCl-s> Urdu Version. PCL-5 was developed by

Weathers, Litz, Keane, Palmieri, Manr and Schnurr in 2013 to assess 20 symptoms of

PTSD based on DSM-5 criterion. The PCL-S has multiple uses such as monitoring

slmptom change during and after the ffeatme,rt, screening individuals with PTSD and

makin g provisional diagnosis.

The checklist consists of four domains of PTSD given by DSM-S: Re-orperiencing,

Avoidance, Negative alterations in cognition and mood and Hlper- arousal. The total soone
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indicates the seriousness of the symptoms that can be calculated by adding the scores for

20 items. The scores range from 0-80. These soores range between 0 to 5 on a Likert scale

where 0= Not at all to 4= Exhemely. Higher scores repnesent higher swerity. For making

p,rovisional diagnosis, the cut-offscore is 38. For observing change in symptoms over time,

lO-point change is required to be considered a clinically significant change in symptoms

(see Appemdix-J)

Posttraumatic Cognitions Inventory-Urdu Vercion. Posttraumatic Cognitions

Inventory (PTCD dweloped by Foa and Ehlers (1999) was used in the present research

to assess posttraumatic cognitions in women victims of husband's violence. PTCI consists

of 33 staterrents about negative cognitions scored on Likert-type ranglng from I (tonlly

disagree) to 7 (tonlty agree). The scores range from 33-231. PTCI has three subscales

measuringNegative Cognitions about the Self, Negative Cognitions about the World, and

Self-Blame. Higher scores represent higher lwels of dysfunctional thoughts (see

Appetdix-L).

Procedure

As a part of the study, the screening of women victims of husband's violence was

done. Authority letter was take,n from parent department to collect information. Data was

collected from different healthcare services centers, hospitals, schools, colleges and

universities and also from residential areas of Rawalpindi, Islamabad and Haripur. Key

informants in different residential areas of Rawalpindi, Islamabad and Haripur wene

identified and with their help the researcher personally visited to collect data from women

victims of husband's viole,lrce. Participants were given brief introduction regarding the
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naturt, objectives and importance of the study. The participants were given the booklet of

the questionnaires containing deurographic data form, domesticviolence screening test and

information related to taumatic experiences. Brief instnrctions regarding the completion

of questionnaires were given to the participants and the willing participants were requested

to sign the informed consent. Participants were asked to remain confident as the

information was only used for research purpose. The researcher addressod the queries of

the participants before, during and after compleion of scales. After completing the scales,

the researcher initially scanned the questionnaires to identifr the missing responses, either

intentiondly or unintentionally. If any question was left blank, the researcher requested to

complete the questionnaire. There were no time constraints to answer the questionnaires.

After identifying the targeted sample (N-- 395), the researcher also screened out 100

women victims of husband's violence who were having PTSD (N: 100) to be included in

the main study. These women we,re selected after taking their consent to participate till the

completion of the study. At the end, the researcher thanked the participants for providing

valuable information.



76

Results

Teble 7

Age, Education and Professional Status ofwives and hwbands (N:656)

Demographics z Percentage Demogfaphics z Percentage

Age ofWives
16-25 years

I zo-ls years
36.45 years
46 years & Above

Education level of lVives

rLow
*+Middle
t+rHigh

Professiond Status of
\lrives
Housewives
PaidWork

176 26.80/o

226 34.4o/o

202 30.8o/o

52 7.9o/o

160 24.4o/o

366 55.8o/o

130 19.8o/o

456 69.50/o

200 30.5o/o

Age of Husbands
l6-25 years
26-35yars
36.45 years
46 years & Above

Education lwel of
husbands
Low
Middle
Hish

Profe.ssional Status of
Husbands
Unemployed
Employed

40 6.10/o

186 28.4%
340 5t.8%
90 l3.lo/o

51 7.7o/o

605 92%

90 t3%
355 54o/o

2ll 32o/o

/Vofe; Education: * Illiterate and Primary, ** S*ondary, Matric & Intermedirte, *+* Graduate,
Master and hofessional

Table 7 rweals basic demographic characteristic.s of women who took part in the

study and the characteristics of their husbands. The larger categories of demographic

characteristics are merged into suraller ones in order to make comparisons.
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Teble t
Family Income, Yearc ofMarttat Relation, No. of Children and Family System (N:656)

Demographics Percentage fleinocranhics Percentase
Family Monthly Income
10,000-25,000 Rs
26,00041,000 Rs
42,000-67,fi)0 Rs
68,000-E3,000 Rs
84,fi)0 & above

Numbcr of Children (M=3.0)
0 child
I Chitd
2 Children
3 Children
4 Children
5 Children
6 Children & Above

Family System
Nuclear Family
Joint Family

Religion
Muslim
Non-Muslim

79
68
lt2
198
66
52
8l

263
230
l0r
4l
2t

159
237
t07
85
32
26
l0

40.1o/o

35.0o/o

15.4o/o

6.2o/o

3.2%

t2.o%
lO.4o/o

17.0o/o

30.2o/o

lO.lo/o
8.0o/o

12.3o/o

59.1o/o

40.8o/o

388
268

No. of Years of Marriagc
(M=13 Years)
l-5 Years
6-10 Years
l1-15 Years
16-20 Ycars
2l-25 Years
26-30 Years
3l Years & Above

24.2%
36.1o/o

16.3%
13.0%
5.0%
4.0%
l.5o/o

654 99o/o

23%

Table 8 illustrates that most of the women have low levels of income (N: 263).

Most of the women (N= 237) had 6-10 years of maritd relations. 59% women were living

in nuclear families. The number of children ranged from 0 to 6 and above. Since Pakistan

is a Muslim country, therefore, majority of the participants were Muslims by religion (99y").
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Teble 9

Frequency and percentages ofwomen identified as Abused and Non-Abused in this stuS
sample assessed by Karachi Domestic Yiolence Screening Scale Urdu Yersion (N= 656)

/v%
Women who scored above 3 on KDVSS-U (Abused) 395 60

Women who scored 3 orbelow 3 (Non-Abused) 261 39.8
ffole. KDVSS-U = trkrachi Domestic Violence Scrcaring Scale- Urdu Vcrsion

Table 9 indicates that 60 o/o of women were identified as "abused" and 39.8% of

women as'hon-abused".
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Teble 10

Corelation between sociodenogra1thic variables and husband's t'iolence (N: 395)

Violence as assessed by KDVSS-U PearsonR p-value

Participants' Age

Participants' Husband Age

Participants' Education

Participants' Husband Education

Participants' Professional Stahrs

Participants' Husband Profession

Levels of Family's Monthly Income

Years of Mariage

Number of Children

.047

.096

-.351

-.263

.087

-.291

-.228

.00

.135

.484

.044

.000

.000

.l04

.000

.000

.023

.009

*p<.05; +*p<.001

Table l0 indicates correlation between husband's violence and sociodenrographic

variables. The computed values of correlation show that women's better education,

husband's better education, husband's professional status, and better family income have

negative correlation with violence at p<.001. Whereas, husband's age, years of marital

relation and number of children have significant positive association with violence

committed by husbands at p<.05. Age of women participants did not have significant

correlation with violence.
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Table 1l

Agewise differences in ahsedwomen on KDYSS-U (I{=395)

Vcryyulrggrorp Yougrrgoup Middlegmrp Oldcrgoup
(Ftt) (r 147) (tr 132) (r2t)

M SD M SD M SD M SD F(.3,t?t)

Abuse as asrod 24.6 1.39 23.6 32t 26 5.63 Z2 4.77 1.66
byKDVSS-U

Phyrical Aburc t.56 4.36 3.1I 3.9t 2.76 3.63 2.tG 3.5,1

Prlphological 1t.23 321 19.33 1.93 19.33 E.ts 17.31 4.16
Abu$

Scrual Ahrsc 4.15 4.47 4.7E 4.65 1.29 3.90 4.55 4.67

Note: Age Groups: Vcy Young Grorry= 15 years to 25 frears; Yotmger Group 26 yeam to 35 years;

Middlc Croup= 36 years to 45 years; Oldr Group 46 years and above.

Table 11 shows number of abused women in different age groups with mean, S.D.

and ^F value. Results indicate non-significant mean differences for abuse in different age

groups withF (3,128):1.66,p: .272. \\evalue of Dzwas non-significant.
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Table 12

Difierences in women ahuse on the basis of hwbod's age as assessed by KDYSS'U (N:395)

Very young group Younger group Middle group Older group

(n= 25) (n= 93) (n= 219) 1n= 5E)

M SD M SD M SD tt sD Fa,u)

lbusearasressedzr 4.55 tt.6 3.9t zs.e 5.50 23 5.7t 2.3

by KDVSS-U

PhysicalAbusc 3'5E 323 3'41 1'12 3'97 3'n 334 3,21

Psychological fi.Og 14.23 lt.3l t1.zt 19.77 7.9E l7.SG tS.Z1
Abusc

Scxual Abuse 1.15 4.15 ,1.0t 3.96 '1.90 .f. l0 t.E1 '1.01

Note: Age Groups: Very Yourg Group 16 yeam to 25 years; Younger Grouy 26 years to 35 years;

Middle Group 36 yeas to 45 ycars; Older Group 46 years and above.

Table 12 indicates non-significant mean dilferences for abuse in different age

groups of husbands of abused women wifh F(3,121)= 2.t. p=.110. The value of fJzwas

also non-significarrt.
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Teble 13

Education wise differences ilt abused women as assessid t y KDYSS'U (N= 395).

Lower Middlc Higher
Educational Let/el Educational Level Education

(n:93) (n=2l0) (tt=92)

M SD M SD M SD F(2,t02) Dz

Abusc as 36 6.21 26.5 4.56 lE 6.23 20.5t+r .61

Asscssed by
KDVSS.U

Physical Abusc 4.t9 4.24 3.50 4.36 1.02 3.43

Psychological
Abnse 1E.96 6.38 15.25 5.08 13.90 3.50

SexualAbusc 4.90 4.87 3.E7 3.21 3.01 3.20
JVote. .Education: l.ower educational lwel= Illiteratc & Primary; Middle Educational level= Secondary,

Matric &Intenndiatc; Higher Education= Graduate, Mast€r & Professional.

Table 13 revealed mean, standard deviation and F- values for comparison of

differencesbetween educational lerrels of women with abuse. Results indicated significant

mean diffenences actross different educational levels of women with violence committed

against them by theirhusbandswithF(2,I02): 20.5, p<.0U.Findings showedthat women

with lower educational level scored higher on abuse as compared to other two groups. The

value of Dz was .61 (> .50) which indicated moderate effect size.
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Teble 14

Educationwise differences in husbands of abusedwotnen as assessed by KDIISS-U (N=
3es).

lorvcr Middle Higher
E&rcational Lcrrel Educational kvel Education

(n=l0l) (n=205) (n=E9)

M SD M SD M SD F(2,102) Dz

Abuseas gG 6.s4 28 4.09 m
Assesscd by
KDVSS.U

Physical Abuse 4.90 4.16 3.21 4.01 3.49 3.09

Psychological
Abuse 19.77 1E.29 16.70 3.50 18.56 2.40

_-Sexug!.Abuge _ a.% . a.5t _. . a..2.9 a.22 3.60 3.12
^IVore..Education: l,ower educational level= Illitcrate & primaty
Matic &Inrcrmediatc; Higher Education= Graduate, Master & professional.

Table 14 rwealed mean, standard deviation and ^F'- values for comparison of

differences betrveen educational lerrels of husbands of abused women with violence.

Results indicated significant mean differences ac1)ss different educational levels of

husbands of abused women with violence committed against them by their husbands with

F(2,102)= j6.j, p<.00l. Findings showed that women whose husbands were less qualified

scored higher on atluse as compared to other two groups. The value of IJz was .5g (> .50)

which indicated moderate effect size.
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Table 15

Dffirences between housewives and professional abwed women on KDVSS-U

(N= j95)

Houscrvivcs Professionds
(n=212) (n= lE3)

MSD
95ToCI
LL UL Cohcn's d,(393) P

26 5.ll 24

bv KDVSS-U

/Vote: Cl=Confide,ncc lnterval; IL =I.awerLi,mil;W = Uppcr Limit.

Table 15 indicates non-significant mean differences of women's professional status

wittr husband's violence with r (3951=1.91, p > '05'Findings showed that housewives

qftibited slightly higher scores on abuse (M=26, SD=5.1I) compared to women in

different professional status (M=24, SD=3.28). The value of Cohen's dwas 0.21 (<0.50)

which indicated small effect size.
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Teble 16

Differences in abuse between women on the bosis of employment status of husbands on

KDI/SS-U (N: 395)

Uneinployed
(n= 6l)

Employed
(n= 334)

r(3e3) P

95o/o CI

LL UL Cohen's d

Abuse as assesscdby
KDVSS.U

N.2 tt.52 28.1 5.76 23.6 .000 3r.9 il.z

Note. Cl=Confidence Interval; LL =Lower Limit; UL:Upper Limit.

Table 16 indicates the differences in professional status of husband with abuse

against wives. The rresults show significant mean differences with , (393):2i.6, p<.001.

Findings showed that women whose husbands were uncrnployed erfiibited higher s@r1es

on abuse (M:40.2, SD:11.52) compared to women whose husbands were errployed

(M:28.1, SD=5.76). The value of Cohen's d was 0.49 (< 0.50) which indicated moderate

effect size.
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Teble 17

Differences on the basis ofmonthlyfamily income in abused women on KDYSS-U (N:
3e5).

10,000-25,000 26,fin-41,000 42,fln-67,(n0 6E,000-E3,000 84,fi)0&above

(n= I't4) (n= ll9) (n=6E) (n= 39) 1n=25)

M ,SD M SD M .tD M SD M SD F(1,112) Dz

Abuse as 36 E.22 22 5.63 19.5 4.54 16.1 4.03 14.2 3.35 I l.2r*r .6
asscssed by

KDVSS.U

Physical 5.E6 4.19 3.34 3.40 3.02 4.14 3.27 3.90

Abuse

Psychological lE.Ez 6.37 15.65 5.01 14.21 3.ll 11.67 2.33

Abusc

Sexual Abusc 4.y2, 4.W 3.37 2.y) 3.6 3.21 3.32 3.1I

NoE. KDVSS-U: Iftrachi Domestic Violence Screening Scale-Urdu

Table 17 rwealed mean, standard deviation and F- values for differences on the

basis of monthly family income with husband's violence in abused women. Results

indicated significant mean differences across different monthly income lerrels of abused 
;

women wifh F(4,112)= 11.2, p<.0il. Findings showed that women wittr low monthly

income level scored higher on abuse as compared to other two levels. The value of Dz was

.66(> .50) which indicated moderate effect size.
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Table lt
Differences on the basis ofyears of marriage in abused wonren on KDVSS-U

(N:395).

yrl I l-15 yrr l620yn 2l-25ys 26-30yn 3l

(1= 106) (r 102) (16l) (re69) (re23) Qe22l (n= 12)

MSDMSDMSDT{SD MSD SD

4.n

M

fr

MSD F(6,1 l8)

tl

rscc$dby

KDVSS-U

26 5.19 26 3.t7 25 6.79 26 3.14

Notc. KDVSS: Karachi Domestic Violcnce Screening Scale-Urdu

Table 18 rerrealed mean, standard deviation and f'- values for comparison of

differences on the basis of years of marriage with husband's violence irr abused women.

Rezults indicated non- significant mean differences across different yearc of marital

relations and violence by husband with F(6,118)= 1.91, p:0.266. Findings showed that

years of marriage did not have any relation with abuse. The value of Dz was also non-

significant.
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Table 19

Differences in abused women on the basis of number of children on KDYSS-U

(N= 395)

0 c'hild

(n= 73) (n= 50)

2 Children

(tn62)

I 4 Children 5 Children 6 &

(n= 90) (n= 55) (;r=36) (n=29)

o M sD M SD iI sD F(6.127) Itz

as 21 3.71 22 5.51 29 4.E7 4.47 27 6.40 1.86r** .56

asscsscd

by KDVSS-U

***p<.(X)l

Table 19 rwealed mean, standard deviation and .F- values for comparison of

differencres on the basis of number of children and husband's violence in abused women.

Results indicate significant mean differences across different groups in relation to number

of children in abused women withF(6,127): 1.86, p: .096. Findings showed that women

having four or more children scored higher on abuse as compar€d to wome,lr with less

number of children. The value of Dz was .56 (> .50) which indicated moderate effect size.
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Table 20

Differenc* on the buis offamily system in abusedwomen on I(DYSS-U (N: 395).

NuclcarFamily JointFanily
(n=235) (n= 160)

95o/oCl

M SD M SD 
'(393) 

P LL UL Cohen's d
032

asscssed by
KDVSS.U

**p<.01

Table 20 indicates significant mean differences on the basis of tlpe of family

system with husband's violence in abused women with t (3151: 3.4, p < .01. Findings

showed that women from nuclear family systern exhibited higher scores on abuse (M:36.1,

SD:7.20) compared to women from joint family systern (M:26.5, SD=4.87). The value

of Cohen's dwas 0.32 (<0.50) which indicated small effect size.
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Teble 21

prevalence of overall ltusband's violence, physical abuse, P$,chological abuse, and

sental abuse as assessed fu Karachi Domestic Yiolence Screening Scale Urdu Yersion

(N:395)

Abuse as assesscdby
KDVSS.U

Overall Abuse

Physical Abuse

n

395

196

328

I88

600/o

49o/o

83%

47%

Psychological Abuse

Sorual Abuse
/Yole. KDVSS-U = Karachi Domestic Violence Scrcening Scale- Urdu Version

Table 2l illustrates prevalence of overall abuse committed by husbands against

their wives as assessed by scores on KDVSS-U and its subscales. Husband's violence was

reported by 60% of women on KDVSS-U. It also shows that physical abuse, psychological

abuse, and sexual abuse were also reported by women. The percentage of psychological

abuse was the highest (53 yr) among three types of abuse against women by their husbands.
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Figure 2

I>Klwrlencc Rule'of Ahusc h.v llwlnnds aguittst T'hcir lltuc's

Non-Abused

Abused
t,o
CL

t^
.{n!r Sexual Abuse
c,
IE
oti

! PsychologicalAbuse

Physical Abuse
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Dlscussion

Serreral studies conducted in different parts of the world have investigated

association of sociodernographic factors with family viole,nce (Coker et d., 2000; Martin

et al., 2OO2). The present study was conducted to identifr some of the demographic

variables and their association with violence against women comrnitted by theirhusbands.

Ttre study was also conducted to estimate the prevalence of husband's violence in the study

sample.

Violence in marital relations is much prwalent in many societies of the world as

indicated by various studies (Campbell, 2002; Krug, 2002). One half of the 456 women

were killed by their intimate partrers and few of them were also seen by domestic viole,lrce

advocates during the year before these womer were killed but service providers were

unable to catch signs of their increased exlrcsure to domestic violence as reported by

Campbell (2004) in a national study of homicide women. These statistics were reported by

a dweloped country and alarming enough to raise conoems about the situation in le.ss

dweloped counties like Pakistan.

In the prese,nt study, 656 wome,n were selected from Islanrabad, Rawalpindi and

Haripur and an effort was made to include wome,n from lower, middle and upper

socioeconomic classes to rep,resent the sample. These women were asked to complae

Demographic Data Sheet pr€pard by the researcher and Karachi Domestic Violence

Screening Scale (KDVSS-U). Comparisons were made between abtrsed and non-abused

women to examine the association of denrographic variables with husband's violence

against wives in the present study. 600Z of women were identified as 'iA,bused" and 39.8%

as 'Non-Abused." These statistics indicate overall high prevalence of marital violence
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orperienced by women. The prwalence rates of all types of abuse by an intimate

partner/husband i.e. physical, psychological and serrual in this study falls within the range

of rates reported in studies from all over the world. 29o/o to 620/o of women experienced

violence by their intimate partners or husbands, according to WHO multi-country study on

Women's Health and Domestic Violence against Women (2005). Rabbani and colleagues

(2008) conducted a study in lGrachi city in which they interviewed 102 married womql

and found 92Yo of wom€n were facing violence by their husbands erteriu week and wery

day of their lives.

In this study, few hlpotheses w€re formulated to identiff association between

sociodemographic factors and husband's violence against their wives. The statistical

analysis of the data of the current research showed that some of the results were in line

with thehlpotheses while someofthe findings did not support the hypothesis ofthis study.

Age and violence commitGd against women by their husbends

It was assumed on the basis ofprevious literature that younger age of couples might

associate with marital abuse (Coker, d d., 2000; Vest et a1.,2002).It was reported by

several studies that as the age of couple increases, violence in marital relations tend to

deqease (Papadakaki et al., Z009;Btrazeri e1,a1.,2005). Howwer, the results ofthe present

study did not support significant differences of wome,n age with violence against theur by

their husbands. The review of the dernographic characteristics of the research participants

rwealed that most of the women (37yr) belonged to the age category of 26-35 years.

Comparisons can be made while there are suffrcie,nt number of women in each category

(Table 7). The mean soore of women on Karachi Domestic Violence Scneening Scale

(KDVSS-U) did not indicate significant differences which was also supported by AI.IOVA
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test (Iable 1l). Women age was not associated with abuse against wives as shown by

Pearson correlation (r =.047; p: .48). Most of the women in Pakistan do experience some

degree of abuse by their husbands as observed by Human Rights Watch (1999).

Irrespective of their age, women are vrrlnerable to violence perpefiated against them by

their husbands as shown by this study. 'Continue living with abusive marital relations' is

in accordance with prwious other studies. For example, Ho (1990) in South-Asian region

found significant association betrneen funily violence and taditions of sufferings,

perseverance and accepting one's fatc and men's taditional dominance in women. One

reason, as noted by Ho (1990), for prwalence of this violence in marital relations among

women of all age groups could be the fac't that women in South-Asian region are less likely

to dissolute the marriage and keep on suffering as victims of violence by their husbands.

The analysis ofdemographic characteristics ofhusband's age revealedthat majority

of women (55 %) had husbands in age range of 36 to 45 yea$. Husband's age walr

correlated with abuse at tr.05 as shown by Pearson Correlation (Table 10). The mean

score of women who have husbands in this age category was slightly higher (LF-28.9 vs.

M= 23). The difference was non-significant at p:.11 which indicates that violence

committed by husbands against wives is not significantly associated with any specific age

ofhusband (table 12).

Educetion end vlolence committed against women by their husbends

Results of the current study zupport the hypothesis of relationship between

education and violence against wives. Most of the women in this study had "middle level"

of education. The rniddle lerrel of education referred to women who had completed 8-12

years of education. There was a sufficient number of participants in 'lower group' and
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.high group' to mahe the comparisons possible. Corelation coeflicient index revealed

significant negative correlation between women's educational level and violence by

husbands (7 : -.351; p< .001) (Iable 10). The scores on mean differences showed that

women with low education level scored higher on KDVSS (M: 36) as compared to wome'lr

with high education twel (lF 18). Significant differenoes wene also supported by One-

way A}{OVA atp< .001 (Iable l3). These findings are in line with other studies conducted

by Romans and colleagues (2007) showing an association between sexual and physical

violence in marital relations and low educational level. Coker and colleagues (2002) found

that low lwels of education and income have been identifred as the shongest risk factor for

being victimized by intimate partner/husband because women with low educational levels

are not able to eanr income and eventually are not in a position to support themselves and

their children.

Educational qualification of husbands was found to be negatively associated with

viole,nce against wives committed by their husbands (r = -.263; p< .001). The results of the

mean scores indicated that wome,n who had husbands with lower educational levels had

higfuer mean scores Quflq as compared to women whose husband had higher educational

levels (M= l7). The difference was also found to be significant at p<.001 by OneWay

ANOVA (Table 14). A study conducted by Mayda and Akkus (2004) on Turkish fe,males

reported the same resuls that the possibility of perpehating or tolerating marital viole,nce

was influenced by forrral education of either a husband or a wife.

Professional Stetus and Husbend's Violence egainrt Women

Professional status of women would be associated with husband's violence

hypoflresizd by this study. Overall high€r pe,rcentage of women were found

as

in
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'Housewives' category as compared to the category of 'Professionals.' Siguificant

relationship between professional status of women and abuse was not supported by

Correlation coefficient index (Table l0). Similarly, comparison of mean scores and t-test

did not demonstrate significant mean differeirce.s in both groups (Table l5). Both working

women and housewives are equally vulnerable to be abused by their husbands according

to this study. firese results show that while higher education and income may give

professional women an opportunity to leave a toxic relationship, but they do not completely

remove the risk of being abused by husbands. These findings were also suppotted by

previous research. For instance, Morash, Bui and Santiago (2000) recommended that

despite ofmaking women more financially independent to eliminate the risk being abused,

rather, culture-specific beliefs about male supremacy must be rejected.

It is generally observed that women usually continue to live in abusive marital

relation because of stigma attached to divorce in our society. Just to avoid the stigma of

divorce, many women with sfrong socioeconomic backgrounds, self-sufficient

compromisd with abusive husbands for years. Moreover, in our society, women who are

able to support thernselves financially, @nnot live without their husbands in their separate

houses on tlreir own. Different t1pe,s of psychological and social stresses are faced by

women who decide to live in tlrat way. In a case study of Indian women, Miha (2002) did

not find any relationship between status-based differentials (education and ernplolment)

of husband and wife and violence in marital relations.

Husband's professional status was divided into two categories of 'employed' and

'unemployed' in order to find out differences in husband's professional status and violence

against wives. It was asstrmed that husbands who are employed will less likely to inflict
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viole,nce on their wives as compared to uneinployed husbands. Negative correlation was

found between husband's professional status and abuse against wives (7: '.291:' p<.001).

The comparison of mean scores also indicated significant differences. Husbands with

employme,lrt showed lower mean soones on abuse (M= 28.1) as compared to unernployecl

husbands (M= $.2).t-test also supported significant difference atp<.001 (Table 16).

The association of husband's education as well as professional status with violence

committed by husbands against their wives is significant and clear. In Pakistan and other

South Asian counfiies, women's vulnerability to abuse is highly deperrdent on their

husband's personal and social characteristics as compared to their own. Similar evidence

was reported by Miha (2002) in a case study of Indian women. She observed that regardless

of their ovm educational level and financial stattrs, most of the women were sufffering from

marital violence. She further addd that most of these wo(n€n had husbands with low

educational qualifications and poor financial status. This inequality of power and conhol

gives rise to gender discrimination in education and financial resources which in turn

resultod in incleased rates of violence against women in some societies. In order to

higtttight the need of educating and empowering females of the country, numerous

researchers in the Western counEies have invastigated the relationship between

employment stafus, economic status and violence in intimate relations (Lambert &

Firestone, 2000; Farmer & Tiefenthaler, 2003). They observed that the incide'nce of family

violence reduces when women's employment status, income and external financial support

equals or exceeds that of theirparfirers.
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X'emW Income and Hucbendts Violence ageinst Wives

Family income would be linked to violence inflicted by husbands against their

wives as hlpothesized by the preseirt study. On the basis of approx. monthly family

income, five lwels of income were formulated. Ttre findings of this study showed that

monthly incomc had negative relationship with violence against women by their husbands

atp<.001. The comparison of mean soores indicated that women who had low lwels of

monthly income had higlrer mean soores as compared to women who had moderate and

above than moderate lerrels of monthly income atp<.001(Table l7).

Yeers of Merriage and Husbendts Violence egeinst lYives

It was hlryothesized in the current shrdy that years ofmarriage would be associated

with husband's violence against wives. Findings of the study indicated that correlation

coefficient showed positive correlation between years of marriage and husband's violence

against wives atp<.05. Howwer, the comparison of mean scor€s and One-Way ANOVA

did not find any significant difference (Table 18). Women were asked to report life time

prwalence of violence, therefore women with different number of years of marriage

rqorted if they experie,lrced viole,nt marital relations which could be the reason for this

non-significant difference. According to Miha (2002),it is necessary to highlight the need

to address the issue of violence in marital relations as soon as it appears as these violent

acts which appeared in the early years ofmarriage i.e. within the first six months, w€,re not

infrequent but a vicious cycle of abuse.
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step II: Pilot Study to examine the effects of Naretive Exposure

Therepy omong treumatized women victims of husbandts violence.

Objectivec

Following objectives were formulated for pilot testing the efficacy of Narrative

Exposure Therapy among traurnatized women victims of husband's violence:

l. To explore the relationship between husband's violance, PTSD and negative

cognitions.

2. To examine differences on PTSD and posttraumatic cognitions in women

victims of husband's violence after Narrative Exposure Therapy (NET) in

tneahent group.

3. To examine differences on PTSD and posttraumatic cognitions in womerr

victims of husband's violence in confrol group after general counseling and

psychoeducation.

Hypotheses

Physical abuse, psychological abuse, and sexual abuse of the women by their

husbands have positive correlation with PTSD and negative cognitions.

Significant differences will likely to occur in scores of PTSD and negative

cognitions in pretest assessments and posttest assessme,nts of wome,lr victims of

husband's violence in heafinent group.

Non- significant differences will likely to exist in scores of PTSD and negative

cognitions in pretest-posttest assessments of women victims of husband's

violence in conhol group.

1.

3.
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Recearch Decign

The curre,nt study was a quasi-experimental control grouP pretest-posttest research

design with inha and inter group comparisons over time. The intervention was caried out

in one group (tneatnent group) and the outcomes were compared in regad to each

participant over differe,rt periods within the same group as well as betwem ttre Eeafrnent

and contnoUcomparison goups.

Semple

Twelve participants were selected for pilot study (,iV= l2) to examine the effectiveness

of NET among traumatized women victims of husbands' violence. The sample consisted

of two groups: tneatnent group (n:6) who receivd NET and a comparison/confrol group

(n= 6) who did not receive NET based on the following criteria:

Inclusion criterie

Women who were married and living with their husbands at the time of interrriew,

women who were experiencing husband's violence, agreed to take part in the study and

complete the study, wolme,n between the ages of lE-50 yearc, had higher soores on PTSD

Checklist for DSM-5 and they scored higher on Posthaumatic Cognitions Inventory were

included in the study sample.

Exclusion criteria

Women who were unable to read Urdu by themselves, widow, unmarried, divorced,

separated women and women suffering from any acute medicat and psychiatric illness were

not included in the study.
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Operetional Definidons

Husband's Violence. Throughout the p,resent study, the definition of intimate partner

violence given by Schecter and Edleson (1999) was followed: "a pattem of coercive

behaviors, includingphysical, sexual, and emotional abuse, as well as eoonomic coercion,

that adults use against their intimate partrers to gain power and conhol in ttrat relationship.

This violence is mosfly perpetrated by men against women partrers," (Schecter & Edleson,

1999). Violence committed against women by their husbands was operationalized in terms

of Karachi Domestic Violence Screening Scale-Urdu version (Hassan & Malik, 2009).

Posttruumatic Strecs Disorder (PTSD). Posttraumatic shess disorder (PTSD) is an

anxiety disorder in which a person experieirces significant distress, intense fear and horror

following a haunatic incident. Diagnostic and Statistical Manual of Mental Disorders

(DSM-S) characterizes the oommon symptoms of PTSD as re-experiencing or reliving of

the distressing went, persistent avoidance of any cues of the incident, e,motional numbing,

hyper-arousal and alterations in cognitions and mood (American Psychiatric Association,

2013). It is operationalized in terms of Posthaumatic Checklist for DSM-5 (Weathers,

Litz, Keane, Palmieri, Mam & Schnurr, 2013).

Posttraumatlc Cognitions. Negative cognitions refer to dysfunctional thoughts and

beliefs individuals have about themselves and the world. Many Eauma theories postulated

that haumatic incidents produce changes in the thoughts and beliefs of the victims and

these changqr are considered askeyfeatures in emotional reaction to thehaumaticincident.

Negative or dysfunctional thoughts were operationalized in terms of Postfraumatic

Cognitions Inventory (Foa, Ehl€rs, Clark, Tolin & Orsillo, 1999).
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Instruments

Demographic data sheet was used to gather personal information of respondents and

their husbands. It obtained information regarding age, education lwel, professional status,

yeanl ofmarriage, income, family stnrc'ture, religion, etc. (Annexure D).

Following instnrments wene used in the c'urr€nt study:

Kerechi Domestic Violence Screening Scale- Urdu version (Hessen & Mslilq

2009). The scale comprised of 35 items with five subscales exploring the incidence of

physical abuse, psychological abuse, and sexual abuse. The scale also measures

characteristics of the abuser and characteristics of the victim (Annonue-E).

For all iterns the,re was a 4-point rating scale with optious of 'T.lever", "Sometimes",

"Often" and "Most of the time". The scoring range on each item is 0 to 3, corresponding

to minimal and maximal domestic abuse being facd by the victim. The total score range

of KDVSS is from 0 to 105. The cut-off soore on KDVSS-U is 30. The total score is

obtained by adding scores on all the subscales (Hassan, 2009).

Urdu verslon of PTSD Checklist for DSM-S. (PCL-S; Weathers, Litz, Keane,

Palmieri, Ma* & Schntrr, 2013). PCL-5 was dweloped to assess 20 sSrrnptoms of PTSD

based on DSM-5 criterion. The PCL-5 has multiple uses such as monitoring symptom

change during and after the treafinent, screening individuals with PTSD and making

provisional diagnosis.

The checklist consists of four domains ofPTSD given by DSM-S: Re-experiencing,

Avoidance, Negative alterations in cognition and mood and H1ryer- arousal. The total score
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indicates the seriousness of the symptoms that can be calcrrlated by adding the scores for

20 items. The scores range from 0-80. These scores range between 0 to 5 on a Likert scale

where 0= Not at all to 4: Exhemely. Higher soores represent higher severity. For malcing

provisional diagnosis, the cut-offsoore is 38. For observing change in symptoms over time,

l0-point change is required to be consid€rd a clinically significant change in symptoms

(see Appendix-H)

Urdu version of Posttreumetic Cognitionc Inventory- PTCI. Posttaumatic

Cognitions Inve,lrtory GTCD dweloped by Foa and Ehlers (1999) was used in the prese,nt

research to assess posttraumatic cognitions in women victims of husband's violence. PTCI

consists of 33 statements about negative cognitions scored on Likert-t1pe ranging from I

(totally disagree) to 7 (totally agree). The scores range from 33-231. PTCI has three

subscales measuring Negative Cognitions about the Self, Negative Cognitions about the

World, and Self-Blame. Higher soores represent higher levels of dysfunctional thoughts

(see AppendixJ).

Ethicel Considerations

Ettrical Review Board, Departnent of Psychology, IIUI, Ethics Committee along

with head of the institutes granted their approval. In addition, the research respondents

gave their informed consent and were guaranteed privacy and confidentiality of their data

Procedure

The pilot study e,nrployed a pretest-posttest design to assess the impact ofNarrative

Exposure Therapy (NET) among women victims of husbands' violence experiencing
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pTSD. The intervention consisted of 12 weekly l-hour sessions. Each session followed a

stnrctured format (Table 22). Autho,rity letter was taken from parent departnent to collect

information (see Appendix-A). To ensure voluntary participation, the researcher provided

contact information only after ascertaining that those potential participants who actually

wanted to participate in the study. The researcher then contacted the participants to rerriew

the inclusion criteria and invite themr to the study. Participants were given a detailed

intnoduction regarding the naturr, objectives and importance ofthe study. Informed consent

(see Appendix-C) was taken by all the respondents. Throughout the research process care

was take,n to make it consistent with €thical guidelines and principles. The respondenb

were given complete assuranoe that their information would be kept strictly confidential.

Treatnent program was completed in twelve weeks with trvelve sessions. A total of 12

women participated in the pilot study. Six wome,n were selected for heafrnent group and 6

were selected for contuol group. The participants in control group did not receive the

therapy. They we,re only given general counseling and psycho education. Participants were

assessed through psychological tools before therapy, middle of the therapy and just after

the therapy. At the end of the Eeatment, differences betwee,n the treafinent and control

goup were directly athibuted to the effect of the heatnent through posttest measures. The

researcher also thanked the participants for providing valuable information and for

participating in the study till its completion.
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Ta;ble22

@entiew of Nanative hposure The rapy.Sessi,orcs

Stepr Sescionr Description

Step I
Diagnosis
Psychoeducatiolr

Step 2
Lifeline
Start of nanatim

Step 3
Rereading of the
narrations

Stcp 4
Testimony/SUning
of documents

I

2

3

6&7

8&9

4

5

lt

t2

t0

Esablishment of the thcrapeutic@
therapeutic goals; evaluation of the participant's expectations; tust-
building.
Establi^shment of clear psychiatsic history and correct diagnosis of
PTSD.

Psychoeducation about violence; oonsoqu€mces of violence-mood
disorders, anxiety, PTSD.
Explanation of the therapeutic procedure.

Constnrction of lifeline for mapping the history of violence
beginnfury at birth and continuing through the first haumatic weng
grafiul exposure to the traurnatic memorie.s.

Activating the "Hot" memory by asking direct questions and
fecdback of observation.
Habituation
Exposure scssion

Cognitive Rcstructuring 
I

Diary Kecping 
I

Monitoring parallel processes during NET by the ttrerapist. I

Rc-reading of rvritrcn narratives from pruvious sessions to the Iparticipant. 
I

Building of awareness about emotional and cogrritive 
"t-g", Uy tn" Iparticipant 

I
Self-protection strategies 

I

IPreparationofthefinaldraft. 
I
I

Wrapping Up I
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Results

Table 23

Sociodemographic characteristiu of Treatment and Control Group (N:12)

Baseline Characteristics rr.rr-"rtt Cirnun Conhol Grouo Full Sample

Age (M:32)
16-25 Years
26-35 Ycars
36-45 Years
46 Years & Above

Education
*Low
**Middle
r**High€r

Years of Marriage (M:10 Years)
l-5
6-10
I l-15
t6-20
2l-25
26-30
3l & above

No. of Children (M= 3)
0 child
I child
2 childreir
3 childreir
4 childreir
5 childreir
6 children& above

Professional Status
Paid work
Housewife

Husband's Age
2l-30 Years
3l4O Years
4l-50 Years
SlYears & above

n%n%n

16.0
50.0
16.0
16.0

2 33.0
3 50.0
I 16.0
0 0.0

I
3
2

3 25.0
6 50.0
2 16.0
I 8.0

3 2s.0
5 4t.6
4 33.0

216
2t6
216

16.0
50.0
33.0

4
5
3
0

I
3

I
I

2
3
I
0
0
0
0

0
2
2
2
0
0
0

3
2
I
0
0
0
0

0
0
I
2
3
0
0

33.0
s0.0
16.0
0
0
0
0

0
33.3
33.3
33.3
0
0
0

50.0
33.0
16.0

0
0
0
0

0
0

16.0
33.3
50.0

0
0

41.6
41.6
16.0
0
0
0
0

0
16.0
25.0
33.0
25.0

0
0

5
5
2
0
0
0
0

0
2
3

4
3
0
0

50.0
50.0

16.0
50.0
33.0
0

3
3

I
3

2
0

2 33.3
4 66.6

41.6
58.3

33.3
41.6
25.O

0

3
2
I
0

50.0
33.3
r6.0
0

Continued...
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Baselinc Characteristics TreatmeniGrouo ControlGrouo FullSample
n%n%rr%

Husband's Education
tlow

**Middle
***High

Professional Status
Employed
Unemployed

Family's Monthly Income

10,000-25,000 Rs
26,000-41,000 Rs
42,000-67,000 Rs
68,000-83,000 R8

84,U)0 & Above

Family Structur€
Joint
Nuclear

Residence
Rural
Urban

Religion
Muslim
Non-Muslim

2 33.3
4 66.6

6 100

00

I
3
2

5 83.0
I 16.0

4
2

2 33.3
4 66.6

3 50.0
3 50.0

16.0
50.0
33.0

66.6
33.3

00
4 66.6
2 33.0

2 33.3
I 16.0
I 16.0
2 33.3
00

2s.0
16.0
25.0

33.3
8.3

4t.6
58.3

l 8.3

7 58.3
4 33.3

9
3

75.0
25.0

I
0
2
2
I

16.0
0

33.3
33.3
16.0

3
I
3
4
I

5
7

l 16.0 3 25.0
5 83.0 9 75.0

6 100

00
t2 100

00
Note: N= l2(n=6 for tl'.p;[nc,nt goup and n:6 for conhol group). ParticipanE were otr av€rage 32 years old;
Education: l.ower educational lwel= Illiterate & Primary; Middle Educational level= Secordary, Matic
&Intermediate; Higher Education= Graduate, MastEr & Prrofessional.
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Table 24

Relationship between KDWS, PCL-| and PTCIfor Treatment Group (n:6)

IGrachi Domestic Violence Screening Scale

Posttraunatic Checklist-5

Posthaumatic Comiti

Table 24 indicates that in the treahent group, KDVSS is significantly positively

correlated with PCL-5 (p<.01) and PTCI (p<.05). Similarly, PCL-5 is also significantly

positively correlated with PTCI (p<.05).

*p<.05, **p<.01
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Table 25

Relatiowhip between l{Drss, PcL-s and PTCIfor Control Group (n:6)

IGrachi Domestic Violence Screening Scale .37*

.28*Postfrauuratic Checklist-S

Posthaumatic

Table 25 indicates that in the confiol group, KDVSS is significantly positively

correlated with PCLS 0r<.01) and PTCI (p<.05). Similarly, PCL-5 is also significantly

positively correlated with PTCI (p<.05).

*p<.05, **p<.01
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Teble 26

Relationship between subscales of PCL-5 and PTCI for Tt'eatment and Control Group

(N:12)

Negative Cognitions
PTCI

NegativeCognitions Self-Blame
aboutWorldv

PCL5

Re-orperiencing

Avoidance

Negative dteratioms in
cognition andmood

Self

.36+

-.18

.39*

-.002

.07

.lE

.05

-.26

.21

-.08

Table 26 shows that there is significant positive correlation between Re-

experiencing and Negative Cognitions about Self (p<.05). Results also strow that Negative

alterations in cognition and mood have a significant positive correlation with subscales of

Negative Cognitions about Self and Self-Blame (p<.05), whereas Hlper-arousal has

significant negative correlation with the subscale of Self-Blame ((p<.05).

tCorrelation is significant at 0.05 level
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Trble2T

Conelatiotrs betweenphysical abtue, psychological abwe and squal abute, PTSD and

Posttraumatic Cognitions in Treatment and Control Group (N=12)

Variable Physical Psychological Serrual

Abuse Abuse Abuse

Posttraumatic Stess Disorder .61** .4+* .31t+

Table 27 illustrates that all t1ryes of abuse (physical, psychological and sexual) are

significantly positively correlated with Posttraumatic stress disorder. Table also illushates

that Negative Coguitions have significant positive correlation with physical abuse and

psychological abuse. Negative Cognitions have positive but non-significant correlation

with serrual abuse.

Posthaumatic



Teble 2t

Pretest and posttest Mean and Standard Deviation of efect of NET on PTSD and
Posttrawnatic Cognitions in Treatment Group (n:6)

Pre

_Assessment

Post
Assessment

Variables MSD MSD
PTSD 71.66 1.03 43.33 2.2s

Posttraumatic 207.0 8.34 181.83 4.70
Cognitions

P
.00

.00

r Cohen's d
24.t3

7.81

.46+**

.37***

0.26

0.98

+**p<.001

Table 28 indicates mean comparison of effect of NET on PTSD and posttraumatic

Cognitions in teatment group. Findings indicated significant mean differences on pTSD

with r (5)=24.1s,P <.001. Results showed that mean scores on PTSD in pre-assessment

QG 71.66, S.F 1.03) subsequently decreased in the post- assessment lwel (M: 43.33,

5b2.25). Two sets of scores were significantly correlated (n .46,p<.001). The value of

Cohen's d was 0-26 (< 0.50) which indicated small effect size. Findings indicated

significantmean differences on posthaumatic cognitions with, (5) = 7.gl,p <.001.

Results showed that mean scores on Posthaumatic Cognitions in pre-assessm ent (M=

207.0, 's 8.34) subsequentty decreased in the post- assessment lwel (M= 181.83, SF
4.70). Two sets of scores were significantly correlated (n .37,p <.001). The value of

Cohen's dwas 0.98 (> 0.80) which indicated large effect size.
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Teble 29

Pretest and posttest Mean and Snndard Deviation of effect of general counseling and
psychoe&rcation on PTSD and Posttraumatic Cognitions in Control Group (n=6)

Pre Post
Assessment Assessment

Variables M SD M SD t(S) p r
PTSD 68.83 2.99 70.66 1.86 -1.80 .t3 56

Posttraumatic 211.33 3.98 211.83 4.70 -.38 .71 .73
Cognitions

Table 29 shows mean, standard deviation and t-values for Posttraumatic Stness Disorder

and Posttraumatic Cognitions acK)ss two levels of assessment. Results indicated non-significant

mean differences in pre and post-assessment lerrels in contrrol group. Value of Cohen's d was also

non-significant. Findings revealed that ge,neial counseling and psychoeducation did not bring any

significant rpduction in Posthaumatic Stress scores and Posttraumatic Cognitions from pre-

assessment to post-assessmeirt.



I)fucusrlon

Violence committed by husbands against their wives is not a nernr phenomenon. For

centuries women have faced various forms of violence in their intimate relations but the

problerr was considered as non-existent because there was scarcity of research in this area.

As it was hidden behind the closed doors thenefore it was not investigated for years (Gelles,

1974). However, reports published by World Health Organization confirmed the

prwalence of wife abuse in weryday lives of women (wHo, 2ooz &2005).

Due to rise in the incidence rate of violence committed by husbands against their

wives in Pakistan and the resulting distress in women victims ofhusband violence initiated

the current study investigation into the fieatneirt aspect of the issue. The current study was

designed to examine whether NET would be effective in treating taumatized women

victims of husband violence in Pakistani context. The main focus of the study was on the

identification of the women victims of intimate partner violence/husbands' violence and

pnoviding them intervention for reducing the hazardous effects of this violence which has

eclipsed the lives of many wom€n in Pakistan. To achieve the main objective of the study

i.e. examining the effectiveness of Narrative Exposure Therapy among women victims of

husband's violence with PTSD, pilot study was conducted on a sample of 12 traum atizd

women victims of husband's violence after completing the screening process. The current

study was a Quasi-Experimental Confiol Group Pretest-Posttest design. The intervention

was carried out in one group (heahnent Soup) and the outcomes were compared in regard

to each participant over different periods within the same group as well as between the

treahent and control/comparison groups. Six women were selected for treatment group (n

= 6) and 6 were selected for contrrol grcup (n = 6). The participants in conhol group did

not receive the therapy. They were only given general counseling and psycho education.
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The intervention consisted of 12 weekly l-hour sessions. Each session followed a

stnrctured format (Table 22).Before starting NET sessions, pre testing was done on PTSD

and posthaumatic cognitions and after completion of NET haining post testing was done

to assess the difference ofpretest posttest swerity levels of PTSD and negative cognitions.

The first two sessions of NET consisted of diagnosis and psychoeducation in which

participants were given information regarding ide,ntification of PTSD and negative

thoughts (Insight of the problems as identified through pre testing. In third session, the

age'lrda was constnrction of lifeline for mapping the history of violence beginning at birth

and continuing through the first traumatic went; gradual exg)sure to the traumatic

memories. Fourth and fifttr sessions focused on activating the ..Hot, memory by asking

direct quastions and feedback of observation, habituation exposure session. Sixth and

seveNrth sessions were based on cognitive restructuring and diary keeping. The main focus

was on how to dispute negative cognitions through rational thoughts. Re-reading of

narratives by the therapist from the prwious sessions to the participant was done in eighth

and ninth sessions. Tenttr session was based on building awareness about emotional and

cognitive changes by the participant. Elwenth and trrelfth sessions were therapy

termination sessions in which final draft was prepared and signed by the participant and

the therapist. Feedback was also obtained as what skills and strategies participants have

practiced in previous sessions, with emphasis on application in real life regularly.

Results of the study indicated a positive association between all tlpes of abuse (i.e.

physical abuse, psychological abuse and sexual abuse) committed against womql by their

husbands and PTSD (Table 27). The prwalence of PTSD among women victims of

intimate partner violence is frequently reported more than any other mental health
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outcomes ranging from 45-84% (Houskamp & Foy, l99l; Ke,mp, Rawlings, & Green,

1ee1).

According to Woods (2000), as a result of continuing violence perperated by

husbands and acrrte experiences of trauma may inctease the risk of chronic threats and

injuries among such women. Findings of this study add to the existing body of evidence

that husband's violence has a positive link with negative cognitions. Results have clearly

indicated that negative cognitions have significant positive correlation with physical and

psychological abuse and positive but non-significant correlation with sexual abuse (Table

27).

The impact ofNarrative Exposure Therapy was measurud by comparing the presence

of variations in PTSD diagnosis before and after therapy. Psychological evaluation has

shown to play an important role in the healing process as it provides details about the

swerity of the effects of abuse. Findings of the study revealed that after implementing

therapeutic intervention, posttest interrrentional s@res on pTSD and posthaumatic

cognitions were significantly lower when compared with pretest scores (Table 2E). The

techniques used in th"r"py proved to be effective in lessening the dishess. The results also

showed that there were no significant differences in conhol group from pretest to posttest

assessments who did not receive NET (Table 29). The reason for these differences in

treatment and conhol Sroup may be athibuted to the contribution of the healing aspect of

narratives or story telling commonly practiced in wery culfure across the globe. Likewise,

NET has been developed on the similar intention of healing individuals while integrating

fragmented haumatic mernories into a meaningful narrative.



Conclusion

NET is evidenced- based psychological intervention forthe managerne,nt of trauma

and violence. NET has proved to be a method of psychological treatment that can be used

for healing pu{pose as well as for directly conhibuting to the fight against violence and

abuse. It can be concluded from the findings of the study that NET has shown efficacy for

tlre heatnent of women victims of husband's violence who were also experiencing PTSD.

It can be used on the larger sample for main study.



Phese III: Main Study

Exemining the Effectc of Nerretive Exposure Therepy rmong Treumatized

Women Victims of Hurbend'r Violence

Objectives

Following objectives were formulated to examine the efficacy of Narrative

Exposure Therapy among haumatized women victims of husband's violence:

l. To find out the physical abuse, psychological abuse, and sexual abuse as

predictor of PTSD.

2. To find out the physical abuse, psychological abuse, and sexual abuse as

pedictor of postfraumatic cognitions.

3. To determine the role of posttraumatic cognitions as mediators in relationship

between husband's violence and PTSD amolg women victims of husband's

violence.

4. To examine differences on PTSD and posthaumatic cognitions in women

victims of husband's violence after Narrative Exposure Therapy (NET) in

heatnent group.

5. To examine differences on PTSD and posttraumatic cognitions in women

victims of husband's violence in conhol group.
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l.

2.

3.

4.

Ilypotheses

Physical abuse, psychological abuse, and sexual abuse by husbands positively predicts

PTSD among women victims of husband's violence.

Physical abuse, psychological abusg and sexual abuse by husbands positively predicts

negative cognitions among women victims of husband's viorence.

Posttraumatic cognitions positively mediate between husband's violence and pTSD.

Significant differences will likely to occur in the scones on PTSD and negative

cognitions in three assessments of women victims of husband's violence in heafinent

group.

Non-significant differences will likely to occur in the scores on PTSD and negative

cognitions in three assessments of women victims of husband's violence in the contol

grrup after general counseling and psychoeducation.

5.
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Posthaumatic
Cognitions

Figure 3 rqrese,nts Proposed Mediational Model



Research Design

The current study was a quasi-experimental control group pretest-posttest research

design with intra and inter group comparisons over time. The inte,nrention was carried out

in one group (heatment group) and the outcomes were oompared in regard to each

participant over different periods within the same group as well as between the treatment

and conhoUcomparison groups. The aim of the therapy was reducing symptoms of PTSD,

and helping in restructuring negative thoughts in regard to experie,ncing husband's

violence. Participants wene assessed through psychological tools before therapy, middle of

the therapy and just after the therapy.

Sample

One hundred participants were selected for the goup that receivd NET (heatnrent

group) and a comparison goup that did not receive NET (control group) based on the

following criteria:

Incluslon criteria

Women who were married and living with their husbands at the time of interview,

women who were experiencing husband's violence, they agreed to take part in the study

and complete the study, women between the ages of 18-50 years, had higher soones on

PTSD Checklist for DSM-5 and they scored higher on Posthaumatic Cognitions Inventory

were included in the study sample.



Exclusion criteria

Women who were unable to read Urdu by themselve.s, widow, unmarried, divorced,

separated women atd women suffering from any acute medical and psychiatric illness were

not included for this study.
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Figure 4: Sample FIow Sheet for the Main Study

Initially id€ntifid sample

n= 395

L-
I

Sample selected for the main study

Completed therapy

n=35

,/

sample of the main study

n:75

295 excluded:
not fulfilled
inclusion criteria

Treatmcnt group for Narrative Exposure Therapy

n=50

Control group for general counseling &

psychoeducation n=50A
PTSD Husband's Posthaumatic

Violence Cognitions

PTSD Husband's Posttraumatic

Violence Cognitions

I

No.ofAttrition=ts I

Ii
No.ofAttrition=l0 I

I
Completed therapy

\

\
Total

n:100
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Operational Delinitions

Husbandts Violence. fire definitions p,rovided in the literature usually include

curent or former spouses and non-marital partners like dating partners. Howwer, the focus

of the current study was violence within a marital relationship and also keeping in view the

cultural context of Pakistan and for the purpose of definitional clarity, it was decided that

the term 'husband' instead of intimate partner' would be used in the present research.

Throughout the present study, the definition of intimate parfrrer violence grven by

Schecter and Edleson (1999) was followed: "a pattern of coercive behaviors, including

physical, sexual, and emrotional abuse, as well as economic coercion, that adults use against

their intimate partners to gain power and control in that relationship. This violence is

mostly perpehated by man against women parlners," (Schecter & Edleson, Lggg).Violence

committed against women by their husbands was operationalized in terms of Karachi

Domestic violence screening scale-Urdu version (Hassan & Malik, 2009).

Posttraumetic Stress Disorder (PTSD). Posthaumatic stress disorder (PTSD) is

an anxiety disorder in which a person experiences significant distress, intense fear and

horror following a haumatic incident. Diagnostic and Statistical Manual of Mental

Disorders (DSM-S) characterizes ttre common symptoms of PTSD as re-experiencing or

reliving ofthe dishessing evenq persistent avoidance of any cues ofthe incidenf emotional

numbing, hlryer-arousal and alterations in cognitions and mood (American Psychiatric

Association, 2013). It is operationalized in terms of Posttraumatic Checklist for DSM-5

(Weathers, Litz, Keane, Palmieri, Marx & Schnurr,2013).
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Posttraumedc Cognitions. Negative cognitions refer to dysfunctional thoughts and

beliefs individuals have about themselves and the world. Many hauma theories postulated

that faumatic incidents produce changes in the thoughts and beliefs of the victims and

these changes are considered as key features in emotional reaction to the traumatic incident.

Negative or dysfunctional thoughts were operationalized in terms of Posthaumatic

Cognitions Inventory (Foa, Ehlers, Clark, Tolin & Orsillo, 1999).

Instrumentr

Following instnrments wcre used in the crrrent study:

Socio Demogrephic Sheet. It was used to gather personal information of

respondents and their husbands. lt obtained information regarding age, education lwel,

professional status, years of marriagg income, family stucture, religion, etc. (Annanure

D).

Kerachi Domestic Vlolence Screenlng Scele- Urdu version (Ilassen & Malik,

2009). The scale comprised of 35 items with five subscales exploring the incidence of

physical abuse, psychological abuse, and sexual abuse. The scale also measures

characteristics of the abuser and characteristics of the victim (AnnexureE). For all items

there was a 4-point rating scde with options of "Nevef', "Sometimes", "Often' and "Most

of the time". The scoring range on each item is 0 to 3, corresponding to minimal and

maximal domestic abuse being faced by the vic,tim. The total score range of KDVSS is

from 0 to 105. The cut-offsoore on KDVSS-U is 30. The total soore is obtained by adding

scones on all the subscales (Hassan,2009).
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Urdu version of PTSD Checklist for DSM-S. (PCLS; Weathers, Litz, Keane,

Palmieri, Mam & Schnurr,2013). PCL5 was dweloped to assess 20 symptoms of PTSD

based on DSM-5 criterion. The PCL-5 has multiple uses such as monitoring symptom

change during and after the teatnent, screening individuals with PTSD and mahing

prrovisional diagnosis. The checklist consists of four domains of PTSD given by DSM-S:

Reexperiencing Avoidance, Negative alterations in cognition and mood and Hyper-

arousal. The total score indicates the seriousness of the symptoms that can be calculated

by adding the scores for20 itenrs. The scores range from 0-80. These scones range between

0 to 5 on a Likert scale where 0= Not at all to 4= Exhemely. Higher soones represent higher

swerity. For making provisional diagnosis, the cut-offs@re is 38. For observing change

in symptoms over time, lO-point change is required to be consid€red a clinically significant

change in symptoms (Appendix-H)

Urdu vercion of Posttraumatic Cognitions Inventory- PTCI. Posttraumatic

Cognitions Inventory GTCI) dweloped by Foa and Ehlers (1999) was used in the present

research to assess posttraumatic cognitions in women victims of husband's violence. PTCI

consists of 33 statenrents about negative cognitions scored on Likert-type ranging from I

(totally disagree) to 7 (totally agree). The scores range from 33-231. PTCI has three

subscales measuring Negative Cognitions about the Self, Negative Cognitions about the

World, and Self-Blame. Higher soores represe,nt higher levels of dysfunctional thoughts

(AppendixJ).



Ethical Considerations

Ethical Rcview Board, Departnent of Psychology, IIUI, Ethics Committee along with

head of the institutes granted their approval. In addition, the research respondents gave

their inforrred consent and were guaranteed privacy and confidentiality of their data

Procedure

The researcher attended taining workshops of Narrative Exposure Therapy by a senior

clinical psychologist who was trained in the Narrative Exposure Therapy and attended

accreditod workshops. After getting haining, the interrrention was implemented on women

who were victims ofhusband's violence with PTSD. Authority letter was taken firom parent

department to collect information (Appendix-A). Participants were given a detailed

introduction regarding the nature, objectives and importance of the study. Informed consent

(see Appendix-C) was taken by all the respondents. Throughout the research prooess care

was taken to make it consistent with ethical guidelines and principles. The respondents

we're given complete assurance that their information would be kept strictly confidential.

Treatment program was completed in twelve weeks with twelve sessions (Table 22).The

participants were randomly assigned to treahnent and control group (N=l12).Fifty women

were contacted to attend all the sessions but only 40 women attended all the se.ssions in

heatment group. Participants having less than six sessions w€re not included in the sample.

There were four women who participated in six therapeutic sessions and three women

participated only iu three sessions while the remaining three women discontinued the

therapy after attending initial two sessions. The participants in control goup did not receive

the the,rapy. They were only given general counseling and psycho education. There were
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35 women who completed general counseling and psychoeducation sessions within twelve

weeks. The researcher tied her best to contact the women who left the study but it was not

possiblebecause ofthe incomplete information provided by the participants. Howwer, the

researcher managed to contact some of the participants who left the therapy prematurely.

The reasons for dropping out of the therapy as reported by the participants included lack

of familial suppor! child care, education lwel, low income and unerrployment, physical

conshaints such as time and distance forced the participants to drop out of the th.rapy.

Some other fac'tors were also observed by the researcher which conhibuted to the dropout

rate. These factors were lack of commitnent on the part of the participants, lack of

motivation to be heated, self-help behavior of the participants, anxiety about disclosing

one's feelings and personal experiences and last but not the least, social stigma wftich

continues to prevent people to seek mental health care interventions. At the end of the

tneatment, differences between the treafrnent and conhol goup were directly attributed to

the effect of the treatment through posttest measurqt.
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RESULTS
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Chepter-III

Regults

Teble 30

Sociodemographic characteristics of Treatment and Control Group (N:75)

Baseline Characteristics Trcatmcmt Group Contrrol Group Full Sample
n%n%rr%

Agc (M=32)
16-25 Years
26-35 Years
36-45 Years
46 Years & Above

Education
*Iow
*+Middle
*trHigher

Years of Maniage (M=10 Years)
l-5
6-10
I l-15
t6-20
2t-25
26-30
3l & above

No. of Children (M= 3)
0 child
I child
2 childreit
3 children
4 children
5 children
6 children & above

Profe.ssional Status
Paid work
Housewife

Husband's Age
2l-30 Years
3140 Years
4l-50 Years
SlYears & above

l3
t2
t4
I

23
n
23

2

t4
37
u

l0
l5
9
I

8

l9
E

32.5
30.0
35.0

2.5

15.0
45.0
ll().0

t2.5
37.5
22.5
17.5
7.5
2.5

0

0
5.0

35.0
30.0
t2.5
12.5
5.0

28.6
42.9
25.7

2.9

22.9
54.3
22.9

8.6
28.6
34.3
22.9
2.9
2.9
0

0
2.9

t4.3
34.3
22.9
L7.l
8.6

30.6
36.0
30.7

2.7

t8.7
49.3

32.0

t0.7
33.3
28.0
20.0
5.3
2.7
0

0
4.0

25.3
32.0
17.3

t4.7
6.7

8

25
2t
l5
4
2
0

0
3
19
24
l3
ll
5

6
l8
l6

5
15

9
7
3
I
0

0
I
5
t2
8
6
t

l3
22

0
l0
t7
8

3

l0
t2
E

I
I
0

0
2

t4
12
5
5
2

t7 42.5

23 57.5

37.1
62.9

0
28.6
48.6
22.9

30 40.0
45 60.0

4
il
6
l9

10.0
27.5
ls.0
42.5

4 5.3
2t 28.0
23 30.7
25 33.3

Continued...
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Baseline Characteristics Treatment Grnuo Contml Gmun Full Samnle

%%%
Husband's Education

*low
++Middle
++tHigh

Professional Stahs
Employed
Unemployed

Family's Monthly Income

10,000-25,000 Rs
26,000-41,000 Rs
42,000-67,000 Rs
68,000-83,000 Rs

84,000 & Above

Family Structure
Joint
Nuclear

Resideirce
Rural
Uftan

5 12.5

t9 47.5
16 40.0

6 l7.l
19 54.3
t0 28.6

1l
38
26

73
2

4
6
20
t7
28

48
27

9
66

34
I

14.7

50.7
34.7

97.3
2.7

39
I

3
3

9
6
l9

27
l3

97.5
2.5

7.5
7.5

t2.5
1s.0
37.1

67.5
32.s

t7.5
82.5

97.1
2.9

7
33

| 2.9
3 8.6
1l 25.7
I I 22.9
92t

2t 60.0
t4 40.0

2 57.0
33 94.3

5.3
8.0

t7.3
18.7

9.3

64.0
36.0

12.0
88.0

Note: N= 75(n=40 for treatment group and n=35 for contsol gtoup). Participants wer€ on avcrage 32 years

old; Education: l.ower educational level= Illiterate & Primary; Middle Educational leveF Secondary, Mahic

&Inrcrmcdiarc; Highcr Education= Graduate, Mastcr & Professional.

Table 30 illushates dernographic characteristics of women who participated in this

study. The mean age of the participants is 32 years and most of them completed education

up till Matric. Most of them are housewives. Twenty eight percent are with family income

of above 68,000 rupees. Most of them live in a joint family syst€Nn. The rnean years of

marital relation is 10 years and mean number of children is three.
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Teble 3l

Psychometric properties of Scales of T'hree levels of assessment for Treatment Group
(n=40)

Scales Pre-Test Mid-Test Post-Test

MSDRangecM,SDGMSDd

KDVSS-U 89.03 3.07 0-105 .69 91.3 3.18 .7s 88.01 3.04 .77

FCLs 70.25 2.66 0-80 .70 70.7 3.01 .69 61.23 3.81 .71

pTcr 205.8 6.42 33-23t .82 204.5 5.97 .80 190.56 6.43 .82
IVote: I(DVSS-U=Karachi Domestic Violcnce Screening Scalc-Urdu; PCL-S=Posthaumatic Stress Disorder

Checklist for DSM-S; PTC[= Posttraumatic Cognitions Inventory.

Table 31 shows the alpha coefficients on three assessments of the KDVSS-U, PCL-

5 and PTCI for the teatment group. The results indicate that all the scales used in this study

are intemally consistent with satisfactory alpha coefficient reliability.
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Teble 32

Psychometric properties of Scales of Three levels of assessmentfor Control Group (n=35)

Scales Pre-Test Mid-Test Post-Test
MSDRangeaMSDdMSDa

KDVSS-U 87.97 4.58 0-105 .71 90.20 3.35 .73 90.58 3.55 .73

rcLs 70.67 z.ffi 0-80 .71 71.88 2.43 .71 70.26 1.93 .70

prcr 212.32 4.22 33-231 .78 210.08 5.38 .80 210.41 4.78 .82

Note: KDVSS-U=Karachi Domestic Violence Screening Scale-Urdu; PCL-

S:Posttraumatic Stress Disorder Checklist for DSM-51 PTCI= Posthaumatic Cognitions
Inventory.

Table 32 shows the alpha coefficients on three assessments ofthe KDVSS-U, PCL

5 and PTCI for the control group. The results indicate that all the scales used in this study

are internally consistent with satisfactory alpha coefficient reliability.
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Table 33

Relationship between KDIISS, PCL-| and PTCIfor Treatment Group (n:40)

Variable 23
Ikrachi Domestic Violence Screening Scale .50*+ .33*

Posttraumatic Checklist-s - .42*

Posttraumatic Comitions Inve,lrtory
*f.05, ++p<.01

Table 33 indicates that in the heatment grcup, KDVSS is significantly positively

correlated with PCL-5 (p<.01) and PTCI (p<.05). Similarly, PCL-5 is also significantly

positively correlated with PTCI (p<.05).
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Teble 34

Relatiottship between KDYSS, PCL-| and PTCIfor Control Group (n=35)

23
I&rachi Domestic Violence Screening Scale .56** .29+

Posttraumatic Checklist-S - .38+

Posttraumatic Comitions Inventory
*f.05, **p<.01

Table 34 indicates that in the conhol goup, KDVSS is significantly positively

correlated with PCL-I 0r<.01) and PTCI (p<.05). Similarly, PCL-5 is also significantly

positively correlated with PTCI (p<.05).



135

Table 35

Relatiottship between subscales of PCL-S and PTCI for Treatment and Control Group
(N=75)

PTCI
NegativeCognitions NegativeCognitions Self-Blame

Variable about Self about World

PCL.5

Rc+xperiencing .26* .07 .07

Avoidance -.12 -.18 .12

Negative alterations in
cognition andmood .28* .16 .23r

Hvoer-arousal -.005 -.05 '.23*
*Correlation is significant at 0.05 level

Table 35 shows that the,re is significant positive correlation between Re-

experiencing and Negative Cognitions about Self (p<.05). Results also show that Negative

alterations in cognition and mood have a significant positive correlation with subscales of

Negative Cognitions about Self and Self-Blame (p<.05), whereas H1ryer-arousal has

significant negative correlation with the subscale of Self-Blame ((p<.05).
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Teble 36

Conelalions betweenphysical abuse, psychological abuse and squal abuse, PTSD and
Posttraumatic Cognitiow in Trqtment and Control Group (N=75)

Variable Physical Psychological Sexual
Abuse Abuse Abuse

Posttraumatic Stress Disorder .53** .541+ .38*+

Postfiaumatic Comitions .33* .46** .25
+*p<0.01, *p<0.05

Table 36 illushates ttrat all types of abuse (physical, psychological and sexual) are

significantly positively correlated with Posttraumatic stress disorder. Table also illustates

that Negative Cognitions have significant positive correlation with physical abuse and

psychological abuse. Negative Cognitions have positive but non-significant correlation

with sexual abuse.
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Teble 37

Regression Coefricients ofphysical abtue, psychological abuse and sexuul abuse

predicting PTSD amongwomenvictims of husband's violence (n= 40)

Variables SEfi 95% CI

Constant

Physical Abuse

46.31

.342

6.64

t.2E

2.2

6.9E

.267 .15

.165 .23

.22 .26

.000

.000

.034

.028

132.39,60.227

[.19,.87]

[.029,.68]

I.058..9421

Psychological Abuse .358

Sexual Abuse .49
Note. Cl: Confidence Interval

Table 37 shows the impact of physical abuse, psychological abuse and sexual abuse on

PTSD among women victims of husband's violence. 'llrc R2value of .18 rerrealed that the predictor

explained 18% variance in the ou0come variable with F(3, 7l) = 5.33,p<.001. The fiudings

rcvealed that all the ttuee tyryes of abuse i.e. physical abuse, psychological abuse and sonral abuse

positively predicted PTSD (F = .15, .23 & .26,p<.001 respectively).
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Regression Coeficients of physical abuse, psychological abuse and suttul abuse
predicting posttraumatic cognitiorut amongwomen victims of husbancl's violence (n : 40)

Variables B SEftp 95% CI

Constant

Physical Abuse .77

Psychological Abuse .77

Sexual Abuse .80

236.82 r8.09

.69 .14

.43 .19

.58 .18

13.08

t.t2

1.67

1.39

.000

.000

.000

.000

1200.74,272.927

[2.160,.606]

u.57,.13EI

[.348, 1.95]

Note. Cl= Confidencc Interrral

Table 38 shows the impact ofphysical abuse, psychological abuse and sexual abuse

on postfaumatic cognitions among women victims of husband's violence. The R2value of

.07 rwealed that the predictor explained TYovaianen in the outcome variable with F (3,

7l) : 1.81, p<.001. The findings revealed that all the three tlpes of abuse i.e. physical

abuse, psychological abuse and sexual abuse positively predicted posthaumatic cognitions

(9 : .14, .19 &.1 8,p<.001 respectively).
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Regression Analysisfor Mediation of Posllruuntalic Cogttilions belween Husband's Yiolence and

PTSD (n = 40)

Variables B 95%U SEB B Rz ARZ

Step I
Constant

Husband's

violencc

.15 .l5r**
46.4+]+ 133.48,59.241

.26**+ l.l2l,.4ll7

6.43

.39***
St€p 2

Constant

Husband's

violence

Posttraumatic

Cognitions

32.31*** 19.757,54.861

.26*** 1.125,.4131

.066+f,r [.021,.154]

.18 .03*rf
I l.3l

.27*r*

.16+r+

Note. Cl= Confide,nce Interval; *** p<.001

Table 39 shows the impact of violence committed against women by their husbands

and posttraumatic cognitions on PTSD. In Step l, the R2 value of .15 rwealed that

husband's violence explained 15% variance inthe PTSD withF(1, 731= 13.361,p<.001.

The findings rwealed that the violence perpetrated against women by their husbands

positively predicted PTSD (F =.39,p<.001). In Step 2,theR2 value of .18 revealed that

husband's violence and posthaumatic cognitions explained I E% variance in the PTSD with

F (2,72)=7.93,p<.001. The results indicated that the husband's violence (p= .27,p<.001)

and posttraumatic cognitions positively predicted PTSD (0 = .16. p<.001). The AR2 value

of .03 revealed 3o/o chatge in the variance of Model I and Model 2 with A^F (l, 721:2.2r,

p<.001. The regression weights for husband's violence subsequently reduced from Model

I to Model 2 (.39 to .27) but remained significant which confirmed the partial mediation.



ltto

More specifically, violence committed against women by their husbands has direct as well

as indirect effect on PTSD.
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Table 40

One-woy ANOYAfoT Diffuences AmongThree Assessments on PCL-S and PTCI of Tre,atment

Group (n=40)

Ist
_Asscssment

2d
Assessment

3r{
Assessm€nt

Variables M SD MSD FO.t17) D2 Past Hoc
70.75 2.66 70.25 3.0r

205.83 6.42 20/.55 s.97

6t.21

190.5

I12.3fir

2333rlr

l>2>3

l>2>3

.66

.79

3.il

6.43

urp<.001

Table 40 shows mean, standad derriation and F-values for Posttraumatic Smess

Disorrder and Posthaumatic Cognitions across three levels of assessme,nt. Results indicated

significant mean differe,nces acnoss three levels of assessment on Posttatrmatic Shess

Disorder in neatnent group with f' (2,117) : 112.3, p<.001. Findings revealed that

Narrative Exposure Therapy produced a significant reduction in Posttraumatic Sfress

s@res on PCLS from p,re-assessment to post-assessment. The value of D2 was 0.66 (>.50)

which indicated large effect size. The Post-Hoc Comparisons indicated significantbetween

group mean differences of each lerrel of assessment with other two levels of assessment.

Results indicated significant mean differences across three levels of assessment on

Posttaumatic Cognitions wifh F (2,1 17) : 23i. j, p<.00l. Findings revealed that Narrative

Exposure Therapy produced a significant reduction in Posttraumatic Cognitions scores on

PTCI from preassessme,nt to post-assessment. The value of D2 was 0.79 (>.50) which

indicated large effec't size. The Post-Hoc Comparisons indicated significantbetween group

mean differences of each lerrel of assessme,nt with other two lwels of assessment.
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Table 4l

One- way ANOYAfioT Differences Among Three Assessments on PCL-1 and PTCI of Control
Group (n=35)

Ist
Assessmeirt

2d
Assessment

3rd

Assessment

Variables M ,SD M ,SD F2,r02)
FCI-5

PTCI

70.67 2.60

212.32 4.22

71.88 2.43 70.26 1.93

210.08 5.38 210.41 4.78 .021.93

Table 4l shows mean, standard deviation and F-values for Posthaumatic Shess

Disorder and Posttraumatic Cognitions across three levels of assessment. Results indicated

non-significant mean differences acnoss three levels of assessment on Posttaumatic Stess

Disorder in conhol group wifrr F(2,102)=2.465, p:.09. Findings revealed that general

counseling and psychoeducation did not bring a significant rcduction in Posttraumatic

Shess scores on PCL5 from pre-assessment to post-assessment. The value of D2 was 0.05

(<.20) which indicated zero effect size. The Post-Hoc Comparisons were not conducted

due to non- significant mean differences. Results indicated non-significant mean

differences across three levels of assessment on Posttraumatic Cognitions with F (2,102)

= 1.93, p=.15. Findings rwealed that general counseling and psychoeducation produced a

marginal reduction in Posthaumatic Cognitions scores on PTCI from pre-assessment to

post-assessment. Thevalueof D2was0.02 (<.20) which indicated no effect size. The Post-

Hoc Comparisons were not conducted due to non-significant mean differences of each

lerrel of assessment with other two lwels of assessment.



L43

f igure 5
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Table 42

Mixcd Repeated Measures Analysis of Yariance to Compare Three Assessments of
Treatment and Control Groupfor PCL-1 (N:75)

Group T1rye Time Point
Assessment M SD

Conhol I 70.67 2.60
2 71.88 2.43
3 70.26 1.93

Treafinent I 70.25 2.66
2 70.75 3.01
3 61.27 3.81

Source SS MS df F p
Time 1103.398 551.699 2 148.4 .000

G.T1pe 43.907 43.907 I 26.774 .000

Time +G.T1pe 1095.772 557.248 2 141.352 .000

Error 542.860 3.718 146
*G.T1pe=group tlpe (treatnent and conhol group)

Table 4?illustrates a significant main effect of the treahent i.e. Narrative Exposure

Therapy (NET) to reduce PTSD symptoms across the assessments over tluee time points

(F [2, I46J = /,48.4, p<.001). The betrneen goup result shows that there was a significant

interaction between time and goup We (F [2,146J = 141.j52, p<.001). Thus, women

victims of husband's violemce with PTSD who received Narrative Exposure Therapy

showed significantly lower soores on PCL-5 when compared with those who received

general counseling and psychoeducation.
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Teble 43

Mixed Rqteated Measures Analysis of Yariance to Comparc Three Assessments of
Treatment and Control Groupfor PTCI (N=75)

Group Type Time Point
Assessme,nt M SD

Control I 212.32 4.22
2 210.08 5.38

3 210.4t 4.78

Treatnent I 205.83 6.42
2 204.55 5.97
3 190.09 6.43

Source SS MS df F p
Time 9159.98 4579.994 2 267.876 .000

G.Type 11305.097 11305.097 I 176.801 .000

Time*G.T1pe 8141.658 4070.829 2 238.096 .000

Error 2496.226 17.097 146
fG.T1rye= grcup tlpe (featnent and control group)

Table 43 illustrated a significant main effect of the treatnent i.e. Narrative

Exposure Th*py (NET) to reduceNegative Cognitions acnoss the assessrnents over three

t"ne points (F [2, l46J = 267.876, p<.001). Result showed that negative cognitions

decreased significantly across the three point assessme,nts. The comparison of treahnent

and conhol group showed that there was a significant interaction between time and group

tWe (F [2,146J = 176.801, p<.001). Thus, women victim of husband's violence who

receivedNarrativeExposureTherapy showed significantreduction in scores onPTCIwhen

compared with those who received general counseling and psychoeducation.
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DISCUSSION
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Chepter-IV

Discussion

Worldwidg women face multiple forms of violence. Women activists and

organizations all over the world have drawn attention to various forms of violence

committed against females It includes physical, psychological and serrual violence

committed by close relatives or intimate partners, forced marriages, abuses related to

&r*ry, female genital mutilation and other customary rituals detrimental to females. Other

forms of violence against women enoompass female infanticidg prenatal sex selection,

trafficking of women to other counhies, forcing them into prostitution business, forced

sterilization and forced abortion. Women also commonly face sexual harassment and

bullying at theirworkplaces. The Convention for Eradication of all kinds of Discrimination

Against Women (CEDAW) recognized all forms of violence as detrimental and stated,

"gender based violence impairs and nullifies the victims' rights to life, equality and

protection in the family, liberty, right to attain highest attainable standards of physical and

mental health, and women should not be subjected to torture, inhumane or degrading

treatment or punishment" (CEDAW, 1979).

The most prwalent form of violence committed against women worldwide is

marital violence which has been defined as the physical, emotional/psychological and

sexual abuse of women by their intimate partners (Heis, Pitanguy & Germain ,1992;Ijaden

& Thoennes, 2000). Partner violence is faced by women in almost all societies of the world

and it surpasscxt cultural, religious and economic distinctions. Researchers working on

intimate relationships for the past 40 years have used a variety of terms to refer to abuse,

assault or violence. Other terms used for intimate partner violence are wife-battering,
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spousal violence, domestic violence, family violence, domestic abuse and intimate partner

abuse. Howwer, rwiew of the literature rerrealed that when using these terms

interchangeably, the ferrinist theorists andresearchers (e.9., Beecham, 2009;McKig 2005;

Mullender, 1996; Saltzman, 2004) have noticed various mettrodological and political

repercussions of using these terms. These researchers have suggested that terminology

influences not only estimates of incidence and rates of prwalence but also influences how

violence against women is perceived as a private or a public matter. Howwer, mixed point

ofviews prevail regarding the use of the term. Some ferrinist researchers advocate the term

'intimate partrcr abuse' as it integrates non-physical forms of abuse while other researchers

oppose the use of 'abuse' instead of 'violence' as it minimizes the horri$ing effects of

physical viole,lrce experienced by the wo,men (McKig 2005). Hence, the researctrer had to

decide which terminology would be used in the curr€nt study while considering in rnind

the contnoversial nature of the argume,nt about the use of terminology and being aware of

its serious implications for the findings about the nature and erilent of the problem. The

terrr 'domestic violence' though most commonly used, seems to include all kinds of

violence that take place inside the four walls of the home. Domestic violence in Pakistani

cultural context incorporates all forms of viole,nce betrveen family members because of the

joint or extended family structure. As the errphasis of the current research was on the

violence committed within a marital relationship against women and keeping in view the

cultural context of Pakistan, it was decided to use the term 'husband's violence' rather than

'intimate partner violence' or'domestic violence'. Likewise, in the current study, the term

'violence' was preferred to be utilized instead of 'abuse' because abuse seems to have less

ssyere consequences and might also help to neutralize violent acts by reducing the pain
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and distress orperienced by women. Therefore, the rcsearcher used the term 'husband's

violence' throughout the study to make it more clear and concise.

Women in Pakistan also face discrimination and violence throughout their lives on

r€gular basis. Here domestic abuse against females is often taken as a normal part of

Pakistani women's lives and is still not viewed a hunran rights violation (Babur, 2007;

Masood, 2005;Niaz, 2003; Shaildr, 2003). Sultan, Khwaja and Kousar (2016) conducted a

qualitative exploration of spousal abuse fac€d by Pakistani women residing in Lahore,

Pakistan. Using thematic analysis, the researchers investigated different dimensions of

spousal abusg seeking to understand the forms of abuse faced by women and how they

feel, think, and react in response to it. The findings revealed that the women were

orperiencing a myriad of abuse and misfreatment including physical violence, emotional

abuse ranglng from humiliation to cold indifference, disempowerment and deprivation.

This led to effects on their sense of sel[, physical and mental health, cognitions,

relationships and well-being.

World Health Organization in 2013 stated that *due to the corurcqueners of

domestic violence for the victims and their family me,mbers, as well as the high lwels of

prevalence, this form of viole,nce constitutes a complex problem and requires public

policies for is prevention and psychosocial treatment," (WHO, 2013). A study conducted

by Masood (2014) sought to bring attemtion to the experiences and perceptions ofPakistani

young adults who grewup in an abusive home environment. The study's findings revealed

high and startling prevalence rates of exposure to intimate partner viole,nce (IPV) and other

tlpes of victimization and favorable attitudes toward violence in the marital relationship.

A rwiew of qualitative research done by Ali, Farhan and Ayub (2020) consolidate research
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data and provide an insight into areas that need further research regarding IPV. This review

rwealed the commonly found themes like experiences and perspectives ofmaried women

facing IPV, perspectives ofmarried me,n, societal and cultural nonns and impact on women

and family as a whole. Considering the datq there is an trgent need to prwent intimate

partner violence.

Different fonrms now increasinglyrecognize and discrrss domestic violeirce against

fe,males. Serious questions related to the magnitudg oonsequences, prevention,

intervention and risk factors of violence within intimate relationships are being asked.

Althougfo, there are many researche.s in Pakistan that have explored the naturg extent,

prevalence and impact of violence with its various dimensions, the current study

conhibutes by providing an widence-based intervention that can be used to qualify the

actions of public mental health services in Pakistan, where there is already a shortage of

widence-based approaches for the heatment of women victims of violence committed

against them by their husbands. This study was planned to waluate the effectiveness of

Narrative Exposure Therapy (NET) in haumatized women victims of physical,

psychological and sexual violence committed by their husbands in Pakistani context. The

curr€nt study was comprised of three separate phases. The translation of PTSD Checklist

for DSM-5 and Posttraumatic Cognitions Inventory was done in step I of phase I. Cross

language validation and estimation of psychometric properties of Eanslated scales were

done in stepIII and IV of phase J. Screening out women victims of husband's violence

with PTSD for therapeutic interrrention and exploring the relationship and differences

betrreen sociodemographic variables and husband's violence. Before conducting the main

study on a larger sample, it is recommended to carry out the research on a smaller sample
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for finding out the results. Keeping in view this recomme,lrdation, the researcher designed

pilot study to examine the efficacy of NET on a smaller sample (n: l2). The study was

canied out in step II of phase II. Phase III was aimed at implementation and investigation

of efficacy of Narrative Exposure Therapy for women victims of husband's violence with

PTSD on a larger sample (n = 75).

Initially, 800 questionnairqs were distibuted arnong women for the purpose of data

collection out of which 656 forms were returned. Results indicated that 60% (/V=395) were

identified as "abused" and39.tYo (N:261) as "non-abused" (Table 9). This reveals the

fact that at present the problern of violence committed against women by their husbands is

prwaleirt in our society as a menace and providing psychological support will help some

victims of husband's violence with platform where they can talk about their problems and

think about utilizing the available options to prwent this sort of violence against

themrselves. While doing data collection for this study, the researcher herself found some

women interested in knowing any available options to overcome the problems linked with

husband's violence. These women were provided with information about agencies

providing psychological services and legal assistance to women in Pakistan. Currently in

Palcistan, insufficient resounoes are available to appropriately handle case.s of viole'nce

against women. At the sarne time the family pressurles, cultural and misinterpreted religious

injunctions strongly discourage these women to seek any help from other resources like

shelter homes or legal system. In these conditions, it is imperative to raise general

awareness about the issue of husband's violence and sensitivrty to clinical signs and

symptoms associated with violence can provide some psychological support to these

women. The general awareness and sensitivity will not only enoourage women to discuss
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their problems but also motivate policy makers to think about dwising some strong

supporting and healing networks for these women.

Similar findings were reported by other studies around the globe. For instance, in

India analysis of criminal reports was used to estimate existence of intimate partner

violence against women which rwealed that only for year 2003, almost 36YowErethe cases

of spousal violence (Govemment of Indiq 20M). A population based survey conducted in

Arab countrie.s like Egy?t, Palestine, Israel and Tunisia also showed that at least 1 out of 3

women is physically victimized by her husband thus in line with the rates of spousal abuse

indicated by this study findings (Douki,2003).

Keeping in view the cultural, religious and traditional tenets of women in Pakistan

and other South Asian @untries, it was presumed that women would more likely to report

psychological violence as compared to physical and sexual violence. Findings of the

present study rerrealed that all t1ryes of violence were equally prwalent and reported by

wome,n. Forty-nine percent of women reported physical abuse, E3o/o of women reported

psychological abuse and4T%oofwomen reported sexual abuse in this study sample (Table

2l). The current prwalence rates of physical, psychological and sexual abuse (49-E3yo) n

this study sample are also in line with the previous statistics. During l99l-99 surveys

conducted in seven cities of India showed thatllo/oofwomen experienced serrual violence

by their husbands while 404% were physically and psychologically abused by their

husbands (ICRW,2000). Rabbani and colleagues (2008) rwealed that husbands frequently

carry out and often start with verbal abuse which then escalates into anger and then results

in physical and sexual abuse. The most shiking features of verbaUpsychological abuse in

spousal relation are abusive language in front of the children and insulting or ridiculing
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partner. This high incidence ofpsychologically abusive behaviors carrid out against wives

in our society is understandable. There is general acceptance of this form of violence in

marital relation in this region. A study by Sagot (2005) on family violence in Latin

Americans has reported that both physical and psychological abuses were the most

oorlmon manifestations of viole,nce and women also expressed that physical and sexual

violence are the worst kinds of abuses against anyone but psychological violence in marital

relation is wen more painful, harmful and dwastating. These comments also support the

observations from the study findings about impacts of psychological abuse on

psychological health of women.

The data proposed by the current research was anallzed for hlpotheses testing.

Results revealed a positive association betrreen all Spes of abuse (i.e. physical abuse,

psychological abuse and sexual abuse) committed against women by their husbands and

PTSD (Table 29). The findings of the current research were also supported by prwious

research demonstrating a common relationship between husband's violence and mental

health impairrrents. The pre.valence of PTSD among women victims of intimate partrrer

violence is frequently reported more than any other mental health outcomes ranging from

45-84% (Houslcamp & Foy, l99l;Kemp, Rawlings, & Green, l99l).

Literature shows that the most frequently found mental health disorder as a

corsequence of husband's violence is PTSD in females. Goldberg and colleagues (1990)

observed that PTSD is considered as a normal reaction to abnormally high levels of shess

and trauma due to the fact that women who are victimized by their husbands live in a

constant stateoffearand dangermay consequentlydwelop symptoms ofPTSD. According

to Woods (2000), as a result of continuing violence perpetrated by husbands and acute
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orperiences of tauma may increase the rish of chronic threats and ir{uries among such

women.

Similar findings have been reported in prwious researches that immediate

outcomes of family violence include rqrcrcussions of acute traumg unwanted pregnancy

and sometimes even death. The long-term consequences include chronic body aches and

pains, psychological proble,ms such as posttraumatic shess disorder, depression, substance

abusg and suicide. A recent research canied out by Amell, Aloma, Soler and Cobo in2022

assessed the prwalence of depression, anxiety and PTSD in female victims of IPV that

participated in a public mental health care program, and to malyzethe relationship between

the tlpe of IPV exposute, its psychologlcal consequences and daily life adjustnents. The

results of the study showed that 73% scored above flre cut-off point in physical IPV

dimension. Swenty three perce, t had depression symptoms,'l'lo/o trait anxiety, and 87o/o

state anxiety. Prevalence of PTSD was also high i.e. 87o/o.lPY significantly interfered in

all the aspects of daily lives of 92%o of frre sample. It was observod that women who face

domestic abuse were at increasing risk of committing or attempting suicide and five times

more likely to require treatnent forpsychological disorders.

Mir and Naz (2017) examined the predictive relationship between spousal violence,

coping shategies and psychological well-being in married wornen. The findings indicated

that spousal violence negatively predicted psychological well-being in married women.

Active'focus coping shategies and active-distracting shategies emerged as a significant

predictor of psychological well-being. However, no mean differences were found

regarding spousal violence between working women and houservives. Similar findings

were reported by Inayat and colleagues (2017). They conducted a study to estimate
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physical violence and its associated factors among married women living in Multan,

Pakistan. Out of 375 women sunreyed, 62.930/o reported physical violence, across all

socioeconomic settings.

A rec€nt shrdy conducted by Sattar (2020) explored the impact of marital violence

on psychophysiological and reproductive health issues on female victims living in shelter

home of Multan district, Pakistan. Results rerrealed that women victims of intimate parfirer

violence reported various mental health problems such as dep,ression, emotional dishess

and bipolar personality disorder caused by marital violence. These women reported head

injuries as major physiological disorders and formation of ovarian cysts and other

pregnancy related complications as major repnoductive health p,roblems on account of their

husbands' ferocious acts. Similar findings were rqrorted by Islam, Broidy, Baird and

Mazerolle (2017). They investigated the influence of IPV during prcgnancy and its serious

consqpences for mothers and newborns in Bangladesh. The results suggested that the high

rates of IPV in Bangladesh have effects that can compromise women's health seeking

behavior during pregnancy, putting the,m and ttreir dweloping fetus at risk.

Siddique and colleagues (2019) in a study observed that women who were living

in a violent relationship wene mor€ likely to use conhaceptive in Pakistan. They further

suggested that still there is a need for women reproductive health services and government

should take initiatives to promote family planning se,lrrices, awaneness and access to

contraceptive method options for women.

Domestic assault has a positive association with depression, anxiety and skess

according to a recent study caried out by Malik, Munir, Ghani and Ahmad (2021).
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Domestic abuse also found to have a negative impact on the quality of life of those women

who have become victims of domestic viole,lrce.

Zakar and colleagues (2013) conducted a hospital-based cross-sectional survey in

eight randomly selected hospitals of Latrore and Sialkot (Pakistan) to examine a

relationship of spousal violence with women's poor mental health in a sanrple of 373 ever-

married women between ages l8 to 45. It was found by the researchers that women's 1rcor

mcntal health was significantly correlated with their past and crrrent experiences of

physical, psychological and sexual violence inflicted against them by their husbands.

Khan, Ahmod, Saadia and Ahmed (2020) investigated types of violence and its

impact on the lives of maried women residing in Islamabad, Pahistan. Most of the

respondents faced physical abuse by their husbands. Significant relationship prwailed

between husbands' violence and its effects on the lives of married women.

The current study is the first study conducted in Pakistan which explored the

incidence of husband's violence, PTSD and negative cognitions among traumatized

women victims of husband's violence. Findings of this study add to the existing body of

evidence that husband's violence has a positive link with negative cognitions. Results have

clearly indicated that negative cognitions have significant positive correlation with

physical and psychological abuse and positive but non-significant correlation wiflr sexual

abuse (Table 36). Positive correlations between cluster B, C, D and E of PTSD and

posttraumatic cognitions wene also reported by this study (Table 35). Numerous studies

have found the link between PTSD and negative cognitions: individuals diagnosed with

PTSD have more severe negative cognitions than individuals who do not have PTSD

(Agar, Kennedy, & King, 2006;Beck et a1.,2004; Daie-Gabai et d., 20ll; Foq Ehlerc et



L57

al., 1999; Matthcws, Harris, & Cumming, 2009; Miiller et al., 2010; Peril, Benitez,

Zlotnick, Gomez, Rend6n, & Swanson,2013; Startup et al., 2007; Su & Ctre,n,2008; van

Emmerik d d., 2006).

As hypothesized, husband's violence was supported as a predictor of PTSD and

negative cognitions among traumatized women victims of husband's violence. Regression

analysis were conducted to determine the direct relations between different forms of

husband's violence and dependent variables i.e. PTSD and posttraumatic cognitions.

Results rwealed that viole,lrce committed against women by their husbands (i.e. physical,

psychological and sexual violence) accounted for t8% variance in PTSD andT%ovariance

in negative cognitions (Table 37 & 38). That is, women who had been subjected to physical,

psychological and/or sexual abuse wene mone likely to have more negative thoughts about

their experi€nces after exposure to the trauma. This is also in line with previous resea,ch

suggesting that a person's perception or assessment of the traumatic incident and its

consequences may have a vital role in dweloping and maintaining PTSD as well as other

mental health issues (Foa" et a1.,1999;Ehlers & Clark, 2000). Posttraumatic cognitions can

either protect or discourage healthy coping from the negative effects of abuse (Foa &

Rothbaum, 1998).

The current study is the first to find the mediating impact of posttraumatic

cognitions on viole,nce committed by husbands against their wives and pTSD, in an attempt

to fill gaps in the existing literature. One mechanism by which violence in intirnate

relationship can contribute to cause PTSD, according to Foa and colleagues' emotional

processing tr*ry, is through the cognitions that dwelop after exposure to violence or

torture. 'Normal process of recovery" is disrupted with the development of pTSD as
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prcposd by Fog Ehlers, Clark, Tolin, and Orsillo (1999). According to this theory, the

connection betrreen viole'nce and PTSD is mediated by cognitions that consider the world

as completely dangerous (belief about the world), and that the self is totally incompetent

(belief about self). People may dwelop these dysfunctional thoughs either by triggering

schemas that already exist or finding it not easy to understand an unpleasant incident that

are present in less flexible collection of schemas (Foa & Rothbaum, 1998; Foa & Riggs,

1993; Foq Ehlers, Clark, Tolin, & Orsillo, 1999)

The hypothesis that the association between husband's violence and PTSD is

mediated by negative cognitions was supported by the findings of this study. The mediation

model accurately explained all relationships between observed variable.s according to the

results of the c'urrent sfudy. The regression weights were reduced but rerrained significant

which confirmed partial mediation that is, husband's violence has direct as well as indircct

effect on PTSD among women victims of husband's violence (Table 39).

Results of the current study were consistent with the emotional processing theory

by s"qgesting a possibility that negative appraisal and interpretation of the violence

committed against them in intimate relationship may be considerod a key factor in causing

hauma among women victims of husband's violence. Briere and Elliott (2003) proposed

certain thoughts such as the person is "helpless, inadequate, or weak" that might be viewed

as negative cognitions.

Sweral studies have reported similar results. Reichert (2013) found a connection

between childhood maltreaturent, posthaumatic cognitions and mental and physical health

outcomes in young adults (ages 18-29 years) in a cross-sectional analysis. Childhood

malfreafrnent has been linked to higher risk of having mental and physical illnesses.
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posttraumatic cognitions in this research were found to be mediator in this relationship.

The mediating role of dysfirnctional cognitions in 206 women havrng a history of child

abuse and depression was studied by Kaysen and colleagues (2005) who noted that the

relationship betrreen childhood maltreatme,lrt and adult depression was mediated by

negative beliefs about one's self and others. Similarly, negative beliefs about the world

found to mediate the relationship baween childhood sexual abuse, physical abuse and

depression. Over a two and a half year span, Gibb and colleagues (2001) examined the

relationship betrreen a self-reported history of childhood e,rnotional, physical, and ser(ual

abuse, attributional style, cognitiors about one's self and the world, and depression in a

sample of 297 male and female college students. In the relationship between emotional

abuse and depression, dysfuirctional cognitive style was found to be a mediator.

Taken together, the research studies indicate that beliefs or thoughts that dwelop

after orposure to viole,nce also knoum as posthaumatic cognitions, dysfimctional

cognitions, or hatrrra- related cognitions can have a significant impact in subsequent

mental health issues in victims of violence or abuse.

According to Sin (2010), selecting suitable research methodology in any research

is critical for achiwing accurate results. Keeping this in mind, the researcher decided to

select quasi-experimental research design in combination with a quantitative method to

adequately meet the research objectives. A quantitative survey helped the researcher to

assess the prevalence of husband's violence and identified women victims of husband's

viole,lrce who were orperiencing tauma as an aftemnath of this sort of viole,nce. Exposure

to violence in intimate relationships constitute a major sfressor which causes significantly

adverse effect on their physical and mental healtb as well as on their social relationships
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(Fonsecq Ribeiro, I*;al,2012; Gomes d d., 2012). fire review of ttre prwious studies

observed that women victims of violence in intimate relationship are vulnerable to dwelop

anxiety, depression, obsessive-compulsive disorder and PTSD as consequenccs ofviolence

(Adeodato, Canralho, Siqueirq & Souzq 2005; Donies, et al., 20ll; Dillon, Hussain,

Loxton, & Rohman,2013; Jonas d d., 2014).

The abovementioned consequences require interventions directed towards

minimizing the effects of violence. Therefore, reliable and evidence-based heatment

app,roaches are essential for improving the quality of life women who are victims of

repeated violence and abuse (Courtois & Ford, 2009).In this light the current research was

designed to assess the efficacy ofNarrative Exposure Th"opy for women who have beeir

victims of marital abuse perpetrated against them by their husbands. Narrative Exposure

therapy is a form of exposure that motivates the survivors of the trauma to chronologically

narrate their life history in detail to a skilled mental health professional ustrally a counselor

or a psychotherapist. The task of the therapist is to keep a record of the narrative, reread it

to the patient and help the survivor assimilate fragmented haumatic memories into a

meaningful and comprehensible narrative (see Annexure-J).

While NET is heating survivors through the narrative prooess, it is also

simultaneously documenting violations of child righs and human rights. Based on

scientific erridence from various disciplines (clinical psychology, neuropsychiatry,

neuroscience, public health, and refugee studies), NET has been compilod and successfully

field tested (Hensel-Dittmann, in press; Bichescu, Neuner, Schauer, & Elbert, 2007;

Netnrer, Schauer, & Elb€rt, & Roth, 2002; Neuner, Schauer, Klaschik, Karunalcara, &

Elb€rt, 2004;Neuner d d.,200E; Ruf et al., 2010; Schaal, Elbert, & Neuner, 2009;Schauer
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d d., 2006). Among other things, its applicability and effrcacy for survivors of violence

have been demonstrated under a variety of conditions zuch as refugee campVsettle,lnents,

national or local emergencies or crises, and in European and American outpatie'nt clinic

settings (Robjant &Fazel,20l0). Furthermorg NET has been qrte,nded for use specifically

with children/adolesce,nts and is referred to as KidNET. KidNET includes using illushative

material to represent the lifeline of the child/adolescent (Neuner et al. 2008).

Additionally, NET has also been extended for use with individuals who are both

victims of frauma and perpehato,rs of aggressive acts, known as Narrative Exposure

Ttr*py for Forensic Offender Rehabilitation (FORNET; Elbert d al.20l2).

The primary goal of dweloping NET has been to create such a method of

psychological teatment that will be used for healing purpose as well as for directly

contributing to the fight against violence and abuse. The core elements are thus threefold:

healing of the individual, healhg from violence committed against children and women or

against one's ethnic or cultural group, and reconciliation from violence.

The irnpact of Narrative Exposure Therapy was measured by cornparing the

prcsenoe of variations in PTSD diagnosis before and after therapy. Psychological

evaluation has shovm to play an important role in the healing prooess as it provides details

about the swerity of the effects of abuse (Hatzenberger et al., 2010; Ribeiro, Andreoli,

Ferri, Prince, & Mari, 2009). Moreover, slmptoms oftrauma and posttraumatic cognitions

were also identified by utilizing the psychological instnrments. The major aim of the

therapeutic interrrention was to offer an evidence-based intervmtion to treat women who

ane suffering from violence and abuse inflicted upon them by their husbands.
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Hansen and colleagues (2014), developed se,nri-structured multidisciplinary

intervention to erraluate the impact of traumatic situations associated with domestic abuse

in 70 womren. The findings suggested a visible decrease in PTSD symptoms, depre,ssion

and anxiety. It also found an increase in the perceived social support by the participants.

Dutton and colleagues (2013) examined the effects of Mindfulness Based Stress

Reduction (MBSR) interve,ntion in 53 low-income American women who experienced

domestic abuse with PTSD. The participants reported an increase in self-eflicacy, anger

contrrol, better focus on the present and decreased symptoms of PTSD.

Iverson and colleagues (2009) conducted a study to erraluate trreahnent effect of

dialectical behavioral therapy in 31 women victims of violence with 12 group DBT

sessions for the heatnent of ernotional dysregulation that resulted after the exlrcsure to

repeated viole,nt acts. Positive and significant improvernents were reported by women

victims in depression, hopelessness, psychological distress and social adjustnent in post-

heatnent assessments.

Habigzang iuld colleagues (2018) conducted a study to evaluate the impact of

Cognitive Behavioral Tho.py for t16 abused women living in a situation of a domestic

violence. The results ofthe study indicated that Cognitive Behavioral Therapy significantly

reduced the symptoms of anxiety, depression and stress over a oourse of 13 therapeutic

sessions with a weekly frequency. Therapeutic interventions allowed abused women to

perceive thernselves with conhol over their current life situations, knowing their existing

rights and services that can aid in their protection.
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The results ofthe c'urrent study rwealed that NET significantly lowered the s5mptoms

of PTSD and improved posttaumatic cognitions from pre-assessme,nt to post-assessment

in the treatmeirt group (Table 40) as compared to conhol group who did not receive

intervention (Table 4l). The techniques used in therapy proved to be effective in lesse,ning

the distress. Participants werebriefed about the rycle ofviolence and abuse and as well as

its orpression in various forms through psychoeducation which helped the women victims

to review their experienccxr and change their perceptions that they were responsible for the

violencc or abuse. Another component of the therapy was restnrcturing of the memories

related to hauma and promotion of self-protection techniques. These techniques were

specifically designed to allow the participants to perceive themselves with conhol over

their currcnt life situations, informing the,m about their basic rights and availability of

various services for their safety.

Based on the hypothe.sis, the data of this study was anallzed to erraluate the main

effect oftherapeutic interve, rtion to minimize symptoms of PTSD in treafrnent group acnoss

the assessrnents over three time points. The findings indicated that participants who

received Narrative Exposure Therapy presented significant reduction in PTSD

symptomatolory on PCL5 when compared to those who received general counseling

(Table 42). Similarly, a significant main effect of NET was indicated by a decrease in the

scores on Posthaumatic Cognitions Inventory acnoss ttre three point assessments in the

heabnent goup as compared to those in the conhol group who only received general

counseling and psychoeducation (Table 43). The reason for these differences in treatment

and conhol group may be attributed to the contibution of the healing aspect of narratives

or story telling commonly practiced in wery culture acrcss the globe. Likewise, NET has
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been dweloped on the similar intention oflrealing individuals while integrating fragmented

trauuratic mernories into a meaningful narrative.

Treatment fidelity measunes were also employed in the present study. In clinical

research treatrnent fidelity is typically attained by intensive training and supervision

techniques and demonshated by measuring therapist adherence and cornpete'nce to the

protocol using external raters. In the present research, the treatment manual dweloped by

Schauer, Neuner and Elbert (2011) was used to organize and conduct sessions of NET.

Moreover, the sessions were planned and supervised by the research supervisor aud a

senior clinical psychol ogist.

Based on obsenations of NET in practice, it is found that NET has empowering

consequences on both individual and societal lerrels. Striving for appropriate mental health

services for trauma victims turns out to be anything but a "luxury," especially in resource-

1rcor, conflict-ridden counties (Schauer& Schauer,2010). Many survivors suffering from

disorrders of acute shess are not capable ofperforming daily tasks crucial to survival, such

as creating viable financial and social standand of living. Victims may be suffering from

multiple adverse conditions such as intnrsions of traumatic me,nrories, nightrrarcs, their

physical health may be deteriorating, and an increase in the feelings of worthlessness,

suicidal ideation and hopelessness. After teahent it has been shom that suroivors have

been able to perform their daily activities as they used to do thern prwiously and engage

themselves again in close relationships. With this, the prccess of individual and community

r€covery is able to begin. Therefore, keatnre,nt related to tauma is considered a oone

connection between person's psychological health and an overall social and economic

dwelopnent of the commtrnity.



Limitetions end Suggections for Future Research

The study presented certain limitations. First limitation of the current study was its

reliance on information self-reported by participants of the study. Women have themselves

provided information on assessment measrres therefore, the validity of inforrration

obtained through self-reporting of the participants is sometimes questioned as it does not

guarantee accurate responses and also subject to biases because there is chance ofsocially

desirable responses.

Another limitation of this rcsearch was the dropped out cases. Drop out from

therapies renrain a major cause for inefficiency in impnoving the mental health status of the

society and thus leads to low clinical improve,me,nts for the clients. It was not possible to

app,roach many women because they frequently changed the address and telephone contact

for confidentiality. Despite having consent from all participants, only 75 out of 100

completed the therapeutic protocol. The diffioilty in changing working hours and looking

after the childreir and household duties or being relocated from the crty during the process

of &eatnent, Eoy be the cause. Therefore, generalizability of the research findings is

linitd because of the low number of the participants. Future interve,ntions should be

provided in flexible hours for women participants who need to adjust different activities.

Another potential limitation of the study was related to the recording of theiapeutic

sessions. The participants did not give their consent to recorrd the sessions mainly due to the

sensitivity of the issue and for the possibility of marital conflict. Similarly, ethical issues and

cultural barriers werre also considered by the researcher while conducting the sessions.

Confidentiality of the participants was the main priority of the re.searcher as the women victims of

husband's violence u'ere morc concerned about the disclosure of their identity. That's wlry co-
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r€searchcr or any other pusonnel were not included in the study. Howwer, the rcsearcher planned

and shared the sessions with the r€scarch supervisor on regular basis for feedback on prE and post

ass€ssments.

The pre.sent research was limited to small representative sample of only two cities

of Palcistan, so it is suggested that it should be re,plicated on a large representative sample

of whole Palcistan.

This study highlights the abused married women's perspective only while gender

differences are not explored.

Data has been collected from multi-ethnic cities of Pd<istan but the denrographic

information lacked data upon race and ethnicity of participants, which would have been

very useful in providing estimates about generalization of findings.

Majority of the data was collected by the sample having Islam as the religious

background. However, for comparability, participants from various other religions would

havebeen included in the study.

Lack of availability of instnrments in Urdu language was one of the major hazards.

The scales were used after translation.

The curre,nt study has compared the effects of Narrative Exposure Therapy (NET)

with general counseling and psychoeducation in the teatment and control group. It is

recommended for future researches that Narative Exposure Therapy should be compared

with some other therapeutic interve,ntion.

There is need for more research in order to gain further insight and to derrise

appropriate prwortiou and intervention sEategies in addre.ssing problems of violence in
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intimate relationship in our society. Some areas are highlighted below on the basis of

obse,rvations obtained ftom this study:

o How the routine screening of victims can be done effectively in various set ups of

Pakistani society?

o How to dwise appropriate prwention and intervention strategies for violence

against women according to the ethnic backgrounds of people in multi-ethnic

cities?

o Can poorpsychological functioning increase the chances of re-victimization?

o Can men also be involved in our society to address the issue of violence against

women and if yes how and at what level?

o What is the role of counseling and psychotherapeutic services in addressing the

issue of violence against women in our societ5r?

o ls dissolution of marriage the only solution to the problem of marital violence?

o How to target the risk factors and what sho,rt-term stategies can be devised to

address the issue violence committed against women by their husbands in our

society?
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Implications of the Study

Domestic violence is rising globally. In Pakistan because of ttre sensitivity of the

issue, it is most of the time under reported. However, still many women having daily

experiences of violence are living with its oonsequences. The most obvious finding from

all of this research is that identification of violence against women is an important issue

which needs to be enhancd through educational and health awareness programs,

prwention and contol. Moroover, comprehe,nsive laws and legislations need to be

dweloped, shengthened and implemented.

The crurent research rerreals the experience of husband abuse among womem in

Pakistan and serrres as an initiative towards spreading awaneness in general public about

this important issue. The study can inforrr policy makers about domestic violence in

Pakistan and the measures that can be taken for prwention and conhol of abuse. Also, the

infomration that has been obtained can be useful for NGOs, social workers and counselors

in understanding and prwenting abuse.

People in our society need to be educated about the socio-culhral factors that

perpetuate patterns of abuse. There is a need to return to the Islamic notion of the husband

as the caretaker and supporter of the family and a compassionate head of the household.

An active role ofhealth care cenhes, judiciary and high authorities can be very effective in

reducing spousal abuse. Moreover, grrup corurseling programs and applied research on

spousal abuse should be conducted in which different strategies are applied to see which

techniques work best for reducing spousal abuse.
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The findings of this study have implications for both clinical practice and firture

research. Clinical implications include attending to the multiple needs of abused women in

terms of stness reduction via enhanced access to personal and social resounces. Future

research would benefit from more detaild analysis of the pathways by which different

forms of intimate parfirer violemce or domestic violence result in PTSD and from

perspective studies assessing changes in the hajectories of symptoms as a function of

exposure to various forms of abuse ovcrtime.

The present study attenrpted to address some of the aspects related to the

identification, @nsqluenccxt and treatment of victims of intimate partner violence in

Pakistani tu$an society. According to Coker (2005) controlling violence in marital

relationship has significance for stopping other fonns of interpersonal abuse. In families

where mother is abused, for example, the risk of child abuse is higher. Early and effective

assessment and heafnent can help reduce future child abuse, violence by husband, and a

variety of mental and physical health problems associated with it.

Keeping in view the high prwalence and dwastating outcomes of violence upon

victims' psychological health as demonstrated by ttris study and in order to provide

culturally competent leadership concerning family violence prwention, interve,lrtion and

health policy in Pakistan, health policy makers must improve basic knowledge and

orpertise. Besides providing appropriate healthcare services, some women can also be

provided vocational training, emergency strelter, legal aid and other essential services.

Findings of several studies demonstrated that intimate partner violence is a

preventable proble,rn and its prwention primarily requires coordinated policies and action

within different societal sectors. Both state institutions and civil society has vital role to
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play in the prwention, interrrention and eradication of family violence in our society. For

instance, girls' education can significantly reduce occurrenoe of violence as well as its

consequences (such as high rates ofdepression and stress in women) as identified by results

of this research and supported by prwious literature (Stewart et al., 2006).

There are number of other steps which are required at societal level to conhol

prwale,nce, oonsequences and risk factors of violence in intimate relationship. These

include:

Altering social nonns that promote abuse of females.

Stop tolerating use of controlling behaviors as well as physical and sexual

violence carrid out by husbands against wives.

changing stereotlpic roles that enoourage hostile behaviors of husbands

and suppression of women's emotions.

Making policies that imp,rove ovemll position of women in society by

providing education and employment.

Utilizing mass media programs to raise public aurarEness about violence

carried out by husbands against their wives.

Train mental health providers to encourage the patients in health care

settings to discuss issues like conducive relationships, healthy parenting

stylcs, stable marriages and also the warning signs of an abusive

relationship. Assessments, interventions and discussion with patients in the

healthcare settings can help not only current victims of husband's violence

but also save our children from experiencing the adverse and long lasting

mental health issues of violenr:e inflicted upon women by their husbands.
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Conclusion

In Pakistan, womcn are at a greater risk of dweloping serious psychological

problems and having poor mental health as a consequence of being exposed to repeated

episodes of physical, psychological, and sexual violence carried out against themr by their

husbands. Consistent with prior research, this study also found violence carried out by

husbands against their wives associated with psychological ill-being including PTSD.

Although numem)us studies have been done to examine the psychological outcomes of

violence against women in intimate relationship around the world, this study has its own

importance for two reasons: firstly, this study extends what we know about pattemrs of

intimate partrer viole,nce and its association with PTSD. Secondln this study has

investigated the efficacy oftherapeutic interve,ntion i.e. Narrative Exposure Th€rapy (NET)

among taumatized female victims of husband's violence which is directly related with

petson's overall well-being and desire to sunrive. Early and effective interventions at larger

community level are required to stop violence against women.
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Standardization of Karachi Domestic Molence Screening Scale-Urdu versaon'on intemet.
Madam, I intend to use KDVSS-Urdu version in my study. I need your permission and a copy of
KDVSS-Urdu version. Your cooperation in this regard will be highly appreciated.

Regards,
Sameena Hurnayun Khan
PhD Scholar, Psychology Department,
lntemational Islamic University, lslamabad.

Sameena Humayrun <sameenahumayrn@yahoo.oom>
To: Sdm Stationers <saimstationers@gmail.com>

Sun, Sep 18,2022 at 1:45 PM

- 
isrwsrglgd lyls55sss 

-From: Sameena Humayun <salrsenarumayurif',,ancc,Jom>
To: DR SEHAR UN NISA <sena!,.unn,sa@'s3n.rius:.ecu.pri>
Sent Sunriay, Marcn ?6.20'17 at 08:52:21 PM PDT
Subiec* Re: Requesr ror Scare

fiespected Madam,

Thank you for granting permission to use your scale lGrachi Domestic Violence Screening
Scale-Urdu Version. Madam, can you please tell me from where do I get the copy of this scale?
I neEd it on urgent basis.
lwill be thankftrlto you.

Regards.
Sameena i{unnalrun Khan
PhD Schoiar. Psychoiogy Depanment.
I ntemational i slamic Univer"sity. islamabad.

On Saturday, March 25,2017 10:23 AIvl, DR SEI-IAR UN NISA <Bana---:"-:sa,3s3r.-u-s...=3.'.f,,> wrote:



Sure Sana Go ahead.

Sameena Humayun <sameenahumayln@yahoo.oom>
To: Saim Statloners <saimstationers@gmail.com>

Sun, Sep 18,2022at 1:45 PM

- 
ie6rys6led Message 

-Frcm: DR SEHAR UN NISA <senar.unnisa@s3h.nust.edu.DK>

To: Sameena Humayun <salneenanumayun@yaloc. co!r'>
Sent Sunoay, March 26,20'17 * 08:59:02 PM PDT
Subjecfi Fle: Request for Scale

Sure Samina

i can send you the scanned copy of questionnaire hopefully by tomonow.

Thanks
Sehar



*

Fw: PTCI Urdu Translation lnstructions-

Sameena Humayun <samsenahumayun@yahoo.@m>
To: Saim Stationers <saimstationers@gmail.com>

Mon, SeD 19,2022 at 12:15 PM

- 
=onrardg( I\rss$qs 

-From: Sameena Humayun <same3'ianu:rayu;r@1;ancc 33-'t>
To: ltamlett. Gabriella <cacn=lla.iannrett@oennmeCrclne.urenn.e5u>
Sent Fncay, September 11.?AZC at 05:26:14 AM PDT
Subjec* RE: PTCI Urdu Tansaticn lnsrructions

Dear Gabriella,

Thank you for your prompt response. I am glad that you have granted me permission to translate PTCI into Urdu. Let
me nform you tnat l, myself will use and adminsterthe measurc to collect data

for my Doctoral research work. The measurc will be administered to women victims of spousal violence with
Posttraumatic Stress Disorder. I will surely send English back translation of PTCI b you as

soon as I get it translated.

Please let me know if you have any questions.

Sincerely.
Sameena Humayun Khan
PhD Scholar
Department of asychology
tntemational lsiamic Unrversty, lslamaoaC, Pakisan.
Oonuct # 0300-9878310

On Thursoay, Segemoer 10,2020,06:52:27 AM PD-r, Hamlett, Gabriella <cacnelra.'iannet@
3ennng=rene.ucgni'.eou> wrotel

Dear Sameena,

We would be glad to have you translate the measure. I have attached the originalversion of the PTCI and scoring

key here.

Below is the prccess brtranslation:

1. -rranslate the PTC! into Urdu
2. Do a back-translation of the Urdu measure into English.

3. Send the back ti'anslation to me, anci iniorm us of the reason for your request, the intencied use of the
measulE, and if applicable, the oualifications of individuals who will be admrnrtenng the measure. I will revlew
and make any necessary comments or edits to the English back translation
4. Edits are incorporated into the measure in Urdu and then back-translated again inro English.

5. The English back tnnslation is sent to me for final approval.

Please let me know if you have any questions.

Sincerely,

Gabriella Hamlett
Research Coordinator
Center =or the -treatment and Stuciy of Anxiety



Universiry of oennsylvania

Phone: 215-745-3338
Fax 215-746-3311

Sameena Humayun <sameenahumryun@yahoo.com>
To: Saim Stationers <saimstationers@gmail.com>

Mon, Sep 19,2022a1i2:17 PM

- 
=srwsroed Message --

From : Sameena Humayun <seii''ssiiaa';mayu:i @yanoc. ;ci::>
To: Hamptt, Gabriella <cacreie.:'iamlet@oennnnedtctng.ucenn.sou>
Senfi Friday, Seprtember 11,2e20 at 12:45:01 oM PDT
Subiect Re: [Enemal]Rs: PTCI Urou Transauon ln$ructions

I{iGaoriella,

Thanks. Stay Blessed.

Best Regards,
Sameena

On Fdday, September 11.2020,06:16:24AM PDI Hamleft, Gabriella <gabdella.namrctt@pennmeciicine.uoenn.eou>
uurote:

HiSameena,

Your work sounds very interesting and extremely important! Looking fonnard to seeing the back

translation and don't hesitate to email me if any questions come up.

Warm Regards,

Gabi

From: Sameena Humayun <sanreenenumayun@yahcc. ccm>
Sent Friday, September LL,2O2O 8:25 AM
To: Hamlett, Gabriella <-3aarielia.-enl3ile=s;'nnedilne.:,if,eni.t=u>
Subie* [Externa!] Re: PICI Urdu Translation lnstructions
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Appendix-I)

Permission by Authorities



-4; 16. INTERNATIONALISI/4MICUNIV'ERSITY

ffill)h I'LAiI'IABAD -PArssrAN

EWi *AcuLrY oF socIAL scIENCEs

Department of PsYchologY

Ir,O. Bor No. t 2+3 Telegram ALIAMIA Telex.5406t IIU PIC Tel: 925t008. Fax No.9257929

Dated: September 24, 2018

TO WHOM IT IUAY CONCERN

It is certified that Ms. Sameena Humayrn Khan, Registration No. 41-FSS/PHDPSY/F'14

is a student of PhD Psychology at Department of Psychology (Fcmalc C$nt!rtts),

Irrrecnational Islamic University, Islamabad. She has complcterl hcr cousc w,'r'L :ur'.i

currerrtly her rcsearch work is in progress. Kindly allow her to collect data tbr hcr

rcs;earch work lrom your prestigious institute.

Acting Chairperson,

Deptt.of Psycholog.v,

l-emale Crunpus. ltt jl.



INT ERNATI O NAL IS LAMIC U NI W RS I TY

ISLAIT{ABAD - PAKISTAN

T.ACULTY OF SOCIAL SCIENCES

Depanment of PsYcholory

P.O. Bor No. 1243 Teleqram ALIAMIA Teler.54068IIU PK. Tel: 925t008. Fex No.9257929

Darcd: September 24, 201 8

TO WIIOM IT l\{AY CONCERN

It is certified that Ms. Sameena Hurnayun Ktran, Regisuation No. 4I-FSS/PHDPSY/FI4

is a student of PtrD Psychology at Department of Psychology (Female Canrpus),

Inrernational Islanric University, Islamabad. She has completed her couse \ryt t'L :uli

currently her research work is in progress. Kindly allow her to collect data for hcr

n:searoh work from your -prestigiow institute.

Acting Chairperson.

Deptt.of Psycholog_v.

Female Czunpus. iit.li.



INTERNATIONAL ISI/4IIIC Lt'{I LZ]RSITY

ISLA]T{ABAD - PAKISTAN

FACULTY OF SOCIAL SCIENCES

Depertment of PsYchologY

rr rr rrav ruo. tZl3 Teleeram IIJAMIA Telex.5406t IIU PK. Tel: 925800t. Fax No.9257929

Gt
-, cr{r^' ' .i'. j -'

. , ..1 I^- - \- ,.,v' / . .'

Dated: September 24. 201 8

TO WIIOM IT MAY CONCERN

It is certified that Ms. Sameena Humayun Ktran, Registration No. 4I-FSS/PHDPSY/FI4

is a student of PtrD Psychology at Department of Psychology (Female Cenrpus),

Inrernational Islamic University, Islamabad. She has completed her course worh ur'-l

cur:renfly her research work is in progress. Kindly allow her to collect clata for lrcr

rss:earch work from your prestigior.s instinrte.

Acting Chairperson.

Deptt.of Psycholog-v.

Female Czunpus. tit.li.
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Appendix-E

Karachi Domestic Violence Screening Scale-Urdu

(Original)
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Appendix-tr'

Posttraumatic Checklist for DSM-5

(Original Scale)



Posttraumatic Stress I)isorder Checklist for DSM-S (PCL-S)

PatientName: Date:

Instnrctiow
The table below lists problems that people sometimes have in response to exhemely

stressful experiences. Keeping your worst event in mind. please read each problem

carefully and then circle one of the numbers to indicate how much you have bee,n

bothe,red by that proble,m in the past month.

7. Avoiding external
remmders of the stessful_
expcrience (e.g.. people.
places. conversadons.
acrivrties. objects. or
situations)?
8. Trouble reme,mbcring
important pans of the

INTEEPASTMONIE EOW
MUCHWEREYOU BOTHEREI'
BY:

NOTAT
.{LL

A
UTTLE

BIT

MODERATELY QIIITEA
BIT

HXTREIUELY

1. Repeate4 disturbing and

unwanted me,muies of the
suessful exocrience?

0 1 2 3 4

2. R€peate( disturbing
dreams of the smessful

e:oerience?

0 2 3 4

3. Suddenly feeling or acting
as if the stressful expericnce
wcre actuallyhapening
again (as if 1ou were actually
back there relivine it)?

0 1 2 3 4

4. Feeling veryupset whe,n

somethiag reminded pu of
the str,essful emerience?

0 1 2 3 4

5. Ilaving smong physical
reactions when something
re,minded pu of the
stressfirl expedence (e.9.,

heart pormding rouble
b'reathinc. sweatine) ?

0 1 2 3 4

6. Avoidingmemories.
thoughts. or feelings related to
the sressful expericnce?

0 1 2

7. Avoidins external ' I ,4

stressful experience?



IN TEE P.{ST MONTE. EOW
MUCE YOU WERE
BOTEEREDBY:

NOTAT
ALL

.{
LITTLE

BIT
MODERATELY QTIITEA

BIT
EXTREMELY

9. Having $rongnegauve
beliefs about youself. other
people, o,r the world (e.g.,

having thoughts srrch as: I am

bad thene is so,mething

seriorsly wrong urith me,
no one can be tnrsted.
the world is completely
daagerous)?

1 2 4

10. Blaming yourself or
som€Dne else fo,r the

stressful operie,nce or what
hasoened afterit?

0 1 2 3 4

11. Having stoog ne_sative

feelings such as fear, hotror,
anscr. suilt or shame?

0 1 2 3 4

12. Ioss of interest in
acdvities that you used to
eniof

0 1 2 3 4

13. Feeling disuru or cut off
from otherpeople?

0 1 A 3 4

1 4. Trouble experiencing
posfuive feelings (e.g.. being
unable to feel happiness o,r

havc loving feeliags fo,r
peoole close to vou)?

0 1 2 3 4

l-s. Irritable behavror. angry
outbursts. or acting
aslressivelv'.)

0 1 2 3 4

15. Taking too many risks o,r

doing things that could caue
vou harm?

0 1 2 3 4

17. Being "super-alert" or 0 1 2 3 4

; watchful or on guard'l-

18. Feehnglumpy or easily
startled?

i 19. Havrng difficuh_v-
lconcentraung?
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Appendix-G

Posttraumatic Cognitions Inventory

(Original Scale)



PTCr (ORIGrr{AL)

Yourna:ne: Today's date:

We are interested in the kind of thoughts which !,ou may have had after a raumatic experience. Below ue
a number of statements thar may or may not be re,presenative of your thinking. Please read each $atcmcnt
carefully and rcll us how much 1lou AGREE or DISAGREE with each by putting the appropriate number

betrreen I & 7 rn the box to the right of the state,menl

People react !o traumatic elre,nts in many different ways. There are no right or wrong answc,rs to these

sulteme,nts.

The event happened to me
because ofthe son of a person
I arr.
My reacdons since the event

i mean tiut I am going crazy.

Toully
Diegrcc

Diragrec
!iry
Illuch

rrEsgrcc
r[Chtly Ncural

Agrcc
srsw

Agrcc
Vety
much

Totally
Agrcc

I
The event happened because

of thewayl acted. I ) 3 4 l 6 7

I can't trust that I will do the
dshl thinq. 1 7 3 4 5 6 7

3 I am a weak Derson. 1 1 3 4 5 6 7
4, I will not be able to control my

anger and wiU do something
terrible.

I 2 3 4 5 6 7

I can't deal with even a
sliehrcstupset. I 7 3 4 5 6 7

o I used to be a happyperson but
now I am alvays miscrable. I 1 3 4 5 6 7

1
Peorple can't be trusted. 1 2 3 4 5 6 7

E. I have to be on guard all the
time. I 2 3 4 5 6 7

9. I feel dead inside. I 1 3 4 5 6 7

t0 You can uwerknow who will
hann vou. 1 7 3 4 5 6 7

ll I have to be especially carefirl
because ]lou ne\rer know what
can haroen ne[t.

I 1 3 4 5
-6

7

l:. I am inadequarc. I 1 J 4 5 6 7

t3 If I tirinkabout the event.I will
not be able to haddle ir. ,|

i I will never be able to

; rThe
loh.



Totelly
Diregrcc

Disagree
YCr,'

mue,h

Dlragrce
Slishtly

Neutrrl Agree
Slighdy

Agrce
Vcry
muetr

ToaI
Agrcc

would nave

sroPped the evqlt from
happe,ning.

I 1 J 4 ) 6 I

19. I have permaneotly chaaged
for the worse. 1

.,
3 4 5 6 7

:0 I feel like atr object, not like a
persou. I 2 3 4 J 6 7

Somebody else would not
have gotten into this situation. I 1 3 4 5 6 7

22. I can'trely other people.
1 2 3 4 J 6 7

23. I feel isolued aod set apart
from others. 1 1 3 4 5 6 7

at I have no future.
I 7 3 4 5 6 7

t5 I can't stop bad things from
happening to me. I 2 , 4 5 6 7

20. People are not what they see,n.
1 I 3 4 5 6 7

,ll, My life has bee,n destopd by
the trauma 1 1 J 4 5 6 7

28 There is something wrong
with me as a person. 1 ) , 4 J 6 7

2a_ My reactions since the event
strow that I am a lousy coper. 1 2 J 4 5 6 7

30. There is something about me
that made the event happeo I 1 3 4 ) 6

t 
I 

t feel iike I don't know myself
I anymore.

3: 
I I caa':
I

i Nothing
Ine aounore.

cao hapnen to 
I
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Posttraumatic Checklist for DSM-5

(Translated Scale)
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Posttraumatic Cognitions Inventory

(Translated Scale)
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Appendix-J

Description of Narrative Exposure Therapy Sessions



Description of ITIET Secsions

NET is a short-term tneahent approach thathasbeente.sted with

varying lemgths of teatnent. The number of sessions rcquired depends

upon the setting and the swerity of PTSD in your patient. Experiences

imple,lnented NET in African refugee settlemats indicated that the

minimurr nunrber of sessions required is foru, each about 120 minutes

in length. For the teatnent of the sunrivors of torhre, more sessions

(typically E to 12, of 90 miautes each) maybe neoEssary.

Narrative Exposure Therapy consisted of 12 sessions with a

weekly frequency in the present shrdy. The therapeutic process was

divided into four steps with each step having its own nunrber of sessions

depending upon the techniques enrployed:

Step l: Diagnosis and Psychoeducation (two session);

Step 2: Laying/Constnrction of Lifeline (four sessions);

Step3: Resolution of the proble,ms, Rereading of the narrations (four

sessions)

Step 4: Testimony/Signing ofthe documents (two sessions)



Step 1: Diagnosls end Psychoeducedon

Session I

Introduction. The therapist starts the first session in the

following way:

a. Intnoduces himself or herself (name, profession).

b. Explains his or her intenests (the purpose of the present projecf/mission).

c. Explains the ethical stance.

d. Evaluates the participant's oqrcctations.

e. Builds tnrst and rapport

f. Establishes a clearpsychiatichistory and correct diagnosis of PTSD.

The patient has a right to know who the therapist is and what his or her

motivations are. This initial phase and the way the therapist presents himself or herself

and his/her worlq is already a crucial trust-building step between the,lapist and the

patient.

Pretreahent lXegnostics. When introducing the prcliminary assessment to

the patie,lr! orplain that the themapist has brought a set of questions with him/her that

will cover symptoms thatmany survivors ofte,n suffer from.

a. Explain that it is necessary to gather this information to get a better idea of what the

person is experiencing and that it will help the therapist to establish a diagnosis.

Therapist should also be sure to mention that while some ite,ms may ap,ply, others may

not.

b. Before starting the inten'iew eruilrre that the person has understood the importance of

answering each question.

c. Finally, reassurE the patie,nt that all answcnr grven will remain confidential.



Session 2

Psychoeducation. If the p€rson zuffers from PTSD, it is advisable to continue

with psychoeducation immediately follouring the diagnosis. lnitial patient education

includes explaining the patient's condition zuch that he or she understands the

diagnosis.

Psychoeducation includes the following elerrcnts:

o Normalitttionz It is important to explain to the patient that it is norrralArnderstandable

to have such reactions after a trauma;

o l*gitimiutionz Explain that the symptoms experienced today are the result of

responscs from thc traumatic situation;

o Description of tauma reactbnsz It includes the related slmptoms;

o Erybnation of the therapeutic procedare: It is v€ry important to aplain that this

healing journsy willonly be possible when the patient is fully active in the process and

fully aware of the p,ocedure. Explain that imaginative exposurE and habituation,

natration are the step-by-step therapeutic prooess.

lhe abovementioned ele,rnents result in the following:

o The patient should clearly understand what therapist is going to do and that he or she

has voluntarily agreed to participate.

o The patient should understand what is expected sfhim or her in the prooess ofNET.

o The patient should not be left with unanswered questions about the therapeutic activities

and the techniques the therapist is e,mploying.



Erptaining the neretion proeedure. The therapist tells the patient clearly the

narration p,rocedure in the following mann€r:

Though tellingyour stot!, wewantyou to consffiict a detailel, comprehewive

and meaningfiil turrative of the traumatic everrts in your lfe. The goal of having you

retell the things that harc happencd to you is thai you un reintegrate it into Wur and

your Tnople's life history. We want tofill in all the gaps and holes tmtil your testimony

is complete. We want you to retell it to us wfiil some of the bdfeelings about the svents

subside, until some of the pain dissolvq, and tntil thefear haic a chance to defiise. In

our expeience, the more complete the tunative, the more the symptoms will get better.

We will always go according to yow life's timeline. We will proceed in chronological

order, step W stqt, as events unfolded. Alter this, we will go over it again, corecting

and completing things, as ,scessory, tmtil we ruch a firu| version within 10-12

sessrozs. Howsver, each single sessionwill atways be takm to a point of completion. It

wilt t41fi about 90-120 minutes. We will takc enough time at the end of each session to

make sure you are comfornble with wlutever came up during our worh

Step 2: The Llfeline

,Sessrbz 3: Layhg/Cottsfruaion ofthe Lttelke

After a diagnosis of PTSD has been established in the first session, and after

psychoeducation has been provided, the lifeline is nex! usually at the beginning of the

third session. The lifeline has become a synrbol forNET, because it represe,lrts the life

"story" of a person in a riualized and symbolic rvay. Hereby sunrivors lay out their

path of life along a rope o,r sting that slmbolizes that contiguous flow of time. They

place flowers for happy major evelrts and good time,s in life. Flowets can serv€ as

resources for life. Stones are placed as syrrbols for fearfirl and in partioilar for



taumatic wents such as lifethreatening experienoes, violent acts, abuse, conrbat

orperiences, EpG, assault, injury or hann, captivity, natural disasters, accide,nts, etc. It

is good to offer a variety of stones (large and small) and flowers, so as to give the patient

choices for the re,presentation of ev€,nts. The patie,nt starts with a first synbol for his/her

birth, which is put down at the very beginning of the rrope. The syrnbols are then placed

in chronological o,rder. The therapist gtrides the patie,nt to name and mark important

events and turns in life. The themapist verbalizes and summarizes what he or she

uderstands from the patient's "life-map." The lifeline is a useful roadmap for the

therapist; it helps in stnrcttring the coming sessions and allonrs the therapist to foresee

the "big" stones-namely, majortraumatice\rents orverydiffiorltlifeperiods. Howwer,

there is an important rule which must be kept in mind by the therapist that lifeline

enercise must be concluded within one session. It is not advisable to disfiibute the

lifeline work over several sessions. Executing the lifeline as a form of incomplete and

superficial exposurc to haumatic material would be a swere mistake. This would result

in the patient's fortified avoidance and heightened anxiety. Therefore, make sure there

is enough time to complae the lifeline in one go.

^Scssrbn 1: Stankgfie Narrotion

The therapist helps the patient get started by asking the question "so,

when/where were you born?'The patients arc e,(fiemely tense, since they know that *it

is going to happen today.'The patients usually want to get the prcosss over with as

quickly as possible. For this neason, it is advisable to not waste too much time getting

started. The narration will likely proceed through the following stages:

Childhood .... pretrauma (brief);

First traunatic incident (ddailed);



o Posttaurna (brieO;

o Lifetime in between (very condenscd);

o Second and following tsaumatic wents (detailed);

o Ouflookforthe futtrre Orief)

Recognfuing the Treumetic Incldent One of the important steps about

gathering the information firom the narrative is dweloping the ability to recognize when

the patient is discussing a hatmatic errent. The therapist identifies the taumatic errent

in a sweral possible ways:

a) fire therapist can use the information gathercd in the pretrea,Enent diagnosis;

b) The patient's narrative may begin to be more fragmented and incoherent;

c) The patient gets nervous and e,motional whe,n discussing a haumatic event.

Assescing the Context of the Treumatic Event The therapist clearly narrates the

following contextual information before talking about the event in detail:

Time and sahg: establish whenthe incident took place: Lifetime period, time of the

year, time of the day, particrrlar moment in the day.

Location and acffiy: Establish where the incident took place. Where was the person

at that time? What was he/she doing?

Beginnkg: Establish the beginning of the incident. What points marb the begiming

of this fauma or experience?

At this point in time the therapist makes sure to:

from this point of the patient's irnagination, viewing all of it in sequence.



1)

2)

Help the patient b foctts on wlut was being perceivd during the traumatic eve,nt

(physical sensations, thougfuts, ac{ions at the time- ask for shape and color of objects,

tlpes of smell, patterns of sounds, etc.).Support the p,rocessing of the material by

following the emotional r€activity. Generate the physiolory of that einotion. Pursue

memorial association of the affect and generate memorial cues that elicit the

physiological responsive,ness.

Reinforce reality. Preve,nt avoidance, dissociation, or flashbacks. Make sure that the

pemon stays with the thcrapist in his/her consciousness in the presc,lrt time and talks

about the past.

Do not allow the patient to be taken back complaely in the past in the form of a

flashback. Keep the patient grounded in the present.

Activating the sHot' Mcmorlr. The core of NET is to link the hot me,mory- i.e.,

sensations, feelings, and thoughts to the corresponding sq1uenoes in the autobiography

by puttittg all memory fragme,nts into words and thus into declarative memory. The

main procedure of errotional exposurc within NET consists of two prroccsses that must

be preseirt simultaneously:

The hot memory (the fear/hauma stnrcture) must be activated.

The elements of the fear/traurra stnrcture need to bc put into words and inserted in the

narration about the traumatic ev€nt.



Examples of questions used to target elenrents of the fear/trauma stnrcture acrcss
different lwels of processing.

Element of feer
rt:ucture

Pest Present

Sensory

*What did the battered body look
like?'
*Could you hear the others
scrcaming?"
"Did you feel the pain in your
body?'

"Do you have the pictur€s
of the battered body in
your mind riglrt now like
it was then?'
"Can you feel the pain in
your body right now like
it hrrtt then? How does it
feelT'

Cognidve "Did you ttrink that you would
die at this moment?'

*What did you think then;
what nor#P'

Emotionel "Did you feel intense horor at
that moment?'

" Can you feel the horror
right now, like it felt
then?'

Physiologicel "Did your heart beat fast at that
moment?"
"Did you sweat a lot at that
time?'

"Can you feel your heart
beating fast right now,
like it uas beating then?'
"ArE your hands sweating
right now, like they were
$rcatinc then?'



,Sessrbz 5: Eabituation ond Eryosare sessioz

Habituation is the decrease in symptoms that occurs after being exposed to the

sEessor fo,r a significant amount of time. The continuous prooess of activating and

narrating hot memory will lead to habituation, which mearrs that the enrotional impact

and physiological arousal decreases over time. A session should neyer be stoppod

before some habituation has taken place. In fact, the,re has been evidence that ending a

session when the enrotion is still at its peak lwel of intensity, only s€rves to aggravate

the symptoms (Rothbaum, Foa, Riggs, Murdoch, & walsh, lg92). Habituation will

continue to talce place betrreen sessions, as the patient will most likely to continue to

think about the ev€,nt diffenenfly from the way they did beforc tneatuent. By the final

NET session, the therapist's goal is to achieve the maximum level of habittution

possible.

step 3: Resolution of the pnoblems/ Rereeding of the nerredons

.Sessrbn 6 & 7: Cognitive Revr:uaurhg and Diary Keeping

Cognitive restucturing means to modify ttre way one thinks. In NET sessions,

cognitive restucturing starts after sonre habituation takes place when the patient makes

sense of the trauma and to put meaning to the frauma. The therapist,s task in these

sessions is to replace the dark thoughts with more rational ones. After expos1ye to the

memory of the incidents, the followingcognitive restntcturingprooess starts:

o lVith the help of the therapist the patient dwelops wme nst, ittsights about the

meaning of the everrt for herlhis life. Often patie,nts realize how the evcryday

ernotions and untrealthy behavioral patterns such as general anxiety, mistnrs!

rage, angcr have their origins in the haumatic erre,nt.



o The detailed narration oftcn leads to more tlorough understanding of a person's

behavior &tring the incidenL This will help to modify the resulting feelings of

guilt and shamg as the patient comes to realize that he or she had no other choice

at that time.

It is important for the therapist to inform the patient about the possibility that the

pafient may experi€n@ more unr€st than usual or may suffer from an increased

sensitivity to cues higgering the fear/hauma network. At this point of the therapy, the

therapist asks the patient to start keeping a diary and wrirc down anything that ttre

patie,lrt observes. fire life of the patient will start changing- not just internally, brut also

in interactions with others or in day-to-day behaviors.

^9cssrbz E & 9: Monitorkg of Laels olParallcl Processhg and Rcrcading of the

twiuen narzrotiees

The therapist's continuous monitoring is required for several processes going

on in parallel duing and between NET sessions:

1. The incident: what happened then, at the time of the incident? Gas0

2. Here and now: what happens now during the session?

3. What is going on anrrently in the life ofthe client, and how does it influence

the therapy? (presenQ

4. The narration and the natrative: during the scssion and whqr updating the

tcstimony.

5. The therapeutic contact: how are'\ve" doing drning and betrreen sessions?

6. The therapist: how run "I" doing during and betrueen sessions?

7. Cognitive and emotional roorganization: during and betrreen sessions

8. Admin: timing, appointrrents, €tc., during and between sessions.



Following all sessions, the therapist writes the first draft of the client's life narration up

to the point at which the naration stops.

^fessroz 10: Recognizing cnotional and cognitivc changes by thc client

The therapist aslcs about changes in the client's perception with the help of

following questions:

1. "Did you feel different this time when we talked about the taumatic incident?"

2. "How about your heartbeat? How was that?'

3. "What werc you feeling this time?'

In this way the clie,lrt starts to build up personal awareness about ernotional and

cognitive changes within herselflhimself. By going through this step-by-step process of

reading back the narrative to the client and having the details filled in, an entire

narration or eyewitress testimony will be completed, including all traumatic eve,lrts of

that person's life in chronological order.

fuiother important component i.e. the prromotion and the dwelopment of

strategies ofself-proteaion are also addd to the original intervention. These strategies

have allowed women to perceive themselves with conhol over their curreirt life

situation, knowing their existing rights and services that can aid their prrotection.

Step 4: Testlnony end rignlng of the documentr

^Sessioa 
11: heparaion of thc final drufi

The rrritten natratives from the prwious sessions will be reread to the client.

Where appropriate, the client will be asked to fully imagine and relive the incide,nts

with the pqpose of correcting and detailing the report. The purpose of this is that the

testimony and habituation prooess become mo,rp and more complete.



The therapist will help the client to look at the narative with a se,nse ofdistance

by saying ttrat it's a sad but tnre story) or might look at this document as a tool for

peace-building and educational ptrposes. Clients will learn to take their narratives

lighfly when they are reread to them, making some comments such as "It is kind of

strange listening to my own words. I realize that my perception has changed a lot ......"

It will promote serute of personal growth in the clients.

^Session 
12: Wrapphg ap

Finally, the client the translato,r and the therapist signs the written testimony.

The signed document is handed to the client. If the clie,lrt agrees, another copy is kept

for scientific doctmeirtation puposes. The therapist asks the client to nnite one last

paragaph about:

r How do you feel differe,ntly now, as opposed to when your trauma was

occrrring?

What have you learned?

Have you gtown stnonger in any ways?

what would you say to someone who is going through the same

experience?
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