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Abstract

Background: The unwavering flow in violence in several parts of the world in general and the
current situation in Pakistan in particular has overwhelmed lives of the people. Subsequently in
response to traumatic events Post-traumatic Stress disorder, dissociative symptoms, depression and
anxiety are prevailing in our society. So the present study aims (0 post traumatic stress disorder,
dissociative symptoms and comorbid symptoms of depression and anxiety as a consequence of

traumatic events,

Method: In the present study seif-reported questionnaires were used for the collection of data. A
total of 303 participants {male 158 and female 145) of colleges and universities students of
Khyber Pakhtunkhwa with the age range of 18-33 years were collected through convenient

sampling.

Results: Our findings indicated a significant increase in post-traumatic stress, dissociative
symptoms and comorbid symptoms of depression and anxiety in response to the frequent
traumatic exposures. Alongside, results highlighted association between traumatic exposure,
post-traumatic stress and dissociative symptoms. Similarly, a significant positive correlation

were found among PTSD, dissociative symptoms, comorbid depression and anxiety symptoms
(p=<.01}.

Conclusion: Our results indicated the relationship between traumatic exposures and mental
health problems. This study suggests a great concern about mental health problems and related
comorbidities in response to traumatic events in Pakistan in addition to sectarianism; terrorist

attacks, target killing, earthquake, and flood induced psychological problems in Pakistan.

Key words: Traumatic events, PTSD, Dissociation. C omorbidity, Pakistan.
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Introduction
Post-traumatic stress disorder, Dissociative symptoms and comorbid symptoms of Depression

and Anxiety as a consequence of 'raumatic events

The Psychological ailments have been investigated in the people of Pakistan due to the
following stressors like bombing, mass shooting. criminal acts, floods and earthquakes
(Khokhar, 2013). Despite this. some factors such as. sectarianisni. terrorist attacks, target kifling,
carthquake, and flood are instrumental to developing ul"Posi-traumatic stress disorder {PTSD) in
Pakistan. 21* century is the century of violence. massacres. war, crime, discrimination, racism
and prejudice for most parts of the world (Khalily. I'ooles, Hussain. & Bano. 201 1). Pakistan is a
developing country facing mental health problems in the Jast lew decades at an extraordinary
level following the current violent environment and disruptive social structure of Pakistani
society. Nonetheless, exposure to traumatic events in a great amount is linked to the greater
prevalence of psychological problems. Depression and anxicty were the most common disorders
followed by post-traumatic stress disorder. The present situation of violence in Pakistan is not a
common phenomenon and a remarkable increase was observed in the last five years {Khalily.
2011). The news and magazines of Pakistan hi ghlighted. the annual death rate in this country
due to terrorism indicated 3315 individuals in the year 2009 while. gradually decreased to 2314
individuals in the year 2014. Beside this, Natural disasters became the major reason of
displacement of 771000 individuals while 1800060 individuals became internally displaced in
response to man-made disasters. Nevertheless. in the year of 2008, a number of 889 individuals
found killed and 2072 injured in 59 inhuman suicide bomb attacks. The disasters resided country.
following the same year, 34 drone attacks killed rebels and many civilians in Pakistan (Hussain.

2015). Moreover, on 16th of December 2014, the massacre of mass shooting at Army Public
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School (APS) in Peshawar executed more than 140 individuals including 132 children. Such an
event leads to long lasting psychological problems in Peshaw ar and across the nation (Majeed,

2014),

Despite various scientific, organizational improvements and globalization the warfare,
racial viciousness, criminality, massacres, bigotry. incquality and intolerance endures mostly
nearly everywhere in the world. Though, the determined surge in violence in several parts of the
world following 9/11 and specifically current situations of Pakistan has overwhelmed lives of the
people. Suicide bombing, fire and explosions even safcly parameters such as long time

boundedness by security persons have produced damage (Khalily, 2011).

A traumatic experience is a case that results in bodity. mental or psychological and
emotional impairment. Mostly, the individuals arc going through disturbing, unsafe and nervous
events or situations. In several cases, they do not know how they can respond, or they deny the
influence such as experienced earlier. Social support and time will be essential to redeem
psychological and emotional balance. Traumatic experiences include: death of (loved one's),
physical harm, injury, war, divorce. disease. naturai catamity (such as hurricane, flood, tornado,
and fire), manmade disaster, internal displacement in the country, negligence from the parents.
watching someone’s death. traumatic exposures such as home abuse. rape. jailed (Khalily. 20! 1).
It is evident that chronic violence produces prolong cffects than natural tragedy or miss
happenings (Schenlger, Caddell, Ebert. Jordan. Rourke. Wilson. & Kulka. 2002). Still, a group of
researchers approved the psychological consequences o the populations resistant generally, not a
psychological illness (Galea, Ahern, Resnick. Kilpatrich. Bucuvalas, Gold, & Vlahov. 2002).

Nonetheiess, maximum traumatic exposure (Galea. Vlshoy. Resnick. Ahern, Susser. Gold. &
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Kilpatrick, 2003), a spontaneous violence and life threat has a destructive outcomes to the
psychological wellbeing of some people generally and specially in Pakistani community in a

large amount (Khalily, Gul, Mushtag. & Jahangir. 2012).

Alongside, another study by Myers and Wee highlighted that Natural disasters negatively
affected the lives of various people around the world. The affected individuals faced numerous
calamities in the form of mortality, economic loss. physical injurics and psychological problems.
Post-traumatic stress disorder (PTSD) is the most gencral psychological problem as a response to
traumatic events, PTSD (Clark, 1997) 60.7% of men and 51.2% of women have experienced
minimum one traumatic event in the lifetime. The effeets of disasters on human life is
immeasurable and had affected humans heavily. All over the world. 128000 people were found
dead every year due to disasters and 85% of the 3 billion population were found affected due to
disasters in the world from 1967 to 1991, in Asia (Myers & Wee, 2005). Walsh (1994) stated that
“Post traumatic stress disorder (PTSD) is usually provoked by a traumatic event that is out of
range of usual human experiences such as bereavement. chronic illness, business losses or
marital conflicts.” PTSD is a result of direct or indircct exposure to warfare, physical violence,
and natural calamities such as, hurricane, flood and carthquake (Smith, 2003). A flood is an
intense natural disaster and it “can result in direct economic and property loss, physical injuries,
death and psychological injuries™ (Huang, Tan, Liu. Feng. & Chen. 2010}, Another. study was
conducted on school students resulted in 66.7% PTSD following the earthquake in Bam, Iran
(Ziaddini. Nakhaee, & Behzadi, 2009). Many studics have cafculated that intense or high
frequency of exposure to traumatic events maximize the PTSD rate {Breslau. Koenen, Luo.
Agnew-Blais, Swanson, Houts. & Moffitt. 2014: Cao. Mclarlane. &Klimidis, 2003; Frans,

Rimmd, Aberg, &Fredrikson, 2005; Neuner, Schauer. Karunakara, Klaschik. Robert. & Elbert.
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2004; Norris, Friedman, Watson, Byrne, Diaz. & Kaniasty. 2002). It is also evident that kind of
event and perception of the person about the event matiers whether the problem develops or

nothing (Creamer, McFarlane, & Burgess. 2005: Frans et al.. 2005; Norris et al., 2002).

Beside, all this, some studies have found that social support works as a protecting agent
against psychological problems in response to traumatic cvents but this protection varies in case
of gender in various studies (Ahern, Galea. Fernandc.. Koci. Waldman, & Vlahov. 2004:
Farhood, & Noureddine, 2003; Koenen, Harley. 1.yons. Wolfe. Simpson, Goldberg. & Tsuang,
2002; Koenen, Stellman, Stellman, & Sommer Jr. 2003: Norris ct al.. 2002). Most of the studies
indicated that traumatic events exaggerate mental health problems but the most common and
associated disorder among these problems is PTS1) (Simeon. Greenberg, Nelson, Schmeidler. &

Hollander, 2005).

Post-Traumatic Stress Disorder

PTSD is a psychological disorder that onc shouid develop following direct or indirect
exposure, such as, physical injury, abuse, threatening situation or sexual (APA, 2013).To explore
the psychological responses of the recovery workers in the carthquake of 2005 in the northern
area of Pakistan. More than 40% individuals reported clinically significant levels of PTSD, high
level of emotional problems and round about 20% produced anxiety and depression significantly
(Ehring, Razik, & Emmeikamp, 2011). Hence. individuals who were not present at the time
when the event occurred reported less post-traumatic stress disorder symptoms {(Nacem, Ayub,

Masood, Gul, Khalid. Farrukh. & Chaudhry. 2011).
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In line with the above literature, a study was conducted to find out the outcomes of real
life trauma events and watching violence on television (1V). a survey was conducted to collect
data from the population of Islamabad in 2009. Real life trauma experiences during last year
were 34.8%. 45.3% Individuals who experienced real lifc trauma and watched violence on TV
produced PTSD symptoms. 20.8% produced PTSID symptoms only due to watching vielence on
TV. Analysis in that group aiso found depression and disability and urged to live in combine
family system (Magbool. 2012). Moreover, the death of the Important one’s due to traumatic
events destroys the interpersonal relations (Joseph. Willian & Yule, 1995). The joint family
performs as a blocking too! against psychological symptoms in Pakistani culture and an
important base of support (Nacem et al.. 2011). Meanwhile. society may become united and
consistent as they share similar feelings of conteat. The worse event may produce opportunity of
building newly relationships in response to cope with the event. Pakistani society addresses
another concept of resilience, acts as a protection techniques and they need such strengths for the
prevention of psychological disorders and mental health advancement (Khokhar, 2013). The
most general among trauma is the damage or loss ol propeity65%. death 9% and other multiple
losses (Livanou. Kasvikis, Basoglu, Mytskidou. Sotiropouiou. Spanea. & Voutsa, 2005: Van

Griensven, Chakkraband, Thienkrua. Pengjunter. Cardoso. lantipiwatanaskul, & Sabin, 2006).

Although, several studies have shown significam levels of psychological problems
associated with multiple traumatic experiences or cumulative traumatic exposure (Green,
Goodman, Krupnick, Corcoran, Petty. Stockton, & Stern. 2000: Mollica. McInnes. Poole. & Tor.
1998). In conflict ridden and post conflict communities PTSD rate of prevalence in the civilians
will be higher (Cardozo. Bilukha. Gotway. Wolfe. Gerber. & Anderson. 2005: Eytan, Gex-Fabry,

Toscani, Deroo, Loutan. & Bovier, 2004).
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Trauma is the term derivative of the word “wound™ from the Greek language, stories of
trauma and its severe results are evident from the wittings in ancient times. First of all at the end
of 19th century Sigmund Freud and Pierre Janet provided the manuscript on the classifications
and clinical inferences of traumatic events. In the middle of 1980s, they wrote alike theories of
the hysteric etiology, namely exposure to psychological trauma, mainly rape trauma (Herman,
1992) and as time passed an excess of study is existing and ensure PTSD as a consequence of

trauma (Khalily. 2011).

A distressing progress occurrence of psychological problems following a persistent
tendency of political chaos, violence and recurrent variations in the social relations in numerous
countries all over the world (Saxena, Sharan. Garrido, & Saraceno, 2006) resulting in variety of
psychiatric diseases, like drugs and alcohol misuse. depression. bipolar disorders, psychotic

disorders and PTSD (Khalily, 2011).

PTSD diagnostic criteria contains a past history of traumatic experiences that lights
particular conditions and symptoms. One must contain symptoms from each 4 clusters of
symptoms: disturbance, escaping, negative changes in thoughts and mood, and variations in
stimulation and response. Criterion number sixth elaborates the symptoms duration; functioning
assessment is on seventh: and, last criterion is for the clarification that the symptoms are not due
to a medical condition or substance use (APA. 201 3). However in substitution to PTSD other
psychological disorders, dissociative symptoms have been identified also as a result of traumatic
exposure. The subtype inclusion recognizes alterations in psychological and neurological in the
people (Felmingham, Kemp. Williams, Falconer. Olivier. Peduto. & Bryant, 2008) and needs

appropriate clinical attentions. Almost 30% femalce participants and 15% male participants
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allocated to the dissociative class (depersonalization, derealization symptoms) (Lanius, Brand,

Vermetten, Frewen, & Spiegel, 2012).

Another study by stein and his colleagues found dissociative symptoms in 14.4% of the
sample in 1year DSM-IV/Composite International Diagnostic Interview (C1D1) for PTSD and no
difference was found on the basis of low/middle and high income states. Dissociative symptoms
in PTSD were linked with high sums of re-experiencing sympioms and total of these symptom
calculations with male, PTSD onset in childhood. great exposure to previous {PTSD onset)
traumatic happenings and difficulties in childhood. prior separation anxiety and specific phobia
history, intense character impairment. and suicidal tendencies (Stein. Koenen, Friedman. Hill.
McLaughlin, Petukhova. & Bunting. 2013). Moreover. participants presented a large figure of
comorbidity of Axis I disorders and extra major account of abuse and negligence in early age in
the dissociative subgroup (Steuwe, Lanius. & Frewen. 20 12). Consequent use of Latent Profile
Analysis (PFA) of indexing items of Dissociative and PTSD symploms severity (as distinct by
derealization, depersonalization and reduced awareness). and presented that around 12% of
trauma experienced persons with PTSD recorded exclusively high on depersonalization and
derealization symptoms. A dissociative group were found in the participants different from the
participants with severe PTSD and no dissociative symploms and mild PTSD with no
dissociation. These individuals also scored high on the clinician-administered flashbacks and
higher number of sexual assauit in adulthood and childhood In contrast to remaining groups

{Wolf. Lunney, Miller, Resick. Friedman, & Schnurr. 2012).

According to Ladwig “victims of a psychotraumatic event may protect themselves

against the overwhelming exposure of threatening stimulj by inhibiting information processing”
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(Ladwig, Marten-Mittag, Deisenhofer, Hofmann. Schapperer. Weyerbrock, & Schmitt, 2002).
Moreover, cognitive investigation of dissociation is needed and the must consist of the patient
with dissociation. This kind of study of study will not only contribute to the literature, but

ultimately adds to the treatment of dissociation (Giesbrech. Lynn, Lilienfeld, & Merckelbach,

2008).

Dissociative symptoms are significant psychological phenomena that should become a
goal of treatment or should inhibit with PTSD interventions. Highly dissociative individuals
might have problem in recovery in trauma-focused therapy if dissociative symptoms interfere
during the process of memories connected o trauma and linked cognitions and emotions. Until
now, no research had exactly evolved if the dissociative subtype. as defined by DSM-S,
influence PTSD intervention outcomes or development ut'the disorder. Some researches
identifying dissociation as an inhibitor of PTSID treatment. Recently two studies have provided
delicate variances in treatment outcomes of PTSD among dissociative persons, however both
studies has failed to investigate the time at which dissociation interferes with the treatment of
PTSD. Moreover, dissociation assessed afier treatment points out that it interferes with PTSD
severity. Individuals with higher post treatment dissociation coped efficiently with the help of
skills training treatment type (Cloitre. Petkova. & Wang. 2012). Another study found no
dissociation with respect to time in PTSD treatment response but those individuals with high
level of dissociative symptoms. carrying depersonalization specially. proved a quick reduction in
symptoms of PTSD when they were treated with Cognitive Processing Therapy (CPT), (Resick,

Suvak, Johnides. Mitchell, & Iverson, 2012).
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Dissociation is the term describing various phenomena since the last decades of the 19th
century (Dalenberg, & Paulson, 2009; Holmes. Brown. Mansell. Fearon, Hunter. Frasquilho, &
Oakley, 2005). Pierre Janet, a French psychiatrist and philosopher systematically observed and
studied and defined the term for the first time (Putnam. 1989: Van der Kolk, Brown, & Van der
Hart, 1989). Janet studied patients with hysteria using hypnotic techniques, which was observed
as a result of traumatic background (Eflenberger. 2608: Putnam, 1989). Specially, Pierre believed
traumatic experiences result in dissociation (van der Hart ¢t al., 1989) and a number of
individuals were more prone to dissociative symptoms than cise (Ray, 1996). Though Janet
assumed that dissociative symptoms were rare in normal ind ividuals, later on he stated that
dissociative symptoms are present in most of the people to some extent (Putnam. 1989), Hence,
for several years’ research have identified the relationship between PTSD and dissociative
symptoms and documented dissociative symptoms both as nonpathological and pathological.

Some controversies are still present in the construct studics.

Traumatic events and dissociative symptoms

Traumatic events and dissociative symptoms secm basically related. Two key theories
support this relationship. A theory proposed that some individuals are capable to dissociate and

this capability resists against the effects of bad life cvents (Van Dyck. & Spinhoven. 1994).

In this case. dissociative symptoms will be a coping strategy with adverse side effects.
because diverse traumatic events like. unwanted sensory. motor and intensely effectively induced
events have a tendency to disrupt consciousness. Disruptions icad to primary or higher complex
emotional dissociative symptoms of the person. The emotional aspect reveals in dissociations

like, nightmares, dissociative flashbacks and re-experiences of traumatic events (Nijenhuis, Van
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der Hart, & Steele, 2002). Another study proposes lack of assimilation, signals directed towards
traumatic experiences will provoke various mental problems forms for various dissociative
patterns of personality (Reinders, Nijenhuis. Paans. Korf. Willemsen. & Den Boer. 2003).
Siddique and her colleagues conducted a study to find out the comorbidity among the patients
with dissociative disorders. 100 patients with dissociative disorder were inciuded, 51% of the
participants showed comorbid results. 11.76% depressive and mixed anxiety symptoms, 19.61%
moderate level depression, 37.25% mild level depression and 31.37% of the participants showed
generalized anxiety disorder. Furthermore. research reported that social support was existing to
85% of the participants {Siddique, Docar. Haider. & Afzal. 2015). Results have shown that
maximum traumatic experiences ends in various negative psychological outcomes counting
PTSD. Dissociative symptoms. which contains disturbance in memory, perception and identity.
is an element of PTSD, specifically among those with the history of childhood travmatic

experiences (Powers, Cross, Fani, & Bradley. 2015)

Dissociative symptoimns

Researches have repeatedly identified the ambiguous definition of dissociation,
accredited in respect to the varied experiences comprised in the concept (Dalenberg, & Paulson.
2009; Eisen, & Carlson, 1998; Holmes et al.. 2005: Waller. Putnam, & Carlson. 1996). General
definition of dissociation is “loss of information or control over mental processes that. under
normal circumstances, are available to conscious awareness. self-attribution, or control”
(Cardefa, & Carlson, 2011}, To end this vagueness of the term. the study distinguished
dissociation into two classes “pathological” and “nonpathological” dissociation (Dalenberg, &

Paulson. 2009; Waller et al., 1996). The criteria varies throughout the literature when it
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differentiates between pathological and nonpathological dissociation. but the main categorization
is on the basis of “Absorption”, “depersonalization/dercalization” and amnesia symptoms

(Bernstein, & Putnam. 1986; Dalenberg., & Paulson. 2009).

More than a century, dissociation has been documented as a consequence of trauma
(Carlson, Dalenberg, & McDade-Montez. 2G12: Ellenberger. 2008; Van der Kolk et al., 1989),
and more updated study has resulted that experiences of dissociation are obviously followed by a
traumatic history (Briere, 2006; Carlson et al.. 2012: Chu & Dill. 1990: Dalenberg, Brand,
Gleaves, Dorahy, Loewenstein, Cardena, & Spiegel. 2012; Dalenberg, & Palesh, 2004; Foote,
Smolin, Kaplan, Legatt, & Lipschitz, 2006: Irwin. 1999 Thomson. Keehn, & Gumpel, 2009).
Specificaily, physical and sexuat history of abuse leads 1o dissociative symptoms (Boysan.
Goldsmith, Cavus, Kayri, &Keskin, 2009; Foote et al.. 2006). It is remarkable that many people
with a history of trauma did not produce significant dissociation (Briere. 2006). In a University.
clinical and community sample of 1326 individuals Bricre {2006) observed the relationship
between trauma and dissociation where dissociative sympioms of clinical significance were

found in a high prediction of traumatic history .

Beside, dissociative and PTSD symptoms. comorbid symptoms of depression and anxiety
were also found including emotional problems in Pakistan. A considerable number of individuals
reported clinically significant emotional problems. P'SD symptoms (42.6%). depressive
symptoms and anxiety symptoms (20%) after 2 3 cars of the 2005 earthquake (Ehring, Razik. &
Emmelkamp, 2011). Mostly, research studies worked on psychological problems in the west.
There is lack of research on the problems such as PTSD). depression and anxiety. A study,

concluded that due to terrorism in Pakistan. individuals experienced clinically relevant symptoms
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were 15% and symptoms of depression and anxiety were 11-16% (Razik, Ehring, &
Emmelkamp, 2013). Many researches, documented that traumatic experiences result in potential
PTSD and related psychological problems everywhere in the world including Pakistani
popuiation, produced heightened amount of PTSD symptoms along with depression, anxiety and
stress (Khalily et al,, 2012). Likewise, symptoms of comorbid depression and anxiety along with
PTSD and dissociative symptoms increased with the frequent 9/11 experiences, and the highest
level of prevalence was (25.3%). Anywhere. if there was a social support an increase was found
as no comorbidity (38.8%) and one (24%) of them with social support scored the most
prevalence of PTSD and depression comorbidity. The history of 9711 trauma was highly
correlated with comorbidity prevalence of PTSD and depression. Results showed that among
enrolled persons experienced | life event of trauma following 9/11 was (11.3% or >1 (19.7%). In
recovery and rescue workers comorbidity of PTSD and depression were higher (Caramanica,
Brackbill, Liac, & Steliman. 2014). In Iran-lrag war (1980-1988). mortality and morbidity were
measured as a result of chemical weaponries. In a cross-sectional study in July 2004, civilians
were included in the study to assess long-lasting psychological influence of chemical weaponry
and warfare in three towns in the northwest area of Iran: Oshnaviyeh (low threshold conventional
wat), Rabat (high threshold conventional war), and Sardasht (both high threshold conventional
war and chemical weaponries). Mean age of respendents were 45 years. Among respondents
experienced both high threshold war and chemical wcaponries, lifetime PTSD rate of prevalence
was 59%, present PTSD was 33%, major symptoms of anxicly were 65% and severe symptoms
of depression were 41% (Hashemian, Khoshnood. Desai. Falahati. Kasl, & Southwick, 2006).

Exposure for a long period of time in the war zone created PTSD in a combination with other
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psychological disorders (Britvi¢, Anticevi¢, Kaliterna. [usic. Beg, Brajevi¢-Gizdi¢, Igna, &

Pivac, 2015),

Moreover, in 2008-2009 conflict, young lIsracli civilians were included in a longitudinal
3-wave) study 1o assess the psychological consequences. PTSD. major depression, generalized
anxiety were the results at the time of war. two months after war and 4 months after war {Neria,

Besser, Kiper, & Westphal. 20100,

PTSD, Depression and Anxiety

In most cases PTSD is comorbid with other psychological constructs such as, depression
and generalized anxiety (Gadermann, Alonso. VilaguL Zaslavsky. & Kessler. 2012).
Traumatized individuals with comorbid depression and P I'SD werc associated with heightened
functional deficiency, poor life quality, reduced satisfaction of life, severity of greater symptom
and impairment related to only one condition (Ikin. Creamer. Sim. & McKenzi¢. 20 10). Under
the title of characteristics the disorder co-exist with depression. anxiety, dissociation and

personality disorders (Frans, 2003: Kessler. Sonnega. Bromet. Hughes, & Nelson. 1995),

In a research. 4 to 6 years after 9/1] of firclighters. exposed to World Trade Center
(WTC) calamity, PTSD and depression co-occurrence were found in above 70% cases (Chiu et
al., 2011). After 5 vears of 9/11, 4.7% recovery and rescue workers excluding firefighters of
WTC reported possible PTSD with panic or depression symptoms. 1.7% presented possible
PTSD with both panic and depression symptoms (Stellman, Smith. Katz. Sharma. Charney,
Herbert, & Harrison, 2008); in the similar longitudinal rescarch of 9/11, 5.1% recovery and

rescue persons presented both PTSD and depression symptoms after 9 years (Wisnivesky,
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symptoms and about 20% showed clinically significant anxiety and depression (Ehring et al.,

2011).

The traumatic situation in the Province of Kh yber Pakhtunkhwa, Pakistan and
particularly in Peshawar is unprecedented. Consequently a severe psychological trauma in the
survivors is inevitable. It is also evident from the previous researches that emotional and
psychological reactions to such tragedies are unavoidable. However, the current violent situation
in Pakistani society is not a simple phenomenon. The current study will examine the prevalence,

comorbidity and symptoms of the disorders mentioned in the topic,

Rationale of the study

A great deal of individuals is experiencing traumatic events in Pakistan for the last few decades,
either in the form of direct exposure or indirect exposure as a consequence of terrorism. suicide
bombing, target killing, shooting. Subsequently. their worse Psychological affects individuals in
particular and society at large. However, there is a dearth of research on such problems in
Pakistan to have a profound understanding of this problem. There are many studies where they
explore the prevalence of PTSD in the trauma survivors. however. PTSD and its association with
dissociative symptoms needs to be explored. So this study was carried out to investigate post-
traumatic stress disorder, dissociative symptoms and comorbid symptoms of depression and

anxiety as a consequence of traumatic events,

The Prevalence of the symptoms were found at a great level specifically. dissociative

Symptoms were found in the students due to traumatic events in line with PTSD symptoms
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which indicates the dissociative subtype of PTSD. Morcover. depression and anxiety symptoms

were also found, and identified as comorbid symptoms with PTSD.

In this study, the dissociative and comorbidity symptoms were greater than the earlier
studies in Pakistan. These symptoms might play a potential blocking role in the personality
development, grooming, cognitive functioning and academic performance/career of the students.
These mental health issues need the attention of Government authorities and Non-Government
Organizations (NGO) 1o start projects in the educational institutes and overcome these problems.
We assume that this study will help mental health experts in the accurate psychological
assessment and treatment interventions. Another implication of this study is, mental health

awareness programs at college/University and community level are needed.

Objectives

1. To determine the relationship between traumatic events and dissociative symptoms.
2. To assess PTSD as a result of traumatic cxposure.

3. To investigate the PTSD and comorbid symptoms of depression and anxiety.

Hypotheses

1. Traumatized individuals will produce dissociative symptoms along with comorbid
depression and anxiety.

2. There is a relationship between trauma exposure and dissociative symptoms.

3. Individuals with frequent traumatic experiences report PTSD, dissociative symptoms and

co morbid symptoms of depression and anxiety.
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Method

Design

The study design was Self-report (Critchfield. Tucker. & Vuchinich, 1998)
questionnaires (Gault, 1907; Society, 1839) method. These questiennaires : 1) Life Events
Checklist-5 (LEC-5), 2) Post traumatic stress disorder Checklist-5 (PCL-5), 3} Dissociative
Experfences Scale (DES) and 4) Depression Anxiety Stress Scale { DASS) were used to find out

the symptoms of PTSD, dissociation and comorbid symptoms of depression and anxiety as wel).

The population of the study was university collepe students above age 18 vears. In this
study the sample was drawn out from the University of Swat (UOS), Abdul Wali Khan
University Mardan (AWKUM), Kohat University of Science and Technology (KUST), Bacha
Khan University Charsadda (BKUC), University of Peshawar (UOP). Islamia College University

Peshawar, Jehanzeb College Swat, Islamia College Peshawar and Government College Swabi.

Participants

A sample of 303 participants 158 malc (52%) and 145 female (48%) was drawn
out from different Colleges and Universities of Khyber Pakhtunkhwa. Sample was collected
through convenient (Polit & Beck, 201 3) sampling method. Age range of the sample was 18-33

years.
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Inclusion criteria

L. University and college students of Khyber Pakhtunkhwa.

2. Students above age of 18 years.

Exclusion criteria

1. Students with drug usage were excluded.
2. Students below age of 18 years were excluded.
3. Participants who lift the questionnaires partially unfilled were excluded from the

study.

Instruments

The following four self-report questionnaires were adminisiered:

Life Events Checklist (LEC-5): The LEC-5 is a 17-item self-report measure designed 1o
screen for potentially traumatic events in a respondent’s lifetime. developed by Weathers and his
colleagues (2013). The checklist is consist of the names ol traumatic events, needs a response on
6 points scale (happened to me. witnessed it. Icarncd about it. part of my job, not sure and
doesn’t apply).The mean kappa for all items of the previous version is .61, and the retest
correlation is r = .82, p < .001. The largest correlation cocliicicnts were yielded by the LEC's
associations with the PCL (Gray. 2004). There are threc versions of the LEC-5 The standard self-

report version (Urdu) is used to screen for potentialls traumatic events.

Post-tranmatic stress disorder checklist-Civilian version (PCL-5): It is a 20- items

self-report checklist assess the symptoms of PTS[) specifically designed for aduls, A S-point
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scale (ranging from 0= Not at all, to 4 = extremely). Urdu version of the PCL-5 was used to
assess PTSD symptoms. The internal consistency for the PCL previous version (Urdu) total
scores and for each of the three sub scores was measured by Cronbach alpha using the total
sample (n = 144). Alpha Reliability Coefficient of PCL.-5 is .86 for sub scales it has been, Re-
experiencing, .80, for Avoidance, .76, for Hyper-arousal. .80. Test retest Reliability with two
week’s interval is .88 (Mushtaq, & Rehman. 2005). Possible score range is 0-80, and proposed

cut off score is 38,

Depression Anxiety Stress Scale (DPASS-42): DASS was translated to Urdu by (Zafar
&Khalily) and originated by Lovibond in 1993, A 42 items Likerti-type self-administered scale.
Scoring: Responses are made on a 4-point severity/frequency scales to rate the extent to which
the respondents have experienced each state over the past week. The Urdu version of DASS is a
set of 42 items: three self-report scales designed to measure the negative emotional states of
depression, anxiety and stress. Alpha Reliability Cocfficient of the translated version were
reported as .83 for overall DASS and .63, .60. and .60 for depression. anxiety. and stress scales.

respectively.

Disseciative Experiences Scale (DES): This scale was devetoped by Eve Bernstein
Carlson in 1986.1t is a 28 items brief, self-report |0 points measure response range from 0% to
100% of the frequency of dissociative experiences. The scale was administered on 183
participants (65 college students’ late adolescents and young adults. 14 alcoholic and 24
phobic/anxious patients, 29 agoraphobic and 10 PTSD patients. 20 schizophrenic and 20 with
personality problems). Test re-test Reliability Coefficicnt was 0.84. Spearman rank-order

correlation coefficient between items was .64. ranged from .30 10 .79(Bernstein, et al. 1986). The
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DES total score consists of the arithmetic mean of all 28 tems and can vary between 0 and 100.
Higher values imply an increased frequency of dissociative experiences. Values above 25 or 30
are thought to indicate potential dissociative psychopathology (Putnam, et al. 1996). Urdy
version of the scale will be used to collect the data. This scalc translated by (Lewis, Musharraf,

Dorahy, & Lewis, 201 3)

Procedure

The head of each department was briefed about the purpose aim and process of the study. Inform
consent was secured through the permission letter aiso requested to facilitate and provide support
in collection of data from the students. The students were brieied about the study. explained the
confidential limits, purpose of the study and asked their consent and willingness to participate.
Afier this, a short introduction were given about the response type of each scale and

consideration of the time period or duration of the symploms each scale measures.

The permission of the Head of Institution were sorted out through a letter from the
department of Psychology International Islamic University Islamabad (11UI). Ethics board of
Psychology Department, International Islamic University Islamabad granted the ethical
Clearance. Approval for data collection of this research w 4s attained from the
Chairpersons/Principals of the colleges/departments of University of Swat, Abdu) Wali Khan
University Mardan, Kohat University of Science and Technology. Bacha Khan University
Charsadda. University of Peshawar, Islamia College University Peshawar, Jehanzeb College
Swat, Islamia College Peshawar and Government College Swabi. Approval letters signed by
heads are available in appendix. Participants were ensured about the confidentiality and privacy

and every one was free to leave at any time if they do not wam to participate in the study. These
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measures Demographic sheet, LEC-5 Urdu version. DES Urdu version, PCL-5 Urdu version, and

DASS Urdu version were administered.

Statistical analysis

The data analysis were done through IBM SPSS statistics New York version 22.0.
Descriptive analysis of the data like mean, standard deviation. percentages, minimum and
maximum scores were carried out for demographic characteristics of the subjects. For parametric
data the independent sample t-test was applied to compare the mean difference between groups,
and to find out the association between traumatic events. PTSD symptoms, dissociative
symptoms and comorbid symptoms of depression and anxiety were calculated by Pearson
correlation coefficient. Psychometric properties for cach scale were measured through reliability

analysis.
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Results

Table 1

Sociodemographic Characteristics of Participants tn 303)

Variables Categories N %
Age

[8-33 years 303 100
Gender

Male I58 52

Female 145 48

Marital Status

Single 282 93
Married 21 7
Family Status
Nuclear 138 45.5
Joint 163 54.5
Socioeconomic
Status
Lower Class 29 9.6
Middle Class 258 83
Upper Class 16 5.4
Education
Bachler 97 32
Master 171 56.4
M Phil. PhD 35 1.6

Apge mean 22 {SD=2.8) Min 18 Max 33

Table 1 shows that sociodemographic characteristics of sample 303 students 158 (52%) were

male and 145 (48%) were female with the age range 18-33 and mean of the age was 22 years.
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Marital status of 282 (93%) was single. 138 (45.5%) students were ltving in nuclear family
system and 165 (54.5%) reported joint family system. of 29 (9.6%). 258 (85%) of them belong to
socioeconomic status middle class. According to Pakistani Education levels, 97 (32%), 171
(56.4%) and 35 (11.6%) were bachelors. Masters and MPhit/PhD respectively.
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Figure !
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Figure 2
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Figure 3
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Figure 4
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Figure 5
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Table 2
Psychomelric Properties of the Major Study Variables
Scales N M SD ] Min  Max Skew
LEC-5 303 22,65 12.5 80 0 33 31
PCL-5 303 25.81 14.3 .89 0 66 58
DES 303 7648 475 94 ! 227 52
DASS 303 41.53 21.8 Y94 0 107 51
Depression 303 12.98 7.43 83 0 37 48
Stress 303 15.22 8.09 .83 0 30 66
Anxiety 303 13.32 7.60 85 0 36 .63

Note M= Mean: 3D= Standard Deviaton: N= Number of participams: u - Alpha reliability ; LEC-5= Lile Events

Checklist-5; PCL-5= Post traumatic stress disorder Checklist-3. DS Dissociatis e Experiences Scale: DASS=

Depression Anxiely Stress Scale.

Table 2 showed the psychometric properties of the data of 303 respondents. Reported life events

Ti-16719

on LEC-5 mean score was 22.65 (SD= 12.5), minimum score was 0, maximum score was 53 and
alpha reliability was .80. Post traumatic symptoms w cre reported on PCL-5 mean score was
25.81 (SD= 14.3), minimum score was 0, maximum scorc was 66 and alpha reliability was .89.

DES mean score was 76.48 (SD=47.5), minimum score was |. maximum score was 227 and

alpha rehability was .94. DASS over all mean scorc was 31. 53 (SD=21.8), minimum score was

0, maximum score was 107 and alpha reliability was .94. DASS's subscale for depressive

symptoms showed that mean score was 12.98 (SD= 7.43). minimum score was 0, maximum

score was 37 and alpha reliability was .85. Stress subscale’s mean was 15.22 (SD= $.09).

minimum score was 0, maximum score was 50 and alpha reliability was .83. Anxiety subscale of

the DASS showed mean score 13.32 (SD= 7.60). minimum score was {, maximum score was 36

and alpha reliability was 85,
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Table 3

Percentage of the mean scores on each scale (Considering the highest possible score on each
scale =100}

Variable N "~ Mean Percent %
LEC-5 303 22.65 33.23
PCL-5 2581 32.25
DES 76.48 27.32
Depression 12.98 3095
Stress 15.22 36.19
Anxiety 13.52 31.66

Note: Each Scale has maximum 100 scoring points. %e = Intensity of the sy mpioms.

Table 3 showed that percentage of the symptoms intensity drawn from mean scores of the 303
participants was 33.23%, 32.25%, 27.32%, 30.95%. 36.19% and 31.66% for LEC-5, PCL-5.
DES, Depression, Stress and Anxiety respectively.
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Table 4

1-test analysis berween male & female on variable of LEC-5. PCL-3, DES and DASS

Male Female 93% CI
Variable M sD Mo Sb g p LL UL Cohen's d
1. LEC-5 2550 12.57 19.53 1185 425 A0 321 8.75 (.49
2. PCL-5 24.28 13.93 27.48 14.66 -1 Y5 1132 -6.43 A3 0,22
3. DES §2.70  47.73 69.71 4649 239 017 232 2365 0.27
4. ASS 39.58  21.02 43.65 ERE T -1 .62 |4 -U.M) 87 0.18

Nofe M= Mean; SD= Standard Deviation: C1= confidence interval. LI Jower limit. UL = upper limit.

Table 4 showed that LEC-5 score mean was significantly higher for male (M= 25.50, SD=
12.57) than female (M= 19.53, SD=11.85)t (301} 4.25. p <01 And DES score mean was also
significantly higher for male (M= 82.70. SD= 47.73) than female (M= 69.71, SD=46.49) t (301)
=2.39, p <.05. There was no significant difference found on PCL.-5 mean scores. between male
{M=2428, SD= 13.93) and female (M= 27 48. SD= 14.66)1(301) = -1.95, p > .05. Also. there
was no significant difference found on DASS mean scores. between male (M= 39.58, SD=
21.02) and female (M= 43.65, SD=22.65)1(301) -1.62.p> .0
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Table 5

32

t-test analysis between nuclear & joint family on variable of LEC-5. PCL-5, DES and DASS

Nuclear family loint famils 95% Cl
Variable M SD M RY ¥ wingy LL UL Cohen's o
1. LEC-5 2206 12.88 23.15 1232 .75 3452 395 1.76 0.07
2. PCL-5 2738 1430 24.50 1429 175 041 =36 6.3 0.20
3. DES 73.84  47.90 78.70 4721 %% 376 -15.65 593 0.10
4, DASS 44.75 2379 38.84 1990 232 021 89 10.92 0.26

Note. M= Mean: SD= Siandard Deviation: Cl = confidence interval, L1 lower limit, UL = upper limit.

Tabie 5 showed that PCL-5 score mean was significantly higher for nuclear family members

(M= 27.38, SD= 14.30) than joint family members (M 24.30, SD= 1429} t (301) = 1.75. p

<.03. And DASS score mean was also significantty higher for nuclear family members (M=
44.75, SD=23.79) than joint family members (M= 38.84. SD= 19.90) t (301) = 2.32, p <.05,
There was no significant difference found on LEC-5 mean scores, between nuclear family
members (M= 22.06, SD= 12.88) and joint family members (M= 23.15. SD=12.32) 1 (301) = -

.75, p> .05. Also. there was no significant difference found on DES mean scores. between

nuctear family members (M= 73.84, SD=47.90) and joint {family members (M= 78.70, SD=
47.21)t(301)=-.88, p> .05.
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Table 6

Bivariate Correlations between the LEC, PCL, DES, Depression, Stress and Anxiety

Variables 1 2 3 4 5 6
1. LEC-5 i

2. PCL-5 S10%* ]

3. DES 299 4d44** ]

4. Depression . 272%* T2+ AT0%* !

5. Stress 260 676%* 44 8** B34+ 1

6. Anxiety 264%* 636%* 499 864** B28%* i

Note- Cerrelations marked with an asterisk (**} were significanm at p - Q1

Table 6 showed that LEC-5 was significantly positive correlaied with PCL-5 (r= 310, p <.01).
DES (r =.299, p <.01). Depression (r = 272. p < .01). Stress {r = 260, p < .01) and Anxiety (r =
264, p < .01). PCL-5 was significantly positive correlated with DES (r= 444, p < .01),
Depression {r = .672, p <.01) and Anxiety (r=.636. p <.01).
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Table 7
Cross Language and Test-retest Reliability of LEC-5 & PCL-3

Variables N 1* Administration 2" Administration r
LEC-5 100 Ude  English 943+
PCL-5 100 Urdu English 93

**p < 01

Table 7 Shows test retest reliability of LEC-5 and PCIL.-5. Both scales LEC-5 and PCL-5 are
administered in Urdu Language in first trial and in the second trial these scales were
administered in English language. Test-retest reliability of LEC-5 is 0.94 and PCL-$ is 0.93

which indicates that both sales are highly reliable.
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Table 8
Cronbach Alpha Reliability Coefficients and Psvchometric properties of LEC-5 & PCL-5
Variables  Categories n No.of ltems M SD a r
Group |
LECS-E 100 17 25.43 10.73 .88 42%*
PCL5-E 100 20 26.29 13.87 .74
Group 1l
LECS5-U 100 17 22.09 1326 .82 34+
PCLs5-U 100 20 22.63 13.43 .88
Group 111
LECS-E 100 17 26.15 947 68 63**
PCLS-E 100 20 33.66 13,55 .86
LECS5-U 100 17 2344 9.53 .69 46**
PCLS5-U t00 20 3252 1374 .87
*p< 01 )

Note: Group I= Participant reported on original (English v crsion) scales: Group 11~ participants reported on
translated (Urdu version) scales: Group 1M1= participants reported ot hath 1nglish and Urdu sersions of the scales:
LEC35-E= Life Events Checklisi=3 (English version): PCL3-1-  Post-traumatic stress disorder Checklisi-3 {English
version): LECS-U= Life Everts Checklisi-5 (Urdu versiony, PCL3-U- Post-traumatic stress disorder Checklist-5

{LIrdu version).

Table 8 showed that group I mean score on LEC5-F was 25.43 (SD=10.73). alpha reliability
was .88, PCL5-E mean score was 26.29 (SD= 13.87). alpha reliability was .74 and correlation
between LEC5-E and PCL5-E was r = .42. Group H mean score on LEC3-U was 22,09 (SD=
13.26), alpha reliability was .82, PCL5-U mean score was 22.63 (SD= 13.43). alpha reliability
was .88 and correlation between LECS-U and PCL3-U! was r = .34, Group [1] mean scores on
LECS5-E and LEC5-U was 26.15 (SD=9.47) and 25.44 (SD= 6.53) respectively. Group 11l mean
scores on PCL3-E and PCL5-U was 33.66 (SD= 13.55) and 32.52 (SD= 13.74) respectively.
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Group Il alpha reliability of LEC5-E, LEC5-U. PCL3-F and PCL5-U was .68, .69, 86 and .87
respectively. Correlation between LEC5-E and PCL5-F was v = .63, and correlation between
LECS5-U and PCL5-U was r = .46
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Table 9

Inter-scales Correlation of LEC-5 and PCL-5

37

Variables M SD I 2 3 4
I. LECS-E  26.15 947 |
2. PCL5-E  33.66 13.55 £H39%* ]
3. LEC5-U 2544 953 939** S63** 1
4, PCL3-U  32.52 13.74 S48 G35H* A465%* 1
++p <01

Table 9. Shows that the correlation between scores of [.1:C5-1:. PCL5-E, LECS-U and PCL5-U,

which was significant. The correlation between the LECS-E and LEC5-U was r = 0.93, p < .01, i

correlation between PCL5-E and PCL5-U was r = 0.93. p < .01 and correlation between LECS-U

and PCL5-U was r = .46, p < .01.
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Discussion

This research highlighted significant life events that are considered the potential root
cause for some of the mental health problems in Pakistan. ‘Ihese findings submitted that the
potential outcomes of the traumatic events (flood. earthquake. explosion. fire, bombing, mass
shooting, physical assault, sexual assauit, life threatcning illness. severe human sufferings and
sudden homicide or suicide of others) are PTSD symptoms. dissociative symptomns and along

with these symptoms comorbid symptoms of depression. anxiety and stress at a great scale.

In this study off 303 students 158 (52%) were male and 145 {48%) were female with the
age range 18-33 and mean of the age was 22 vears (Table |. Figure 1), 282 (93%) were single
(Table 1, Figure 2), 165 (54.5%) were from joint family system (Table 1. Figure 3), 258 (85%)
of them belong to middle class (Table i, Figure 4). According to Pakistani Education levels 97
(32%), 171 (56.4%) and 35 (11.6%) were bachelors. Masters and MPhil/PhD respectively (Table

1. Figure 5).

Exposure to traumatic events, severity and symptoms of the problems in this study was
confirmed by the questionnaires Life Events Checklist (1.EC-3). Post-traumatic stress disorder
Checklist (PCL-5), Dissociative Experiences Scale (D13S) and Depression Anxiety Stress Scale
(DASS) filled by the participant. Psychometric properties of the main variables of this study
included LEC-5 mean. SD. Cronbach's alpha reliability was 22.65, 12.5 and .80 respectively.
Mean, SD and Cronbach’s alpha of PCL-5 was 25.81. 14.3 and .89 respectively. DES mean was
76.48, SD was 47.5 and Cronbach’s alpha reliability was .94. DASS also provided over all mean
41.53, SD 21.8 and alpha reliability .94. Alpha rcliability for sub scales of depression, anxiety

and stress of DASS was .83, .85 and .83 respectively (Table 2). These results indicated that
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traumatic life events had a great effect on the lives ol the people and produced psychological
problems. Similar findings were also reported in the studies of (Schenlger et al, 2002; Galea et

al, 2002; Galea et al, 2003; Khalily et al, 2010).

Furthermore, the severity of the symptoms of cach problem and association of those
symptoms with life events were not obvious because of the different scoring methods and highest
possible score of each scale. The highest possible score for LEC-5, PCL-5. DES and DASS was
68, 80, 280 and 126 respectively. The difference among means of the scores were assessed
through percentage formula as shown in (Table 3). The percentage of the severity and symptoms

ranges from 27% to 36%.

In present study the findings showed that the mean score of LEC-5 in male students was
significantly higher (M= 25.50, SD= 12.57) then female students (M= 19.53. SD=11.85)1(301)
=4.25.p < .01. Beside this male students mean score on 1DI:S was significantly higher (M= 82.70.
SD=47.73) than female (M= 69.71, SD=46.49) 1 (30}) --2.39. p < .05. (Table 4). These findings
indicated potential difference between the traumatic events experienced by male students as
compared to female students, alongside, male students produced more dissociative symptoms
than female students. Results showed consistency with other studies of (Magbool, 2012; Naeem
etal., 2011}. Result also indicated that joint and nuclear family system also matters in producing
Post-traumatic, depression, anxiety and stress symptoms. Joint family members reported less
Post-traumatic, depression, anxiety and stress symptoms because of the social support from the
family. On PCL-5 participants belong to nuclear family score was significantly higher.
(M=27.38. SD=14.30) than joint family members {M=24.50. SD=14.29) t {301)=1.75p <.05.
On DASS the mean score of nuclear family members was significantly higher (M= 44.75,

$D=23.79) than joint family (M= 38.84, SD=19.90) 1 (301) - 2.32. p <.05. (Table No. 5), the
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result supported by (Siddique et al., 2015; Ahern ¢t al.. 2004: Farhood&Noureddine. 2003,
Koenen et al., 2002; Koenen et al.. 2003 Norris ¢t al.. 2002: Simeon, Greenberg, Nelson,

Schmeidler, & Hollander, 2005).

This research supported all the hypothesis based on main variables of the study. Main
variables of the study; traumatic events (LEC-5) with post traumatic symptoms (PCL-5) (r =
310, p <.01), dissociative symptoms (DES} (r = .299. p < .01), comorbid depressive symptoms
(r=.272,p <.01) and comorbid anxiety symptoms (r = 264, p < .01) were significantly positive
correlated. Also individuals with traumatic symploms were significantly positive correlated with
dissociative symptoms (DES) (r = 444, p < .01}. comorbid depressive symptoms (r = 672, p <
.01} and comorbid anxiety symptoms (r = .636. p < .01) {I'able 6). The same results wete found
in the study of (Schenlger et al, 2002; Myers & Wee. 2005: Huang. 2010; Ziaddini. 2009;
Breslau, Chilcoat, Kessler, & Davis, 2014; Cao. Mctlartane. &K limidis, 2003; Frans, Rimm#,
Aberg, &Fredrikson, 2005; Neuner et al., 2004: Norris ¢t al.. 2002). This study found higher
symptoms on DES which is expected as a result ol {requent traumatic exposure (Table 3) like

studies of (Nijenhuis et al., 2002) by and mean of DES in this study is higher than earlier studies.

Despite the above main variables in the present study. two of the scales were translated in
Urdu language i.e. Life events checklist 5 (LEC 3) and Traumatic stress disorder checklist 5
(PCL 5). LEC 5 was published by Weathers and colleagues (2013) whereas PCL 5 was published
by Weathers and his colleagues (2013). These scales originally were in English language. These
scales were translated in Urdu language so that they can be easily used for Pakistani population
because majority of the Pakistani population understands and speak Urdu. The traumatic
situation in the Province of Khyber Pakhtunkhwa. Pakistan and particularly in Peshawar is

unprecedented. Consequently a severe psychological trauma in the survivors is inevitable. It is
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also evident from the previous researches that emotional and psychological reactions to such
tragedies are unavoidable. However. the current violent sitation in Pakistani society is not a
simple phenomenan. These two scales are transiated 1o Urdu fanguage for the purpose of
understanding and collection of authentic data from the above populaticn. Before starting the
translation process, consent was taken from the author of the scales. Oblique translation
techniques (Mason, 1994) were used for these scales. Once the translation is done for these
scales, these scales were administered on respondents. Respondents were of the view that
tornado and burricane from LEC-5 item no. | were irrclevant in this setting. Results shows good
reliability of both scales LEC S and PCL 5 which is 0.94 and 0.93 respectively. Inter scale
correlation is also significant i.c. correfation between LI:CS-E and LECS-U. r = 0.93 (p<.01)
while the correlation between PCLS-E and PCL5-U was r-- 0.93 (p <.01}. The inter-scale
correlation between both Urdu version of LEC and PCI. was r 46 (p<.01). The study findings

suggest that these Urdu version scales can be used in Pakistan] settings now {Table 7, 8 & 9).

This study has the following limitations: This rescarch was limited to government
colleges and Universities of Khyber Pakhtunkhwa. which may weaker the value of representative
sample, because a great amount of students get education from private universities and colleges.

Current study did not include general population and children sample.
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Conclusion and recommendations

Psychological stressors in the form of man-made and natural disasters like bombing,
mass shooting, physical and sexual abuse, flood. earthquake. warfare and domestic violence has
affected the people of Pakistan. This study emphasized on the psychological effects of the above
traumatic events. This study highlighted Psychological probtems such as. dissociation, PTSD,
depression, anxiety and stress were found significant. T'wo of the demographic characteristics;
family system and gender were found significantly diffcrent on PTSD symptoms. dissociation,

depression and anxiety.

Psychological interventions can be improved for the treatment of Pakistani population
who reported the above problems as a result of traumatic events highlighted in the study.
Institutes of Pakistan especially in Khyber Pakhtunkhwa need 10 facilitate the stadents with
psychological services in the form of seminars. workshops. counselling cells and awareness of
mental health. The main findings of the study urge for the atiention of concerned government
departments to provide resources and initiate projects in the colleges, schools and universities of
Pakistan both on state and provincial levels. Two of the scales were translated to Urdu language
which facilitates the researchers in this area. Validation of the findings of this study and
exploring other influential problems as a result of traumatic experiences, further studies in future
a representative sample of general population including children needs to be conducted. covering
various related and diverse perspectives from this study. Also. it is clear to the researchers and
authorities to find out the effects of such problems on the e¢ducation performance, student teacher

relationship and personalities of the students.
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Appendix B

POST TRAUMATIC STRESS DISORDER (HECKLIST - 5 (Lrdu)

:_-.,Lu‘.

- . :-'-_-‘ . - . - L - = ™ »
b e e N e S S Fen A e il st et e S BT

* - * E 4 P
- -, ' . - . . e : . LI - - :
IR SR P L«J:a..}g T e e K e S T TR AL Lo

whart| v | oot -Enfr u':‘}f‘ =y

. - .
B I Py L VISR SN 10

& PR .z P CR
S e et sk AP L o] 1

*

PO 5 - M
T T L e e -'-5‘." ol ’I:‘{r_'_,' 12




CONSEQUENCES OF TRAUMATIC EVENTS

+1.13

&
UUF S REI

14

A5

S DR - . 1
Feg ;;_-.!-RL"!{c:_,'EC:v."&fﬁa,;-ff

16

PO S L™ -
iR T PR 4 TE Vet

17

o~
Tt ASR s ULy

18

1.19

4, a

£ - .t " L
[SIAY 5 JO N VI .-'-f‘l‘.\,.(: el

20




CONSEQUENCES OF TRAUMATIC EVENTS

Appendix C

-t
- - -

_fo N Lrt-‘-l.b.;..-'?:_.- LT B sA ',g"-.- ol et fome,

’:"éd

- oo oA

.-,":.','(_,r“..._«_.'-i' 100% - 0%.- L5 =2 .":,‘c....:,'u-‘;.._-- N gt DA W P SN

5 - - . s 0
e Bl L 5 E0%, 540% e 0288% . bl AL b e

P . L - . P - - e - F - i s
N Pl R= Ay WL e U SO T I M NIY N

(n.,f:,’f)ﬂ% 40 20 30 40 50 60 70 B0 90 100%( &)

- o

i) .- - Pt . .
Uﬁf.—-;.}r"'.-’,) t I ZF T NN PR Te USSR N ..:-E'" ..-'Jva -2

(&L")o% 10 20 30 40 50 60 70 80 90 100%(_=7)

.o -
O r -

?:_(.Ju'dr f_.f"v- RN o) v‘-—-"’-— - a 'a-,‘-_-—'.'%.-' - d.. tra ’v.'.,"‘(- -3
uff() 0% 10 20 30 40 50 60 TO 80 90 100%( 1)

- = -
—e .__._.;., n rrv.& befell S el Loy u Ty LA PO DN L PR S NIY T A -4

()0% 10 20 30 40 S0 60 70 BO 30 100%{.%%)

- + - - - - - . oA -
-D’vﬁ},‘:\,- v—b‘ bL—(—-‘H-’ IR, U__, RN O .":.'.'.;,'.L-'ﬂf g:!v’.‘)‘f; -5

u-'-?.."’) 0% 10 20 30 40 30 60 70 80 30 100%( %)

.K‘L..;.b!.",:;. "“".'-...,f vl ;.ﬂ_.*_. RN S S Y N S /) ._."'.'r'_-:-:" Y -6
-u:éw‘b“:
(..,ﬁ? “)0% 10 20 30 40 50 50 70 80 90 100%(.%0)
PRI 5 SN :‘é‘.»r.‘a.:‘.-'.-:t‘.-;’;--""_ - P '_-*.-.;_-.'._t'.-'.«',":u_.’&f o ";l: .7
A - - Y ¥y aT- - )

L
'

__,_-._,.-:,'--_"._‘-*.,';';;f “'r_"'
(FL)0% 10 20 20 40 50 60 70 80 90 100%( %)

- ~ o L
N ) Lo )
R LA T 2 R S S P P -8

(uﬂ".'-")o% 10 20 30 40 50 60 70 B0 90 100%{. %)




CONSEQUENCES OF TRAUMATIC EVENTS

)}.0..5"'.0 £, o R T r
PN S A R S TR

(uﬂ':f{) 0% 10 20 30 40 %0 80 70 80 90 100%{ &)

P Y G
et S e e T E A D

B e e s . ;o e -
- L SRVE LN RT S N o R < RSN W AR WY |

(Lﬂ:f()ﬁ% 10 20 30 40 50 60 70 80 90 100%(.%)

" LB - Y .-
Sl io e HELLIE e e b fosdd 1Y

WEF0% 10 20 30 40 50 60 70 BO 90 100%(x)

RS . . » - + a7
LI d e e e b B T e e ad 12

------- )

(uﬂi’{){l% 10 20 30 40 50 60 70 B0 90 100%(. %)

B

. =T, L
TN e e i v e Py o 13

4
L

(u’-'?...",)"/. 10 20 30 4C 50 B0 70 BO 30 100%( &%)

o+

- - . : - . . £ -
- - - 3 _ - - - = ' - FP - - 1
it It et L Tt T e e S e R I S e T e i 14

(FEY0% 10 20 30 40 50 60 70 80 90 100%(4%)

- - - ”»

I 5ot e = N - B " oam- T .= -
AL e P e S T e B T s e il DU I L a e e 15

-

(LLH0% 10 20 30 40 50 60 70 80 90 100%(.52)
- f—:‘:‘v':'_’.}»" RN AT ,-‘.'-.:;,,':'.."9 ey ?:,:;Jr'i:’:- 16

(FEI0% 10 20 30 40 50 60 70 B0 90 100%( %)
‘:::__r_aéu._‘.a:i_l.ai_,-‘:.-:.'*-'_'.;Lu_,".',_*,'_,.,_— Tt D e ..-.").L.;,f,'_,{n_f._.‘,_“«_’_.'p:,l:;'.{'.’_1?
ct

(uﬁ’.fr) 0% 10 20 30 48 60 60 70 BO 90 100%(.5)

. v Famel s - - i - = - - . .. - o
-L,/K"ﬂ’v’.';_“: [REANOLF N Ly S O L Sl Y O TP e ¢, 18

(0% 10 20 30 46 50 66 70 80 90 100%(.%)

62



CONSEQUENCES OF TRAUMATIC EVENTS

. ek

e R Y L
e S i  E e L e, 1Y

(0% 10 20 30 40 50 60 70 80 90 100%(.%)

- -

;o Y e . - 7 C s e s o Mo
EE TS, r T T L L E AL G T e i e D e 94, 20

(u’-ﬁf{)o% 10 20 30 40 50 60 7O 80 90 100%( %)

- . e
.

- ie - " o s e r -
el e T e et e S e e P L 21

(ZY0% 10 20 30 40 60 60 70 80 90 100%(_2<)

. EIFE - e - i D T
—vreAeif e t‘:f,’.-”i.-_'vﬁl.:g'- et ,'r-, E ,.-_'-.rg'-‘"'?...: Narbe e e ol s e 22

(F0% 10 20 30 40 SO 60 70 80 90 100%( %)

- , .- N ) .. S L SIPP U
LICUEN SL T SO N P M T UL O Sy LSS Tt T ¢
i

S FE e R T 2L B

(Lﬁ}...(‘() 0% 10 20 30 4G 50 60 70 80 90 100%( %)

PR 3oy = L e B TP
- ‘.'.'v..'r_txg'.",‘:‘":'.-")_b"ur’d-':_x'w_. oty = Tt e L Ty e B D B e e A L 24

K3

- . . o, .-
_{.-‘gre’.;‘:f'_',-‘,_a_,:; Ll

(U:"a!-') 0% 10 20 20 40 50 60 70 80 90 100%(.>%)

> - e - . . 1 " T
Lol 4 o - . S — - - . e
STt R e e DT TR e T ] e S 7 25

(JJ{)W. 10 28 30 40 50 50 70 B0 0D 400%(.%1)

b - LA -~y - - " - - - -
-’-‘_- - .’J o - ’ I 4 o= - - - - P “. v
o S B O S Wl N AW P T g S RO SN ) L.f'.;r'—”-[:,-',. v i, 26

(0% 10 20 30 4D 50 60 70 80 80 100%( 4%)

o - - . - - - y o F
' - g = - - T - - . - - - - . - - - K]
TR OIS L TN S T - N T LI R s ey

e

(iﬁ’.!-') 0% 10 20 30 40 50 60 70 60 90 100%(.=%)

- e . . F . - . - - -
. "}":".":'3‘::-'-:‘3.,_“}!L.Jr'a.._.‘,";.".,‘_ woga e BT et e-‘:’.’r;w_*-'n':'v Yo A 28

(LZE)0% 10 20 30 40 50 60 70 80 90 100%(.%%)

63



CONSEQUENCES OF TRAUMATIC EVENTS

Appendix D

L - -
LACR ] PRV '.'_..".o.,"‘-_'..

-

RSN

%

iy g 2

F4

e e e
e trrlel E Py T

-

. oo
[N A .:-‘.!e:}.!-...r;(..;.d‘-

1

(DRI A NS

- — LT - %
LIPS e e 210 e AR

‘.(' - - . &
PR 2T L S

L4

_fxb,(

Fuld

L

&

o

L | G | Ly

. e,
[ N Ve VX R, 3

U gy
P N i

LS I I ST 5 T I 5 I N )

M.
NINNR

3 1 0 'r'.,'_-"')_,t""t, o .-"" 8

3 1 0 veed st L Ree R T 2 0
et e R ,":'Z.;,'x'__,:_

3 2 1 0 e L e 2 2 10

2 1 0 I A S I

3 2 1 0 Cr s b e e B Pl A2

3 2 j 0 A A IR

3 2 1 0 By rte Al i w L S| 14
e e .':;-.,';:'._;i' Al

3 2 1 0 PR N S 11

2 2 1 0 R Tl 2 e A 18

3 2 1 0 iz Bryde e st e 217

3 2 1 0 I ST TR SR 2 I 1

3 2 1 0 RS - VRV 2 ISR T RO OO I

-'-:!'p

> B . - e L <
RSNSOI L Ex TSP L, 9.
-t -
A 3‘3‘3’ - 0
LA | ]
PSPPI "".....:u\_,'f,"; = 2



CONSEQUENCES OF TRAUMATIC EVENTS

P
R o -
PGP N SNy PE-

20

- .'n-‘, }

. s : s -
B S R S O

21

o o

s TP

T

22

okt KL

. o ] .
ERUREURNTE - I (‘_.,-.-‘-.‘x_r’;"‘__.v'_’t

24

- L - . -
. [ Y- (l' -
ol S e .,:-,,:\‘,,‘.'T,*‘:-',.,‘.'_'J—*.‘u-?,,'.'

C e - e -3 -
[ERUAAR TR I I J KA | ).ﬁ" 1.;'!('

{(o&tF

25

26

W W W | W

27

29

o T z 29
e [ f P '.".U"'
- - 2
RO ST IRl bl W 2130

LR

I T - - e - &
S :‘v!?._'._;._.'u__;,.f"w

-1

. Ty
P Se_sihy

3 2 0 I vt sl R 2| 32
v

3 2 0 Flarel et 2] 33

3 2 0 Fad A2 e 2| 34

3 2 0 Edeer e Ry A e ST 236
Flzd L

3 2 0 ._‘v')".a,"/‘g': ."";._,-' Ko

3 2 9 o LT A AR e B

3 2 0 e Fecan ratd| 38

3 2 0 o B F i 38

3 2 0 Terer B T AFed st LA 2| 40

LIS S i
{ -.,..*"3!' )\,‘,,"._r.'\.;t; {__/:

4

a7

65



CONSEQUENCES OF TRAUMATIC EVENTS

Appendix E

LEC-S

6b

Listed belkww are 3 number of difficul] of stressial rungs 1hat sometmes happen to people. For sach avent
chock one or move of the boxes to the nght to ind:cate that {a) it happonod 10 you parsonally. {b) you
witnessed # happan Lo somacne else. {c) you jeamed apoul it happening to a cdose lamily member or ciose
friend: (d) you were exposad to it as part of your 1ob (for example paramedic, police. military, or other first
respondar}. (8) you're not sura il it fits. or (f) it doosnt apply 10 you

Be sure to consider your entire life (growing up as well as adulthgod) as you go through the list of events.

Happaned | Whn d | Learmed | Pariof ™) Doasn™
Evant o me it sbowt & | myjob | Swre Apply

1. Naturs! disaster (for axampie, food,
hurricane, tornado, earthquake)

2. Fire or explosion

3. Transpornation accldent {for examphs, car
sccident, boat accident. train wreck, plane
crash}

4. Berdouws sccider at work, home, or during
recreational sctivity

5. Emposuras to taxic substanca {for axampie.
dangerous chemicals, radiation)

§. Physical assault {for sxample, being
attacked, hit, slepped, kickad, baatsn up}

7. Assault with a3 weapon (for exampls. being
ahot, siabbed, thrwatened with a knife. gun,
bomb)

8. Sexusl! assault {rape, sitemptad rape, made
to perform any type of ssaual act through
force or threat of harm)

9. Cthar unwanted or uncomforiable sexual
expariance

10. Combat or eaposure o 3 war-pone (in the
militaty of as & chvilian)

11. Capthvity {foc example. being kidnapped.
abducwed, held hostape. prisoner of war)

12. LHs-threztaning Winess or injury

13. Severs human suffering

14. Buddan violent death {for sxample,
homicide, sulcide)

15. Sudden accidental death

16. Serious injury, harm, or saath you caused
to someone slee

17. Any othar vary stressful svent or
experience

LEC-5 (10/27/2013) Weathers, Biane Schnun Haloupeh Mars & Keane — rational Covter tor PTSD
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Appendix F

Post-T raumatic Mreis Disorder € heckbat-$ ¢P¢ | -8}

Below 1n s list of probloms that people somebmes had e 12 reanins o 2 Leny strewtul expenence.
Kecping your worst event m mand. pdease read cack problam carciully and then vircle one of the numbers
to the right 1o indicate how much vou has e been bothurae by that proh.em iz the past month.

In the past month. how much werz you bothered b Nt Vlnle | Modemeels | Quine | Earemsedy
a 1] abhut

I Repeated. digurbing. and urwantsd memoncs ot the [ i 2 t 4
siressiul  eapeneme?

1 Repeated. disturbing dreams of the stressful evpericr o ! 1 i

I afia
e | e
F

3 Suddenly Techinp or acting as 1l the drsssful cxpetience n 1
wers actwally happeming again 1as 11 you were acoually hagk
there relivang wy?

4. kechmg very upsel when somettunpg reannded you ot the I 1 > 1 3
sircusful cxpenence”

5. Havamp strong physical reactions when somcthing remindad [ 0 1 2 ] 4
you of the stressful expaneace { for cxample. hean pounding.
trouble breathing. sweating)?

6. Avoiding memoncs. thoughts. or feelings related o the " 1 2 1 1
stressful eapenience’!

T Avouding external remunders of the stressful expenen. e ilor | 10 t 2 L 4
example, people. places. conversations, 3auvibes, shyects ar
st uathons)?

¥ ‘Trouble remembering important parts. of the stresstul ¥ i 2 1 4
apencnce’”

9. laving strong neganive bebefs about voursclt, other peuple | 1 ! z 3 4
or the world ( for example, having thouphts such as ) am bl
there 15 somcthing scriously wrong wath mic. no em van be

truded. the world s complotely danperous !

e
-
A

. Blamung yourself or sameonc ¢lse for the stressdui " 1
experience or whal happencd aftee n?

1. Having stronp nepative feelings such as 1eur horror anget | ' z i 4
guth, or shamc?

12 Loss of inlcrest in actis sies thal vou used to cnpun " i M

11, keeling dustant or cut off trom other prople™ " I oy 1 4
4. Trouble expenencing posiive leelings | tor cxample. baee | n ! > 1 4
unable 10 fecl happincss or have lovang Feelings tor poupic

chone W vouy?

15 _immvable behaywr, BRery outbunis, of aeong apemessnls © o i - 1 4
16_ laking too many risks or dong things that could cans: " | : : 4
you harm?

17. Bewng “superalent”™ or wakehiul of on yuard 1 H 2 ) o
1K Feeling pusnpy or canily stariled? " t : k! 4
19. Having dificulyy concentraune’! " 1 2 1 4
0. Imouble faling or staving asleep” " ! 2 } 4

PCL-S(NIH2013% Weathers, Luz, Keane Palmicn Maes & Schoaen - Saconal oenter lor 151D
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Appendix G. |

INTERNATIORAL 15LAMIC UNIVERSITY, ISLAMARAD
FACULTY OF SOCIAL SCIENCES
Department OF Psychology
051-90197%0

Mo, HOD/PSY-2015 Dated: 7-09-201%

Dear Sir/ Madam

Greetings from Department of Psychotogy, Internanonal Islamis University, Islamabad. May
I iniroduce Mr. Sasdat Ullak. he s an M schiolar in the department of Psychology.,
Intemational Islamic University- Islamabad He i worhing on s MS dissertation titked as
“PTSD, DISSOCIATIVE SYMPTOMS AND COMORBID SYMPTOMS OF
DEPRESSION AND ANXIETY AS A CONSEQUENCE OF TRAUMATIC EVENTS™
under my supervision. In this regard, yours covperation s highly needed. If you kindly allow
Mr. Saadat Ullab to collect dato frum rour prestigious Institution, it would be a great
assistance (0 our student to aecomplish bix rescarch stude He will also ackavwledge your
kind cooperation in his disscration and, upon veur request. wourld share the findings of his

research study,

.ooking forward for the grow ing cooperation

Regards

» L
.

Dr. Muhammad Tahir Khalily -
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Appendix G. I

INTERNATIONAL ISLAMIC UNIVERSITY, ISLAMABAD
FACULTY OF SOCIAL SCIENCES
Department Of Psychology
051.9019790

No.HOD/PSY-2015 Dated: 7-09-2015

Dear Sirf Madam
Greetings from Departmem of Psychology. Intersiiiinal Blamie University, Islamabad. May

| introduce Mr. Ssadat Bllah he is an MN seholar w the department of Psychology,
Intemational Islamic University- Istamabad. He is working on his MS dissertation titled as
“PTSD, DISSOCIATIVE SYMPTOMS ARD  COMORBID SYMPTOMS OF
DEPRESSION AND ANXIETY AS A CONSEQUENCE OF TRAUMATIC EVENTS™
under my supervision. In this regard, yours cooperation i nughty needed. It you kindly allow
Mr. Saadat Ullah 1o colleet data froms suim prestigows Institotion, it would be a greal
assistance to our student 1o accomplish his rescarch studs  He will also acknowledge your
kind cooperation in his disscrtation and. upon your request wuuld share the findings of his

research siody.

Looking forward for the growing ceoperation

Regards o /’ 4

Dr. Mubanimad Tabir Khalily ~ v \
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Appendix G. Il

INTERNATIONAL ISLAMIC UNIVERSITY, ISLAMABAD
FACULTY DF SOCIAL SCIENCES
Depantment Of Psychology

051-8019790

No.HOD/PSY-2015 Dated: 02092018

Dear Sir/ Madam

Greetings from Department of Psychology . Internsteuial Ivlimic University, Islamabad. May
i imroduce Mr. Saadat Ullsh, he is an MS schulor e the depastment of Psychology,
Intemational Islamic University- Islamabad. He is working on his MS dissertation titled as
“FTSD, DISSOCIATIVE SYMPTOMS AND COMORBID SYMPTOMS OF
DEPRESSION AND ANXIETY AS A CONSEQUENCE OF TRAUMATIC EVENTS®
under my supervision. {n this regard, yours cooperation s lughiv needed. I you Kindly aliow
Mr Saadat Ullah to collect data from sour prestigous Insiitutions, it would be 3 great
assistance to our student to acconplish his rescaren studs He will alse acknowledye your
kind coopesation in his dissertation and. upon suur reuest syl b [ his

rescarch study.

Looking forward for the growing cooperatin

Regards NTENY
2 }' ) \\ :

/
Dr. Muhammad Tshir Khalily
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Appendix G. IV

INTERNATIONAL ISLAMIC UNIVERSITY, ISLAMABAD
FACULTY OF SOCIAL SCIENCES
Department 01 Psychology
051-5019750

No.HOD/PSY-2015 Dated: 07-09-2045

Dear Sir/ Madam

Greetings from Department of Psychologs . intermational Islanie University, Islamabad. May
| introduce Mr. Ssadat Ullah, he is an MS scholur m ihe department of Psychology,
international Islamic University- Istlamabad. He i warking on his MS dissertation titled as
"PTSD, IISSOCIATIVE SYMPTOMS sNI} COMORBID SYMPTOMS OF
DEPRESSION AND ANXIETY AS A CONSEQUENCE OF TRAUMATIC EVENTS"
under my supcrvision. In this regord. sours covperiien i highly needed I you kindly allow
Mr. Saadat Ulfah 10 coliect dala from sowr prestgious Imtituton, # would be 8 grea
assistance to our student 10 accomplish his rescarch suds. ke will also acknowledge your
kind covperation in his dissertation and. upon yaur request. would share the findings of his

research stugy.

Looking forward for the growing cooperation

. T e
\\’a"\ }"/(‘ A h‘r
R d ” ) - S
cgards ‘ N v ,\1

/ ) : A O
. i\ : W }
Dr. Muhammuad Tahir Khalily )
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Appendix G. V

INTERNATIONAL ISLAMIC UNIVERSITY, ISLAMABAD
FACULTY OF SOCIAL SCIENCES
Department Of Psychology

05190197490

No.HOD/PSY-2015 Dated- 07-09-2015

Dear Sir/f Madam

Greetings from Department of Psychologs. Internationa) Islanue University, Islamabad. May
| introduce Mr. Saadat Utlah, ke is un MS scholar i the department of Psychology,
Imemational Jslamic University- Islamabad. ic is working on his MS dissertation titled as
“FISD, DISSQCIATIVE SYMPTOMS AND COMORBID SYMPTOMS OF
DEPRESSION AND ANXIETY AS A CONSEQUENCE OF TRAUMATIC EVENTS®
under my supervision. In this regard. yours cooperation s heghiy needed. I you kindly allow
Mr. Saadat Ultah 10 collect data from sour prosticions fnstitation, it would be a gremt
assistance o our student o accomplish his reseurch tudy He will also acknowledge your
kind covpertion in his dissenation and. upon yuur request. would share the findings of his

research study,

Looking forward for the growing cooperativn
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Appendix G. VI

INTERNATIONAL ISLAMIC UNIVERSITY, ISLAMARAD
FACULTY OF SOCIAL SCIENCES
Department Of Psychology

051-5019790

No HOD/PSY-2015 Dated: 07-09-2015

Dear Sir/ Madam

Grectings from Depanment of Psychologa. international Blams University, Islamabad, May
I introduce Mr. Saadat Ullah, he is an MS cholar w the depanment of Psychology,
Intemational Islamic University- Istamabid 11e wuorkiyg va his MS dissertation titled es
“PTSD, DISSQCIATIVE SYMPTOMS AND COMORRID SYMPTOMS OF
DEPRESSION AND ANXIETV AS A CONSEQUENCE OF TRAUMATIC EVENTS®
under my supervision In this zegard, yours wooperatnen s ghl needed 1 you hindiy aliow
Mr. Saadar Ullsh to collect data from sour prostigious Institunion, 1 would be great
assistance 1o our sudent 1o accomplish his researh stody He will lso acknowledge your
kind cooperation in his dissertation and, upen vaur requent would share the findings of his

tesearch study.

Looking forward for the growing coopemtion
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Appendix G. VII

INTERNATIONAL 15SLAMIC UNIVERSITY, ISLAMABRAD
FACULTY OF SOLIAL 5CIENCES
Department Of Psychology
0_5_1 “H]19790

No.HOD/PSY-2015 Dated: $2-09-201%

Dear Sir/ Madam

Greetings from Department of Psychologs . Inemational Blamic University, Islamabad. May
I introduce Mr. Saadat Utlak. he & an M% scholan i the department of Psychology,
Intcmational Islamic University- Islamabad e s working an his MS disseriation titled s
“ITSD, DISSOCIATIVE SYMFPTOMS AND COMORBID SYMPTOMS OF
DEPRESSION AND ANXIETY AS A CONSEQUENCE OF TRAUMATIC EVENTS®
under iy supervision. In this regard, s ours conperation v ighty needed. If you kindly allow
Mr. Suadat Ullah o collect dats from your prestizioos Institutwn, o would be a great
AsSTMANCE 10 QuT Studdent o accomiplish s researcls study . He will also acknowledpe your
kind cooperation in his disseration and. upon your reguest, would share the findings of his

research study.

Looking forward tor the growing cooperation

Reperds
Dr. Muhnmmﬁir Khalily \ f
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