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INTRODUCTION

INTERNALLY DISPLACED PERSONS (IDPS);
ANXIETY AND DEPRESSION

Dr. Wajid Ali Akhunzada', Dr. Altaf Qadir?, Dr. Niaz Maqsood?, Dr. Ghulam Rasool*, Dr. Raza Ur Rahman®

ABSTRACT... Most internally displaced persons (IDPs) live in low-income countries
experiencing a war; their psychosocial health has not been well addressed. Objectives: To find
out the prevalence of anxiety and depression in internally displaced persons (IDPs). Design:
A randomized cluster sampling, case-controlled study. Period: 10th April 2009 to 10th July
2009. Setting: This study was conducted at Kacha Ghari camp and Sheikh Yaseen camp for
IDPs. Patients and Method: A total of 220 cases (those whom were exposed to traumatic
experiences) were selected through cluster random sampling. 220-matched controls (those
whom were not exposed to traumatic experiences) were selected same day using the same
sampling method. Both sexes were included. Socio-demographic information was obtained
from IDP- information form. Anxiety and depression was assessed using Hopkins symptoms
checklist — 25 (HSCL-25). SPSS version -17 was used for statistical analysis. Chi square test
was applied for group comparison to calculate statistical significance. Results: More than
half of the participants (60 %) in this study were in age group between 18 to 38 years. 55 %
of the population were females. Majority of participant were married (86% - 90%) and were
uneducated (74% - 90%) belongs to lower socio-economical class. The total Scores and the
Depression Scores on Hopkins symptoms checklist — 25 (HSCL-25), were significant high in
case group than in control group with the P values of 0.04 and 0.05 respectively. Discussion:
Trauma and torture leaves a permanent scar on the survivors. It has physical, psychological and
social squeals. Hopkins Symptoms Checklist-25 is intended to provide primary care physicians,
mental health practitioners and other health care providers with an instrument for detecting
anxiety and depression in torture and trauma victims. Conclusions: Besides being displaced
from their residence exposure to trauma come out to be the important causative factor in
creating psychological disturbance among internally displaced persons.
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at the end of 2008. This was due to ongoing

Internally displaced persons (IDP) are people who
are forced to flee their homes but unlike refugees,
they remain within their country’s borders.
This migration may result from (or is in order to
avoid the effects of) armed conflict, situations of
generalized violence, violations of human rights
or natural or human-made disasters’, There are
currently nearly 20 million IDPs worldwide, roughly
twice the total number of refugees®. Search of
literature show that approximately 70 and 80% of
all IDPs are women and children®. Most internally
displaced persons (IDPs) live in low-income
countries experiencing a war; their psychosocial
health has not been well addressed*.

In Pakistan there were more then 400,000 IDPs

conflicts in three regions of Pakistan. Currently
one million people have been displaced in
Khyber Pukhtoonkhwa (the then NWFP) province
of Pakistan due to military operation® The largest
displacement in Pakistan occurred in Swat Valley
of the Khyber Pukhtoonkhwa. The valley, with a
population of 1.5 million people, was seized by
pro-Taliban fighters in July 2007°.

A traumatic event has a capacity to provoke
fear, helplessness, or horror in response to the
threat of injury or death®. The mind’s and body’s
response to feelings (both perceived and real) are
fear and intense helplessness. Symptoms may
include anxiety, impaired judgment, confusion,
detachment and depression. People who are
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exposed to such events are at increased risk
for PTSD as well as for major depression, panic
disorder, generalized anxiety disorder, and
substance abuse, as compared with those who
have not experienced traumatic events®. They
may also have somatic symptoms and physical
illnesses, particularly hypertension, asthma, and
chronic pain syndromes®.

Trauma and torture leaves a permanent scar on
the survivor with physical, psychological and
social sequels. The two major psychiatric illnesses
associated with trauma and tortures are major
depression and post-traumatic stress disorder”.

Health and psychosocial well-being of IDP
is affected in a number of ways. There is an
overwhelming loss of perceived power and
self-esteem. Over 25% of displaced people, for
example, said they no longer felt they were able
to play a useful role. Widespread depression and
feelings of fatigue and listlessness were common
and may have prevented people from taking
steps to improve their situation. Almost a quarter
of internally displaced people had a high startle
capacity and said they were constantly nervous.
Most adverse psychosocial responses increased
with age and in a population that includes many
elderly people this poses serious problemss®.

Presence of mental health problems contribute to
difficulties in coping with resettlement in normal
life. In torture and trauma survivors there may be
a reluctance to discuss trauma related events
or symptoms with a health’ care practitioner
because there are painful feelings which the
patients often would rather put behind them. So
obtaining accurate knowledge of traumatic event
its impact, resulting symptoms and properly
classifying them into a diagnostic category is
fundamental for providing effective treatment and
good therapeutic intervention

PATIENTS AND METHODS
Design

A randomized cluster sampling, case- controlled
study.

Place and Duration of Study

This study was conducted at Kacha Ghari camp
and Sheikh Yaseen camp for IDPs from 10th April
2009 to 10th July 2009.

Total of 220 cases who have history of exposure
to traumatic experiences were selected through
cluster random sampling. For comparison
220-matched controls whom have no history of
exposure to traumatic experiences were selected
same day using the same sampling method.
Both sexes were included. Ethical consideration
was taken into account and informed consent
was taken from participants before including in
the study. The IDPs are registered with UNHCR
(United Nations High Commission for Refugees)
and Interior Ministry, Khyber Pukhtoonkhwa.
Using the registration record, systematic random
sampling was done. In order to overcome
difficulty in reaching the female population,
female interviewers were hired. A two stage
sampling frame was adopted to obtain 1) a
probability sample of households (tents) based
on systematic random sampling and 2) a random
selection of adult male or female respondents
within each household.

To assess anxiety and depression Hopkins
symptoms checklist - 25 (HSCL-25) was
administered to subjects of both groups. Hopkins
Symptoms Checklist-25 is an instrument for
detecting anxiety and depression in torture and
trauma victims in primary care and psychiatric
setting®. The HSCL-25 is a symptom inventory
which measures symptoms of anxiety and
depression. It consists of 25 items: Part | of the
HSCL-25 has 10 items for anxiety symptoms; Part
Il has 15 items for depression symptoms. The
scale for each question includes four categories
of response (“Not at all,” “A little,” “Quite a bit,”
“Extremely,” rated 1 to 4, respectively). Two scores
are calculated: the total score is the average of
all 25 items, while the depression score is the
average of the 15 depression items. This checklist
has been translated in Urdu and has been used
in Pakistani population® '°. This scale has already
been used in Afghan population which has similar
socio-cultural backgroung™.

Professional Med J 2015;22(3): 337-342.

www.theprofesional.com



INTERNALLY DISPLACED PERSONS (IDPS)

SPSS version -17, was used for statistical analysis.
Chi square test was applied for group comparison
to calculate statistical significance.

RESULTS

Socio-demographic characteristics of subjects in
sample and control groups are similar and given
in table |. Majority of subject in study were young
having age between 18 to 48 years. Female
dominate by 10% in this sample. Majority of
participants (90%) in this study were married and
were economically poor. Almost three fourth of
the participants were uneducated and those who
were educated have completed their education
up to metric only.

Sample (%) Control (%)

VETELED n=220 n=220
Age( in years)
18-28 31.4% 30%
29- 38 27.7% 32.7%
39—48 20.9% 19.1%
49—58 5.5% 8.2%
59 and above 14.5% 10%
Sex
Females 55.5 % 55.5 %
Males 445 % 445 %
Marital status
Married 86.4% 90%
Un- Married 9.1% 7.3 %
Widowed 1.4% 0.9 %
Separated 3.2% 1.8%
Education
Primary 12.7% 5.54 %
Middle 6.3% 4.54 %
Matric 5% 3.1%
Intermediate 0.9% 4.9%
Graduation 0.9% 1.3%
llliterate 74% 81%
Occupation
Govt —Servant 1.8% 2.7%
Private employee 4.09 % 1.8%
Un-employed 31.8 % 33.6 %
Self- employee 17.2 % 18%
House wife 38.1% 37%
Student 6.8% 6.3%
Variables Mean + SD*
Average of Total Scores 1.76+ 0.292
Average of Depression Scores 1.79 = 0.313

Family Size
Nuclear 29 % 30 %
Large 60.4 % 55%
Extended 10.45% 15%
Socio-economical status
"zg’r poor 58.2% 58.6%
fm e 30.9% 32.5%
UDDEr 10% 9.1%
PP 00 00
Time in Camp
Less than | week 35.2 % 20.9%
2 to 3 weeks 25% 38.2%
1 month 26% 22.3%
More than 1 month 13% 18.6%

Table-l. Socio-demographic characteristics of subjects
in sample and control group.

Table-Il shows the average of the total scores
and the average of the depression scores. The
average of the total scores has the mean of 1.76
with the standard deviation of + 0.292, and p
value 0.045 which is statistically significant. The
average of depression scores has mean of 1.79,
with the standard deviation of +£0.0313, and the p
value of 0.054, and is statistically significant.

DISCUSSION

This study reveals extremely high levels of
psychiatric morbidity amongst the IDP population
from Swat. The majority of the subjects in this
study were of young age, which is also replicated
in international studies'. Age is related to both
exposures to additional stressors and to more
cumulative experiences with coping. Tylor and
Frazer '® found that older rescue workers were
less distressed than the young ones in the same
disaster. Similarly an inverse relationship was
found between age and several symptoms after
a Texas tornado by Bolin™. After the Buffalo
Creek Dam Disaster a mid-age-range victims (25-
54 years) were more severely affected than those
age 16 to24 or older than 54 years'.

Along with age gender is also implicated in

DF X2 p- value
1 1.004 0.045
1 1.000 0.054

Table-ll. Average of Total Scores and Average of Depression Scores
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vulnerability to disaster and stress. In our study
55.5% were females. Several studies have
suggested that women are more affected by
disaster than men'6'7,

Woman were more likely to be referred to a
psychiatrist after exposure to widespread deadly
food poisoning in Spain'@.

Other studies have suggested that the genders
may respond differently to trauma, with women
experiencing more anxiety, depression and
somatization®®,

And men showing more symptoms of actual

physical illness, belligerence and alcohol abuse
16,18,20

Regarding the marital status of the participants of
our study, 86.4% of our study group and 90% of
the controlled group were married. This finding
may be due to our culture settings?®'.

Where early age marriages are very much
prevalent. Other studies conducted in our local
culture has shown the same findings®'-?2.

A large majority, (74%) of our study group
were (illiterates, were house wives (38.1%) and
unemployed (31.8%)%.

In our study 60.4% belong to the large families
were either from very poor or poor social
economical class. This may be due to the fact
that people belonging to the rich class, those
having financial stability did not come to these
IDP camps.

They either could afford to rent a house in other
safer cities are had some affluent supporting
relatives, in other cities. Where they could get
accommodation rather than to be in an IDP camp.

In our study the average of total score and the
average of the depression score were statistically
significant. This reflects that these IDPs (who were
exposed to trauma) had clinically recognizable
depression and anxiety symptoms along with

emotional distress. These patients may not
recognize the link between these symptoms
and an exposure to the traumatic event. Patient
may be unwilling to disclose the event and the
presentation of depression, substance abuse?*®
or other co morbidities. Symptoms that do not
meet the full criteria of post traumatic stress
disorders appear to be quite common in these
victims of conflict and war. Who fled their homes
to be in safe places and have become IDPs.

Many people blame themselves for failing to act
and ways that could have averted the events
or mitigated the circumstances of the event.
Although many traumatized persons attempt
to avoid distressing emotions related to their
experiences, being able to confirm them will
promote habituation, so that over time, their
thoughts about and emotional responses to the
event will become less disstressing?®.

It is very important to examine the interaction
between the triggering trauma and the vulnerary
ability and protective factors that will help people
to cope and make them resilient to the effects of
torture and trauma?’.

Obtaining accurate knowledge of traumatic event
its impact, resulting symptoms and properly
classifying them into a diagnostic category is
fundamental for providing effective treatment and
good therapeutic intervention.

There is a need to understand the psychological
squeals of exposure to traumatic events among
persons who had fought in or been the victims of
war and violent conflict.

Clinical implications

It has already been documented that human-
made/technological disasters may have different
and more marked consequences than natural
disasters.

The world today is plagued by terrorist attacks
and numerous war zones. These are in addition
to the natural catastrophes which occur from
time to time. This calls for adequate preventive
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measures like planning for disaster and attempts
to de-escalate man made traumatic situations.
The growing threat of terrorism worldwide has
heightened our awareness of disasters as a
potentially important determinant of population
health and suggests a pressing need both to
identify key areas of consensus in post-disaster
research and to highlight areas that require
additional study®

Limitations

The study lacked prospective pre-disaster data for
measuring change after the bombing. However,
pre-disaster data are virtually never available in
disaster studies, and identifying uncontaminated
but similar comparison groups is fraught with
difficulty in disaster research.®®Advances in
research methods may allow future studies to
overcome the difficulties encountered in this line
of enquiry, enabling them to generate reliable pre-
disaster data, comparison data and experimental
data to address causal relationships®.
Copyright© 03 Feb, 2015.
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