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Post-traumatic stress disorder

in children witnessing a public
hanging in the Islamic Republic of
Iran
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ABSTRACT A study was made of post-traumatic stress disorder in 200 children aged 7-11 years who
had witnessed a public hanging next to their school in Isfahan, Islamic Republic of Iran. A standard
checklist was completed through interviews with the children’s parents 3 months after the event.
Post-traumatic stress disorder symptoms were identified in 104 children (52%), with 88 suffering re-
experiences, 24 avoidance and 62 hyperarousal. The mean stress severity according to the Child Post-
Traumatic Stress Reaction Index was 39.1, indicating a moderate to severe severity of stress. The study
highlights the serious emotional effects on children who witness traumatic events.

Etat de stress post-traumatique chez des enfants ayant assisté a une pendaison publique en
République islamique d’Iran

RESUME Une étude a été réalisée sur le syndrome de stress post-traumatique chez 200 enfants
agés de 7-11 ans qui ont assisté a une pendaison publique a proximité de leur école a Ispahan (Ré-
publique islamique d’Iran). Une liste de référence a été remplie lors d’entrevues avec les parents des
enfants trois mois aprés I'événement. Des symptdmes liés a un état de stress post-traumatique ont été
identifiés chez 104 enfants (52 %), dont 88 souffraient de reviviscence, 24 d’évitement et 62 d’hyper-
excitation. La sévérité moyenne du stress selon 'échelle d’hétéroévaluation Child Post-Traumatic
Stress Reaction Index était de 39,1, ce qui indique une sévérité modérée a grave du stress. L’étude met
en évidence les effets psychologiques considérables sur les enfants qui sont témoins d’événements
traumatiques.
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Introduction

By definition, post-traumatic stress disorder
(PTSD) can emerge following exposure to
a traumatic event. Exposure takes many
forms including direct victimization or indi-
rect exposure through witnessing traumatic
events such as accidents, domestic violence,
murder, terrorism and war [/]. The defin-
ing characteristic of a traumatic event is its
capacity to provoke fear, helplessness or
horror in response to the threat of injury or
death. Events that give rise to PTSD typi-
cally involve interpersonal violence (e.g.
rape, assault and torture) or exposure to
life-threatening accidents (e.g. motor ve-
hicle accidents) or disasters (e.g. fires and
earthquake) [2].

For the diagnosis of PTSD, a person
must have been exposed to an extreme trau-
matic stressor to which he or she responded
with fear, helplessness or horror and to have
3 distinct types of symptoms consisting of
re-experiencing of the event, avoidance of
reminders of the event and hyperarousal, for
at least 1 month [3].

People who are exposed to traumatic
events are at risk for PTSD as well as for
major depression, panic disorder, general-
ized anxiety disorder and substance abuse,
as compared with those who have not expe-
rienced traumatic events [4]. A number of
factors contribute to the outcome following
trauma, including aspects of the event and
the exposure; the characteristics of the vic-
tim and family; and sociocultural factors.

Studies of PTSD around the world
have been made on children experien-
cing a variety of traumatic events. Among
child survivors of road traffic accidents in
the United Kingdom, 33% met the criteria
for PTSD, with even more showing sub-
threshold clusters of distressing symptoms.
After 6 months, 1 in 6 still presented with
full-blown PTSD [5]. A study of adolescent

victims of a severe earthquake in Taiwan
showed the incidence of PTSD symptoms
was 7.0% in girls and 5.2% in boys [6].
Exposure to violence in the United States
had a significant positive association with
depression, anger, anxiety, dissociation and
PTSD in 3735 students in grades 9 to 12 [ 7].
A study of 121 Palestinian children living in
an area of bombardment showed that 54%
suffered severe, 34% moderate and 11%
mild and doubtful levels of PTSD, with girls
more vulnerable [8]. Many studies have
been made of children who have witnessed
domestic violence [9—19], showing they
can exhibit an increase in externalizing
behaviours such as aggression, conduct
disorders and impulsivity [/6,17] and may
have symptoms of PTSD [/8,19].

In the Islamic Republic of Iran, a per-
son who is sentenced to execution may
be hanged in a public place. This study
was conducted to measure the frequency
of PTSD signs and symptoms among the
primary school pupils who watched a pub-
lic hanging of a criminal in Isfahan city,
Islamic Republic of Iran.

Methods

This is a simple descriptive study carried out
on children aged 7 to 11 years in a primary
school located in the centre of Isfahan. On
26 March 2002, a male criminal, sentenced
to death by the courts, was hanged next to
a school. About 250 pupils were reported to
have watched the scene.

Study tools

The study focussed on defining the rela-
tive frequency of PTSD signs among the
children who had watched the execution,
the number and percentage of traumatized
children with chronic PTSD according to
the American Psychiatric Association’s Di-
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agnostic and Statistical Manual of Mental

Disorders (DSM-1V) scale [1] and the se-

verity of PTSD symptoms according to the

Child Post-Traumatic Stress Reaction Index

(CPTSD-RI) [20].

A PTSD symptoms checklist was com-
piled, based on DSM-IV criteria [3]. The
main symptoms of PTSD in DSM-1V are:

+ Re-experiencing: recurrent and intrusive
distressing recollections of the event; re-
current distressing dreams of the event;
sudden acts; intense psychological dis-
tress on exposure to events that symbo-
lize the event.

« Avoidance: avoiding thoughts associ-
ated with the event; avoiding activities
that arouse recollections of the event;
inability to recall the event; diminished
interest in activities; feeling of detach-
ment from others; restricted range of
affect; sense of foreshortened future.

e Arousal: difficulty falling asleep; irrita-
bility; difficulty concentrating; hyper-
vigilance; exaggerated startle response;
physiological reactivity on exposure to
events that symbolize the event.

The severity of PTSD symptoms
was evaluated by using the self-reported
CPTSD-RI [20], a 20-item scale assessing
post-traumatic stress reaction in children
and adolescents. The CPTSD-RI has been
used to assess children’s reaction to suf-
fering a natural disaster (e.g. earthquake).
Prior research has suggested criteria for
defining levels of PTSD symptoms based
on total CPTSD-RI scores [2/,22]. The
frequency of occurrence of symptoms was
rated by parents on a 5-point Likert scale,
ranging from 0 (none) to 4 (most of the
time). Prior comparisons of CPTSD-RI
scores with a diagnosis of PTSD in clinical
populations have suggested the following
criteria: 0—11 doubtful; 12-24 mild; 25-36
moderate; 40-59 severe; 60—80 very severe

[23]. Previous findings have indicated that
a score of 40 or above is highly associated
with a diagnosis of PTSD [24]. Test-retest
reliability for the CPTSD-RI was assessed
by the authors [25].

Study methods

The children who had witnessed the execu-
tion were identified and invitations were
sent to all their parents informing them
about the goals of study. Consent was ob-
tained and the research was carried out with
a total of 200 subjects who agreed to coop-
erate with the study. Pupils experiencing
any other acute traumas during past year or
those who had been referred to a psychiatric
clinic or those not watching the execution
scene were all excluded from the study.

A psychiatrist completed the PTSD
symptoms checklist in a clinical psychiatric
interview with each child and his/her pa-
rents to diagnose the frequency of symptoms
of PTSD. The CPTSD-RI test was done by
a psychologist to evaluate the severity of
PTSD symptoms. Both checklists were
completed 3 months after the trauma.

Data about the demographic characteris-
tics of the children (family size and parent’s
educational level) were also gathered.

The data were analysed by descriptive
statistics.

Results

Overall, 104 out of 200 children (52%) who
had witnessed the hanging showed at least
one of the symptoms of PTSD 3 months
after the event. Of the total children, 44
(22%) showed re-experiencing, 18 (9%) hy-
perarousal, 20 (10%) re-experiencing plus
hyperarousal and 24 (12%) re-experiencing
plus hyperarousal plus avoidance (Table 1).
There were 24 (12%) pupils diagnosed as
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having chronic PTSD according to DSM-IV
scales.

The most common of the re-experienc-
ing symptoms, suffered by 29% of the total
children, was recurrent and intrusive dis-
tressing recollections of the event, followed
by severe physical reactions, for 20% of chil-
dren (Table 2). A total of 14% experienced
intense psychological distress at exposure
to events that symbolized or resembled an
aspect of the traumatic event and 12% had
recurrent distressing dreams of the event.
The most common avoidance symptom was
diminished interest in significant activities
(16% of all children) followed by feelings
of detachment/estrangement from others
(12%). The most common hyperarousal
symptoms were irritability or outbursts of
anger (28%), exaggerated startle response
(22%) and hypervigilance (22%).

Of the 88 children with re-experiencing,
the lowest prevalence of PTSD symptoms
(5%) was for children whose parents had
education higher than a bachelor’s degree.
Among the 62 pupils with arousal, the
lowest prevalence (2%) was for children
whose parents had education higher than

Table 1 Frequency distribution of chronic
post-traumatic stress disorder symptoms
among Iranian children witnessing a
traumatic event

Symptom No. %
Re-experiencing 44 22
Avoidance 0

Hyperarousal 18 9

Re-experiencing +

hyperarousal 20 10
Re-experiencing +

hyperarousal +

avoidance 24 12
No symptoms 96 48
Total 200 100

bachelor’s degree, while the highest (25%)
was for parents with education below high
school (P < 0.05). Among the children with
re-experiencing, the prevalence was higher
among those in families with 4 members.
Among the children with avoidance or hy-
perarousal the highest prevalence was for
those with 3 to 4 family members.

The mean stress severity was 39.1 (stan-
dard deviation 3.7) according to CPTSD-
RI. The majority of pupils had stress from
moderate to severe levels (Table 3): 35%
moderate (score 25-39) and 40 very severe
(score 40-59).

Discussion

This study was undertaken to estimate the
prevalence of PTSD in children after wit-
nessing a public hanging. Over half of the
children witnessing the traumatic event
manifested at least 1 symptom of PTSD
3 months later. The highest prevalence
of symptoms was for re-experiencing, in
the form of recurrent and intrusive dis-
tressing recollections of the event, and for
hyperarousal, in the form of irritability
and anger. Furthermore, 12% of the chil-
dren showed chronic PTSD according to
DSM-1V criteria, coinciding with statistics
already reported in psychiatric reference
textbooks [26]. This result is comparable to
the study of Fein et al. who reported that in
an emergency department on follow-up as-
sessment, 15% of patients reported signifi-
cant post-traumatic stress symptoms [27].
The American Psychiatric Association and
other authors have estimated that the life-
time prevalence of PTSD in the general
population ranges from 1% to 14% [/].
The findings of our study suggest that
the children had really experienced a trau-
matic event. Witnessed violence is verbal
or physical violence that is heard or seen by
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Table 2 Frequency distribution of chronic post-traumatic
stress disorder symptoms by category of symptom

Symptom No.2 %
(n=200)
Re-experiencing symptoms
Recurrent and intrusive distressing
recollections of the event 58 29
Severe physical reactions 40 20
Suddenly acts or feels as if the
traumatic event was recurring 32 16
Intense psychological distress at
exposure to events that symbolized
or resembled an aspect of the
traumatic event 28 14
Recurrent distressing dreams of
the event 42 12
Avoidance symptoms
Markedly diminished interest in
significant activities 32 16
Feelings of detachment/
estrangement from others 24 12
Efforts to avoid activities or
situations that arouse recollections
of the trauma 20 10
Sense of foreshortened future 20 10
Inability to recall an important
aspect of the trauma 16 8
Restricted range of affect 14 7
Efforts to avoid thoughts or feelings
associated with the trauma 24 2
Hyperarousal symptoms
Irritability or outbursts of anger 56 28
Hypervigilance 44 22
Exaggerated startle response 44 22
Difficulty concentrating 38 19
Difficulty falling or staying asleep 34 17

aSome cases had more than 1 symptom.

n = total number of respondents.

a child [12]. Exposure to domestic violence
has short- and long-term effects on a child’s
emotional, social and cognitive develop-
ment [/5]. Children who witness parental
homicides are emotionally traumatized,
stigmatized and deeply scarred by a terrify-
ing event. They often exhibit debilitating

symptoms comparable to those of PTSD
[19]. As attention is focused on the deceased
and on the perpetrator of the crime, the
children who are witnesses inadvertently
become the neglected victims [/9].
Kilpatrick et al. examined variables that
might mediate PTSD in child witnesses to
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Table 3 Stress severity of post-traumatic
stress disorder symptoms among Iranian
children witnessing a traumatic event,
according to Child Post-Traumatic Stress
Reaction Index (CPTSD-RI) scores

CPTSD-RI Severity No. %
score (n=200)
0-11 None 36 18
12-24 Mild 12 6
25-39 Moderate 70 35
40-59 Severe 80 40
> 60 Very severe 2 1

n = total number of respondents.

domestic violence [28]. The findings indi-
cated that the impact of witnessing domestic
violence in terms of PTSD is not mediated
by factors such as maternal emotional well-
being, age or sex of the child, or the child’s
style of coping with parental conflict. They
suggested that all domestic violence may
have severe and long-term impact on child
witnesses [28]. A sample of children aged
6—12 years, of whom 20 had witnessed
domestic violence and 15 had not, was
examined for symptoms of PTSD, and wit-
ness status was found to be a significant
predictor of PTSD [29].

Children exposed to violence through
wars and other conflicts are also at risk. A
study of PTSD in children who had wit-
nessed violence interviewed 50 preschool
children from 47 Iranian families living as
refugees in Sweden. The prevalence of a
PTSD diagnosis (according to DSM-III-R)
increased from 2% to 21% in the 42 chil-
dren with traumatic exposure through war
and political persecution, and the amount of
traumatic exposure was strongly related to
the prevalence of PTSD. At follow-up 2.5
years later 23% of the children with trau-
matic exposure still met the full criteria of
PTSD [30]. In another study of 311 refugee
children from the Middle East in Denmark

who had been exposed to conditions of war
and had witnessed violence, about two-
thirds of the children were reported to suffer
from anxiety and about 30% from sleep
problems [37].

Carson et al. examined whether wit-
nessing death and injury could produce
psychophysiologically responsive PTSD.
Comparisons were made between 17 medi-
cation-free female Vietnam nurse veterans
with a diagnosis of current PTSD related to
their military service and 21 who never had
PTSD. Nurses with PTSD showed signifi-
cantly larger physiological responses than
non-PTSD nurses only during imagery of
military-related nursing events. The groups’
self-reported emotional responses did not
differ during imagery. Psychophysiological
results support the proposition that witnes-
sing death and serious injury to others is
sufficiently stressful to cause PTSD [32].
Events that involve interpersonal violence
give rise to PTSD more often than events
such as motor vehicle accidents and natural
disasters [26]. For example, PTSD deve-
loped in 55% of persons who reported being
raped, as compared with 7.5% of those
involved in accidents and 2% of those who
learned of traumatic events [26]. One study
reported that PTSD developed in approxi-
mately 14% of those who experienced the
sudden, unexpected death of a loved one,
making this event the single most frequent
traumatic event to occur in both men and
women, accounting for 39% of cases of
PTSD in men and 27% of cases in women
[26].

In our study, a lower prevalence of re-
experiencing the trauma was associated
with higher parents’ educational level. This
result is opposite to the results of Qouta who
studied Palestinian children exposure to
military violence and concluded that those
most vulnerable to avoidance symptoms
were children whose mothers were better
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educated [8]. There was also a relation be-
tween larger family size and the prevalence
of symptoms of PTSD. Thus, risk factors
for developing of PTSD in children may
be a low level of parents’ education and a
higher number of family members. Low
socioeconomic level is one of the risk fac-
tors for PTSD [26].

North et al. describe a 1-year follow-up
study of survivors of a mass shooting inci-
dent [33]. In the acute post-disaster period,
28% of subjects met the criteria for PTSD
and 18% of subjects qualified for another
active psychiatric diagnosis. At follow-up,
24% of patients reported a history of PTSD
(17% were currently symptomatic), and
12% another current psychiatric disorder.
Their study suggests that disaster research
that conducts single interviews at the time
of the incident or a year later may overlook
a significant portion of PTSD. The consid-
erable diagnostic co-morbidity found in this
study was a robust predictor of PTSD at
any time after the disaster. Disaster survi-
vors with a psychiatric history, especially
depression, may be most vulnerable to de-
veloping PTSD and therefore may deserve
special attention from disaster mental health
workers [33].

Most of the children in the present study
had moderate or severe severity of stress

using the CPTSD-RI. The range of severity
of the symptoms is very wide in different
studies. A study found 54% of Palestinian
children exposed to military violence suf-
fered severe levels of PTSD [8]. Shannon et
al. using the CPTSD-RI reported mild reac-
tion scores (mean 21.7) among children and
adolescents 3 months after hurricane Hugo
(a severe hurricane in 1989, causing exten-
sive damage throughout the state of South
Carolina) and estimated that 5% had PTSD.
Belter et al. reported moderate CPTSD-RI
scores (range 26.9-35.1) among children
5 months after the hurricane. Garrison et
al. also reported moderate scores (range
26-35) on the CPTSD-RI 1 year after the
hurricane and estimated that 5% of the ado-
lescents met DSM-III-R criteria for PTSD
[25]. The CPTSD-RI score in the current
study (mean 39.1) was lower than 6 months
after hurricane Hugo (mean 58.6) and also
the 1.5 year post-earthquake CPTSD-RI
score of adolescents (mean 54.2).

In summary, parents, teachers and social
managers in the Islamic Republic of Iran
need to pay more attention to potentially
stressful events that may be experienced by
children such as witnessing violent acts or
being involved in traumatic events.
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Correction

Coronary heart disease risk-factor profile in a lower middles class urban community in Pakistan. K. Aziz,
S. Aziz, Najma Patel, A.M.A. Faruqui and H. Chagani. Eastern Mediterranean Health Journal, 2005, Vol.
11, No. 3, pages 258-272.

There were 2 errors in the abstract. The corrected abstract is shown below.

ABSTRACT We determined the risk-factor profile and prevalence of coronary heart disease in Me-
troville, a lower middle class urban community in Karachi, and compared them to the Pakistan health
survey PNHS 1990-94, and the US health and nutrition survey 1988-94 NHANES111. Subjects < 18
years and pregnant women were excluded as were people with extreme ranges BMI, heart rate, height
and waist. The prevalence of hypertension was 23% in men and women, hypercholesterolaemia was
17% in men and 22% in women (P < 0.001). Hyperglycaemia was present in 5% of men and women
and obesity in 33% of men and 47% of women (P < 0.001). Compared to PNHS, the prevalences of
obesity, hypertension, hypercholesterolaemia and WHR were higher in our population. Mean values
of BMI, cholesterol, WHR were higher in the US population while mean values were lower for diastolic
blood pressure and blood glucose.
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