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Abstract

The influence of quality of life in the co-occurrence between health problems and posttraumatic stress disorder
(PTSD) was analyzed. The participants were 93 individuals in conditions of forced displacement in Colombia. The
measure of the quality of life was composed of the units of consumption and the modified index of relative
inequality. Other measures comprised the Davidson Trauma Scale and the General Health Questionnaire. In a
structural equation model, it was observed that increasing quality of life reduces co-occurrence, and increasing the
scores of PTSD augments co-occurrence, while other health problems have no influence in co-occurrence.
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1. Introduction

Being healthy requires, among other things, to have a certain quality of life; according to this, if you
do not have a minimum of economic resources it is more difficult to have health (Rosenfield, 1991);
thus, economic disparities, promole the morbidity and mortality among low-income classes (Pearlin,
Schieman, Fazio, & Meersman, 2005). The conflicts lead many people to poverty, due to the increased
number of displaced persons (Contat, 2001; Gaviria, et al., 2002); Colombia has more than 3,400,000
people in forced displacement (Organizacion Panamericana de la Salud, Oficina Regional de la
Organization Mundial de la Salud, & Programa de Emergencias y Desastres [OPS, OMS, & PED],
2005), which has caused social and family disruptions, and destroyed educational opportunities and
access to basic needs (Deng, 1998), resulted in unemployment and low educational level (Castillo, 2005)
and led displaced persons to a situation of poverty.

The events associated with displacement, cause personal or family crisis (Rodriguez, 2006) affecting
the health of the population (Caceres, et al., 2001; Camilo, 2000; Naranjo, 2004; Sacipa, 2003;) and
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especially the mental health (Mogollon, Vazquez, & Gareia, 2003) in poor and displaced people
(Médicos Sin Fronteras [MSF], 2006). This increases the morbidity of psychological problems
(Gonzales, 2002; Martin & Ochotorena, 2004) and is associated with posttraumatic stress disorder
(PTSD) (Palacios & Heinze, 2002; Santacruz & Ardila, 2002; Yehuda, 2002), being the co-occurrence, or
existence of more than one disorder, common in PTSD (Palacios & Heinze, 2002). The displacement
causes PTSD (Prieto, 2002) together with anxiety and mood problems (Falla, Chavez, & Molano, 2005);
in the displaced population in Colombia, there is a worsening of living conditions (Falla, et al, 2005), ie
poverty and degradation of quality of life, along with PTSD, depression and anxiety, somatisation,
eating disorders and difficulties at work (Sacipa, 2003), mourning and mood disorders (Alejo, 2005).
Most municipalities in Colombia have no resources to care about basic needs and health for this
population (Consultoria para los Derechos Humanos y el Desplazamiento [CODHES], 2006, p. 29),
which accentuates their poverty and deteriorating health, making it necessary to meet their personal
conditions (Schell, Marshall, & Jaycox, 2004) and needs (Mogollon et al., 2003). Thus, the aim of this
study is to analyze the relationship between quality of life and the co-occurrence between PTSD and
other health problems among the poor, considering the quality of life as a work area (Post, Witte, &
Schrijvers, 1999) with different indicators.

2. Methods
2.1 Participants

The participants were 93 poor individuals in condition of forced displacement without receiving any
psychosocial intervention and registered in the program of the Presidential Agency for Social Action
and International Cooperation, in the department of Boyaca, Colombia. These persons had no source
of income, exceplt for humanitarian aid from others.

2.2 Measures

From the registration data the socioeconomic characteristics of number of people in household and
family relationship, marital status (single, divorced or widowed, married), occupation (housewife,
unemployed, different occupations), education (primary, secondary, technical, university), age and sex
of each participant were oblained. With these features, family consumer units (Prieto, 1982), and the
relative inequality index (Bacallao, 2007), which was modified for this study, were calculated; both of
them were considered as indicators of quality of life.

Participants completed the 28-item General Health Questionnaire (GHQ-28) (Goldberg, 1978). Its
reliability coefficient, by Cronbach's alpha, is .89, and the criterion validity is .92 with the Beck
Depression Questionnaire, and .85 with the Spielberger’s Inventory of Trail-State Anxiely (Garcia,
1999). It also has validity coefficients between .32 and .53, for the different scales and the total score of
the questionnaire, with the Present State Examination, 80% sensitivity and 60% specificity (Retolaza, et
al., 1993). It has 4 dimensions (somatic symptoms, anxiely and insomnia, social dysfunction,
depression), allowing to establish the existence of mental health problems, through a cut-off point.

The Davidson Trauma Scale (DTS) (Davidson, 1996) was also completed, which assesses symploms
of PTSD. The scale has items related to symptoms of intrusion, avoidance and hyper-reactivation. For
all of them it assesses the frequency and severity. Internal consistency, by Crobanch’s 7, is .99 for the
total scale, .97 for the component of frequency, and .98 for the component of severily, lest-retest
reliability is .86 (Bobes, Bousono, Calcedo-Barba, & Gonzales, 2000). Using a cut-off point, the
instrument allows for determining the existence of PTSD.

2.3 Procedure
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DTS and GHQ-28 instruments were applied to each participant, as they came into contact with the
office of Social Action of the Territorial Unit of Boyaca, and voluntarily accepted taking part of the

investigation.
3. Results

Most participants were women (n = 69, 74.2%), housewives (n = 46, 49.5%), with an average age of
37.72 years old (5D = 11,198), and married or living with a partner (n = 61, 65.6%). The participants
lived mostly with three children (n = 29, 31.2%) and, on average, with five people (n = 20, 21.5%). The
59.1% of participants (n = 55) had completed primary school, only 3.2% (n = 3) had a university
education.

Table 1 shows that in the DTS, the highest average was obtained for avoidance symptoms (18.87, 5D
= 14.47), with an average for the total scale of 48.23 (SD = 34.72); in the GHQ-28, the highest average
score was obtained on symptoms of anxiety and insomnia (3.42, 50 = 2.54), with an average of 10.22 (5D

6.94) in the total of the scale. Using the cut-off points of questionnaires, the existence of PTSD and
mental health problems were established; as shown in Table 1, for the case of GHQ-28, 74.2% (n = 69)
of the participants had mental problems, in turn, according to the DTS, 50.5% (n = 47) had PTSD. To
observe whether there was co-occurrence, we obtained the coefficient of contingency between the
existence of health problems and the existence of PTSD. According to Table 1, 44 participants had
both PTSD and other mental problems, while 49 showed no co-occurrence.

Table 1. Descriptive data of the DTS and the GHQ-28. and existence of co-occurrence

PTSD (DTS) Health Problems (GHQ-28) Co-occurrence between PTSD and Health problems
_ _ Coefficient of
ansions X SD Dimensions X SD contingency P
ision 1322 1114 Somatic 3.39 235 409 .000
dance 1887 1447 ewand 342 254 PTSD
Insomnia
r-reactiv. 16.14  12.01 Social dysfunc. 175 1.94 No Yes 1
1 48.23  34.72 Depression 1.66  1.95 Health problems No 21 3
Total 1022 6.94 Yes 25 44
Health
D n % Problems n %
46 49.5 No 24 25.8
47 50.5 Yes 69 74.2
1 93 100.0 Total 93 100.0

The quality of life indicators were extracted from the index of wellbeing and from the index of
relative inequality. The wellbeing index is calculated based on family income, divided by consumption
units; each unit 1s a specific score assigned to each family member, depending on its age, gender and
kinship (Prieto, 1982); participants in our study had no income, so only the sum of the units of
consumption of the household of each participant was used. The index of relative inequality is
calculated by a regression of socioeconomic variables on health status, and dividing the regression
coefficients by the health status (Bacallao, 2007); on this occasion, we applied a regression of marital
status, occupation and educational level on the co-occurrence, obtaining a coefficient of .051 for the
occupation, of -.20 for marital status, and of .11 for education; but since the variable co-occurrence has
two slates, existence or not of co-occurrence (1 or 0), to avoid reducing the range of the index of relative
inequality, the co-occurrence was not divided between the coefficients of regression, but instead we
used the regression formula, assigning each participant the outcome. These indicators, together with
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data from the GHQ-28, DTS, and the co-occurrence variable, were included in a structural equation
model (Figure 1).
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Figure 1. Structural equation model of the co-occurrence between PTSD (DTS) and health
problems (GHQ-28), the model includes the index of consumption units and the modified index of
relative inequality (MIRI), as QOL measures.

The model was significant (02: 29.529, p: 438, 22 / df: 1.018, GIFI: 939, AGFL: .883, RMSEA: .014,
explained variance: .76), and quality of life indicators (consumption units and modified index of relative
inequality) were relevant in predicting the co-occurrence (standardized coefficient: -.20, p: .049), as
PTSD symptoms (DTS) (standardized coefficient: .56, p: .000), while health problems (GHQ-28) were
not significant (standardized coefficient of .30, p: .068). Moreover, not significant correlation between
QOL and health problems (r: -. 04, p: .834) and between QOL and PTSD (r: -.08, p: .589) were found,
while there was a significant correlation between health problems and PTSD (r: .85, p: .000). An
unwanted aspect in the model, is the significant correlation (r: .48, p: .011) between the e2 and eptsd3
residual variables, which may be due to the fact that hyper-reactivity is usually found among the
symptoms of anxiety. This model had a better fit than a similar one that did not include quality of life;
this second model was also significant (712: 19.647, p: .293, 72/ df: 1.156, GF1: .947, AGF1: .888, RMSIA:
.041, explained variance: .72), resulting that the health problems (GHQ-28) were not significant in the
co-occurrence (standardized coefficient of .28, p: .090) while PTSD was significant in the co-occurrence
(standardized coefficient of .60, p: .000); this model yielded similar coefficients to the previous model.
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Thus, the inclusion of quality of life influences the reduction of co-occurrence, without altering the
structure of relationships of the health problems, PTSD, and co-occurrence.

4. Discussion and conclusions

The socioeconomic characteristics of the participants in the study are consistent with those reported
in other studies, with poor and displaced people, about sex, age, occupation, education, marital status
and number of family members (see Amnesty International, 2004; Castillo, 2005). There was evidence of
PTSD in 50.5% of the participants, although the percentage of subjects without PTSD (49.5%) is
similar, indicating that not all poor people who were displaced, suffer from this problem but its
occurrence depends on other variables (Alarcon, 2002; Tobal, Gonzalez, & Loépez, 2000; Yeager &
Roberts, 2003): 74.2% of the participants reported other medical conditions (GHQ-28), showing that the
mental health of these people is affected (see Mollica, et al., 1999, MSF, 2006). The findings of our study
partially confirmed the existence of comorbidity of PTSD with other mental disorders (Table 1) (see
Keane & Wolfe, 1990; Prieto, 2002; Rodriguez, 2006; Sacipa, 2003); on the other hand, the high
significant correlation between PTSD and health status (Figure 1) points out that PTSD is a risk factor
for other health problems (Taboada, 1998), or that health problems are a factor risk for PTSD (Kessler,
2000), among other explanations.

Cconsumption units and the modified index of relative inequality, grouped into the construct of
quality of life, were significant. However, in this population the level of consumption is very low, so the
increase in household members may, in fact, lead to an increase of income. For the modified index of
relative inequalily, the change in marital status (i.e. married vs. single) reduces the co-occurrence, the
increase in educational level (i.e. college vs. high school) increases the co-occurrence, while
employment (i.e. employed vs. unemployed) has little effect, as participants had no formal employment;
however, the interpretation of these indicators should be made jointly (Bacallao, et al., 2002), and their
overall effect results in a reduction of the co-occurrence. Thus, quality of life reduces the co-
occurrence through the management of its specific aspects, introducing a new explanatory factor and
new possibilities for intervention. An important aspect of the model is that introducing the variable
quality of life does not alter the structure of relationships between the concepts of health, although the
co-occurrence is reduced.

According to the above, counseling, guidance, case management and social reintegration, as
strategies for health management, should be directed toward changing those socioeconomic conditions
that can be modified, to reduce co-occurrence in poor people.

Finally, problems encountered in this study relate primarily to the selection of participants, all of
whom had similar socioeconomic and displacement conditions, which allowed characterizing a
particular group, but reduced the range of the variables, being necessary to diversify sample.

References

Alareén, R. (2002). Trastorno por Estrés Postraumatico: Estudios en veteranos de guerra norteamericanos y su relevancia para
América Latina. Revista chilena de Neuro-psiquiairia, 40, 35-47.

Alejo, E.G. (2005). Aplicacién del modelo de estrés postraumatico en el estudio del impacto de la violencia sobre la salud mental
en poblacion desplazada. Med UNAB, 8, 23-28.

Amnistia Internacional. (2004). Colombia, cuerpos marcados, crimenes silenciados. Violencia sexual contra las mujeres en el marco del
conflicto armado. Madrid, Espana: Amnistia Internacional.

Bacallao, J. (2007). Indicadores basados en la nocién de entropia para la mediciéon de las desigualdades sociales en salud. Revista
cubana de salud piiblica, 33(4). Retrieved from http://bvs.sld.cu/revistas/spu/vol33_4_07/spud07su.html.

Bacallao, J., Castillo-Salgado, C., Schneider, M.A., Mujica, O.J., Loyola, E., & Vidaurre, M. (2002). Indices para medir las
desigualdades de salud de cardcter social basados en la nocién de entropia. Revista Panamericana de Salud Publica/Pan
American Journal of Public Health 12, 429-435.

Bobes, G.J., Bousonio, G.M., Calcedo-Barba, A., & Gonzales. M.P. (2000). 7rastorno de Estrés Postraumditico. Barcelona: Masson.



1510

Fernando Judrez and Angela Guerra / Procedia Social and Behavioral Sciences 5 (2010) 15051510

Caceres, D., lzquierdo, V., Mantilla, L., Blandia, M., Gonzales, A. & Jara, J. (2001). Perfil Ipidemiologico de la Poblacion Desplazada
por el Conflicto - Armado Interno del Pais en un Barrio de la Ciudad de ((u/(m()na Bolivar, y Propuesta de un Sistema de Vigilancia
para la Poblacion -

Camilo, G. (2000). Impaolo Psicolégico del Desplazamiento Forzoso: estrategias de intervencion. En M.N. Bello, E. Martin, & F.
Arias (Eds.), /ﬂ_/(f(,[r).x Psicosociales y Culturales del Desplazamiento. (pp. 27-40). Bogota: Universidad Nacional

Castillo, O.L. (2005). Poblaciones en Situacion de Desplazamiento Forzado en Colombia. Una revision de las cifras del sistema

de informacién RUT. Cuadernos de Desarrollo Rural, 55, 29-50.

ctada por este Fenomeno en Colombia. Bogota: Ministerio de Salud, Instituto Nacional de Salud.

Consultoria para los Derechos Humanos y el Desplazamiento (2006). Guia para la aplicacion de los Principios Rectores de los
Desplazamientos Internos en situaciones de desplazamiento urbano: el caso de Bogotd. Washington D.C.. USA: CODHES.

Contat, M. (2001). Protection of internally displaced persons affected by armed conflict: Coneept and challenges. /nternational
Review of the Red Cross, 843, 699-711.

Davidson, J.R.T. (1996). Davidson Trauma Scale. Toronto, Canada: Multi Health Sistems Inec.

Deng, FM. (February 11, 1998). The Guiding Principles on Internal Displacement. United Nations Commission on Human Rights,
Addendum to the Report of the Representative of the Secretary-General, UN Doc. E/CN.4/1998/53/Add. 2.

Falla, U., Chavez, Y.A., & Molano, G. (2005). Desplazamiento Forzado en Colombia. Analisis documental e informe de
investigacion en la Unidad de Atencién Integral al Desplazado (UAID)-Bogota. Tabula Rasa, 1, 221-236.

Gaviria, M.; Echeverri, E.; Goméz, J.; Penaranda, F.; Olaya, A;; & Yepes, C. (2002). Andlisis de la situacion de salud de la
poblacién desplazad y no desplazada en Medellin. Retrieved from
http//www.disasterinfo/desplazados/informe

Garera, C.R.V. (1999). Manual para la utiliz
Cubana de Medicina General Integral, 15, 88-97.

Goldberg, D. (1978). Manual del General Health Questionnaire. Windsor, England: NFER Publishing.

Gonzales, M. (2002). Desterrados: el desplazamiento forzado sigue aumentando en Colombia. Convergencia, 9, 41-78.

Keane, T.M., & Wolfe, J. (1990). Comorbidity in Posttraumatic Stress Disorder. An Analysis of Community and Clinical Studies.
Journal of Applied Social Psychology, 20, 1776-1788.

Kessler, R.C. (2000). Posttraumatic Stress Disorder: The burden to the individual and to society. Journal of Clinical Psychiatry, 61,
4-12.

Martin, J.L., & Ochotorena, J.P. (2004). Trastorno por Estrés Postraumatico en Vietimas de Situaciones Traumaticas. Psicothema,
16, 45-49.

Médicos Sin Fronteras (2006). Vivir con Miedo. Il ciclo de la violencia en Colombia. Holanda: Oficina de Asuntos Humanitarios MSF.

Mogollén, A.S., Vazquez, M.L., & Garefa, M.M. (2003). Necesidades en Salud de la Poblacién Desplazada por Conflicto Armado
en Bogota. Revista Esparniola de Salud Piblica, 77, 257-266.

Mollica, R., Melnnes, J., Sarajlic, N., Lavelle, J., Sarajlic, 1., & Massagli, M. (1999) Disability Associated With Psychiatric
Comorbidity and Health Status in Bosnian Refugees Living in Croatia. 7he Journal of the American Medical Association, 282,
433-439.

OPS/perdilmedellin

ion del cuestionario de salud general de Goldberg: Adaptacion cubana. Revista

Naranjo, G. (2004). Ciudadania y Desplazamiento Forzado en Colombia: una relacion conflictiva interpretada desde la teoria del
reconocimiento. studios Politicos, 25, 137-160.

Organizacion Panamericana de la Salud, Oficina Regional de la Organizacion Mundial de la Salud, & Programa de Emergencias
v Desastres (2005). Serie Salud y Desplazamiento en Colombia, Comparacion de la situacion de la salud, entre poblacion en situacion
de desplazamiento y receptora, en seis ciudades. 2002-2003. Medellin, Colombia: Universidad de Antioquia.

Palacios, L., & Heinze, G. (2002). Trastorno por Estrés Postraumatico, una revisién del tema (Primera parte). Salud Mental, 25, 19-
26.
Pearlin, L

Perspectivas. Journal of Health and Social Behavior, 46, 205-219.

Post, M\W.M., de Witte, L.P., & Schrijvers, A.J.P. (1999). Quality of life and the ICIDH: Towards an integrated conceptual model
for rehabilitation outcomes research. Clinical Rehabilitation, 13,5 15.

Prieto, A. (2002). Salud Mental: Situacion y Tendencias. Revista de salud publica, 4, 74-88.

Prieto, G.(1982). Los indicadores en la medicion de niveles de bienestar social. Revista de politica social, 133, 109-135.

Retolaza, A., Mostajo, A., de la Rica, J.R., Oiaz, A., Perez, J., Aramberri, ., & Marquez, 1. (1993). Validacién del Cuestionario de

.. Schieman, S., Fazio, E.M.., & Meersman, S.C. (2005). Stress, Health, and the Life Course: Some Conceptual

Salud General de Goldberg (versién 28 items) en consultas de Atencién Primaria. Revista de la Asociacion Esparniola de
Veuropsiquiatria, (13)46, 187-194.

Rodriguez, M.C. (2006). Eficacia de un Programa de Grupo Estructurado en Estrategias de Afrontamiento para DSPT en Adultos
v Adolescentes en Situacién de Desplazamiento. Universitas Psychologica, 5, 259-274.

Rosenfield, S. (1991). Homelessness and Rehospitalization: The Importance of Housing for the Chronic Mentally 1ll. Journal of
Community Psychology, 19, 60-69.

Sacipa, S. (2003). Lectura de los Significados en Historias del Desplazamiento y una Organizacion Comunitaria por la Paz.
Universitas Psychologica, 2, 49-65.

Santacruz, H., & Ardila, S. (2002). Fundamentos de Psiquiatria Clinica: Ninos, Adolescentes y Adultos. (1" Ed.). Bogotd, Colombia:
CEJA.

Schell, T.L., Marshall, G.N., & Jaycox, L.H. (2004). All' Symptoms are not Created Equal: The prominent Role of Hyperarousal
in the Natural Course Posttraumatic Psychological Distress. Journal of Abnormal Psychology, 113, 189-197.

Taboada, M.L. (1998). Eventos Traumaticos y Roam‘ionos de Estrés: Identificaciéon y manejo en una situacién de desastre
natural. Revista Electronica De Psiquiatria, 2 (4). Retrieved from http://www.psiquiatria.com/psiquiatria(vol2mum4/art_7.htm
Tobal, J.J.M., Gonzilez, H., & Lopez, L. {2()(]();. istrés Postraumatico: Hacia una integracion de aspectos psicolégicos y
neurobioldgicos. Ansiedad y Estrés, 6, 255-280.

Yeager, K.R., & Roberts, A.R. (2003). Differentiating Among Stress, Acute Stress Disorder, Crisis Episodes, Trauma, and PTSD:
Paradigm and Treatment Goals. Brief Treatment and Crisis Intervention 3, 3-25.

Yehuda, R. (2002). Posttraunmatic Stress Disorder. Current Concepts. 7he New England Journal of Medicine, 346, 108-114.



