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IIABSTRACT

ABSTRACT 

Background and Objective: to assess the Psychological Problems 

among Syrian Refugees in Qushtapa Camps, that located southern of 

Erbil city.  

Methodology: A descriptive study was conducted between 15th of 

November, 2015 till the 15thOctober, 2016. The community of Syrian 

refugees as of April 17th 2016, defined by the number of Syrian refugees 

registered were (6410). Randomly (300) subjects were selected to be a 

study sample. The Refugee Health Screener 15 (RHS-15) was designed 

by Pathways to Wellness agency was used as tools of the present 

study.  The pilot study was carried out for the period from 25th, of May- 

10th of June, 2016. Reliability of the tool was determined through the use 

of test and retest approach and the interval period was two weeks. The 

Pearson correlation coefficient (r) was computed. The result of reliability 

was (0.91). 

Results:  the study finding shows that (60.7%) of refugees had mild 

symptomatic of anxiety, and (38%) had moderate level, (62.7%) of 

refugees had moderate symptomatic of depression, and (36.3%) had mild 

level, (53%) of refugees had mild symptomatic of post-traumatic stress 

disorders, and (45.3%) had Moderate level, and 96.3% of them suffered 

from emotional distress.  

Conclusions and Recommendations: the study concluded that the 

majority of refugees had symptomatic of anxiety, depression and post-

traumatic stress disorders. approximately, all of Syrian refugees had 

emotional distress. finally, the study recommended that improve living 

conditions of Syrian refugees particularly in Qushtapa camp. fear of 

environmental threats and the need to improve living conditions were 

mostly acknowledged by Syrian refugees in these camp.  
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1.1. Introduction 

Worldwide, the number of refugees defined, narrowly by the 

refugee convention as individuals who have been forcibly displaced 

outside their native countries, is estimated to be about 13 million plus a 

much larger number of former refugees granted citizenship in their new 

countries. Refugees could be at excess risk of psychiatric morbidity 

because of forced migration, traumatic events, and resettlement in 

unfamiliar environments. The relevant epidemiological evidence is, 

however, generally sparse, scattered, and apparently conflicting, and its 

interpretation has been complicated by the use of different sampling and 

assessment methods. For example, estimates of the prevalence of post-

traumatic stress disorder in adult refugees have ranged from 3%  to 86% 

and those for major depression have ranged from 3%  to 80% (Lavik et 

al.,1996).  

 

It was report a systematic review of interview-based psychiatric 

surveys of unselected refugee populations based in economically 

developed western countries. The continuing psychological impacts of 

trauma experiences prior to resettlement have been a longstanding focus 

of the refugee literature. Exposure to trauma may lead to a range of 

psychological reactions, including Posttraumatic Stress Disorder (PTSD). 

(Steel et al.,2002)  

Chapter One 

INTRODUCTION 
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Persons experiencing the psychological effects of trauma may 

report feelings of fear, sadness, guilt and anger. Psychological sequelae 

include depression, anxiety and substance misuse. Trauma related 

syndromes include significant distress or impaired functioning, often 

involving intrusive thoughts and emotions about the traumatic events, 

avoidance, emotional numbing and/or hyper-arousal. Consistent and 

strong links have been made between pre-migration trauma and mental 

health in resettlement (Silove, et al., 2009).  

 

It found prevalence rates for PTSD of 9% and for major depression 

of 5% among adults (sample size = 6,743; from 20 studies) and for PTSD 

among children of 11% (sample size = 260; 5 surveys). The authors point 

out that research to date on prevalence of psychiatric illness among 

refugees has been  idely variable. The studies differ dramatically in terms 

of the populations studied, sample size, recruitment strategy, and the 

quality of the research design. In general, they point out that larger 

studies have lower prevalence rates (Fazel et al., 2005). 

 Another meta-analysis by Porter and Haslam (2005) combined 

pre- and post-displacement factors over 56 studies to provide additional 

insights into the overall trends within those data. They were found that 

refugees had worse outcomes than their non-refugee control comparisons 

(weighted mean effect size = 0.41). They also found that refugees (a) who 

were in institutional accommodation and had restricted economic 

opportunity, (b) who were displaced internally within their own country 

(i.e. had not been resettled in another country), and (c) whose initiating 

conflict in their country of origin was unresolved, had worse outcomes. In 

addition, those who were from rural backgrounds, with higher levels of 
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education, and higher pre-displacement socioeconomic status had worse 

outcomes. Importantly, they found that post-displacement factors 

moderated outcomes. That is, the situations in which refugees were living 

after they were displaced affected the relationship between their pre-

displacement experiences, e.g., trauma, SES, and their post-displacement 

outcomes. 

Post-migration difficulties may also be a result of the particular 

resettlement program. The nature of the Australian humanitarian program 

may interact with various individual characteristics and circumstances to 

affect refugee responses in resettlement. Colic-Peisker and Tilbury (2003) 

ttlement by the refugees may 

interact with host community reactions to refugees. They suggest that 

medicalisation of the refugee experience in Australia may encourage 

refugees to take on a passive role  which may decrease the likelihood of 

positive post-migration outcomes. The interaction between person and 

environment in resettlement cannot be overlooked. This interaction is also 

manifest in the access and utilisation of various community services 

across ethnic groups. Several writers suggest that the lack of cultural fit 

between traditional western psychotherapy and refugee beliefs about 

mental health and psychological disorders are among the most significant 

barriers to traditional mental health programs when such programs are 

available (Miller, 2009; Kemp, 2006; Steel et al., 2005).  

Accordingly, refugees tend to rely more on the medical system 

than on mental health services for relieving symptoms of psychological 

distress (Brainard and Zaharlick, 2009). 
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Adjustment to geographical and cultural relocation requires 

considerable attention and energy from refugees in the beginning stages 

of resettlement. Almost overnight, individuals find themselves confronted 

by, amongst other things, a new language, cultural values and 

worldviews, foods and traditions, paperwork and systems of business and 

currency. Particularly with recent changes in the countries of origin for 

between Australian society and incoming refugees has grown even larger. 

That is, refugees now entering Australia tend to be even more disparate in 

cultural norms and lifestyle when compared to earlier waves of refugees, 

such as those from Eastern Europe. Individuals and ethnic minority 

groups vary in the extent to which they maintain their cultural and ethnic 

heritage and in the degree to which they interact with the larger society 

when entering a new country. (Berry et al., 2002) 

 According to models of acculturation individuals and minority 

ethnic groups are considered to integrate, assimilate, separate, or to be 

marginalised within the larger society. Literature with immigrants and 

refugees suggests that newcomers who integrate into mainstream society 

have better outcomes than those who approach resettlement differently 

(Young, 2006;Valtonen, 2004).  

However, these studies have largely been done within societies that 

encourage newcomers to integrate into the mainstream society, which 

may confound these results. For refugee children and adolescents in 

Australia, those who had the most positive attitudes toward both their 

culture of origin and Australian culture had the highest ratings of self-

worth and peer social acceptance (Kovacev, 2004). 
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When adapting to Australia, refugees are faced with a sudden loss 

of identity and subsequent demands to reconstruct themselves within the 

new context (Colic-Peisker and Walker, 2003). 

 Individuals, family members and cultural groups vary in the rate 

and degree to which the new identity changes to become more similar to 

norms that apply within mainstream Australian culture (Sonderegger and 

Barrett, 2004). 

This can be a major source of tension and conflict for families, 

communities and service providers. Families, just like individuals, must 

reconstruct themselves, with individuals taking on new social roles and 

responsibilities. Children and adolescents frequently become language 

brokers as their English skills often advance more rapidly than those of 

adults. Parental roles change and cultural differences in family structure 

and discipline may be at odds with Australian norms. Where refugee 

families are considered to be at risk of domestic violence, partly because 

of their experiences in forced migration and differences in behavioural 

norms, culturally appropriate interventions are a necessity (Pan et al., 

2006). 

Particular emphasis has been placed on the psychological 

vulnerabilities of child refugee claimants who have been held in 

immigration detention. Thomas and Lau (2002) conducted an extensive 

review of local and international research into the mental health status of 

children and adolescents who were refugees or were detained in the 

course of claiming refugee status. Thomas and Lau concluded that 

symptoms of post-traumatic stress are common amongst child and 

adolescent refugees. 
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The studies they reviewed also offered evidence for a direct 

relationship between the level of premigration trauma to which young 

people were subjected and their levels of post-migration post traumatic 

stress. Children who were separated from parents or other caregivers 

were more likely to exhibit symptoms of depression. 

Thomas and Lau (2002) found evidence in the reported research 

for an inverse linear relationship between the time since the traumatic 

s level of post traumatic stress 

symptoms. Symptoms of traumatic stress decreased over time. However, 

they noted evidence in the research they reviewed which suggested that 

parents and other caregivers may underestimate young 

psychologic

psychological dysfunction were related to levels of psychological 

dysfunction within their families. Their literature review provided strong 

evidence for the existence of co-morbid physical and psychological 

symptoms amongst young refugee claimants and for family separations 

and unaccompanied arrival having a negative influence on young 

 

 available to 

children in detention fell significantly short of the level of education 

provided to students with similar needs in the community that -site 

detention centre schools failed to develop a curriculum suited to the needs 

and capabilities of children in immigration detention hildren 

were inadequately assessed as to their educational needs, and there was 

insufficient reporting of their .  

1.2. Importance of the study: 
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The refugees have experienced trauma and that the choice to 

leave their home country was not their own.  As a result of these traumatic 

events, which can occur before leaving home, during migration, or even 

after entering the host country, about half of refugees will arrive at their 

final destination with Psychological problems (Carballo, 2011).   This 

study builds on previous research that The International Organization on 

Migration conducted the aim of assessing the mental health and 

Psychological needs and investigating the provision of services available 

in the camp.  The  scale of Psychological indicators used in the 

assessment correlated four social indicators (housing, schooling, 

employment and social life The majority of problems refugees experience 

in their new country as indicated by literature are isolation and solitude, 

language barriers, unemployment and challenges to integration (IOM, 

2008; Laban, 2005). This situation can be worsened if refugees cannot 

access or lack information allowing them to approach the social support 

and assistance that may be available to them, particularly health and 

Psychological assistance. This could be due to unfamiliarity with the 

system, language difficulties, or insufficient insurance coverage (Laban et 

al., 2007). For example, health services available to Iraqis are much more 

limited in Syria and Jordan than those found in welfare- based European 

countries such as Denmark and Sweden. Recently numbers of refugees 

increase in the Kurdistan region of Iraq, more than 1,000,000 refugees 

living in Erbil city camps. The researcher  was motivated to carry out a 

study in this field and in this specific area.  
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1.3.The problem statement: 

Assessment of psychological problems among Syrian Refugees 

in Qushtapa Camp-Erbil Governorate. 

1.4. The objectives of the study: 

1- To assess the Psychological Problems(Anxiety, Depression, PTSD and 

Emotional distress) among Syrian Refugees in Qushtapa Camps 

2-To assess the factors that contribute to those Psychological Problems 

and their demographic characteristics such us (age, gender, education, 

home residency, financial support and losses of family members). 

1.5. Definition of terms  

1.5.1.a Psychological problem ( Theoretical): A psychological problem 

is a disorder of the mind involving thoughts, behaviors, and emotions that 

cause either self or others significant distress.(Franklin,2016) 

 1.5.1.b Psychological problem (Operational):The refugee's problems 

that facing them during displacement and effected their psychological 

statues and appeared as symptomatic of anxiety, depression, post 

traumatic depression as well as emotional distress.   

1.5.2.a Refugee (Theoretical): Persons fleeing armed conflict or 

persecution. (UNHCR,2016). 

1.5.2.b. Refuges (operational): persons who feels for refuge or safety, 

especially to a foreign country as in time of political upheaval and war.  

1.5.3.a Camp (Theoretical): 

A place where tents, huts, or other temporary shelters are set up, as by s

oldiers, nomads, or travelers (En.wikipedia,2016). 
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1.5.3.b Camp (Operational):  a place usually away from urban areas 

where tents or simple buildings (as cabins) are erected for shelter or for 

temporary residence (as for laborers, prisoners, or vacationers).  
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2.1. Overview of problem: 

The conflict in Syria between the government of Bashar al-Assad 

and various other forces, which started in spring of 2011, continues to 

cause displacement within the country and across the region. By the end of 

2014, an estimated 7.6 million people were internally displaced and 3.7 

million Syrians had fled the country since the conflict began (OCHA, 2014; 

UNHCR, 2015a). During 2014, more than one million Syrians were newly 

registered as refugees in neighboring countries, bringing the total number 

of registered refugees in the region to 3,688,402 by year-end (UNHCR 

2014a; UNHCR, 2015a). As large as the number of newly registered 

refugees is, in a sense it underestimates the current crisis as it excludes the 

117,590 Syrians who were awaiting registration at the end of 2014 

(UNHCR, 2015a), and de facto Syrian refugees who were residing in the 

region but who were not formally registered or awaiting registration. 

 The Syrian conflict has placed enormous strain on its neighboring 

countries, with Jordan, Lebanon, and Turkey shouldering the largest 

burden. By the end of 2014, Lebanon, a country of approximately 4.8 

million people before the onset of the Syrian refugee crisis, hosted 

1,146,405 registered Syrian refugees, meaning that nearly one in every five 

people now living in Lebanon is a Syrian refugee (UNHCR, 2015a). As of 

December 31, 2014, Turkey hosted the largest Syrian population, with 

1,552,839 registered refugees; Jordan housed the third largest population 

with 622,865 registered refugees (UNHCR, 2015b). In comparison, Iraq 

and Egypt accommodated a smaller yet substantial number of Syrians, 

Chapter Two 

Review of Literatures 
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hosting 228,484 and 137,812 registered refugees, respectively (UNHCR, 

2015c). María Eugenia Casar, undersecretary general and associate 

administrator of the United Nations Development Programme (UNDP), has 

massive impact on their economies, societies, and infrastructure threatening 

UNHCR, 2014b). The scope and protracted nature of the Syrian conflict 

has made the situation for Syrian refugees and their host communities 

exceedingly difficult. Syrian refugees face tension among host community 

populations and struggle to secure basic needs like security, food, and 

shelter (Orhan and Ortun, 2014).  

With the humanitarian situation caused by the Syrian conflict 

continuing to deteriorate, Syrians are increasingly seeking asylum in states 

outside the region. In 2013, Syria became for the first time the main 

country of origin of asylum seekers in 44 industrialized countries in 

Europe, North America, and the Asia Pacific region (UNHCR, 2014d). An 

estimated 56,400 Syrians requested refugee status in the 44 industrialized 

countries in 2013, more than double the number of Syrian asylum claims in 

2012 (25,200) and six times the number in 2011 (8,500) (UNHCR, 2014e). 

In 2014, the number of Syrian asylum seekers in the 44 industrialized 

countries reached 149,600, the highest number recorded by a single group 

since 2002 (UNHCR, 2015h). 

 The refugee situation caused by the Syrian conflict is dire. Lebanon, 

Jordan, Iraq, Egypt, and Turkey host massive numbers of Syrian refugees, 

and Syrians are increasingly seeking protection outside these countries as 

well. This paper looks at the burdens and costs of the Syrian refugee crisis 

and considers how they have, or have not, been shared by the international 

community at large, and in particular by Germany, Sweden, the United 
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Kingdom, and the United States. These four states were chosen as a focal 

point because they accommodate relatively large numbers of asylum 

seekers annually and enjoy a positive reputation for providing refuge to 

those in need in times of crisis. 

 

industrialized states, between 2009 and 2013, Germany, Sweden, the 

United Kingdom, and the United States ranked among the top five states 

receiving asylum claims (UNHCR, 2014d). Each country has also 

demonstrated a significant commitment to alleviating the Syrian refugee 

crisis. The United States and the United Kingdom are the largest single-

state bilateral donors of humanitarian aid for the Syrian crisis (Pierce, 

2014), and Germany and Sweden have admitted the largest number of 

Syrian refugees among industrialized states outside the region. 

 Through a comparison of these four countries, this paper illustrates 

how some industrialized states have responded to the Syrian refugee influx 

and draws attention to differences and similarities in their responses. After 

comparing the contributions and responses of industrialized states to each 

other and to the contributions 

this paper puts forward two types of recommendations. First, to reduce the 

strain on neighboring countries, it recommends increasing the level of 

burden sharing by the international community as a whole as well as 

increasing the distribution of this burden among industrialized states. 

Second, to enhance the level of protection available for Syrians in states 

beyond the region, this paper recommends that states: 

 (1) increase refugee resettlement; 

 (2) allow refugees to seek protection through embassies in the 

region; and (3) facilitate family reunification and other legal avenues for 
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admission, such as private sponsorship, medical evacuation, humanitarian 

visas, academic scholarships, and labor mobility schemes. 

The Syrian Refugee Crisis in Neighboring Countries The 

neighboring countries of Turkey, Lebanon, Jordan, Iraq, and Egypt have 

provided valuable protection to Syrian refugees since the conflict began in 

2011. They have generally allowed Syrians access to their territories and 

have dedicated significant financial resources and social services to help 

them.27 For example, Turkey, by the start of December 2014, had invested 

USD 4.5 billion in direct assistance to Syrian refugees in their country 

(Guterres, 2014). As of mid-2014, Jordan and Lebanon had spent more 

than USD 1.2 billion and USD 1.6 billion, respectively (UNDP, 2014). 

 The central Iraqi government and regional Kurdistan government 

also contributed to the Syrian refugee response by providing core relief 

items, cash assistance, and essential services (such as free access to health 

care) (UNHCR, 2015f).  

The burden placed on these countries is immense and has had 

adverse social and economic costs on the host communities. More than 80 

percent of registered Syrian refugees in neighboring countries live in 

communities and cities rather than designated refugee camps. The influx of 

large numbers of refugees to urban settings has dramatically shifted the 

demographic composition in some areas and strained basic social services 

like water, sanitation, food, health care, housing, and electricity (UNDP, 

2014). 

The Report of 2014 United Nations Development Program (UNDP) 

described the refugee influx as a large-

ot been matched by increases in housing, service 

provision, infrastructure, and market capacity adequate to meet the 

requirements of the increased population (ibid). The areas and communities 
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that were already among the poorest prior to the crisis (i.e., the northern 

region in Jordan and in Lebanon along the Syrian border) have been 

particularly hard hit. They have had to absorb some of the largest numbers 

of refugees, yet have less resources and wealth than towns and cities 

located farther away from the Syrian border (ibid.).  

In Lebanon, a country with major development challenges that pre-

dated the Syrian refugee crisis, the impact has been particularly 

devastating. Lebanon now has the highest per capita rate of refugees 

worldwide (Inter-Agency, 2015a). 

 Since the start of the Syrian conflict in March 2011, the number of 

people residing in the country has increased by nearly 25 percent, and the 

people living under poverty has risen by nearly two-thirds. Public 

institutions struggle to cope with the added volume of demands for their 

services. Lebanese national health, education, and infrastructure services 

are overstretched, and in some areas demand for electricity, water, and 

waste collection far surpass the capacity to meet the needs  (Government of 

Lebanon and OCHA, 2014).  

. 

For Syrian refugees in Lebanon, shelter is a serious concern due to 

the absence of formal refugee camps and the lack of affordable housing. At 

the end of 2014, 55 percent of the 1,146,405 registered Syrian refugees 

lived in substandard shelter, mainly in informal settlements, garages, 

worksites, or unfinished buildings. The number of house evictions and 

dismantling of informal refugee settlements has also increased, and an 

estimated 29 percent of Syrians were unable to meet their basic needs 

(ECHO, 2015). 

 The situation in Jordan is also dire. In 2014, 84 percent of the 

622,865 registered Syrian refugees lived in urban and rural areas across the 
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country rather than in official refugee camps. Around two-thirds of the 

population outside camps in 2014 lived below the Jordanian absolute 

poverty line (USD 96 per month), and one-sixth were below the abject 

poverty line (USD 40 per month) (UNHCR, 2014e). 

 Among the Syrian households outside camps, 46 percent were 

without heating and two-fifths had poor sanitary conditions. In Turkey, 

tension has been rising in cities and towns bordering Syria due to the 

growing Syrian population, which reached 1,552,839 registered refugees at 

the end of 2014 (Amnesty International, 2014; UNHCR, 2014a). More than 

70 percent of these refugees lived outside of government run refugee 

camps, often in overcrowded rental houses (InterAgency, 2014a).  

Though camp settings provide basic services, many Syrians outside 

of camps struggle to secure basic needs like housing, health care, and 

education, and some live in abject poverty, often in unsanitary, even 

dangerous housing conditions (Amnesty International, 2014). For Syrian 

refugees in Iraq and Egypt, changes in the security and political landscape 

As the armed conflicts in Syria and Iraq have intensified and become 

intertwined, the situation for Syrians in Iraq has deteriorated. In particular, 

humanitarian agencies reported a deterioration of asylum space in 2013 in 

the Kurdistan region, especially in the Erbil governorate where the 

authorities temporarily discontinued assistance and issuance of residency 

permits to refugees in October 2013 (Inter-Agency, 2014b).  

Although assistance and issuance of residency permits was 

reinstituted in 2014, the security situation remains tense in the central and 

northern region (Inter-Agency, 2015b). On top of the 228,484 registered 

Syrian refugees, two million Iraqis were internally displaced by violence in 

2014 alone, overloading the resources of host communities who 



CHAPTER TWO                                       REVIEW OF LITERATURES                          

accommodated both refugee and internally displaced populations 

(UNHCR, 2015f). In Egypt, despite the governme

to provide refugees with access to public health and education on equal 

footing with Egyptians, the protection available for Syrians has decreased 

due to a change in the political environment (Inter-Agency, 2014c). In July 

2013, the Egyptian government altered its policy and introduced visa 

requirements for Syrians, who had previously been exempt from this 

regulation (Inter-Agency, 2014c). 

The introduction of visa requirements has significantly limited 

access to the country (Ayoub and Khallaf, 2014). Additionally, hostility 

toward Syrian refugees has increased, particularly following the 

government regime change in July 2013 (Inter-Agency, 2014c). 

2.2. The Mental Health Impact upon Refugees  

 

Whilst the sequelae of the refugee experience encompasses and 

affects many areas of psychosocial functioning such as individual 

functioning, community structure, education, economics, and politics this 

section will be restricted to a review of the literature investigating the 

prevalence of mental health outcomes in refugee populations, in particular 

adults, children, and families. Research has singled out mental health as of 

special concern in refugee populations, leading to an extensive body of 

literature in this area (Heptinstall et al., 2004). 

 This literature is important to health professionals not only because 

of the large number of people who are adversely affected by the refugee 

experience, but because many of these individuals will require access to, or 

be confronted by mental health services from outside their cultures of 

origin. Therefore, the development of a knowledge base which will help to 
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inform more culturally appropriate practice to help promote optimal 

outcomes is essential (Keyes, 2000).  

The number of studies investigating the prevalence of psychological 

disorders in refugees is extensive, but the majority of these studies have 

focused on posttraumatic stress disorder (PTSD) and depression (Turner et 

al., 2003), with some studies also investigating disorders such as psychotic 

illnesses, anxiety disorders, and alcohol abuse (e.g., Bhui et al., 2007; Fazel 

et al., 2005; Steel et al., 2009).  

2.3. Posttraumatic Stress Disorder  

The current edition of the Diagnostic Statistical Manual of Mental 

Disorders (DSM-IV-TR) (American Psychiatric Association, 2000) 

describes PTSD as an anxiety disorder which follows a direct, personal 

experience of a traumatic event. The traumatic event must involve actual or 

threatened death or injury to the person or to others, and to which the 

person responds with intense fear, hopelessness, or horror. The traumatic 

event is usually described as being outside the range of usual human 

experience, such as exposure to military combat, violent assault, torture, 

rape or natural disasters.  

The person must then display persistent symptoms that fall into three 

broad categories: 

 (a) re-experiencing of the trauma (e.g., through intrusive 

recollections or dreams of the trauma); 

 (b) avoidance and numbing symptoms (e.g., avoiding places that 

remind them of the trauma or diminished interest in activities), and; 

 (c) increased arousal symptoms (e.g., hyper-vigilance or sleeping 

difficulties). Although these are typical and expected reactions following a 

traumatic event, for a person to be diagnosed with PTSD, the re-

experiencing, avoidance and arousal must occur for longer than one month 
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after exposure to the trauma, and these symptoms must cause significant 

distress, 

The criteria for PTSD are slightly different for children. Instead of 

responding with intense fear, hopelessness or horror, the response in 

children must involve disorganized or agitated behavior (APA, 2000).  

PTSD is one of the most disabling of the anxiety disorders and 

causes significant impairment in occupational and social functioning, high 

rates of suicidality, and is associated with more medical illness (Marshall et 

al., 2001). However, the exact burden of disability arising from PTSD in 

refugee populations is unknown because most surveys do not record the 

functional impairment associated with the disorder (Fazel et al., 2005).  

2.4. Depression  

Most people experience sadness in their life in response to 

experiences of loss, failure and stress. However, clinical depression is a 

much more intense and longer lasting mood disturbance that significantly 

interferes with one's day-to-day functioning. Major depression is 

characterized by chronic feelings of sadness, irritability, anger and hedonia. 

It involves cognitive symptoms, such as thoughts of worthlessness, 

diminished ability to think, and suicidal ideation. It is also characterized by 

physical symptoms, such as changes in appetite, sleeping patterns, tension 

and fatigue (APA, 2000). Currently, major depression is the world's third 

leading cause of burden of disease and it is expected to rise to first place in 

2030 (WHO, 2008). However, the application of Western mental health 

diagnoses such as PTSD and depression to non-Western refugee 

individuals has generated much controversy. As such, it is pertinent to 

present an overview of this debate.  
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2.5.Controversy surrounding psychiatric diagnoses with refugee 

populations  

The application of psychiatric diagnoses to non-Western refugee 

populations has generated much debate and has proved very controversial 

in the refugee field (Ehntholt and Yule, 2006; Rousseau, 2005). Some 

researchers have argued that applying psychiatric diagnoses to refugees is 

inappropriate because these diagnostic labels cannot account for or do 

justice to the pervasive effects of the refugee experience, such as the 

2005). 

 Others also argue that assigning psychiatric labels to trauma 

survivors unnecessarily pathologises and medicalizes normal responses to 

abnormal experiences (e.g., Summerfield, 2009). However, in response to 

these criticisms, cross-cultural researchers and clinicians argue that these 

labels allow for, and encourage those in authority to allocate the resources 

required to take action, offer help, and alleviate the per

(Ehntholt and Yule, 2006).  

Nicholl and Thompson (2004) provide an excellent summary of 

other controversial issues specific to PTSD. In this summary, Nicholl and 

Thompson highlight that non-Western populations place different values 

and meanings on PTSD symptomology and in doing so put the validity of 

the PTSD construct into question. For example, in some cultures, rather 

than being unwanted re-experiencing of the traumatic event, dreams of the 

dead are perceived as positive and comforting. Nicoll and Thompson also 

socially constructed syndrome based on Western notions of individuality, 

and as such, may not be valid in collectivist cultures. In addition, the 

current construct of PTSD ignores collective traumatization even though 
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entire ethnic groups are traumatized through acts such as genocide (Weine 

et al., 2008). However, Nicholl and Thompson state that despite these 

controversies, the majority of cross-cultural researchers and clinicians 

acknowledge that PTSD symptomatology is applicable to refugees.  

There is less controversy surrounding the cross cultural application 

of depression compared with PTSD. In a World Health Organization 

(WHO) sponsored cross-cultural study on the symptomatology of 

depression in 573 individuals from Canada, Iran, Japan, and Switzerland, 

the results indicated that more than 76% of depressed people reported a 

common pattern of depressive symptoms (WHO, 2008).  

These symptoms included sadness, absence of joy, loss of interest, 

anxiety, tension, lack of energy, reduced concentration, and a sense of 

inadequacy.  

However, other cross-cultural studies have reported a variation in the 

expression of this disorder. For example, Phan and Silove (2007) provide 

an excellent examination of the disparities between Western and 

Vietnamese expression of depression. In this article they highlight the fact 

that Vietnamese language does not have a word for depression and 

conversely, that there are no accurate English translations or meaningful 

English idioms for a number of familiar Vietnamese medical terms 

describing depressive-like expressions. For example, the English equivalent 

of suy yeu than kinh, suy nhuoc than sac, and xao tron tam than include 

 

Although most researchers in the refugee field accept that PTSD and 

depression can affect refugees and that many of their symptoms are 

universal, the literature also indicates that the expression and course of 

these illnesses are culturally determined. Culture-specific symptoms may 
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lead to the under-recognition or to the misidentification of psychological 

distress, which may lead to inappropriate, or no treatment at all. As a result, 

cross-cultural experts advocate that clinicians develop the following 

cultural competencies: a sound knowledge of the concepts of mental health 

and illness of both cultures; that they adopt an open, interested, and 

respectful attitude towards the non-Western individual's expression of 

distress; and to consider this expression within their social and cultural 

backdrop (Kirmayer, 2001; Phan and Silove, 2007).  

2.6. Prevalence of Mental Health Issues in Adults Refugee  

As previously mentioned, the majority of studies have focused on 

PTSD and depression, but other disorders such as other anxiety disorders, 

substance abuse, psychotic illnesses, and somatic complaints have also 

been investigated. Therefore, Part I of this chapter will present a review of 

this mental health prevalence research specific to adult refugee populations.  

2.7.PTSD in adult refugees.  

The majority of studies investigating the mental health outcomes in 

refugee populations have focused on PTSD (Watters, 2001). This is not 

unexpected given that trauma is a necessary precursor to PTSD, and that 

refugees are generally exposed to multiple traumas, much of which is 

usually outside the realm of usual human experience (Fazel et al., 2005). 

Indeed, it has been estimated that between 5% and 35% of refugees have 

experienced extreme forms of trauma such as torture and other human 

rights abuses (Baker, 2002).  

One of the first investigations of PTSD in refugees was conducted by 

Kinzie, and others (2000). In this seminal study, 13 Cambodian refugees 

who had survived between two and four years in a Pol Pot labour camp and 

who had resettled in the United States were interviewed by Kinzie and his 

colleagues. The sample was composed of five males and seven females 
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who were drawn from an adult refugee psychiatric clinic. These individuals 

were interviewed because their symptoms were more persistent and severe 

compared with other Cambodian refugees attending the clinic. Kinzie et al. 

(2000) reported that all 13 individuals met DSM-III criteria for PTSD and 

noted that their symptoms were very similar to those seen in European 

concentration camp survivors. This study was important because it was one 

of the first to provide cross-cultural validity for PTSD as a diagnosis, which 

was the aim of the study.  

According to  Kinzie et al. (2000) study, PTSD has been documented 

in refugees in various phases of dislocation and resettlement, and from all 

over the world including: South-East Asian countries (Mollica et al., 2003; 

Steel et al., 2002), the Balkans ( Favaro et al., 2009; Momartin et al., 

2004), the Middle-East (Gorst-Unsworth and Goldenberg, 2008; Laban et 

al. 2005), and Africa (Kamau et al., 2004; Schweitzer et al., 2006).  

These findings add further support for the cross-cultural validity of 

PTSD. However, PTSD prevalence rates reported in these studies have 

varied widely and appear to be influenced by the phase of dislocation and 

resettlement that they are in, the level of traumatic exposure, and their 

country of origin, but this is not always the case. For example, PTSD 

prevalence rates for refugees residing in refugee camps have ranged 

between 0.8% for refugees in Kakuma refugee camp (Kamau et al., 2004), 

to 50% for former-Yugoslavian refugees living in a refugee camp for an 

average of 3.5 years (Favaro et al., 2009). Variations in PTSD prevalence 

rates have also been reported for refugee populations who have resettled in 

the West. For example, Steel, Silove, Phan and Bauman (2002) reported a 

PTSD prevalence of 4% in a population-based study of 1161 Vietnamese 

refugees who had been living in Sydney for an average of 11.2 years, while 

Carlson and Rosser-Hogan (2001) reported a PTSD prevalence rate of 86% 
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in a randomly selected community sample of 50 Cambodian adults who 

had been living in North Carolina for an average of 3.5 years. Although one 

could infer from these studies that an inverse relationship exists between 

time in resettlement and PTSD prevalence rates, other studies contradict 

this observation. For example, Laban et al. (2004) determined that the 

PTSD prevalence rate increased from 31.5% to 41.7% in a group of Iraqi 

asylum-seekers who had resided in The Netherlands for less than 6 months, 

and for more than 2 years respectively. Although, it has been hypothesised 

that asylum-seekers may unconsciously endorse higher levels of distress 

and psychiatric symptoms in order to obtain refugee status (Hollifield et al., 

2002) however, it is also crucial to remember that uncertain asylum status 

is a well-known stressor shown to exacerbate mental health problems 

(Silove, et.al, 2007).  

Unfortunately, there are drawbacks to such extreme variation in 

prevalence data. These include: (a) that PTSD estimates at the lower end 

may contribute to the neglect of refugee mental health and conversely, (b) 

that PTSD estimates at the higher end may stigmatize refugees and fuel 

assumptions that refugees are riddled with psychiatric illness and are not 

resilient ( Fazel et al., 2005). Therefore, in an attempt to determine a more 

reliable prevalence estimate for PTSD in refugees, and to explore the 

potential sources that may explain this variation, Fazel et al., (2005) and 

Steel et al., (2009). conducted two of the most extensive meta-analyses of 

the refugee mental health literature to date.  

While Fazel et al., (2005) calculated an overall weighted PTSD 

prevalence estimate of 9% from 17 refugee surveys with data comprising a 

total of 5,499 refugees, Steel et al., (2009). calculated a much higher 

overall weighted PTSD prevalence estimate of 30.6% from 145 surveys, 

comprising a total of 64,332 refugee and conflict-affected individuals. 
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Differences in the inclusion criteria used in each meta-analysis and the 

greater proportion of individuals with a history of torture in the Steel et al., 

(2009). analyses is the most likely reason for the significantly different 

PTSD estimates produced.  

Although it may be important to determine which PTSD prevalence 

estimate is the most accurate, either estimate is still too high. Both 

estimates indicate that refugees suffer from much higher rates of PTSD 

compared with Western civilian populations. For example, the 12-month 

PTSD prevalence rate in Australia is estimated at 1.3% ( Creamer et al., 

2001). Similarly, in Europe, this estimate is 1.1% (Darves-Bornoz et al., 

2008).  

An important finding to also emerge from these meta-analytic 

reviews is that PTSD prevalence rates are significantly affected by 

methodological issues related to sample size, sampling method, instruments 

used, and use of interpreters rather than same-language interviewers. 

However, results are also shown to significantly depend upon risk factors 

and the characteristics of the refugees under investigation including the 

type and severity of trauma experienced, ethnic group, age, duration since 

displacement, host-country, and post-settlement stressors.  

Although limited by the number of studies published, a review of the 

longitudinal refugee adult literature demonstrates that PTSD symptoms can 

abate, become exacerbated, and even emerge some-time after resettlement  

( Boehnlein et al., 2004; Hauff and Vaglum, 2004; Weine et al., 2008). 

These observations are consistent with PTSD symptoms in Western civilian 

populations, where PTSD has also been shown to run a variable 

longitudinal course (McFarlane, 2000). These studies indicate that 

approximately 30% of Western individuals with PTSD generally continue 

to suffer from chronic PTSD symptoms, and about 80% will also meet 
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criteria for at least one other DSM-III-R disorder (Kessler et al., 2005). 

Therefore, these findings suggest that traumatised refugees will most likely 

remain a vulnerable group even after their resettlement to a safe country.  

2.8.Depression in adult refugees.  

Studies investigating the presence of depression in refugee 

populations are relatively sparse in comparison to those investigating PTSD 

(Lindert et al., 2009). Nevertheless, depression prevalence rates are 

available for refugee populations in various phases of dislocation and 

resettlement, and from all over the world including: South-East Asia 

(Hubbard et al., 2005), the Balkans ( Favaro et al., 2009; Turner et al., 

2003), Africa (Kim et al., 2007), and the Middle-East ( Jamil et al., 2007; 

Laban et al., 2004). However, as observed with PTSD, the prevalence data 

for depression also varies significantly from study to study.  

For example, prevalence rates for depression in refugees residing in 

camps range between 31% in a random sample of 1121 internally displaced 

Sudanese women (Kim et al., 2007). to 85.5% in a random sample of Sierra 

Leonean refugees. Lower prevalence rates for refugees in resettlement are 

generally reported, yet study results infer that as length of time in 

resettlement increases, the prevalence of depression may also increase. For 

example, (Hinton et al., 2003). found a depression prevalence rate of 5.5% 

in 201 Vietnamese refugees upon their arrival to San Francisco, while 

Schweitzer et al., 2006). reported that 16% of adult Sudanese refugees met 

criteria for depression up to 2 years after their resettlement to Queensland. 

Further, (Laban et al., 2004). reported that the prevalence rate of depression 

increased from 25.2% in Iraqi asylum-seekers residing in The Netherlands 

for less than 6 months, and up to 43.7% in those who had been living there 

for more than 2 years.  
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With such wide variations also reported in prevalence rates for depression, 

Fazel et al., 2005) and Steel et al., 2009). also endeavoured to determine a 

more reliable prevalence estimate for depression in refugee populations. 

From 14 refugee surveys with data comprising a total of 3,616 adult 

refugees, (Fazel et al., 2005). calculated an overall weighted prevalence 

estimate for depression of 5%. In contrast, a 30.8% prevalence estimate for 

depression was calculated by (Steel et al., 2009). from 117 surveys and 

57,796 refugee and conflict-affected individuals. Although the depression 

estimate calculated by (Fazel et al., 2005). is very similar to the 4.1% 

prevalence rate for major depression in Australia (Australian Bureau of 

Statistics, 2007) and the 6.6% prevalence rate in the United States (Kessler 

et al., 2003). the method employed by (Fazel et al., 2005). to calculate their 

estimate has been criticised for underestimating and undervaluing the 

distress and difficulties experienced by refugees ( Miller et al., 2005).  

Again, the meta-analytic studies conducted by Fazel et al., 2005). 

and Steel et al., (2009) highlight that prevalence rates for depression can 

vary for the same reasons that PTSD prevalence rates do  as a result of 

factors related to study design and sample characteristics. Taken together, 

these findings underscore the need for more accurate and systematized 

measurements of health outcomes in refugee populations (Hollifield, 2005).  

2.9.Other disorders in adult refugees.  

Although the human suffering caused by the refugee experience commonly 

manifests with symptoms of PTSD and depression, other disorders are also 

frequently found in refugee adults including anxiety disorders, substance 

use, psychosis, and somatic complaints. In addition, co-morbidity between 

these disorders is also commonly reported. The refugee literature pertaining 

to these disorders are briefly described in turn. (Fazel et al., 2005) 
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2.10.Generalised anxiety disorder and panic disorder.  

In their meta-analytic review, (Fazel et al., 2005). identified five 

studies reporting the prevalence rate for generalised anxiety disorder 

(GAD). The studies identified provided data for a total of 1,423 adult 

Vietnamese, Cambodian, Hmong, Cuban and Haitian refugees. The 

prevalence of GAD in these studies ranged from 1% (Westermeyer, 1988) 

to 21% (Hubbard et al., 2005). but the overall weighted prevalence for 

GAD estimated by Fazel and colleagues was 4%. Some research suggests 

that panic disorder is highly co-morbid amongst refugees from Vietnam 

and Cambodia with a PTSD diagnosis. For example, 60% of Cambodian 

refugees (Hinton, et al., 2000). and 50% of Vietnamese refugees with 

PTSD (Hinton, et al., 2001) were suffering from panic disorder. These 

results are consistent with investigations in non-refugee populations, such 

as Vietnam veterans, who also have a high rate of co-morbidity between 

PTSD and panic disorder (Mellman, et al., 2002).  

2.11Anxiety in general.  

Although the study of PTSD has dominated the anxiety research 

field in refugee populations, a large proportion of studies have utilised 

questionnaires such as the Hopkins Symptom Checklist-25 (HSCL-25) to 

investigate the prevalence of clinical levels of anxiety. For example, 

Cardozo, et al., 2004). reported a 42% prevalence rate for clinical anxiety 

in Karenni refugees living in a Thai refugee camp, as they scored above the 

cut-off on the HSCL- and 

others (2002) reported an anxiety prevalence rate of 43% using the HSCL-

25 in a sample of war-wounded refugees, 8 years after their arrival in 

Sweden. 

 Keller, et al., 2006). found a much higher level of anxiety in their 

convenience sample of refugees from a variety of cultural backgrounds 
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who were seeking treatment in a torture treatment program, with 81.1% 

obtaining scores above the questionnaires cut-off.  

2.12.Substance use and abuse.  

Substance use has been shown to be a commonly reported co-morbid 

disorder in people with a history of trauma. For example, up to 75% of 

combat veterans with lifetime PTSD have been shown to meet criteria for 

alcohol abuse or dependence (Jacobsen, et al., 2001). and up to 80% of 

women seeking substance abuse treatment report histories of sexual and/or 

physical assault (Hien, et al., 2004). However, the literature generally 

indicates that substance misuse is relatively uncommon in refugee 

populations, even in refugees who have been living in the West for over 10 

years. For example, low rates of substance-use disorders of between 1% 

and 4% have also been found in Vietnamese and Cambodian refugee 

community samples living in Australia and the United States for between 

10 to 20 years ( Marshall et al., 2005). Steel et al., 2002). Even in a clinical 

sample, Boehnlein et al., 2004). found no cases of alcohol or substance 

abuse in 23 Cambodian refugees who had initial diagnoses of co-morbid 

PTSD and major depressive disorder. However, the base rate for alcohol 

abuse disorders is generally lower in Asian populations compared with 

Western populations which may account for the low prevalence of 

substance misuse (Au and Donaldson, 2000). Nevertheless, some studies 

indicate that substance and alcohol abuse may be a problem for some 

refugees resettled in the West. For example, Bhui et al., 2007). found that 

the use of Qat, a leaf which is chewed like tobacco and with amphetamine-

like properties, was common in a community sample of adult Somali 

refugees living in the UK. Qat was used by 40% of this sample, which is 

higher than the 31.3% rate of Qat use found in an epidemiological sample 

living in Somalia (Odenwald et al., 2005). 
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 In addition, Farias (2001) reported that alcohol abuse was a 

prominent problem amongst 31% of traumatised male Salvadoran refugees 

seeking assistance in the United States.  

Taken together, the literature indicates that substance abuse in 

refugee populations warrants our attention, even though these issues may 

not be as common in traumatised refugees as in other traumatised 

populations.  

2.13.Psychotic illness.  

Disorders and problems that do not necessarily stem from refugee 

experiences but may be adversely affected by them include psychosis (de 

Anstiss et al., 2009). In the aforementioned meta-analytic review of serious 

mental disorders in refugee populations, Fazel et al., (2005) identified only 

two studies reporting on psychotic illness ( Hauff and Vaglum, 2005; 

Westermeyer, 1988). These two community sample studies provided a total 

of 226 adult Vietnamese and Hmong refugees resettled in the West, with an 

overall weighted psychotic illness prevalence rate estimated at 2%. 

However, a much higher prevalence rate for psychotic symptoms has been 

reported in a random sample of 180 Somali refugees living in the 

community in London. For example, Bhui et al.,2003). found that nineteen 

men (21%) and sixteen women (18%) had at least one active symptom of 

psychosis, and that experiences of being lost, kidnapped, or a lack of 

shelter or water was associated with probable psychosis.  

Studies investigating psychotic illness in refugee camps and in 

clinical populations have also returned high prevalence rates. For example, 

Kamau et al., 2004). reported that 12.3% or 227 individuals attending a 

community mental health service in Kakuma refugee camp presented with 

psychotic illnesses (schizophrenia and bipolar disorder) over a three year 

period. This represented 0.25% of the total camp population. And finally, a 
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high prevalence of psychotic symptoms in clinical samples has also been 

reported. For example, Kinzie and Boehnlein (2000) found a prevalence 

rate of 7% for schizophrenia and schizoaffective disorder in their clinical 

sample of 100 highly traumatised Cambodian refugees seeking treatment 

for PTSD and major depressive disorder. These researchers observed that 

although individuals with and without psychosis were similar in terms of 

demographics, trauma history and family history of psychosis, they 

hypothesised that vulnerability to post-traumatic psychosis may be caused 

by a specific neurophysiological vulnerability, which when coupled with 

developmental and environmental factors may cause gross impairment in 

reality testing.  

2.14.Somatic complaints.  

The presence of somatoform disorders in survivors of torture have 

been well documented ( Priebe and Esmali, 2010). Somatoform disorders 

are defined by the presence of physical symptoms which suggest a medical 

problem, but cannot be explained by a medical cause (APA, 2000). Given 

that many refugees have also had experiences of torture, the presence of 

somatoform disorders has been investigated by some refugee researchers. 

For example, van Ommeren et al.,2001). compared 418 tortured and 392 

non-tortured Bhutanese refugees living in camps in Nepal. These 

researchers found that tortured refugees were more likely to report 

persistent somatoform pain disorder (51% vs. 28%) and dissociative 

disorders (18% vs. 3%) compared with non-tortured refugees respectively. 

Laban et al., 2004). also compared the prevalence of somatoform disorders 

in two groups of Iraqi asylum-seekers. Those who had resided in The 

Netherlands for less than 6 months returned a prevalence rate of 4.9%. 

However, asylum-seekers who had been residing in the Netherlands for 

more than two years returned a significantly higher prevalence rate of 
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13.2%. This result was significantly different even after adjusting for sex, 

age, and adverse life events. The finding by Laban and colleagues suggests 

that post-migratory stressors (such as the process of proving an asylum 

claim) may interact with experiences of torture to exacerbate somatic 

complaints. Given that somatoform disorders contribute considerably to the 

burden of health problems and influences help seeking behaviour, more 

attention to somatoform symptoms than is currently afforded to refugee 

populations may be warranted (Laban et al., 2004).  

2.15.Co-morbidity.  

Co-morbidity, or the presence in an individual of more than one 

psychiatric disorder at the same time has also been studied in refugee 

populations. The general trauma literature highlights a substantial co-

morbidity between PTSD and other psychiatric diagnoses, including 

depression, anxiety disorders, and substance use (McFarlane, 2000). 

However, co-morbidity between PTSD and depression in refugee 

populations is the most widely studied. For example, Momartin et al., 

2004). reported that 40% of Bosnian refugees had co-morbid PTSD and 

depression. Favaro et al.,2009).  also found that 65% of former-

Yugoslavian refugees suffered with co-morbid PTSD and depression. 

Higher rates of co-morbidity have also been reported by Marshall et al. 

(2005) who reported that 71% of Cambodian refugees with PTSD also met 

criteria for major depression, and that 86% of those with major depression 

also met criteria for PTSD. Finally, in the aforementioned meta-analysis 

conducted by Fazel et al., 2005). the researchers calculated that 71% of 

those diagnosed with major depression also had a diagnosis of PTSD, and 

that 44% of those diagnosed with PTSD also had a diagnosis of major 

depression.  
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Research indicates that having more than one psychiatric diagnosis 

to day activities. For example, Mollica et al., 2009). reported that refugees 

with co-morbid psychiatric diagnoses were five times more likely to be 

functionally impaired that those diagnosed with PTSD alone. Karam (2007; 

cited in Momartin et al., 2004). also reported that those with co-morbid 

conditions displayed greater symptom severity by a factor of three to five 

times greater than those with PTSD alone. More research is required to 

establish co-morbidity between other psychiatric diagnoses, but when 

working with traumatised refugees, it would be prudent to assess for 

conditions other than those relating to PTSD and depression, especially in 

light of emerging evidence that those suffering from co-morbid conditions 

stand out as a group because of their substantial level of psychosocial 

impairment (Momartin et al., 2004). 

 Stress, Emotional Distress, and Coping Strategies 

According to the current research of Helen Verdeli, professor of clinical 

psychology at Teachers College, Columbia University, the most common 

stressor experienced by Syrians living in refugee camps is worry about the 

well-being of their relatives who have dispersed to other refugee camps, 

moved to other countries, or remained in Syria and might have been 

tortured or killed (Eastern Mediterranean Public Health Network 

(EMPHNET), 2014). Another stressor is fear about interpersonal violence 

(EMPHNET). Although refugees residing inside the camps are protected 

from military violence, inside the camps they are vulnerable to physical 

violence, torture, sexual assault, and rape (EMPHNET). Most adults and 

children have been victims of or witnessed multiple acts of violence. Major 

threats, stressors, and realities such as these represent some of the daily life 
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struggles of Syrian refugees. Continuous exposure to violent incidents, or 

their threat, compromises any positive effects resulting from protective 

factors, such as family and community support. Many refugees report 

experiencing a variety of psychological symptoms in reaction to the 

stressors. Between three and 30 percent of Syrian refugees experience 

clinical depression and between 50 and 57 percent experience Post-

Traumatic Stress Disorder (PTSD) (EMPHNET, 2014). In comparison, the 

rate of PTSD in the general American population is estimated to be 

between five and 12 percent (EMPHNET). Dr. Verdeli is currently 

researching psychological interventions to treat depression and PTSD 

2015). Respondents to mental health 

 

(1)   Feeling unable to perform essential activities for daily living . 

 (2) Feeling severely upset about the Syrian conflict (EMPHNET, 

2014). Additionally, many reported feeling so hopeless that they did not 

want to continue living while others reported feeling loss of interest in 

things they used to like and feeling so angry that they felt out of control. 

The symptoms of emotional distress are suggestive of the severity of daily 

dysfunction experienced by refugees. The coping strategies of Syrian 

refugees were also examined (EMPHNET, 2014). The most reported 

-one percent reported they did nothing 

to cope. Other coping strategies, in descending order of percentage, include 

the following:  

 Socializing: 15% 

  Praying or reading the Quran: 13%  
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 Fighting and getting angry: 11%  

 Crying: 6%  

 Walking or going out: 5%  

 Sleeping: 5%  

 Smoking: 3% These employed coping strategies consist of positive 

and maladaptive, or unhealthy tactics. 

Psychological Interventions In order to alleviate the significant 

emotional distress and mental illness experienced among Syrian refugees, 

immediate attention from mental health professionals is necessary. 

Psychologists and aid workers must be trained to treat emotional distress 

and mental illness within a cultural and religious context. It is essential that 

mental health professionals implement interventions that de-stigmatize 

mental illness. This might be accomplished by using local idioms and 

religious terms in treatment. The goal for mental health professions, such as 

Dr. Verdeli, is to develop culturally appropriate treatments for depression 

and PTSD that employ positive, culturally-based coping strategies. Other 

interventions include culturally sensitive outreach to refugees. One 

component of outreach consists of promoting early detection of mental 

illness and emotional distress by using adequate and culturally sensitive 

screening tools, as well as improving access to mental health services. 

Research on the mental health of Syrian refugees (EMPHNET, 2014; 

UNHCR, 2015b) also suggests that promoting safety and security within 

the camps and expanding access to recreational areas, especially for 

children, are necessary protective factors to support resiliency. 
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2.16. Previous Studies: 

 Several assessments and reports were conducted by various 

humanitarian actors to assess the situation of Syrian refugees in Jordan. 

Summarized below are some of the relevant assessments conducted: - In 

2012, CARE Jordan carried out a baseline assessment to provide 

information on the needs and gaps in services available to Syrian refugees 

living in the urban areas of Amman. Th

Syrians in Amman suffered significant hardships in securing basic life 

necessities. Psychosocial activities for adults and children were found to be 

inadequate. The assessment recommended carrying out an in-depth analysis 

of psychosocial needs, risks, and coping strategies in particular for women 

and girls11- 

IMC carried out a Rapid Mental Health and Psychosocial Support 

assessment to describe related problems and gaps in services among Syrian 

refugees in Jordan. The assessment also aimed to examine current and 

potential coping strategies, resources, and support needed. In presenting the 

most compelling problems, the report identified worry, camp conditions, 

aggressiveness, psychological distress, and boredom as the most common. 

Praying or reading the Quran, and talking to people were the most 

commonly identified coping mechanisms among participants of the 

study12. - In early 2013, CARE Jordan conducted another participatory 

assessment and baseline survey of Syrian refugee households Irbid, 

Madaba, Mafraq, and Zarqa. Results indicated that livelihoods and food 

security were areas of concern, and that Mafraq had the poorest households 

with the worst living conditions. The assessment also reported feelings of 
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isolation, increased feelings of depression and negativity, and increased 

levels of family violence (both verbal and physical).  

 An inter-agency assessment of gender-based violence and child 

protection issues among Syrian refugees, with special emphasis on early 

marriage, was carried out in early 2013. The purpose was to identify the 

risks that these families face in Jordan, and to describe the ur

knowledge, attitudes, and practices towards gender-based violence and 

early marriage. The assessment reported high rates of early marriage (one-

third of marriages below age of 18), in addition to a limited mobility of 

women and girls restricting their participation in work, social activities and 

receiving aid supplies. Also reported was that the majority of Syrian 

refugees did not know of any services available in their community for 

survivors of violence.  

The International Rescue Committee undertook an assessment to 

support the development of a cash transfer program for Syrian refugees in 

Jordan, with specific focus on Ramtha and Mafraq. Among other findings, 

the assessment reported that economic hardships affect household 

cal well-being, which could result in increasing verbal 

and physical violence, particularly against women and girls. Respondents 

expressed preference for cash over in-kind assistance because it provides 

them with an increased sense of independence and dignity.  

In June 2013, UNICEF released an assessment presenting key 

challenges for Syrian children and women in Jordan in the areas of child 

protection and gender-based violence, education, water, sanitation, 

hygiene, nutrition, health, mental health, psychosocial support, and 

adolescent development and participation. The report concluded that the 
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situation of the Syrian children in Jordan is vulnerable and critical. In the 

domain of MHPSS, the report recommended the provision of basic services 

and security, increased support for families and communities as a means of 

reducing threats to their mental health and psychosocial well-being, 

-

their families, and the provision of specialized assistance for girls, boys and 

 

In July 2013, IMC conducted a mental health/psychosocial and child 

Supported by UNICEF, the assessment aimed at identifying MHPSS 

problems and coping strategies among adolescents in the camp, and 

provided recommendations to guide MHPSS interventions. Results 

indicated that the main MHPSS concerns among this group were grief and 

fear. Withdrawal was the most commonly expressed coping strategy. The 

assessment concludes with a set of concrete recommendations guided by 

the IASC Guidelines on MHPSS16. (Fazel et al., 2005) 
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3.1 Administrative Arrangement 

This thesis was approved by the Research Ethical committee at 

school of Nursing/university of Sulaimani. Prior to data collection, 

official permission was obtained from Erbil Refugee Council (ERC), to 

carry out the study. Ethical issue was obtained from all subject and only 

who agree to participate in the study they are included. (Appendix A). 

3.2 Design of the study 

To achieve the objectives of the present study, a quantitative 

descriptive study was applied for the period from the 15th of November 

2015 until the 15th October, 2016. 

3.3 Setting of the study: 

 The present study was conducted at Qushtapa Camp, Erbil 

governorate, Kurdistan Region, Iraq. It was established by Kurdistan 

region government in August, 2013. The camp involves nine sectors (A-

B-C-D-E-F-G-H and I), each sector included between (144-265) families. 

Kurdistan government provided the camp with Primary Health Care 

Center to provide free medical and counseling services, Primary and 

secondary school, and small shopping center.     

3.4 Study Population 

Syrian refugees in (Qushtapa) camp, Erbil, Kurdistan Region, Iraq, 

are the populations captured in this assessment. The population of Syrian 

Chapter Three 
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refugees defined by the number of Syrian refugees registered were 

(6410).  

3.5 Sample of the study 

The quantitative part of this assessment used a multistage cluster 

random sample, proportionate to the size of population in each area of 

interest. 

A. Qushtaba Camp: The camp is divided into 8 districts. The number 

of clusters per district is proportionate to the population number 

(estimated) in each district. Five clusters were randomly selected 

from the camp, and each cluster contained between (144-265) 

families which were systematically selected. Assessment started 

their interviews from the main road, and continued toward the end 

of the lanes in the camp until the targets were reached. Every other 

tent in the lane was interviewed. If the number of tents in the lane 

did not meet the survey target, the interviewers then continued to 

the next lane. 

B. The sample size for Qushtapa camp was calculated with an 

assumption that the total population of refugees in the camp was 

(6410) out of them 1360 were aged above 18 and Married ; the 

prevalence was 50%, precision 5%, confidence interval 95%, and a 

design effect. Using Epi Info, the sample size for the quantitative 

study calculated for Qushtapa  was 300. They  After adding a 20% 

to cover the non-response rate, the total number of families 

required to be interviewed from each of the clusters from within 

the camp was determined to be 30 families from each cluster . 

C. Randomly (300) subject were selected to be a study sample. Both 

married male and female were participated in the study, and any 
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subjects with previous mental disorders, or refused to participated 

in the study were excluded.    

3.6. Study tool: 

A. The Refugee Health Screener 15 (RHS-15) was designed by 

Pathways to Wellness to address a deficit in efficient screening tools to 

assess for anxiety, depression, post-traumatic stress and  emotional 

distress across refugee populations.  Pathways to Wellness and other 

supporters of the refugee screening tools believe that integrating early 

detection and support for mental health problems into the refugee 

resettlement, paired with culturally appropriate and effective treatment, 

reduces resettlement stress and accelerates healing.   

Current Languages Available via the RHS-15:  Arabic, Kurdish Amharic, 

Burmese, English, French, Karen, Nepali, Spanish, Swahili. 

3.7. Scoring system: 

 RHS-15 consisted of 15-question screener consists of two 

sections. The first 14 questions are rated on a scale from 0 (not at all) to 4 

(extremely), with variably full jars of sand representing these numbers. A 

total score 12 on the first 14 questions is a positive screen. Question 15 

comprises the second section, which is a distress thermometer, in which 

individuals can mark their distress from 0 (no distress) to 10 (extreme 

distress). A distress thermometer score 5 is a positive screen. An 

individual only has to score positive on one of these two sections to 

warrant a positive screen (Pathways to Wellness, 2011).    
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3.8 Pilot Study: 

The pilot study was carried out for the period from 25th of May, 

2016 till the 10th of June, 2016. Ten families were selected randomly for 

this purpose and (20) couples were assessed  

   The pilot study aimed to: 

1- Identify the barriers that may be encountered during data collection.  

2- Estimate the time required for data collection.   

3- Be sure of the accuracy of the scales. 

4- Determine the reliability of the study scales. 

3.8.a Validity of the study scale :-  

To ensure the validity of the scale, method and procedure proposed 

to be carried out during the study, 15 experts of different specialties 

related to the field of the present study were chosen. Six of them were 

professors, five of them were assistant professors and four of them were 

lecturers. They were asked to review the scale format for clarity and 

adequacy in order to achieve the present study objective.   

Those experts were six faculty members from School of Nursing/ 

University of Sulainani, Three faculty member from College of Nursing/ 

Hawler Medical University, Three faculty member from College of 

Nursing / Mosul University, Two faculty member from College of 

Nursing / University of Baghdad, One faculty member from /College of 

Nursing/ University of Karbala.  
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Most of them had agreed that the scales were clear, relevant and 

adequate. Certain modifications were employed based on the expert's 

recommendations and suggestions(Appendix C).   

3.8.b Reliability of the study Tool:- 

Reliability of the scales was determined through the use of test and 

retest approach and the interval period was two weeks. The Pearson 

correlation coefficient (r) was computed .The result of reliability was       

(0.91) 

3.9 Data collection period: 

 The data were collected from the 4th of July 2016 to 25th of August 

2016. 

3.10. Limitations of study: 

1. Unfortunately, conducting research as part of a university Master 

program means that limited resources are available to student 

researchers. 

2. In addition, because the researcher was a novice, this may have 

affected the quantity and quality of the discussions. It has been 

reported that novice moderators tend to ask questions that are 

confusing, complex, and difficult to analyse, and vary in their 

ability to direct discussion, and monitor verbal and non-verbal 

responses. 

3. As with any self-report measure, the focus group interview is also 

subject to self-report bias. Some research participants may 

ent themselves 

in a good light. 
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4. Three hardened refugee represent only a small sample of the total 

refugee parent population in Kurdistan region and therefore, this 

limits the generalisability of the findings. However, qualitative 

methods place less emphasis on generalisability, and instead aim 

for richness and depth of information by exploring the quality of 

participant experiences through meaning and process. 

3.11 Statistical Analysis 

   Data were prepared and entered into a computer files; Statistical 

Package for the Social Science (SPSS, version 20) was used for data 

analysis. Data were analyzed through the application of two approaches: 

3.11.a. Descriptive data analysis approach 

This approach was applied through the measurement of the 

following: 

1.Frequencies. (F) 

 

  2.Percentages. 

 

Means of scores. (MS) 
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     3.Standard deviation. 

 

3.11.b.Inferential statistical data analysis  

 (Chi  Square): 

 

c.Mann Whitney : 
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Figure (4:1): Distribution of study subject by age 

 

This figure shows that most of the sample in age groups bewteen 

(20-29 years) and (30-34years) with percent of (30%),(35%) respectivly  

Figure (4:2):Distribution Of Study Subject By Gender 

 

This figure shows that (55%) of sample were male and (45%) of them 

were female  
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Figure (4:3): Distribution of Study Subject By Educational Level .

 

This figure shows that the majority of sample were under secondary 

school graduated and only (20.7% were graduated from institution or 

college)  

Figure (4:4): Distribution of Study Subject by Residency 

 

This figure shows that (52%) of sample from urban and (42.3%) from 

suburban and only (5.7%) from rural area   
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Figure (4:5): Distribution of Study Subject by Financial Support 

 

This figure shows that (50.70%) of study subject do not received any 

economic support. 

Table (4:1): Symptomatic and severity of Anxiety among refugees  

Anxiety   Frequency Percent 

Severity  

Normal  2 0.6 
Mild 182 60.7 

Moderate 116 38.7 
Total 300 100.0 

This table shows that (60.7%) of refugees had mild symptomatic of 

Anxiety, and (38.7%) had Moderate level. 
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Table (4:2): Symptomatic and severity of Depression among refugees  

Depression Frequency Percent 
 

Severity  
Normal 3 1.0 

Mild 109 36.3 
Moderate 188 62.7 

Total 300 100.0 
This table shows that (62.7%) of refugees had Moderate 

symptomatic of Depression, and (36.3%) had Mild level. 

Table (4:3): Symptomatic and severity of PTSD among refugees  

PTSD  Frequency Percent 

Severity 

Normal  5 1.7 
Mild 159 53.0 

Moderate 136 45.3 
Total 300 100.0 

This table shows that (53%) of refugees had Mild symptomatic of 

PTSD, and (45.3%) had Moderate level. 

 

Table (4:4): Symptomatic of emotional distress among refugees  

DISTRESS 
NORMAL DISTRESS 

No % No % 
11 3.7 289 96.3 

This table shows that (96.3%) of refugees had symptomatic of 

emotional distress, and only (3.7%) had Normal level. 

 

 

 

 

 



CHAPTER FOUR                                                                      RESULTS                        

Table: 4.5: Mann Whitney U test result on the refugee's anxiety, 

depression and PTSD level with respect to their gender. 

Ranks 

Gender No. 

Mean 

Rank 

Sum of 

Ranks U 

Anxiety 

Male 165 145.03 23929.50 10234.5 

 

 

Female 135 157.19 21220.50 

Total 300     

Depression 

Male 165 145.77 24051.50 10356.5 

 

 

Female 135 156.29 21098.50 

Total 300     

PTSD 

Male 165 146.01 24092.00 10397 

 

 

Female 135 155.99 21058.00 

Total 300     

This tables shows that there are no significant differences in refugee's 

anxiety, depression and PTSD in relation to their gender  

Table (4:6): Comparison between refugee's distress in relation 

to their gender   

Gender  
DISTRESS 

NORMAL DISTRESS 
Count Table N % Count Table N % 

Male 6 2.0% 159 53.0% 
Female 5 1.7% 130 43.3% 

X2 =0.1            DF= 1 
This tables shows that there are no significant differences in refugee's 

distress in relation to their gender. 
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Table: 4.7: Kruskal-Wallis Test result on the refugee's Anxiety, 

Depression, and PTSD level with respect to their age. 

Ranks  

Age group N 
Mean 
Rank 

2
  Sig 

Anxiety  

25-29 y 90 148.46 

3.8 N.S 

30-34 y 105 150.33 

35-39 y 65 139.82 

40-44 y 40 172.89 

Total 300   

Depression  

25-29 y 90 160.79 

1.9 
 

N.S 

30-34 y 105 145.2 

35-39 y 65 148.95 

40-44 y 40 143.76 

Total 300   

PTSD 

25-29 y 90 152.68 

0.4 
 

N.S 
 

30-34 y 105 149.58 

35-39 y 65 145.65 

40-44 y 40 155.89 

Total 300   

 This tables shows that there are no significant differences in refugee's 

anxiety, depression and PTSD in relation to their age group  

Table (4:8): Comparison between refugee's distress in relation 

to their age group   

age group 
DISTRESS 

NORMAL DISTRESS 
Count Table N % Count Table N % 

25-29 y 7 2.3% 83 27.7% 
30-34 y 2 .7% 103 34.3% 
35-39 y 1 .3% 64 21.3% 
40-44 y 1 .3% 39 13.0% 

X2 =6.21          DF=3 
This tables shows that there are no significant differences in 

refugee's distress in relation to their age group. 
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Table 4.9: Kruskal-Wallis Test result on the refugee's Anxiety, 

Depression, and PTSD level with respect to their educational level. 

Ranks 
  

Educational level N Mean Rank 
 

2
  

Anxiety  

Unable to read and write  9 170.72 

 1.9 

Read and write  71 152.96 

Primary school  82 152.46 

Secondary school 76 147.77 

Institute  23 131.20 

College and up  39 153.92 

Total 300   

Depression  

Unable to read and write  9 148.11 

  
  

3.6 
  
  
   

Read and write  71 162.58 

Primary school  82 153.48 

Secondary school 76 136.37 

Institute  23 157.59 

College and up  39 146.17 

Total 300   

PTSD 

Unable to read and write  9 161.17 

  
2.1 
  
  

Read and write  71 151.01 
Primary school  82 142.16 
Secondary school 76 149.88 
Institute  23 150.22 
College and up  39 166.01 
Total 300   

This table shows that there are no significant differences in refugee's 

anxiety, depression and PTSD in relation to their educational level. 
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Table (4:10): Comparison between refugee's distress in relation 

to their educational level   

Educational level  
DISTRESS 

NORMAL DISTRESS 
No % No % 

Un able to Read and Write  0 0.0% 9 3.0% 
Able to read and write 5 1.7% 66 22.0% 
Primary school 3 1.0% 79 26.3% 
Secondary school 2 .7% 74 24.7% 
Institute  1 .3% 22 7.3% 
College  0 0.0% 39 13.0% 

X2 = 4.3  DF=5 
This tables shows that there are no significant differences in 

refugee's distress in relation to their educational level. 

 

Table 4.11: Kruskal-Wallis Test result on the refugee's Anxiety, 

Depression, and PTSD level with respect to their home residency.  

Home Residency N Mean Rank 
2

 
Sig 

Anxiety 

Urban 156 150.70 
 

0.85 
 

 
Suburban  127 152.69 N.S 

Rural 17 132.29  
Total 300    

Depression  

Urban 156 149.04 
0.56 

 

 
Suburban  127 150.25 N.S 

Rural 17 165.74  
Total 300    

PTSD 

Urban 156 154.25 
0.67 

 

 
Suburban  127 147.07 N.S 

Rural 17 141.76  
Total 300    

This tables shows that there are no significant differences in 

refugee's anxiety, depression and PTSD in relation to their residency. 
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Table (4:12): Comparison between refugee's distress in relation 

to their home residency   

Residency 
DISTRESS 

NORMAL DISTRESS 
Count Table N % Count Table N % 

Urban 3 1.0% 153 51.0% 
Suburban  6 2.0% 121 40.3% 
Rural 2 .7% 15 5.0% 

X2 =4.9 DF=2 
  

This tables shows that there are no significant differences in 

refugee's distress in relation to their home residency. 

 

 

Table 4.13: Kruskal-Wallis Test result on the refugee's Anxiety, 

Depression, and PTSD level with respect to their Financial support. 

Financial support N Mean Rank 2
  

Sig 

Anxiety 

Never 152 163.86 

7.5 

 

Sometimes 147 136.70  

Always 1 148.50 N.S 

Total 300  

Depression 

Never 152 156.90 

1.7 

 

Sometimes 147 143.88 N.S 

Always 1 150.50  

Total 300  

PTSD 

Never 152 161.61  

Sometimes 147 139.11 5.1 
 
 

 

Always 1 136.00 N.S 
Total 300    

This tables shows that there are no significant differences in 

refugee's anxiety, depression and PTSD level in relation to their financial 

support. 
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Table (4:14): Comparison between refugee's distress in relation to 

their receiving Financial support.  

Economic support 
DISTRESS 

NORMAL DISTRESS 
Count % Count % 

Never 5 1.7 147 49.0 
Sometimes 6 2.0 141 47.0 

Always 0 0.0 1 .3 
X2 =0.171  DF=2 

This tables shows that there are no significant differences in 

refugee's emotional distress level in relation to their financial support. 
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Table 4.15: Kruskal-Wallis Test result on the refugee's Anxiety, 

Depression, and PTSD and distress level with respect to their losses 

of Family members. 

N Mean Rank 2
 

Sig 

Anxiety 

Father 29 79.29 
 

2.1 
 
 

 
Mother 16 89.91  
Brother  72 77.03 N.S 
Sister  15 75.13  
Son  22 69.25  

Total 154    

Depression  

Father  29 79.47 

3.1 
 

 
Mother  16 92.38  
Brother  72 76.17 N.S 
Sister  15 79.07  
Son  22 67.39  

Total 154    

PTSD 

Father  29 85.22 

4.1 
 

 
Mother  16 91.31  
Brother  72 76.04 N.S 
Sister  15 70.30  
Son 22 66.95  

Total 154    

DISTRESS 

Father 29 78.00 

 
6 

 
Mother 16 78.00  
Brother 72 78.00  
Sister 15 78.00 N.S 
Son 22 74.50  

Total 154    

This tables shows that there are no significant differences in 

refugee's distress in relation to their losing of family members. 
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The purpose of this Study is to examine the level psychological 

problems namely (symptomatic anxiety, Depression, PTSD as well as 

emotional Distress   among Syrian refugees due to Syrian war in Qushtapa 

camp in Erbil City, Kurdistan of Iraq. 

5.1: Part one: socio-demographic characteristics   of study subject  

a. Age  
As shown in Figure (4:1), (35%) of people in Syria are between 30 

and 34 and (30 %) are between 25 and 29 years, (21.7%) between 35 and 

39 years, (31.3%) between 40 and 44 years old. Comparatively, refugees 

who have resettled to Canada had similar numbers. Of the Syrian refugees 

resettled to Canada in 2014, 34 % were under 15 years old, 15 % were 

between 15 and 24 years old, and 48 % were between 25 and 64 years old. 

(Citizen and Migration Canada,2015) 

b. Gender: 

As shown in Figure (4:2), (45%) of study subject were Female and 

(55%) of them were Male 

Since late 2011, the civil war in Syria and the resultant outpouring of 

more than 2 million Syrians has grown to threaten the stability, 

infrastructure, and security of its surrounding neighbors. In comparison to 

ple have fled their 

homes in Syria than fled the genocide and its aftermath in Rwanda or the 

 As in previous and similar scenarios, women 

and children make up the vast majority of Syrians seeking shelter in 

Turkey, Jordan, Lebanon, Iraq and Egypt. Out of all the countries that are 

Chapter Five 
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host to refugees, Turkey is the only country that has thus far rebuked UN 

offers to oversee and manage camp affairs, choosing instead to lead  and 

pay for  internal efforts to care for Syrians seeking safety. ( International 

Labour Organization. (2013) 

 
c. Education  

 

In this study, (51%)  educational status was primary 

school education. (25.3%)  educational status was of secondary 

school education. (20.7%)  educational status was of university 

and institutional education. Figure (4:3)  

Access to Education in pre-conflict Syria, high rates of primary 

school attendance were achieved due to free public education. However, 

rates of primary school attendance in rural areas were significantly lower 

than the national average, and there were high dropout rates at the 

party ideologies, and teachers were generally not permitted to express ideas 

that opposed government policy. According to the Cultural Orientation 

Resource Center, 72 % of Syrians of secondary school age were enrolled in 

school before the uprising. The current conflict situation has taken a severe 

toll on the education system, with school attendance rates down to 6 % in 

some areas due to general insecurity, damaged buildings and a lack of 

teachers. Prior to the conflict, a combination of public and private 

universities existed to provide higher education access to men and women 

in Syria. However, as with primary and secondary school, restrictions on 

academic and political freedom were largely present. According to the 

World Bank, post-secondary school enrollment steadily increased over the 
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years prior to the conflict and in 2010, 26 % of the population in the five-

year age group following secondary school had enrolled in post-secondary 

education. It is highly likely that enrollment has dropped by a large 

percentage since then. ( United Nations High Commissioner for Refugees. 

(2013)

As  shown in Figure (4:4), approximately (52%) 

population resided in urban areas prior to the conflict, particularly in 

Damascus, Aleppo, Hama, and Homs, which are the country four largest 

cities. Drought and demographic shifts resulting from a rural exodus have 

been identified as key reasons behind the start of protests and the onset of 

the crisis. 

 

e. economic support  

In this study (50.7%) participants had Never received economic 

support. (49%) of them sometimes received economic support and (0.3%) 

of them always received economic support. (Figure 4:5). 

 

5.2. Part two: Discussion of anxiety  

The overall prevalence of Anxiety among Syrian refugee was 

(60.7%) of them had mid anxiety, 38.7% of them had moderate anxiety   

Table (4:1) 

  Prevalence of anxiety reported by studies conducted on refugees 

varies considerably. In a systematic review (Hollifield et al., 2002), the 

prevalence of anxiety was reported as 48.6%. These figures were 18.5% for 

Bosnian refugees (Vukovic et al., 2014). 
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 For Iraqi refugees living in western countries, this rate varied 

between 28.3 and 75% for anxiety (Slewa-Younan, et al., 2001). 

 In post-conflict communities of Algeria, Cambodia, Ethiopia, and 

Palestine, the rates of anxiety were between 15.837.4% and 5.222.7%, 

respectively (De Jong et al., 2002). 

 In an adult population directly exposed to war in the Balkans, the 

prevalence of anxiety was between 10.635.4% and 10.937.3%, respectively 

(Priebe et al., 2010). 

Tufan and Esmil (2013) reported the prevalence of anxiety and 

depression in refugees living in Turkey as 55.2 and 55.2%, respectively.  

In another study conducted among Syrian refugees in Turkey (Alpak 

et al., 2015). the prevalence of anxiety was 33.5%. Thus, the few currently 

existing studies on populations displaced into Turkey reported rates close 

to each other. 

 Among others, this may be due to the homogeneity of the 

displacement duration among studied populations. Indeed, the recent crisis 

at the borders of Turkey and the subsequent massive displacement 

happened in a relatively short time period. The differences among 

symptoms between women and men with anxiety are rather consistent in 

fitting certain patterns of posttraumatic response. Namely, women reported 

flashbacks, hypervigilance, and intense psychological Emotional Distress 

due to reminders of trauma more frequently than men. Men reported 

feelings of detachment or estrangement from others more frequently than 

women. Thus, women tended to respond to traumatic stress by under 

modulation and men tended to respond by over modulation of emotions 

(Lanius et al., 2010). 
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5.3. Part three: Discussions of Depression  

  The overall prevalence of depression among Syrian refugee was 

(62.7%) of them had moderate depression and (36.3%) had mild depression  

Table (4:2). 

  Not different prevalence rates found among Guatemalan refugees in 

Mexico and Karenina refugees. Our finding was lower than the prevalence 

of depression among Internally Displaced peoples (IDPs) and refugee in 

Southern Sudan and amongst internally displaced persons in northern 

Uganda which was 49.9 % and 67 % respectively (Roberts et al.2008; 

Roberts, et al.,2009). The higher prevalence among refugees could be due 

to ongoing feeling of insecurity among refugee's community and also might 

be due to difference in instrument. The elevated risk for depression could 

be explained by negative attitudes towards women, lack of 

acknowledgement for their work, fewer opportunities for them in education 

and employment, and greater risk of domestic violence. It also explained by 

hormonal changes during menstruation in women (Bejamin and Sadock, 

2007).  This finding agrees with study among Vietnamese refugee in 

United States which showed that being divorced is consistent risk factor for 

depression (Buchwald, et al.,2003). The finding implies the unstable 

marital relationship and the loss of partner which increases the risk of 

having depression episodes. This study was consistent with the study 

conducted among Guatemalan refugees in Mexico (Sabin, et al.,2003). In 

this study, being exposed to 8 or more out of 16 traumatic events was 

significantly associated with the outcome of depression. The dose response 

relationship between exposure to traumatic events and depression is also 

similar with other studies of displaced population (Onyut, et al., 2009; 

Roberts, et al.,2009; Andrew, et al.,2012). Exposure to multiple war 
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stressors may lead to hopelessness and respondents who had experienced a 

high frequency of traumatic events were also more vulnerable to 

depression. This study also showed that lack of basic social goods such as 

house or shelter had a significant association with outcomes of depression. 

This could be due to lacking basic needs like shelter make to have low self-

esteem which leads to loss of interest in every activity and hopelessness. 

There was strong association between forced displacement as refugee 

previously and depression. This was similar with the findings of the study 

conducted in Northern Uganda (Roberts, et al.,2009). Possible reason could 

be repeated exposure to trauma event and confronting with adverse 

situations and ongoing stressors in different camp, which substantially 

impact their mental health. So that, the finding of this study had a good 

argument back ground and evidence based to find out more or less similar 

prevalence rate compared to other community based studies. 

5.4. Part Four: Discussion of PTSD  

Our data analysis suggests that about (35%) of adult Syrian refugees 

in Qushtapa camp has mild post-traumatic stress disorder, about (45.3%) 

had moderate PTSD.(Table 4:3) 

Brady, et al., 2000). has major depression, and about (30-50%) has a 

generalized anxiety disorder, with the probability that these disorders 

overlap in many people. 

 These prevalence estimates are much lower than some frequently 

cited claims based on less reliable estimates than ours,(Carlson and Rosse-

Hogan,2001;Watters,2001) especially in relation to major depression, for 

which the overall prevalence rates in refugees are similar to those in several 

general western populations.(Ports, et al.,2002;Robins and Regier,2001).  

Refugees based in western countries could be about ten-times more 

likely than the age matched general American population to have 
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posttraumatic stress disorder.( Portes, et al., 2002).  This disorder is a 

potentially disabling condition characterized by traumatic flashbacks, hyper 

vigilance, and emotional numbing that might be a risk factor for substance 

abuse and suicide.(Brady, et al.,2000).  

U S committee for Refugees (2003)Data in the present meta-analysis 

(about two-thirds of which are derived from the USA) suggest that roughly 

50 000 of about 500 000 current refugees  living in the USA have post-

traumatic stress disorder, with even larger numbers probably affected of the 

2·5 million former refugees settled there between 1975 and 2002. The 

exact burden of disability implied by such numbers is, however, unknown 

because many surveys did not record the functional impairment (or 

treatment needs) associated with the disorder in refugees in whom 

triggering factors (Watters, 2001; Kroll, 2003) psychiatric comorbidity, and 

long-term consequences of non-treatment have been reported to differ from 

those of other groups with posttraumatic stress. (Favaro, et al., 2009; Silove 

et al.,2007; Malekazi, et al.,2006; Locke, et al.,2006; Hubbard, et al.,2005; 

Sack, et al.,2004; Hinton, et al.,2003; Turner, et al., 2003; Sack, et 

al.,2003; Steel, et al.,2002). 

 

5.5. Part Five: Discussion of Emotional Distress   

The finding of table (4:4) shows that (96.3) of study sample has 

emotional Distress. 

According to the current research of Dr. Helen Verdeli, professor of 

clinical psychology at Teachers College, Columbia University, the most 

common stressor experienced by Syrians living in refugee camps is worry 

about the well-being of their relatives who have dispersed to other refugee 

camps, moved to other countries, or remained in Syria and might have been 

tortured or killed (Eastern Mediterranean Public Health Network 
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(EMPHNET), 2014). Another stressor is fear about interpersonal violence 

(EMPHNET). Although refugees residing inside the camps are protected 

from military violence, inside the camps they are vulnerable to physical 

violence, torture, sexual assault, and rape (EMPHNET). Many adults and 

children have been victims of or witnessed multiple acts of violence. Major 

threats, stressors, and realities such as these represent some of the daily life 

struggles of Syrian refugees. 

5.6. Part Six: Discussion of Differences between Socio-demographic 

variables on Dependent Variables (Anxiety, Depression, PTSD and 

Emotional Distress) 

a. Gender/Anxiety  

According to results presented in Table (4:5), there is no statistical 

significant difference between man and women in terms of gender/ Anxiety. 

This means that, both men and women almost gave similar responses to 

event questions. When we look at basic emotions such as fear, anger, 

disgust we can see that these are basic survival mechanisms occurring in 

response to a specific stimulus. For instance, when somebody faces pain or 

the threat of death showing and feeling fear is usual and common. 

Therefore, we can see the similarity of fear reaction among male and 

female in the results of this Study. 

Women with anxiety reported guilt and worthlessness more 

frequently than men. Sar, et al., 2013). reported preponderance of feelings 

of guilt and worthlessness among women with dissociative depression 

compared with those without dissociation. Both dissociative depression and 

the dissociative subtype of PTSD are known to be related to chronic 

childhood trauma as seen in Complex PTSD (Sar, 2011). A number of 

studies have examined the dissociative experiences of refugees (Marmar, et 

al., 1994; Punama¨ki, et al.,2005). Marmar, et al., 1994), found a 
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relationship between peritraumatic dissociation and a PTSD diagnosis in 

male Vietnam theater veterans. In a sample of 316 Vietnam veterans, 

Waelde, et al., 2005). found a taxon of highly dissociative individuals. The 

preponderance of guilt and worthlessness may also be associated with the 

type of traumatic events. 

b. Gender/Depression  

According to results of Table (4:5), there is no statistical significant 

difference between men and women in terms of gender/depression. This 

means that males and females almost gave similar responses to depression 

questions. For instance, Researchers had observed that, many male and 

female Syrian refugees, act or feel like the events they had lived are still 

happening. They know, they are save in Kurdistan of Iraq and are safe. 

However, when they hear the sound of planes, they can easily become 

afraid. In addition, when they see Kurdish police or soldiers, they can 

experience panic and fear. Finally, many of them experience nightmares 

and physical problems such as pain, body tension and so on. The finding of 

a higher prevalence rate of depression among women than men in this 

study is similar to a pattern observed in different displaced population 

(Sabin, et al.,2003;Lopes,2004; Roberts, et al.,2008;Robersts, et 

al.,2009;Buchwald, et al.,2003;Andrew,et al.,2012;Marina, et 

al.,2011,Bastin, et al.,2013). However, this finding was opposite to the 

pattern observed in Ethiopian Immigrants and Refugees in Toronto (Fenta, 

et al., 2004). A number of significant associations of independent variables 

were found with outcomes of depression after adjusting for effects of other 

demographic and trauma exposure variables. Women are at particularly 

high risk of depression, as recorded in other studies on mental health of 

displaced populations (Sabin, et al.,2003;Lopes,2004; Robersts, et al.,2009. 
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c. Gender/PTSD 

According to results Table (4:5), there is statistical significant 

difference between males and females on gender/PTSD in terms that 

females more often showed avoidance, Negative Interference and 

Associated Disturbance. The reason of females more often showing that 

might be withdrawal from social life. Therefore, many women lost their 

husband, they hold all burdens of family to their self. On the other hand, 

streets and outside world are not safe, because of these reasons many 

women stay at home. Finally, many women do not have social life, 

therefore, they experience detachment from others. Also the characteristic 

structure of women may be one reason in terms that females more often 

show avoidance. Generally, women are sensitive and establish an 

immediate link with their environment. However, if they face destruction 

of their environments or values, they might suffer from introversion, 

maintain their grief for a long time and show avoidance. On the other hand, 

men can or had to maintain their social life and connections with the 

outside world to work. Therefore, females might more often show 

avoidance. Exposure to multiple war stressors may lead to hopelessness 

and respondents who had experienced a high frequency of traumatic events 

were also more vulnerable to depression. This study also showed that lack 

of basic social goods such as house or shelter had a significant association 

with outcomes of depression. This could be due to lacking basic needs like 

shelter make to have low self-esteem which leads to loss of interest in 

every activity and hopelessness. There was strong association between 

forced displacement as refugee previously and depression. This was similar 

with the findings of the study conducted in Northern Uganda ( Robersts, et 

al.,2009). 
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d. Gender/Emotional  Distress 

According to results that presented in table (4:6), there is no 

statistical significant difference between males and females on 

gender/Emotional Distress. It means that, both male and female almost 

gave similar responses to Emotional Distress questions. Normally, 

responses and reactions to stress can change from one person to another. 

However, in this Study, the source of stress was war and because of the war 

conditions many Syrian refugees almost gave same responses to Emotional 

Distress questions. For instance, almost all males and females experienced 

concentration problems, difficulty falling or staying asleep or anger. 

Women and men are at risk for different types of stress-related disorders, 

with women at greater risk for depression and anxiety and men at greater 

risk for alcohol- use disorders (Kajantie and Phillips, 2005;Kessler et al., 

2003). Although the specific basis for gender differences in prevalence of 

these disorders have not been well studied, it has been suggested that 

gender differences in emotional and craving responses to stress may 

underlie the differential risk for these psychological disorders (Kajantie and 

Phillips, 2005; Sinha and Rounsaville, 2002; Taylor, et al., 2006; Zahn-

Waxler, 2000). Studies of subjective emotion experience find that women 

report greater sadness (Brebner, 2003) and anxiety/fear (Feingold, 

1994; Fischer, et al., 2004; Ollendick, et al., 1995). than men. 

e.Age/ Anxiety 

According to results Table (4:7), there is no statistical significant 

difference among different age groups on age/ Anxiety. This means that 

five different age groups (25-29, 30-34, 35-39, 40-44 years) gave almost 

similar response to event questions. 74 Syrian 

believed that the event could result in death or physical injury to us or 

others and we felt intense fear, 
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older Syrian refugees experienced similar things without age differences. 

Young adults have a higher prevalence of mental health symptoms than 

older subjects do. Nearly half of women and one third of men aged 18 34 

years reported that they were moderately or extremely anxious or 

depressed. The prevalence of mental health symptoms decreased with age 

until the age of 70 74 years and increased again among those over 75 

years. Many factors that have been shown to be associated with mental 

health symptoms in the present and other studies (such as unemployment, 

economic hardship and being belittled) are more prevalent among younger 

than older subjects. 

f.Age/depression  

According to results Table (4:7), there is no statistical significant 

difference among different age groups on age/negative interference. This 

means that almost all (300) participants showed symptoms of negative 

interference such as unwanted thoughts, images, nightmares and physical 

Emotional Distress. In this study, age is not seen a great influential factor. 

One factor that may contribute to the further development of depressive 

symptoms is the older age7,33,40,42-44. 

g.Age/PTSD 

According to results Table (4:7), there is no statistical significant 

difference among  different age groups on age/avoidance. 89 Syrian 

refugees gave affirmative responses. As seen, from young generations to 

the old, many refugees experienced similar experiences and gave almost 

the same answers. Therefore, war conditions, many refugees had to drop or 

withdraw their social life and interactions with others. Generally young 

generation could not maintain their education and middle aged people 

could not maintain their jobs. War almost affected all the age groups. 
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h.Age/Emotional Emotional Distress 

According to results of table (4:8), there is no statistical significant 

difference among  different age groups on age/Emotional Distress. This 

means that people who are from 20 years old to 65 years old almost 

experienced similar experiences during war. Therefore, they almost gave 

similar responses to questions. It is thought that during the war emotional 

distress symptoms can be easily seen. Concentration problems, sleeping 

problems, emotional problems are very common. Therefore, age is not so 

much of big issues and important factors in this study. 

i.Education/ Anxiety 

According to results of table (4:9), there is no statistical significant 

difference among different educational statuses on educational status/event. 

This means that both educated people and uneducated people almost gave 

similar responses to event questions. In  this Study, war issues were 

discussed as events. Therefore, affirmative responses to event questions are 

quite normal among educated or uneducated refugees. 

 

j. Education/Depression 

According to results table (4:9), there is statistical significant 

difference among different educational statuses on educational 

status/negative interference in terms of people who graduated from primary 

school more often show negative interference. Again we have stated 

before, education may be a protective factor for people. For instance, in this 

Study, many participants who are graduated from primary school suffered 

from negative interference symptoms. However, many educated 

participants can cope with negative interference symptoms. The prevalence 

of mental disorders was higher among those with lower levels of education, 

particularly for females. The prevalence of mental disorders was 24.9% for 
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those who did not complete school compared to 20.2% for those with 

school qualifications only and 19.5% for those with post-school 

qualifications. 

k.Education/PTSD 

According to results table (4:9), there is no statistical significant 

difference among different educational statuses on educational 

 feelings 

 and uneducated 

participants gave almost same responses to avoidance questions. Many 

people who are both educated and uneducated behave according to their 

nature and humans don not like to face dangerous situations. When danger 

is faced such as war, they may show reactions such as avoidance. This is 

normal at first. Education levels were found to have a higher affect as far as 

the degree of PTSD. Those who were educated were more influenced by 

the traumatic events than those who were less educated. Likewise, married 

participants seemed to be more affected by the traumatic events than single 

people. This may be due to their fear for their spouses and family members. 

Furthermore, people who experienced the traumatic events first hand or had 

been hurt in the traumatic events were affected more by the posttraumatic 

stress disorder than those who did not. 

l. Education/Emotional Distress 

According to results table (4:10), there is statistical significant 

differences among different educational statuses on educational 

status/Emotional Distress in terms that people who graduated from primary 

school more often showed Emotional Distress. When we look at this result, 

we can see the supportive side of education. So, education may be a 

protective factor. Generally, uneducated participants show symptoms of 

post-traumatic stress disorder in this Study. On the other hand, educated 
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participants show less symptoms of posttraumatic stress disorder. When 

Researchers had interviewed educated refugees, they realized that, 

educated refugees know how to cope with stressful events and produce 

solutions to their problems. 

The effect of education on psychological Emotional Distress has 

proved to be inconsistent, as several previous studies have found an 

educational gradient, for example, in depressive symptoms (Belek, 2000, 

Fryers, et al., 2003, Fryers, et al., 2005, Lorant, et al., 2003), insomnia 

(Gellis et al., 2005) and chronic stress syndrome (Ahola, et al., 2006). but 

several studies have also found reversed or have failed to show any 

significant gradient (Aromaa and Koskinen, 2004, Meertens et al., 2003, 

Chen, et al., 2005, Molarius, et al., 2009, Lahelma, et al., 2006). 

m. Residency / Anxiety: 

The findings of the present study show that there are no significant 

differences between anxiety severity among Syrian refugees in relation to 

their address. (Table 4:11). 

Previous  findings of an association between urbanization and 

Anxiety were in agreement with some studies from the USA ( Blazer, et al, 

2007; Neff and Husaini, 2007). A few studies from the Netherlands 

revealed higher urban than rural rates of psychosis ( Marcelis, et al., 2008; 

van Os et al., 2001, 2002). 

n. Residency / Depression: 

The findings of the present study show that there are no significant 

differences in depression severity among Syrian refugees in relation to their 

address. (Table 4:11). 

According to Sundquist et al (2014) the main finding of their follow-

up study was that a high level of urbanization was associated with 

increased incidence rates of psychosis and depression for both women and 
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men. This association remained after adjustment for age, marital status, 

attained level of education and immigrant status, and was more pronounced 

for psychosis than for depression. Moreover, the covariates living alone 

and low educational attainment were strongly associated with psychosis 

and depression, especially for men. 

o. Residency / PTSD: 

The findings of the present study show that there are no significant 

differences in PTSD severity among Syrian refugees in relation to their 

address. (Table 4:11). 

Several  previous studies have shown a relationship between PTSD, 

mood disorders, suicide attempts and poor social networks ( Amann, 

2001; Johnsson Fridell, et al., 2006; Cheng, et al., 2000; Hirschfeld, et al., 

2000); thus, poor social networks might be a mediator between 

urbanisation and mental health.  

p.Residency / Emotional Distress: 

The findings of the present study show that there are no significant 

differences in emotional distress among Syrian refugees in relation to their 

address. (Table 4:12). 

q. Economic Support/ Anxiety 

According to results table (4:13), there is no statistical significant 

difference among different economic statuses on economic status/event. 

This means that, poor, middle and people of higher economical statuses 

gave almost similar responses to event questions. The reason to these 

similar responses may be the nature of war. Therefore, researchers recorded 

that; from poor participants to rich participants the disruptive effects of war 

were felt. 
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r. Economic Support/Depression 

According to results table (4:13), there is no statistical significant 

difference between different economic statuses on economic 

status/avoidance. 39 poor participants answered yes to avoidance questions 

and 47 people who come from middle economic class answered yes to 

avoidance questions. As seen, economic status does not have great effects 

on the answers about avoidance. Both the rich and poor may experience 

avoidance such as detachment from others, forget important details of 

events and so on. 

A meta-analysis spanning several different countries found that 

depression levels were consistently more often present in individuals from 

the lowest SES in varying cultures (Lorant, et al., 2003). Depression has 

also been found to be persistent across longitudinal studies in individuals 

from a disadvantaged socioeconomic background (Melchior, et al., 2013). 

s. Economic Support/PTSD 

According to results table (4:13), there is no statistical significant 

difference among different economic statuses on economic status/negative 

interference. This means that, from poor participants to rich participants the 

physical and psychological effects of war were seen. Both poor and rich 

participants suffer from nightmares, physical Emotional Distress, unwanted 

thoughts, and images and so on. 

t. Economic Support/Emotional Distress 

According to the results table (4:14), there is no statistical significant 

difference among different economic statuses on economic 

status/Emotional Distress. Again rich, middle economic status participants 

and poor participants answered almost the same way to Emotional Distress 

questions. When the subject is war, generally people experienced similar 

things. Many participants (poor-rich) felt Emotional Distress during the 
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war and many of them still experience it. Therefore we cannot say that rich 

people do not feel the destructive effects of war or poor people never feel 

Emotional Distress. In this study, economic status does not have a great 

effect on Emotional Distress questions. Previous research has suggested a 

higher prevalence of mental health problems in low SES communities 

(McLeod and Shanahan, 1993; Curtis, et al., 2001). 

Income is a useful measure of socio-economic position because it 

relates directly to the wide range of material resources that may influence 

health (Galobardes, et al., 2006). Material circumstances that have direct 

implications for health include housing, food, clothing, transportation, 

medical care, child care, opportunities for leisure activities and a cleaner 

environment. Adequate income is a generalized resource that provides 

access to a larger variety and better quality of health enhancing goods and 

services. A graded relationship between income and health is no longer 

solely limited to material deprivation but also reflects social ordering 

(Schnittker, 2004a). Psychological Emotional Distress and mental health 

problems have been found to be generally more common among the lower 

income groups (Fryers, et al., 2003, Fryers, et al., 2005). 

u.Losses in Family/ Anxiety 

According to results of table (4:15), there is no statistical significant 

difference among different relationships according to losses in 

family/event. This means that, if refugees lost their close or distant 

relatives, they experienced intense fear, horror and helplessness. Therefore 

they answered yes to event questions. 

v.Losses in Family/depression  

According to results of table (4:15), there is no statistical significant 

difference between different relationships between according to losses in 

family/avoidance. Avoidance is a frequent symptom of posttraumatic stress 
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disorders. After traumatic events such as war, showing avoidance from 

social life or others is very common. Therefore losing close or distant loved 

ones does not have a great effect on refuges in this Study. Many of them 

answered yes to avoidance questions. 

w. Losses in Family/PTSD 

According to results of table (4:15), there is no statistical significant 

difference among different relationships between the lost people on losses 

in family/negative interference. This means that even refugees who have 

lost their close or distant loved ones experienced negative interference. The 

relationship refugees in terms of their loved ones does not have a great 

effect on negative interference questions in this Study. 

 

x. Losses in Family/Emotional Distress 

According to results of table (4:15), there is statistical significant 

difference among different relationships according to loss in family/ 

Emotional Distress in terms of people who lost their close relatives more 

often show Emotional Distress. According to the researchers note, people 

who have lost their close relatives more often experience concentration and 

sleep problem. They more often cry and think about them. They miss them, 

therefore they might have an increased probability in developing Emotional 

Distress symptoms.  
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6.1 Conclusions  

1. The majority of refugees had symptomatic of Anxiety, Depression 

and PTSD. 

2. All refugees had emotional distress  

3. No significant differences were found between Anxiety, 

Depression, and PTSD in relation to their gender, age, educational 

level and financial support. 

4.  The majority of refugees did not receive any finial support. 

5. The refugees who loss closed family member are more susceptible 

to mental health problems    

  

Chapter Six 

Conclusions and Recommendations  
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6.2 Recommendations  

1. Improve living conditions of Syrian refugees particularly in 

Qushtapa Camp:  

Fear of environmental threats and the need to improve living 

conditions were mostly acknowledged by Syrian refugees living in 

Qushtapa camp. Almost every interviewee from the camp who 

lived in a tent expressed a need for having a caravan. Most of the 

needs were expressed in relation to improvement in basic 

necessities such as food, shelter, clothing, clean water, and 

sanitation. The following interventions are recommended in 

support of this recommendation: 

 Continuing efforts towards replacing tents with caravans. 

 Conducting health awareness sessions focusing on hygiene, 

waste management and other relevant topics 

2. Ensure access to basic health and education services: 

Increase coverage for health and education services in areas of 

need, and assess obstacles to accessing services in order to 

decrease these barriers. Ensure the availability of information on 

these services through various means and channels (pamphlets, 

leaflets, educational sessions, community initiatives and groups. 

3. Meet the needs of refugees relevant to financial stability and food 

provision:  

The expressed need for securing an income, together with the need 

for nutritional services, were highlighted in this study. 

Preoccupation with lack of income, unemployment and inability to 

secure basic necessities for the family can escalate mental health 

problems by affecting feelings of self-worth, guilt, shame, 

helplessness, anger, and despair. This particular recommendation 
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requires collaboration among different sectors with the following 

suggested interventions: 

Provide appropriate vocational training and rehabilitation 

opportunities for women and men, promoting a sense of 

productivity and functioning. 

 Facilitate the provision of appropriate opportunities for 

income generation for women and men. 

4.  Distress and Coping 

As the assessment indicated community and family support as an 

important coping strategy adopted by the refugees, promoting 

initiatives that can capitalize and expand on these support 

structures is useful. 

5.  Develop community based interventions that focus on resilience, 

skill building, self-efficacy, and capacity building for refugees, and 

promote adaptive coping skills and strategies. Such interventions 

can increase motivation and hope, provide a sense of productivity, 

and replace negative coping behaviors with positive strategies that 

enhance wellbeing.. 

6. Support the development of community social support programs 

by encouraging interventions that build protective factors related to 

positive family and interpersonal relationships, and promote a 

sense of community, involvement and belonging. Such programs 

can provide opportunities to discuss common problems, express 

concerns and provide mutual support. 

7. Support the strengthening of religious support services as a 

coping mechanism expressed by displaced Syrians. This can 

include self-  
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APPENDIX A 



Questionnaire  

Part one: Demographic Characteristics  

1. Age                              years     

2. Gender: 

     Male                           Female 

3. Marital status: 

    Single  

    Married            

    Divorced                

    Widows                    

     Separated  

4. Number of children  

5. Did you lost member of your family .Yes    No   if yes your relationship with lost person  

6- Financial Statues  

Not sufficient  

Barley sufficient 

Sufficient   

7- Educational level: 

Unable to read and write                        

Able to read and write                          

Primary school  

Secondary school  

Technical Institution                                  

College and higher education                          

8. Previous residential area (before immigration)  : 

Urban                      Sub urban                               Rural                        

9. Occupation before migration : 

10. Current occupation or activities   

11. Do you Smoke cigarettes? 

Yes                  No  if yes how many cigarette per day 

12. Do you consume alcohol? 

Yes                  No  if yes how much  per day 



Questionnaire  

13. How long have you been living current campus ?   years  months 
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Appendix C 

List of Expert's names 

Expert name 
Scientific 
Degree 

Work place 

Dr. Nezar Mohammed Amin Professor 
School of Medicine /Sulaimani University/consultant 
psychiatrist 

Dr .Saadia Ahmed Khuder professor Hawler Medical University \Collage of Nursing 
Dr. Salwa Shakir Alkurwi professor School of nursing  /Sulaimani University 

Dr.  Radhwan Hussein  professor College of Nursing \ University of Mosul 

Dr .mohammad Fazal Khalifa professor College of Nursing \ University of Baghdad 
Dr. Ali Kareem professor College of Nursing \ University of Karbala 

Dr .Vian Ahmad Naqshbandi 
Assistant 
Professor 

Hawler Mediacl University \Collage of Nursing 

Dr .Abdulqader Hussen 
Assistant 
Professor 

Hawler Mediacl University \Collage of Nursing 

Dr. Atiya Karim Muhammed 
Assistant 
Professor 

Dean, School of Nursing/Sulaimani University 

Dr .Yassir Nzamaldeen 
Assistant 
Professor 

College of Nursing \ University of Mosul 

Dr. Salwa Hazim Almukhtar 
Assistant 
Professor 

College of Nursing \ University of Mosul 

Dr.  Saman Anwar Faraj Lecturer School of Medicine/Sulaimani University 
Dr. Hassan Ali Hussein Lecturer College of Nursing \ University of Baghdad 

Dr. Muhammed Rashid Lecturer School of Nursing/Sulaimani University 

Dr. Bahar Nasradin Lecturer School of Nursing/Sulaimani University 





 

 

 

 

 

 

 

 

 
 

 
 

 
 

   
 




