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Foreword
Mental health is usually the least addressed need of
a displaced population due to several factors such as fragility,
conflict and violence. The 2015 Global Burden of Disease study
found a positive association between conflict, and depression
and anxiety disorders, as well as a strong correlation between
post-traumatic stress and the inability to adapt to new realities.
Yet, efforts at including mental health counselling and advice as
part of the essential health care package seem to be fragmented,
non-systematic and a patchwork of “add ons” in most settings.
The World Health Organization (WHO), the
United Nations Refugee Agency (UNHCR), Partners in Health
(PIH), International Medical Corps (IMC), Grand Challenges
Sameera M. Al Tuwaijri MD Ph.D.
Canada, and the Mental Health Innovations Network have
Global Lead, Population and
accumulated vast amounts of evidence about what to do in
Development- The World Bank
conflict and post-conflict settings. The 2016 Disease Control
Chair and Senior Advisor- Bridge
and Priorities report on Mental, Neurological, and Substance
Use Disorders, which draws on the knowledge of institutions and experts from around the world, also
provides a “gold standard” assessment and evidence on burden, interventions, policies and platforms,
and economic evaluation.
The evidence is clear. Effective scaled-up responses to improve the mental health and
psychosocial well-being of conflict-affected populations require careful adaptation to specific contexts
of multi-layered systems of services and supports (e.g., provision of basic needs and essential services
such as food, shelter, water, sanitation, and basic health care; action to strengthen community and
family support systems; emotional and practical support through individual, family or group
interventions; and community-based primary care health systems). This allows for a broadened focus
on affected individuals, addressing both their physical and mental health needs, while reducing the
risk of stigma and discrimination among families and communities. This is important since mental
disorders are highly co-morbid with other priority conditions (e.g., maternal and child health
conditions, HIV/AIDS, and non-communicable diseases such as cancer and diabetes).
To inform the design of context-specific interventions in emergency settings, the
mapping of the problem is of paramount importance, including assessment of mental health and
psychosocial information about the affected population, covering both those with disorders induced
by the crisis, and those with pre-existing disorders. Such assessments can also clarify what is the
current availability of mental health services in affected settings.
BRIDGE is adding to the body of evidence by taking a deep dive into the lives, fears and
needs of the refugee population in the San Diego area. The survey, albeit with a small sample size, is
in alignment with the past literature findings, is in line with the highest research standards, and
confirms once more not only the needs and aspirations of the refugees specially the youth but the fact
that addressing mental health assists in the integration process and provides a glimpse of hope for such
desperate people; hence the dream…..
Happy reading,
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Introduction
According to the Arrivals Information report (2007-2012) of the California State Refugee Programs
Bureau (RPB), the county of San Diego received 15,158 newly arriving refugees, making San Diego
the largest recipient of new arrivals in California during the aforementioned period. During Federal
Fiscal Year (FFY) 12 (ending September 30, 2012), San Diego County received fifty percent of the
new refugees resettled in California. These statistics do not include secondary migration, where
refugees who initially arrive in another county or state, move to San Diego for any reason. Most these
families reside in the San Diego Health & Human Services Agency (HHSA) geographical services
areas of Central and East regions.
Figure1-source SD county

Seventy-six percent of the refugee arrivals
during the last five FFYs are from Iraq
and the majority of Iraqi refugees are
settling in the city of El Cajon located in
San Diego’s East County where there is an
established Iraqi community. According
to the county reports, the total of refugees
arrived to San Diego (2015-2016) is 4,084
individuals. Report states that 2,762 are
individuals with children. Iraq, Syria and
Afghanistan refugees are on top of the San
Diego list (see Figure 1).
Language and cultural barriers continue to
impede
refugees
from
obtaining
employment
and
achieving
selfsufficiency. This issue has substantially
increased with the current influx of the Syrian refugees to the county of San Diego.
Nevertheless, there is one barrier that most of us are aware of, yet not responsive to. This obstacle is
the refugee psychosocial readiness for integration and employment. Many refugees have been exposed
to several harsh and dramatic incidents and traumatizing events that have had a myriad of effects on
their lives and psychosocial health. This is particularly true of current refugees within the region of
the Middle East and North Africa (MENA) given a history of continuous conflict stemming from
multiple wars.
Families flee to the United States with several psychosocial complications and burdens. In addition to
linguistic and cultural barriers, the excessive traumatizing incidents they carry, makes the process of
resettlement and social integration even more difficult. As a result, the Bridge organization has
embarked on a small-scale research effort to understand the underlying factors doubling the barriers
on the way forward for these families, with a special emphasis on the youth of these groups. This
study analyses social and health services provided (and lack thereof) with the hopes of drawing
attention to the significant needs held by these populations. Bridge utilized a responsive methodology
as a tool to identify the intervention level required, in addition to exploring further possibilities for
cooperation amongst service providers in San Diego County.
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Methodology
This study was designed to address specific issues through a set of
questionnaire and interview based surveys. Bridge selected the
Syrian refugee families (adult and youth) and the Iraqi youth as the
sample of its study. The report will provide both qualitative and
quantitative insights that address Mental health and GBV prevalence
in accordance with this specific spectrum needs and urgency.
Bridge, with the support of San Diego Youth Services (SDYS)
therapists, was able to develop this survey tool. Through
coordination with Bright Nations, License to Freedom and the
Newcomers Services Development (NSD) organizations, Bridge
was able to approach 20 Syrian parents, 20 Iraqi youths, ad 41 Iraqi
and Syrian women for a questionnaire specifically on GBV. A total
of 81 youth and adult of both Iraqi and Syrians participated in this
study.
The United Nations classification of youth age groups is (15-24).
However, it varies from one country to another depending on several
factors. In the United States, for example, the Transitional Aged
Youth (TAY) range for youth is between the ages of 16 – 25.
This survey therefore has selected the age group of the Syrian and
Iraqi youth for the aging group (16-25) to meet the specific
classification of the country of residency1.

Survey Structure
Quantitative research method
Location: El Cajon CaliforniaEast County of San Diego
Adult group (women and men)
age average 42 years
Presence in the US: less than 12
months for Syrians and less than
60 months to Iraqis
Population
size:
100
‘newcomers monthly average’
Sample size: 81 (20 Syrian
parent, 20 Iraqi youth, 41 Syrian
and Iraqi women for specific
GBV questions).
Random selection 65% male35% female
Iraqi Youth 60% male-40%
Female

Syrian refugees and Iraqi youth were selected for several factors:

Total
interviewee
(key
➢ Considerably the largest current refugee group in San informant):10 70% female- 30%
male
Diego;
➢ Significantly affected by wars and continuous conflicts Syrian and Iraqi youth groups
within the past 10 years;
age (16-25) years
➢ English is not an easily graspable skill or language, and
there are limited interpretation and translation services
available, putting them at higher risk;
➢ And, their unmet needs may have negative impact on themselves, their families, and on the
community in large.
Bridge, therefore, will produce help identify the root problems and recommend some solutions to
prevent unwanted consequences and other sorts of humanitarian disasters within the hosting
communities in the short, mid, and long terms.

“TAY launching from adolescence into young adulthood. This distinct population is called
upon to make complex decisions about their lives in regards to personal relationships,
employment, health care, housing, education and finances.” Ref.4, page23
1
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This study has therefore aligned the questionnaire to answer four specific questions:
1. What is the level of the Mental Health Awareness amongst the sample?
2. What is the level of the MH denial in both refugee and service providers?
3. What are the most traumatizing factors that the current status quo adds to these groups?
4. Prevalence of deep GBV and addiction amongst youth and women.

Survey limitation and challenges
Due to Bridge’s own funding and limited resources,
challenges have been more significant and critical especially
in terms of logistics.

Figure 2- Statistic formula used on this
research
source The Research Advisors (Massachusetts)

Volunteers who are in contact with families have found
difficulties in opening these conversations with families.
Because of the trauma experienced by these groups whom
are war and conflict fresh, fear and anxiety were
intersecting on answering the questions or responding
confidently to the surveyors.
Some additional challenges were:
❖ Bureaucracy of some public agencies that Bridge
approached made the process more challenging and
lengthy.
❖ Surveying youth was the most challenging part in this report, difficult to approach especially in
the context of limited cooperation from relevant agencies.
❖ GBV is a sensitive segment to be discussed. At the first-hand data collection, we received
several discrepancies in answering the same question but with different formatting. A whole
component had to be redone with the support of one of the local DV organizations (License to
Freedom) in order to meet our report standards.
❖ Challenges in administering survey/questionnaire due to funding and resource limitations,
despite a productive set of conversations with local providers. Both the License to Freedom and
the NDS organizations have gratefully embarked on facilitating this segment successfully.
❖ On the Syrian family segment, the survey was supposed to target 45 families to cover the
newcomers’ average, however, the scarcity of resources decreased the number, only with the
support of the Bright Nations Initiative’s volunteers we could reach to 20 adults and 2 youth.
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KEY FINDINGS
55% of the families are war fresh (spent less than 3 years in
transit)
67% of the male and 43% female populations feel sad, hopeless
and useless
100% of Syrian women see MH not a priority nor it would
change anything
60% of the families have direct family members who were left in
the war/conflict zones
85% of women and 100% of men interviewed have indicated
their fear from the American System
46% of male and 28% female witnessed killing and horrible war
events in which the 100% of the 46% of the male see it on their
dreams
92% of men and 71% of women reported severe anxiety
8% of men feel withdrawing from others including their own
families
60% of Iraqi youth respondents stated they have or have known
someone who has witnessed horrible incidents,
60% of Iraqi youth respondents stated they suffer of worry and
anxiety.
70% of Iraqi youth respondents are using or aware of someone
using substances.
35% of Iraqi youth stated they knew someone who has thoughts
of suicide.
35% of Iraqi youth stated they have been bullied at school or
work.
95% of Iraqi youth respondents felt that they could adapt to the
new culture.
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Trauma Emotional &
psychological
symptoms
Shock,
Denial, or
Disbelief.
Confusion,
Difficulty
concentrating
Anger,
Irritability
, Mood
swings.
Anxiety and
fear.
Guilt,
Shame,
Selfblame.
Withdrawing
from
others.
Feeling sad
or
hopeless.
Feeling
disconnected
or numb.

CHAPTER I: TRAUMA AND MENTAL HEALTH AMONG SYRIAN ADULTS
Trauma means ‘injured’ in the Greek language. Apart from the medical interpretation, trauma in
mental health is often referred to describe the excessive amount of stress that is beyond someone’s
ability to cope with, or integrate the emotions involved with that experience. It can be caused by an
overwhelming negative incident that produce a lasting impact on someone’s mental and emotional
stability.
Most common factors of trauma include:
•
•
•
•
•
•

Rape
Domestic violence
Natural disasters
Death of loved ones
Witnessing an act of violence
Severe illness or injury

The recent unfortunate factors; wars, continued conflicts, poverty and the unstable economic and
social dimensions could exacerbate an experience of trauma by adding stress and burdens that
accumulate, resulting in negative behavioral patterns over time, such as depression and substance
abuse. Despite the various important outcomes abstracted from the survey, some are of high concern.
It is quite understood that several service providers working with Syrian families in San Diego have
noticed similar facts of this study’s findings; however, this paper sets as a research tool that confirms
on some concerns and bring other ones to the table.
Comparatively, 80% of the respondent sample has indicated a family size of more than 5. Nearly 55%
of this sample spent less than 3 years in transit countries, which can be interpreted to mean that 55%
of these families are war and conflict fresh. At least 60% of this group has families or extended family
members and beloved ones whom are left in Syria, which can be one of the major negative factors that
increases anxiety and is in somehow not been taken into consideration by the service providers. Such
statements of concerns have come up clearly while their conversation ‘interviews’ many times.
46% of the male respondents on the questionnaire sample indicated that they have witnessed horrible
events, blood and killing. 28% of women answered with yes on same question. 14% of the women
marked “no” to this question.
Another question asked respondents if they had any unusual bad dreams and nightmares, or if they
see the exact past incidents in their dreams on a regular basis.
46% of the male answered with yes. 15% said sometimes while 38% answered with no. Female
respondents answered the same question with 14% yes, 29% sometimes and 57% responded with no.
During the interviews, four women out of seven (57%) have expressed their fear of the coming future
and how they are deeply depressed given the history of what them and their families have experienced.
Some women were agitated with their children and “yelling” at them during the interview, and many
began to cry while responding.
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43% of women indicated that they feel hopeless and sad. 67% of males interviewed indicated that they
feel completely useless, depressed and hopeless.
Both women and men interviewed have illustrated that language and economic barriers are adding
more depression on them. 85% of women and 100% of men interviewed have indicated their fear of
the American System, for instance, all have confirmed their worry and fear of being thrown out
of their apartment complex for they may not be able to pay their monthly rent and bills.
On a question that asked respondents to indicate a self-evaluation on their current psychological
status from (1-10) giving 10 is the worst. 29% of women and 46% of men have marked 7-10.
In comparison to your previous life, how you evaluate your current general condition?
85% of women and 61% of men marked better. 38% of men answered with no change or worse. 15%
of women answered no change.
“Do you feel disappointed on your decision moving to the US?” 38% of men answered with yes
while 100% of women answered no.
“Do you suffer from anxiety?” 92% of men and 71% of women answered with yes to this question.
8% of men indicated that they find difficulties in communicating with others ‘withdrawal’ including
with their own families.
“What is the major reason that you think is behind your anxiety?” 53% men answered economic
factor. 23% of men answered psychological issues. 23% of same group marked the new culture. 57%
of women marked the new culture and 14% on economic factor.
“Have you ever received Mental health support or treatment?” 100% of both women and men
answered with NO.
“Did you receive any Mental Health awareness since your arrival?” 38% of men answered yes and
61% of men answered with no. 100% of women answered with No.
“How you evaluate the MH awareness you received in terms of clarity and inclusiveness?” 38% of
men marked either did not understand or a routine.
“If you offered Mental Health services would you accept it?” 15% men answered with NO while
84% of men answered with YES and 100% of women answered with YES.
“How do you understand what “Mental Health” issues are?” 46% of men marked limited 38% of
men said they are informed. 28% of women said limited, another 28% said they know MH and 42%
answered with no information.
“How would you prioritize the Mental Health service in your life?” 61% of men marked not a priority
or won’t change anything. 15% men marked I feel shy about this subject. 8% barriers of transportation
and language would prevent a good service. 100% women marked not a priority and won’t change
anything.
“If you offered the service in the English language, how limited is your English abilities?” 84%
men marked limited or no English. 15% of men marked good. 71% of women marked limited or no
English.
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Chapter II: Syrian Youth Responses
Through our questionnaire, we sought to glean new insights mental health issues among Syrian
refugees (particularly children) in San Diego. Given San Diego’s large Arabic-speaking communities,
there are some advantages to Syrian families being located in San Diego. Firstly, ethnic and language
group belonging can be a factor that can protect mental health and well-being (Smeekes et al., 2017).
This insulation can serve to maintain experiences of identity as they change and feel a sense of loss,
which are often associated with the sudden and dramatic relocation of refugee families ( Smeekes et
al., 2017; Fazel et al., 2011). Furthermore, existing social service programs in the San Diego region
can further insulate families from the troubling effects of war and associated traumas of relocation
(Zetter & Ruaudel, 2014; Fazel et al., 2011).
Despite some of these protective factors, there is still a considerable amount of need to support these
families. The significant mental health effects of war, and trauma on refugee families has been
extensively documented (Adam, 2017; Fazel et al., 2011; Sangalant, Jager & Harachi, 2017; Reed et
al., 2012; World Health Organization, 2014). Studies indicate that refugee children can exhibit higher
anxiety and fewer coping strategies in the face of stressful experiences, and they are particularly
vulnerable to anxiety, bullying and stigma (Fazel et al., 2011; Adam, 2017). The current political
climate and debates around refugee and immigrant identity further contribute to an environment
where accessing resources can be risky, and increased Islamophobia and hate crimes in areas where
refugee children relocate further isolate families who are in need of support and community belonging
(Adam, 2017).
Given these factors, we constructed a questionnaire with the hopes of gathering more nuanced
information about Syrian youth (ages 16-25) and how they are situated socially. The Bridge
Organization had pre-established relationships with most of these families, and we were hopeful that
our rapport with these families would warrant some comfort in addressing these questions. However,
only two out of the 21 expected individuals responded to the questionnaire, and despite the numerous
anecdotal evidence around the obstacles this population is facing, the results of the survey did not
reflect these experiences.
Of the 2 respondents, both came from families larger than 5 individuals and were of each gender.
Questions were translated into Arabic and reviewed by practitioners at San Diego Youth Services to
support content validity. The following displays some of the responses to the questions posed:
• 100% indicated that they “feel safe at home” and do not experience “any kind of violence
or humiliation by family or close ones”.
• 100% indicated that they do not “worry a lot “and have not been “hospitalized for some
mental fatigue”.
• 100% indicated that they have not been “bullied in [their] school or workplace,” nor do
they know anybody who has been.
• 100% indicated that they do not know somebody who “uses drugs.” Culturally and
linguistically, “drugs” refers to illicit and/or illegal drugs used recreationally, versus aspirin or
other medicinal or over-the-counter medications.
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• 100% indicated that they feel they “can adapt” to “the new culture” in the United States,
specifically El Cajon, CA.
• 100% indicated that they “do not feel disappointed” or feel like “withdrawing from family
or friends, “and described their internal state as “happy.”
• 100% indicated that they have not personally or know somebody who has “witnessed
horrible incidents, blood or killing.”
• 100% indicated that they consider their mental health as “very good” and that they do not
need to speak with a therapist regarding any issues. Interestingly, 100% indicated they would
accept a therapist’s services “only if the confidentiality was guaranteed” and “no one knows.”
• 100% indicated that the survey was “clear” and had “good questions.”

While the number of respondents to this questionnaire is low, it also is not surprising given other
research. Smeekes et al. (2017) shared a similar experience where they acknowledged the difficulty
in accessing and gathering data from this population. While it’s important to remain tentative with
conclusions and assumptions made about this phenomenon, there are some factors to point to.
Many of these families left Syria during civil war and unrest, where the government and associated
agencies were not to be trusted, and in many cases, considered dangerous. In addition to this, these
families have arrived in a political climate where the refugee and immigrant populations, particularly
from the Middle East, are under constant attack and positioned defensively.
Anecdotally, we are familiar with families specifically telling their children to not share “private”
information with “people outside of the family.” This notion is supported by the unanimous response
that these youths would accept therapy if there was “guarantee” that confidentiality would be upheld.
While the information we were able to gather here is limited, we hope to outline some
recommendations based off of our understandings from other research and personal experiences in
the community.
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Chapter III: Iraqi Youth
A questionnaire was developed to assess mental health, trauma, and social violence within the Iraqi
refugee population in order to better understand current issues and opinions among the population.
Iraqi refugees are a significant population in San Diego County, specifically in El Cajon, CA. They
comprise 76% of refugee arrivals in the last five federal fiscal years (see Figure 1). We chose to
conduct the survey among Iraqi refugees in El Cajon, CA due to the established Iraqi community
within this area in Southern California, specifically the youth. 20 youths between the ages 16 to 25
participated in the questionnaire. Of these respondents, 60% were male and 40% female and 85% were
older than 18 years of age. 55% of respondents are in a family of five or more individuals.

Direct and Indirect Exposure to Violence
60% of respondents stated they have or have known someone who has witnessed horrible incidents,
bloodshed, or killings. This exposure is associated with an increased risk of decreased mental health
and post-traumatic stress correlated with exposure to traumatic events (Fazel et al., 2011).
20% of respondents stated they had disturbing dreams. Anxiety is correlated with family history of
traumatic events and sustained exposure to violence in the form of experience in refugee camps,
parent’s exposure to torture, and decreased play time due to war conditions than specific individual
traumatic exposure (Montgomery, 2011). A child’s sense of security and protection from their parents
decreases with increased exposure to violence, leading to increased anxiety and greater sleep
disturbance (Montgomery, 2011). The idea of intergenerational transmission of trauma among
survivors of war and extreme violence has been suggested as a real concern as children are parented
by adults affected from their refugee experience (Danieli et al., 2016). Subsequent generations of
survivors of trauma can decrease effects of intergenerational trauma through increased connectedness
to community and therapy to resolve feelings of lost identity and purpose (Danieli et al., 2016). This
suggests reform around community integration with respect to resettled refugees within the United
States.
• 30% stated they felt a general guilt “sometimes” and 15% stated they felt a general guilt
often.
• 35% stated they felt they worried a lot, with 25% stated they worried at sometimes.
• 60% of respondents stated they worried “a lot” often or sometimes. This is consistent with
research suggesting that refugee children exhibit higher levels of anxiety than displaced and
nondisplaced children (Fazel et al., 2011).
• 30% of respondents stated they felt they had an abundant amount of anger that they usually
suppress and do not express. 30% stated they sometimes felt they had anger and could not
express it.
• 35% of respondents stated they “sometimes” felt like withdrawing from others or family
and 15% they generally feel that way.
• 40% stated they “sometimes” blamed themselves (no specific reason given).
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• 35% of respondents feel disappointed “sometimes” and 15% feel disappointed in general.
Some reasons respondents gave for this disappointment were poverty, “difficult to live”, “too
many problems going on”, life, decisions, and God.
• 30% stated the word that would describe them now is “hopeful.”
• 35% stated they knew someone who has thoughts of suicide.
• 45% stated they have fears “sometimes” and 35% stated they do have fears most of the
time.
• 75% of respondents stated they believed in themselves, 25% stated they did not always
believe in themselves
• 35% stated they have an intensive need for moral support but cannot request it. 20% stated
they feel this “sometimes”.

School Environment and its Effects
Of the surveyed population, 35% stated they have been bullied at school or work and, 15% indicated
they have been bullied “sometimes.” Of those respondents who stated they have been bullied, 63%
reported it happens frequently. Almost 43% stated they have reported it to the school administration
and 50% stated this helped stop the bullying, however, 20% stated the bullying continued. Those who
did not report it to the administration reported feeling it would not change anything.
Depression rates are greater among refugee children when faced with low community support at
schools as well as low extended social community (Sujoldzic et al., 2006). However, other research
shows that support in school systems, such as recognized safety, decreases the possibility of developed
PTSD (Geltman et al., 2005). Responsive school environment and a sense of community acceptance
within the school showed to decrease rates of depression (Kia-Keating & Ellis, 2007, Rousseau et al.,
2004, and Sujoldzic et al., 2006) and anxiety (Sujoldzic et al., 2006). This could be a potential factor
to consider for improving refugee youth experience when resettling in the United States and their
mental health by reforming or creating school programs targeted at refugee youth support.

Substance Abuse
15% of respondents stated they are under the influence of drugs or alcohol most of the time and 30%
stated they are sometimes under the influence of drugs or alcohol. 35% of respondents stated they
knew more than three individuals who were using some sort of substances. Another 35% stated they
knew of at least one person who was currently using substances making a total of 70% of respondents
aware of someone using substances. Since alcohol and drug usage are not socially or culturally
acceptable among some Arab and Muslim countries (Odeh, 2008), this high percentage in substance
use may not be addressed directly within the Iraqi refugee community. However, it is apparent through
this survey that there are a high number of individuals engaging in some type of substance use.
Research states that there is a high correlation between mental health diagnoses and substance use
resulting in a co-occurring disorder which can lead to barriers in treatment (Morisano et al., 2014).
This may indicate refugee youth turning to substance use in response to their mental health concerns,
14

rather than seeking professional assistance from mental health providers. Cultural beliefs surrounding
this topic may also be a barrier to treatment and sensitivity addressing this topic with refugee
populations should be considered.
50% of respondents stated they smoked. The Journal of the American Medical Association (JAMA)
reports that smoking rates were correlated with mental illness in that individuals with “past-month”
mental illnesses had smoking rates of 41% compared to individuals with no mental illness at a rate of
22.5% (Lasser et al., 2000). JAMA also reported individuals with recent mental health issues
accounted for 44.3% of the national sample of cigarette smokers (Lasser et al., 2000). Conclusions
from the study reported individuals with mental health issues are “twice as likely to smoke as other
persons but have substantial quit rates” (Lasser et al., 2000). This information may be helpful in
addressing the possible reason for increase in smoking rates among Iraqi refugee youth and discussing
mental health from a medical standpoint for individuals who may be hesitant to address mental health
concerns directly due to cultural beliefs.

Harassment and Abuse
30% stated they know someone who has been harassed or abused but could not report it.
15% stated they knew someone who has been asked for sexual services in return for money.
35% stated they felt they were being controlled by someone.
30% stated they have been threatened by someone and could not report it.

Life at Home
One of the questions on the survey asked, “In your opinion, what could be done better in order to have
a better life?” Some responses were: “different parents”, “stop worrying”,” more freedom and
understanding by parents, “consistency”, and the most stated was monetary gains. Fazel et al. (2011)
finds that parents who have been exposed to traumatic events such as killings or torture, may have a
greater impact negatively on their children than the child having direct exposure (Montgomery &
Foldspang, 2006, Rousseau et al., 2003).
Psychological well-being of mothers was found to be especially important and protective to the effects
on their children (Ekblad, 1993, Fox et al., 1999, and Hjern et al., 1998). Refugee mothers were more
likely to address feelings of anger towards their children if their mental health was neglected (Hinton
et. al, 2009). This suggests recommendations for solutions to include a focus on refugee mothers’
mental health as it corresponds heavily to the mental health of their children.
95% of respondents felt that they could adapt to the new culture. Studies show that adolescents often
identify themselves as more acculturated than their parents which in turn, can create conflict within
the family, specifically between children and parents (Nguyen & Williams 1989 and Rick & Forward,
1992). This may indicate differences in treatment among refugees when considering youth versus
adults. 20% of respondents stated they “sometimes” felt safe at home and 5% stated they did not. 25%
stated they sometimes felt neglected or not understood at home and 10% stated they felt neglected at
home.
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Perceived Mental Health
25% of respondents stated they evaluated their mental health as intermediate and 70% stated it was
either good or very good. Only 5% stated they felt they needed to speak with a therapist, 30% stated
they sometimes felt they needed to speak with a therapist, and 65% stated they did not need to speak
with a therapist. However, when asked if a therapist's’ services were offered to them almost 37% stated
they would accept it and believed it would help.
Another 37% stated they would accept the treatment if confidentiality was guaranteed. 16% stated
they would not accept or did not believe in therapy. This indicates that more outreach services are
needed to meet refugees within the community. At the end of the survey, 15% of respondent stated
they felt they had expressed themselves better in the survey.

Recommendations -Youth
Although we received a higher amount of responses when compared to our Syrian refugee
respondents, responses to most questions were identified as “sometimes” which we
interpreted as reluctant to answer with a definite “yes” response.
Due to our experience working with refugee populations, in particular their opinions on
“outsiders” or individuals not within their family, we inferred that the percentages of
affirmative responses to particularly personal questions may be higher (Fazel et al., 2011,
Smeeks et al., 2017). Despite this, our findings do correlate with research on refugee youth
and their experiences:
● School support in the form of innovative and culturally competent programs aimed
to integrate refugee youth in the school community, decrease bullying, and increase
recognized safety.
● School support that includes treatment from clinicians aimed at encouraging
discussion of mental health issues.
● Integration into the social community through events or programs promoting
development of a social support system.
● Integrated treatment approaches for youth struggling with substance use.
● Create differing treatment approaches targeted towards refugee mothers.
● Treatment that focuses on individual counselling for children, adolescents, and
parents that culminate in future family therapy.
● Culturally sensitive psychoeducational seminars regarding mental health for refugee
parents and children.
● Outreach programs to engage the refugee population and offering in home services.
● Trainings and capacity building in trauma informed care and refugee trauma
customized for the schools’ staff.
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Analysis
Our study focused on the experiences of women and youth from the Iraqi and Syrian refugee
populations in San Diego county. Studies have demonstrated that this subset of individuals are at a
greater risk of experiencing mental health symptoms as a result of trauma and refugee experiences
when compared to their male counterparts (Hollander et al., 2011; Zetter & Ruaudel, 2014).
Furthermore, the effects of this on parents (both male and female) has been documented as shaping
the family context and influencing the quality of “family relationships, communication patterns, and
parenting behaviors (Sangalang, Jager & Harachi, 2017). From our review of the data collected from
a series of surveys, combined with existing studies and layered with experiential and anecdotal data
about the Syrian and Iraqi youth communities in San Diego, there are several themes that have
emerged as needing attention.
The hesitation to engage with mental health services emerged most prominently across our
questionnaires. This was demonstrated by the large number of respondents (75%) indicating that they
have some knowledge of somebody in their community who uses drugs, and 45% indicating they
know more than 2 people who use drugs. Additionally, 55% indicated experiencing a “negative affect”
emotion regularly, such as depression, and 35% indicating that they know somebody in the community
with suicidal ideation. However, these reports are juxtaposed with 100% of respondents indicating
that they have not received or engaged with mental health services. The theme around a hesitation of
engaging with existing services is further supported by both Iraqi and Syrian youth reporting a
statistically high level of bullying (63.3%), while 57% indicated that they did not report anything to
their school administration due to the belief that “it won’t change anything”. The literature reflects
this finding, as many studies have found high levels of trauma with low levels of engagement with
supportive services to address these effects (Adam, 2017). Minorities and refugees alike are often
inclined to wait to access services due to the fear of “double discrimination” of being a minority and
a person with mental illness (Adam, 2017).
Gender-based violence compounds the effects of war and trauma, and can be riskier given the
hesitation of engaging with service providers. A 2014 WHO report indicated that one in three women
has been beaten, coerced into sex or abused in some way. This occurs more frequently amongst
married women, and the risk increases for refugee women especially when their husbands are
unemployed (Hollander et al., 2011; UN Women, 2014). The instability and unfamiliarity with a new
culture can aggravate already established patriarchal power dynamics, and increase fear and anxiety
while decreasing a sense of agency. In one study, almost all men reported feeling afraid for the safety
of their wives and daughters (UN Women, 2014). This issue becomes critical when considered within
the context of our study, as most families prefer to keep issues “within the family” and are hesitant to
engage with social services for these issues.
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Finally, themes of “hopefulness” and “adaptation” were consistent across studies. This resilience is
not uncommon for families, and when combined with the insulation of community support, social
services, and other recommended practices offered below, can greatly increase the ability to survive
in a new cultural and geographic context. Furthermore, it can be assumed that with education and
discussions regarding mental health, these families may be inclined to access resources they were
previously unaware of.

Limitations
The most prominent limitation of this study is the small sample size total of 81 individuals.
This difficulty in accessing and gathering responses from refugee communities was
reflected in other studies (Adam, 2017).
Our respondents for Syrian youth was limited to 2 respondents, and as a result must be
considered within this context. Smeekes et al. (2017) corroborated this barrier to obtaining
adequate data on this particular population.
In addition to the psychological distress of surviving environments of war, refugees often
face issues financially, socially, and culturally when migrating to different countries
(Porter & Haslam, 2005). This may hinder and influence willingness to participate in
certain studies.
Our questionnaire was translated into Arabic and was assessed for accuracy in translation
and content validity by San Diego Youth Services. Despite this, we do not have measures
of reliability to accompany our questionnaire. And while we did ensure that respondents
were clear on the questions and their meaning making behind them, there is the risk of
cultural interpretations not matching the intended meanings.
Ultimately, any attempt to look into the world of a different cultural community is
interpreted through our own cultural lens. This facet must be considered not just in this
study, but in any development of services for other cultures, which we expand upon in our
recommendations.
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Recommendations
Our research, combined with the existing research in both the US and other countries (Turkey, Jordan,
Lebanon, Sweden, etc.) that accept refugees, demonstrates the urgency of providing culturally competent
and ethical services to these families2. Our hope is to offer some recommendations to service providers
and policy makers. In doing so, itis important to consider specific contextual and cultural variables that
are present within communities. This attention to community contexts strengthens the ability to provide
resources that are thoughtful and intentional. In this way, our attention begins with community efforts
and moves outwards to larger systems and service providers.
Community connection leads as one of the primary factors that supports individuals in mitigating the
effects of PTSD, adapting to a new life, and staying connected to preferred identities (Thabet & Vostanis,
2000; Betancourt et al., 2017; Smeekes et al., 2017). Allocating resources towards community events and
forums where refugees and current residents can come together to learn from each other is critical.
However, it’s important to note that this needs to be approached intentionally, and not left to its own
devices. In this way, the training of culturally and linguistically service providers who can not only
provide direct mental health services, but also facilitate these types of conversations, can prove to be
fruitful. Furthermore, these forums can house conversations and psychoeducation around mental health
services and other available resources, while very clearly speaking to issues of confidentiality and other
features of our health care systems that can be often taken for granted by those familiar with them.
It’s important to note that a reciprocal learning relationship between refugees and current residents
needs to be highlighted within these community efforts. An intentional mining of knowledge from
refugees and how they culturally approach wellness is a step that both supports the construction of
culturally competent resources and mitigates the colonizing effects that can come with “assimilation”
(Monk, Winslade & Sinclaire, 2008). Additionally, the hesitation of Syrian and Iraqi refugees to engage
with public services needs to be approached with a sense of patience and trust in education. Therefore, a
tentativeness with “psychoeducation” is recommended, as psychoeducation often captures the values and
techniques of Western cultures. A conversation where the values and preferences of refugees might be
named and thickened, and then put forth into dialogue with current residents who inhabit culturally
Western values can create a context that honors important traditions, while exposing refugees to other
possibilities.
Service providers including the educational institutions must begin to acknowledge the possibility of
trauma and immigration-related loss for refugees, while being careful of making assumptions
(Adam, 2017). This might look like asking questions about their experience and transition here with the
use of open-ended questions, and utilizing interpreters to speak their primary language. Fortunately, many
2

(Betancourt et al. 2017; Adam, 2017; Smeekes et al., 2017; Reda, 2017; Fazel et al.,
2017; Timshel et al., 2017; Nakeyar & Frewen, 2016; Thabet & Vostanis, 2000).
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providers offer trauma-informed care, which houses many of these principles. In this way, bringing
trauma-informed care ideas further into culturally and linguistically competent domains can have a major
effect on making them accessible and providing services to refugee families.
The allocation of resources towards culturally competent and trained interpreters is critical. Refugees
can be very limited in their access to resources due to language, and access to interpreters can sway this
trend dramatically. Additionally, interpreters can often play the role of “cultural brokers” as well, and
explain services in a way that might not be understood culturally or linguistically otherwise. Caution
must be taken in using volunteer interpreters or “people who speak the language” as interpreters, as issues
of confidentiality and management of sharing a public realm with their clients can dissuade refugee
clients from proceeding with services. Given the stigma of mental health within these communities, any
sense that their engagement with services becoming public can have effects, as demonstrated in our
questionnaires. While our discussion here is focusing specifically on mental health services and
community organizing, it’s important to note that a holistic approach to supporting families is important.
Often, mental health considerations are not prioritized until other needs are met. Reda (2017) states
that legal, physical, psychological, financial, spiritual, and vocational needs must all be considered in
providing services, and that issues of housing, education, and leisure must be considered. This can also
include one-stop locations where identification, social security, welfare, and other questions can be
answered, and can extend as far as the presence grocery stores that sell ingredients and foods that match
their cultural heritages.
Ultimately, a shift in the approach of “clients come to services” may need to be considered, where
providers start to “go to clients” in their provision of services. This might mean being located in schools
where refugee students and their families can easily access these services, or setting up in-home services
as appropriate. Refugee youth can often acclimate to a new culture and setting much more quickly than
their parents, which can create tension in the family. However, this experience can be also considered as
an entry point to supporting refugee youth in helping their family navigate social services as needed
(Smetana et al., 2015).
Refugee resettlement has been shown to have positive effects for host countries, despite general political
discourse (Zetter & Ruaudel, 2014). These positive effects have been amplified when projects between
private sectors and community based organizations are developed to deliver labor intensive projects,
and the skills of incoming refugees are harnessed. Furthermore, providing vocational and linguistic
skills can accelerate this process, particularly amongst youth. However, other studies show that a lack of
“appropriate access and effectiveness of mental health” increases the likelihood that PTSD symptoms
will be persistent for many years, and have ripple effects in the communities they are in (Fazel et al.,
2005; Sangalang, Jager & Harachi, 2017). An intentional and rapid development of services to fit the
needs of these families can have effects beyond the immediate refugee community.
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Links;
1. The UNWOMEN report
www.unwomen.org
http://uniraq.org/images/documents/We%20Just%20Keep%20Silent%20final%20English.pdf
2. The WHO report on GBV
www.who.org
3. The UNFPA report on Syrian crisis
www.unfpa.org
4. The SD county and other reports:
http://www.sandiegocounty.gov/content/dam/sdc/hhsa/programs/ssp/social_services_advisory_b
oard/documents/Draft_April-2013_COSD_Refugee_Plan_.pdf
http://www.sandiegocounty.gov/hhsa/programs/phs/documents/Refugee_FactSheet2011.pdf
https://www.sccgov.org
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ANNEXES
ANNEXI: Survey Monkey Iraqi Youth
https://www.surveymonkey.com/results/SM-JYKBSY8N8/

ANNEX II: Survey Monkey Iraqi & Syrian Women and Girls
https://www.surveymonkey.com/results/SM-RZNGRWDF8/
ANNEX III: Syrian families’ questionnaire and interviews.
Attachments enclosed.

©Bridge for Collaborative Communities 2018
www.bridgeorg.org
info@bridgeorg.org

24

