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Abstract
Objectives: In recent years, a high number of Middle Eastern refugees have
resettled in highncome countries. Those families have experienced significant
traumatic experiences that impact on the functioning andbeatlg of whole

families. This systematieview examines ifamily/parental functioning influences

child and youth psychosocial outcomes within refugee families from the Middle East

who have resettled in highcome countriesMethod: PRISMA guidelines were

followed for the identification and sadtion of articles resulting in the inclusion of 19

articles based on 10 separate samples. Due to the heterogeneity of articles, a narrative

methodology was applied for the analysis of included stuBiedings: A consistent
association between parentalitma/PTSD and child PTSD and mental health was
found. A gendered element to the experience of distress in refugee families was
indicated with maternal factors in particular being associated with child outcomes.
Parental mental health and family factorgevielentified as risk and protective

factors. Child outcomes are impacted by various complex pathways of parental and
family factors occurred during psettlement and in the resettlement environment.
YXUWKHU FKLOGUHQTV UHYVH wiatidnshipdHa@e\Wudggestedd [ W
facilitate positive outcomegonclusion: While based on a small sample of studies,
results support the thorough assessment of whole families. Further research using
more consistent measures across studies is requiredherfpromote the
understanding of processes involved in the interaction between parental/family
factors and child outcomes in Middle Eastern refugee families resettled in high
income countries.

Keywords:Middle Eastern refugees, refugee families, refugéd citcomes

V X|
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Introduction

In the general population, parental and family factors are known to be linked
to a wide variety of child outcomes, such as pachiit interactions playing a key
role for brain development and executive functioning (Rochettee&iBr, 2014;
Takeeuchi et al., 2015). Children are dependent on their parents to develop emotion
regulation skills (Repetti, Taylor, & Seeman, 2002), with a deficit in this skill set
being linked to mental health difficulties in children (South@esrow & Kendall,
2002). Factors negatively impacting on these interactions, and consequently child
outcomes, are parental mental health (England & Sim, 2009) and parental trauma
history (Bryant et al., 2018; Field, Muong, & Sochanivmean, 2013).

Refugee familiessuch as those from Syria and Afghanistan, having been
forced to resettle due to war and violent conflict in their home country, are a
vulnerable group due to having been exposed to various traumatic events across the
different stages of their resettlemgmirney (Amnesty International, 1998; Lustig et
al., 2004) Events that refugees are exposed to directly or indirectly can range from
experiencing the violent death of a family member, witnessing violent acts against
friends or relatives, being separafean family members, being tortured, kidnapped
or abused, and lacking access to basic resources (Montgomery, 1998; Tinghdg,
Malm, Arwidson, Sigvardsdotter, Lundin, & Saboonchi, 2017). Consequently,
prolonged or multiple traumatic experiences which are comamong refugee
families (Macksound, Dyregrov, & Raundalen., 1993) have been identified as a
predictor for mental health outcomes with greater exposure associated with higher
severity of mental health difficulties (Steel et al., 2009).

Epidemiological stdies have found higher rates of mental health difficulties

in refugee populations compared to host populations (Fazel, Wheeler, & Danesh,
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2005, Lindert, Ehrenstein, & Priebe, 2009). A recent review on prevalence rates of
mental health difficulties for younrefugees (under the age of 18 years) having
resettled in European countries suggested rates of posttraumatic stress disorder
(PTSD) ranging from 19.0% to 52.7%, rates of depression between 10.3% and
32.8%, anxiety between 8.7% and 31.6%, and rates favimural and emotional
difficulties rates are between 19.8% and 32.8% (Kien et al., 2017). Similarly, high
rates of prevalence for depression {208%0), PTSD (4.486%), and unspecified
anxiety disorder (20-:88%) were described for adult refugees in Higdome
countries (Bogic, Njoku, & Priebe, 2015). Variability in prevalence rates was
accounted by differences in clinical and methodological features, country of origin,
migration journey, and resettlement environment (Bogic, Njoku, & Priebe, 2015;
Kien etal., 2017). For young refugees, resettlement factors identified included
schooling, social support, and parent mental health (Fazel, Reed -Backe&
Stein, 2012). Parental trauma history has been associated with harsher or more
overprotective pareimmg and higher levels of psychosocial adjustment difficulties
among refugee children (Bryant et al., 2018; Field, Muong, & Sochanivmean, 2013).
In the literature on the transmission of parental trauma on children, Yehuda
(2001) found an association betwgegarental and child PTSD. Later studies found
that maternal but not paternal PTSD has been suggested to relate to increased
vulnerability for child PTSD (Yehuda, Bell, Bierer, & Schmeidler, 2008) but
transmission pathways are complex and influenced bgtge neurobiological
(Yehuda et al., 1996), as well as social factors (Yehuda, Halligan, & Bierer, 2001;
Yehuda, Bell, Bierer, & Schmeidler, 2008). In the context of Middle Eastern refugee
families, factors of relevance lie within the fettlement andesettlement context

providing various challenges to adults and children due to the new culture and its
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impact on individuals, family systems, and the interaction of parents and children
within the family unit (Mehraby, 1999). This has been noted as dlgatig for
Middle Eastern families having to adjust to Western cultures, providing new
challenges to the family system such as potential cultural differences for the roles of
children or women and different values regarding child rearing or parenting
(McMichael, Gifford, & CorreaVelez, 2011; Nakeyar, Esses, & Reid 2018). While
Middle Eastern cultural gendeoles typically mean women have primary
responsibility for care of children (Montgomery, 2008b), and men are the head of the
household and provider, méaining traditional gendetole norms can be
challenging in contexts of resettlement (Hassan et al., 2015) where women may have
to work, and men may struggle to provide for their family.

In light of high rates of mental health problems in this populateupled
with unprecedented numbers of forced migrants from the Middle BA$iCR,
2018),there is an urgent need to understand how best to support and address these
challenges. While epidemiological rates are well documented, there is less that looks
atwhole family functioning. Given that we know that parental functioning impacts
on child functioning and vice versa in in the general population, it makes sense that
these patterns transfer to forced migrant families. Given the unique stressors
associatedavith refugees and their journey, it makes sense that the importance of
parentchild factors is even more critical. Understanding whether parental factors and
if so, which factors, impact on child outcomes will help towards targeting these
difficulties.

Due to the many potential factors interacting with each other such as country
of origin, culture, and resettlement context, this review aims to account for some of

WKHVH YDULDEOHV E\ OLPLWLQJ UHIXJHHYV RULJLQ DC
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in exiding systematic reviews with refugee populations (e.g. Sleijpen et al., 2016)
and is in line with recommendations made by Wyman (2003) who noted potential
dangers in summarising diverse crasttural evidence due to beneficial processes in
one context beig potentially harmful in another. Further, existing evidence notes the
importance of not only considering differences between cultures of origin but also
the resettlement environment (Schwartz, Unger, Zamboanga, & Szapocznik, 2010).
Further, the resettleamt context has a modulating effect explaining differences in
mental health difficulties across refugee populations and resettlement contexts
(Lidencrona, Ekbald, & Hauf2008). Modulating resettlement stressors were
defined across five core systems, npnagtachment, security, identity and roles,
justice/lhuman rights, and existential/meaning (Silove, 2008). The Middle East is
considered to have coherence as a cultural area, with the majority of inhabitants
speaking Arabic, being Muslim, and sharing samiore family values while also
recognising there is ethnic and religious diversity (World Culture Encyclopedia,
2018).

In light of the crisis in the Middle East, especially Syria, and a high number
of refugees from that region resettling in westewrld high-income countries
(Resettlement Data Finder (RSQ), 201Bis review focuses on Middle Eastern
refugees who have resettled in western, finglome countriesThis review aims to
answer: Within refugee families from the Middle East having resettledim
income countries, does family/parental functioning influence child and youth

psychosocial outcomes?

Method
The Preferred Reporting Items for Systematic Reviews and-Nweb/ses

(PRISMA; Moher, Liberati, Tetzlaff, Altman, & The Prisma Group, 2009)
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framework was utilised as a guiding framework for the different stages of this
systematic review. The framework was developed to improve the quality of reviews
and provides a 2item checklist to guide researchers through the different stages of
conductinga systematic review starting with the identification and screening of
articles, followed by the assessment of eligibility and quality assessment. The
PRISMA statement describes the process of the systematic review as iterative, with
modifications being pasble based on scope and quality of studies identified. As
suggested, any of those considerations are reported where appropriate. The process
of the systematic review was completed by authors. Further, consultation was sought
with a professor with expertign the field of family functioning in paediatric settings

as well as the field librarian.

Eligibility Criteria

Inclusion and exclusion criteria were defined by the research team and
narrowed down following a broad scoping review of existing systematiews and
the available evidence in this field. Criteria for the selection of articles were defined
as follows: (1) were based on original research, with reviews or background articles
being excluded, (2) focused on at least one facet of the defined @utc¢omerest,
QDPHO\ UHIXJHH FKLOGUHQTYV SV\FKRVRFLDO KHDOWK
context of at least one facet of parental or family factors as an independent variable,
(3) the population of interest in studies focused on refugee or asgkeking
families or individuals from the Middle East, (4) examined populations of interest
having resettled in higmcome countries of the western world (5) publications were
peerreviewed, and (6) written in English. Children were defined based on aefsit
provided by the United Nations (UN), defining children as those until the age of 18

years of age (UN, 1990) and youth as those between the ages of 15 to 24 years of age
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(UN, 1981). Therefore, psychosocial outcomes of children and youths of O to 24
yeas of age are included, which mirrored age ranges used for children across studies
identified during the scoping review. We defined refugees as those people who due
to the fear of persecution on the basis of their race, religion, nationality, membership
of a particular social group or political opinion have been forced to leave their
country and are unable to return to same (UNHCR, 1951). Psychosocial outcomes
were defined as emotional, developmental, social, and educational outcomes of
children.

For the pupose of this systematic review, only studies applying a quantitative
methodology were included and studies which utilised structured clinical assessment
interviews and quantified the results. This is justified as there is a limited number of
assessment atruments normed for Middle Eastern populations and the tendency
across studies to use structured clinical assessment tools as identified during the

scoping review stage.

Search Strategy

Keywords were developed based on a broad scoping review of théulieer
with a list of keywords, subject terms, Thesaurus, or MeSh Terms epheghlence
being extracted from kegrticles. Keyarticles were identified as those fulfilling the
outlined eligibility criteria. Further, extraction of keywords across relevan
systematic reviews=azel, Reed, Pant@rick, & Stein, 2012; Lewandowski,
Palermo, Stinson, Handley, & Chambers, 20drfJ consultation with the field
librarian was sought to inform the search strategy. An adapted Population
Intervention Comparison Ouime (P1CO) framework was used to build a structured
search strategy accounting for the different criteria of interest. The following

overarching search terms were utilised to build the search strategyiia(R)
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refugee, asylum seeker, child, adoleschhddle East, (Jervenion family/parental
factors, parenting, parental stress/ parental mental health/ parental adjustment/
parental functioning/ parental resilience, family functioning/ family cohesion/ family
resilience/ family environment, (Gntex) highrincome country (HIC), and (§icomd
psychosocial, psychological/mental health, social, emotional, developmental,
educational, or adjustment. The Middle East was defined as the states or territories of
Turkey, Iraq, Syria, Afghanistan, Kurdistarrah, Israel, Lebanon, Jordan, and
Afghanistan High-income countries were identified by economy and gross national
income per capita as classified by the World Baiboi|d Bank, 2018 The UNHCR
Resettlement Data Finder identified countries of interedt as¢he United States,
Canada, Australia, New Zealand, United Kingdom, Germany, Norway, France,
Sweden, Netherlands, Finland, Ireland, Spain, Italy, Austria, Switzerland, Denmark
and Belgium as these countries account for 99% of the resettled refugedldro
OLGGOH (DVW 564 (DFK RI WKHVH FRXQWULHV PH
being considered a highcome nation and have similarities regarding their culture,
economy, and to some extent politiEach of these search domains and keywords
were adapted according to the specific databases. For the comprehensive outline of
search strategies used across databases refer to supplementary material S1.
Databases included were Academic Search Complete, PsychINFO,
PsychARTICLES, Psychology and Behawial Science Collection, CINAHL, ERIC,
British Education Index, Education Full Text, Social Sciences Full Text, SOocINDEX
with Full Tet, MEDLINE, PubMed, EMBASE, ASSIA, Sociological Abstracts,
Cochrane, SCOPUS, Web of Science. Additionally, Google Scliits, EED,

Oxford Refugee Studies Centre, U.S. National Library of Medicine
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(ClinicalTrials.gov), and grey literature (Opengrey and Greylit). The reference lists

of recent relevant systematic reviews were also searched.

Article Selection

Databases were geaed from inception until 20October 2018. The article
selection process followed PRISMA guidelines and is outlined in Figlire
(Appendix B) Electronic searches were imported into EndNote to remove duplicates
and were then transferred to Rayyan tantdg articles to be included and track
exclusion reasons. The screening process was conducted by the first two authors,
resulting in 19 final articles with the inteated agreement exceeding 90%. Any
conflicts in ratings were resolved through discussietween the two raters and

finalised through discussion.

Quality Rating

Studies identified as eligible were assessed for their quality using a version of
Downs and Black Quality Index (Downs & Black, 1998) as adapted by Puka et al.
(2018). This adapted abwas utilised due to its application for cresectional non
intervention studies and qualities as outlined in a systematic review of quality
assessment tools (Jarde, Losilla, & Vives, 2012) and use in other reviews of a similar
nature. This tool consist R | LWHPV ZKLFK DUH UDWHG DV 3<H
S8QFOHDU” DQG SURYLGHV LQIRUPDWLRQ WR VXEVFD
validity, internal validity, and statistical power. The quality assessment was
conducted by the two authors indepentlefar all the eligible studies and
differences in ratings were resolved through discussion. Againratesragreement
exceeded 90%. Studies were classified as low, medium, or high quality across the
subscales and overall, resulting in 5 studies bdeggified as overall being of high

guality, 13 being of medium quality, and 1 being of low quality.
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Data Extraction and Synthesis

An outline for key data to be extracted from identified articles was created in
collaboration between the authors identifykey areas of interest for the systematic
review and was informed by data extracted in other systematic reviews in this field.
Data was extracted by MW and reviewed by AV to verify the accuracy and breath of
the extracted data. For each study, resulteaarted in the study were extracted and
effect sizes were calculated for relevant associations between family factors and
FKLOGUHQTV RXWFRPHYV ,QFOXGHG VWXGLHYV YDULHG
parent and family factors, child outcomes, and assest measures. Consequently,
synthesising results in a medaalytical manner was deemed inappropriate and
instead a narrative and descriptive synthesis of findings was employed. Where
appropriate a comparison of the magnitude of the different effect \wixe
FRQGXFWHG IRU WKH LPSDFW RI VSHFLILF IDPLO\ IDFW
VLIHV ZHUH FRPSXWHG XVLQJ /HQKDUG DQG /HQKDUGT!
and the magnitude of effect sizes were interpreted based on published guidelines

(Chen, Cohen, & Chen 2010; Cohen, 1992).

Results
An overview of the study characteristics for each of the analysed studies is
displayed in Table 1, providing information on the study population, resettlement
context, study design and assessment measuresnatfon about the year the study
was conducted, and quality assessment scboatdte C1 (AppendixC) provides a
detailed overview of results the included studies categorised according to the

impact of different family factors on various child outcomes.
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Study Characteristics of Included Studies

13

Authors Study Population Refugee Geographic ~ Study design & Parent & Year data was Summary of key findings Quality assessment
(sample size, gender, age, Origin Information Measures Child (who  collected (adapted Black &
per child and adult) (Conflict/ was Downs, 1998)
war, assesed, Observation point
Resettlement who (time spent in host
country) completed  country)
measures)
Ahmad et al,, N=312 Children Kurdistan EG: Crosssectional Parents & HLG: The fathers' PTSD negatiyel Reporting  High
(2008) N=293 Mothers Resettlement/ casecontrol study  Children 1999 (postponed correlated with the living standard ~External Medium
N=248 Fathers HLG: Iraqi  Location of design due to local and fathers' education, while child  vajidity
Kurdistan study: circumstances) PTSD mostly correlated with Internal Medium
Homeland GrougHLG): Uppsala, Children (sel maternal education and living in validity
Children: EG: Sweden report): EG: exile. Power Cow
N=201 Kurdistan xHUTQ-C 19961998 Living in exile seems to have a i
Age: M= N/A (618 years) parts of Conflict/war:  xPTSSC Children: M=7.9 negative impact on fathers' post ~ Overall Medium
Gender: 52.7% F Turkey N/A years (69.4% of traumatic reactions, despite its
Parents: (55.0%), Family/Parent: their lifetime) positive influerce on children
Mothers: N=194 Iran xFamily Genogram Parents:
Fathers: N=168 (22.5%), XHTQ Mothers: M=8.8
Age: N/A Iraq years
(18.9%), Fathers: M=8.6
Exile Group (EG) Syria years
Children: (1.8%), &
N=111 Lebanon
Age: M=N/A (6-18 years) (1.8%)
Gender: 59.5% F
Parents:
Mothers: N=99
Fathers: N=80
Age: N/A
Almgvist et N= 39 children Iran Resettlement/ Cohort and cross Parent & Assessment: (1987  Mother's emotional welbeing Reporting  Medium
al., (1999) Age: M=8.4 (610 years) Location of sectional study Child 1988) and FU predicted emotional welbeing in
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Gender: 26% F study: design children, whereas children's External High
Sweden Observational Point:  social adjustment and selforth Validity
(Varmland) Children: 3 Y2 years were mainly predicted by the Internal High
xStructured quality of their peer relationships  Vvalidity
Conflict/war: Interview/tasks Power Low
N/A xBehaviour Overall High
observations
X futhink I am9
Questionnaire
xSocial Adjustment
Index
Children (by
parents):
xStructured
Interview
Parents:
xStructured
Interview
Dalgaard et N=30 families Iraq Resettlement/ Crosssectional Parent & Assessment: Association between attachment, Reporting Medium
al., (2016} Iran Location of  study design Parent> N/A parental mental health symptoms, ~External Low
Children (30 children): Lebanon study: (Mixed methods) Child and intrafamily communication Validity
Age: M=6.78 years (1.55, Palestine Denmark Observational Point: VW\OH ZLWK FKLOGU Tniemal Medium
4-9 years) Syria Children (by N/A adjustment ifficulties was Validity
Gender: 46.67% F Afghanistan Conflict/war:  Parent): suggested, as well as the negative Power Low
No trauma exposure N/A xSDQ impact of parental symptoms on i
attachment security. Overall Medium
Parent: Children:
Age: N/A XATST
Gender: N/A
Relevant Inclusion criteria: Parents:
At least 1 parent referred XHTQ
for PTSD treatment xHSCL-25
XInterview
Dalgaard et N=30 families Iraq Resettlement/ Crosssectional Parent & Assessment: Children's SDQ scores could be Reporting  Medium
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al., (2017} Iran Location of study design (mixed Parent> N/A predicted by whether or not the External Low
Children (N=30): Lebanon study: method) Child family experienced a pitap of Validity
Age: M=6.78 years (1.55, Palestine Denmark Observational Point. stressors and whether or not the Internal Medium
4-9 years) Syria Children (by N/A family was characterized by role Validity
Gender: 46.67% F Afghanistan  Conflict/war:  Parent): reversal between parents and Power Low
N/A XSD children. =
Parent: N Correlation between total adaptive el eI
Age: N/A Parents: IDPLO\ IXQFWLRQLQ.
Gender: N/A xInterview psychosocial adjustment
Relevant Inclusion criteria: difficulties.
At least 1 parent referred
for PTSD treatment
Daud et al., N=30 Families TP: Resettlement/ Cohort and cross Parents &  Assessment: NJA  Parental trauma correlated with Reporting  Medium
(2008¥ N=80 Children Iraq Location of  sectional study Children FKLOGUHQTV FRJQLV "External Low
study: design Observational Point: Protective factor for children Validity
Traumatized parents group NTP: Sweden Criteria: Resettled  within families with traumatized Internal Medium
(TP) Egypt, Children: in Sweden >2years parents is the relation to the family Validity
Families: N=15 Syria, Conflictiwar:  x DICA-R in addition b individual based Power Low
Children: Morocco During x PTSS variables and peer problems i
N=40 former X WISCII1 Overall Medium
Age: M=12.1 years (2.1,-6 regmeiniraq x ; WKLQN ,
Gender: 50% F ongoing lraq
Parents: war Children (by
N=30 teachers):
Age: M=41.1 years x SDQ

Non-traumatized parents
group (NTP)

Families: N=15

Children: N=40

Age: M=12.5 years (2.2,-6
17 years)

Gender: 50% F

Parents:

N=26

Parents (previously
assessed using
clinical interview,
HUTQ, KSP)
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Age: M=42.2 years

Daud et al., N=80 Children TP: Resettlement/ Cohort and cross Parent & Assessment: N/A  An association between parental  Reporting Medium
(2009¥ Iraq Locaton of sectional study Child 376' DQG FKLOGUHQ"' "External Low
Traumatized parents group study: design Observational Point. with ADHD and PTSD symptoms Validity
(TP) NTP: Sweden Criteria: Resettled  was suggested. Internal High
Families: N=30 Egypt, Children: in Sweden >2years An association between parental Validity
Children: Syria, Conflict/war:  x DICA-R-C (self PTSDchiGUHQTV FRJQL Power Low
N=40 Morocco During & parent) functioning was suggested. i
Age: M=12.1 yees (2.1, 7 former x WISC-III Overall Medium
16 years) regimeinlraq x PTSSC
Gender: 50% F and before
Parents: ongoing Iraq  Children (by
N=30 war teachers):
Age: N/A x SDQ
) x YCI
Non-traumatized parents
group (NTP) Parents
Families: N=26 x KSP
gggq:\(/le:ly_;)?ears (2.2-7 X HUTQ
’ ’ e X Semistructured
16 years) clinical interview
Gender: 50% F
Parents:
N=26
Age: N/A
Ghanzinour et N=100 Iran Resettlement/ Crosssectional Adult Child  Assessment: 200  An association between Reporting  High
al., (2003) Location of study design -> Parent & 2001 psychopathological scores in the ~External Low
Male: n=66/66% study: Adult Child adult children and memories of Validity
x Age: M=38.41 years Sweden Adult Children: Observational Point: parental upbringing (Retrospective —|iermal Medium
(7.33) XSCL-90-R Male years in longrterm impact of parental Validity
Conflict/war:  xBDI Sweden: M=12.83 rearing Power Low
Female: n=34/34% N/A xEMBU years (4.63) i
x Age: M=35.71 years XTCI Female years in Overall - Medium
(7.07) Sweden: M=11.85
years (4.21)
Hosin et al., N=61 families/adults Iraqi Resettlement/ Crosssectional Parent & Assessment: 2002 Positve correlation between Reporting  High
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(2006) M=3 children per househol Location of design Parent> 2004 GLVWUHVVHG SDUHC External Low
Mothers: 44.26% study: Child adjustment difficulties as reported  Validity
England Children (by Observational Point: by parents Internal Medium
N=162 children (London) parents): between 1 to 10 Validity
Age: M=N/A (1-14 years) x CBCL (shortened years (20% for 2 Power Low
Gender: N/A Conflict/war: & modified years, 26% for 3 to 3
N/A ) 5 years, 54% for 6 el eI
Adults: to 10 years)
x GHQ
Javanbakht et N=53 families Syria Resettlement/ Crosssectional Parent & Assessment: June  Measures of maternal mental Reporting  High
al., (2018) Location of  study design Child 2016 +May 2017 health was association with External Medium
N=131 children study: Unitel FKLOGUHQTV PHQWD vajidity
Gender 40.45% F States Children: Observational Point: not apply to paternal mental healtl —|ermal Medium
Age: M=11.02 years (3.32, (Detroit) x UCLA 1 months after validity
6-17 years) Posttraumatic arrival Power Cow
x Female Age: 11.43 years Conflict/war: Stress Reaction (prior 2 years in .
(3.07) Syrian crisis Index camps) Overall High
x Male Age: 10.73 years x SCARED
(3.47)
Parents:
N=83 Parents x PCL-C
Gender: 54.22% F X HSCL-25
Age Mothers: M=36.56
years (6.01)
Age Fathers: M=42.81
years (8.11)
Mghir etal., N=15 families Afghanistan Resettlement/ Crosssectional Parent & Assessment: N/A  Positive associations wefeund Reporting  Medium
(1995) N= 38 children Location of study design Child EHWZHHQ F KntzDh@dlttd Q ~External Medium
Age: M= 18.1 years (3.14, Ethnic study: United Observational Point: difficulties and parental level of Validity
12-24 years) background States Children: 4.6 years (2.7) psychological distress was Internal High
Gender: 44.74% F s (Tajik & (Seattle) X HTQ suggested Validity
Pashtun) x Structured Negative correlations between Power Low
Conflict/war: Clinical Interview children's symptomatology and a _
Since 1979:  x CAPS measure of maternal acculturatior Overall Medium
Invasion of were found.
Soviet Unim Parents:
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and x HTQ
subsequent  x BDI
civil war x HSCL-25
Montgomery  N=149 families Nationality: ~ Resettlement/ Cohort and cross Parent & Assessment: 1992  Associations between parental/ Reporting  Medium
(1998} N=311 children Iran, Iraq, Location of  sectional design Child 1993 family traumatic presettlement External High
Age: 7.5 years (@5 years) stateless study: experiences as well as post Validity
Gender: 48.55% F Palesinian, Denmark Children (by Observational Point: settlement parental behaviours ar —|iermal Medium
Syria, parents): Median=7days@@ FKLOGUHQ T VofPTSHI U L Validity
Parents: Lebanon Conlflict/war:  x Structured 382 days) related symptoms as well as Power Low
ORWKHUVY DJH Ethnicity: war/ Interview dimensions of anxiety were i
(19.56 years) Kurdish &  persecution/ indicated. Overall Medium
JDWKHUVY DJH ( Palestinian violence in Parents:
(26-50 years) home country x Structured
19901992 Interview
Montgomery  N=67 families Nationality: ~ Resettlement/ Cohort and cross Parent & Assessment: 2000 The family level explained some ¢ Reporting  High
(2008af N=131 children Iran, Iraq, Location of sectional study Child 2001 (follow up on the variance of externalizing and ~External High
Gender: 58.01% F stateless study: design those registered internalizing scores in children. Validity
Age: M=15.3 year§¢11-23  Palestinian, Denmark 19921993) ORWKHUTV HGXFDWL Tnemal High
years) Syria, Children country predicted some of the validity
Lebanon Conflict/war:  x Structured Observational Point variance of internalizing and Power Cow
Ethnicity: N/A Interview 8-9 years post externalizing behaviour i
Kurdish & x YSR/ YASR migration Overall High
Palestinian
Paents:
X Structured
Interview
Montgomery  N=64 families Middle East Resettlement/ Cohort and cross Parent & Assessment: 2000 Differences in selfand parent Reporting  High
(2008b) N=122 children (Nationality  Location of sectional study Child 2001 (follow up on  rated SDQ ratings were associate ~External High
Gende: 57.38% F slran, Irag,  study: design those registered with different factors of parent Validity
Age: M=15.3 years (:23  stateless Denmark 19921993) child interactions, and paternal Internal Medium
years) Palestinian Children demographics and wellleing. Validity
Ethnicity: Conflictiwar:  x Structued Observational Point: Power Cow
Kurdish & N/A Interview 8-9 years post i
Palestinian x YSR/ YASR migration Overall High

Parents:
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x Structured
Interview
x CBCL/YABC

Montgomery  N=67 families Nationality: Resettlement/ Cohort and cross Parent & Assessment: 2000 At follow-up paternal demographic Reporting  High
(2010% N=131 children Iran, Iraq, Location of sectional study Child 2001 (follow up on  variables were suggested to External High
Gender: 58.01% F stateless study: design those registered contibute to distinguishing Validity
Age: M=15.3 years (123 Palestinian  Denmark 19921993) between children classified as Internal High
years) Ethnicity: Children adapted or traumatised and Validity
Kurdish & Conflict/war:  x Structured Observational Point: maternal parenthild interactions Power Low
Palestinian  N/A guestionnaire 8-9 years post contributing to distinguishing i
X YSR migration between children classified as Overall High
x YASR spared or traumatized.
Children (by
parents):
x CBCL
Parents:
x Structured
guestionnaire
Montgomery  N=146 families Nationality: Resettlement/ Cohort and cross Parent & Assessment: 1992 A variety of violence experiees Reporting  Medium
etal, (2009 N=311 children Iran, Iraq, Location of sectional design Parent> 1993 LQ FKLOGUHQAV IDPI "External High
Age: M=7.5 years (@5 stateless study: Child settlement as well as pest Validity
years) Palestinian  Denmark Children (by Observational Point: settlement paternal chiidmily Internal Medium
Gender: 48.55% Ethnicity: parents): Median latency 7 LOQWHUDFWLRQV SUF Validity
Kurdish & Conflict/war:  x Structured days sleep difficulties. Power Low
Palestinian ~ N/A Interview :
Overall Medium
Parents:
X Structured
Interview
Montgomery  N=146 families Nationality: Resettlement/ Crosssectioral Parent & Assessment: 1992 PTSD symptom complex in Reporting  Medium
etal., (20065 Lebanon, Location of study design Parent> 1993 children was predicted by parenta ~External High
N=311 children Iran, Iraq, study: Child) violent exposures prsettlement as  validity
Age: M=7.5 years (&5 stateless Denmark Child (as reported Observational Point. well as paentchild interactions
years) Palestinian by parents: N/A and parental demographics.
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Gender: 48.55% F Ethnicity: Conflictiwar:  x Parental Internal Medium
Kurdish & N/A structured Validity
Palestinian interview Power Low
Overall Medium
Montgomery  N=67 families Middle East Resettlement/ Cohort and cross Parent & Assessment: 1992 Parental demographic variables Reporting  High
et al., (2008) (Nationality  Location of sectional design Child 1993 and FU 2000 were associated with different External Medium
N=131 children tlran, Irag,  study: 2001 discrimination experiences made  vajidity
Age: M=15.3 years (:23  stateless Denmark Children (by by children. Internal Medium
years) Palestinian parents): Observational Point: No associations were found Validity
Gender: 58.01% Ethnicity: Conlflict/war:  x Structured N/A between the parental socia Power Low
Kurdish & N/A Interview VLWXDWLRQ DQG FK i
Palestinian) X YSR/ YASR and mental health problems. Overall Medium
Parents:
Strudured Interview
Sundelin N=118 refugee children Kurdistania Resettlement/ Crosssectional Parent & Assessment: N/A  Children of both groups reported  Reporting  Medium
Wahlsten et  Parents: N=81 n (redefined Location of casecontrol study  Child no significant differences in traum ~External Low
al., (2001) Selected for comparative  as areasin  study: design Observational Point. levels. Children in both samples Validity
sample: Turkey, Sweden N/A showed no significant differences  —|ntarnal Low
N= 32 children Iran, Irag, & (Uppsala) Children (sel in PTSD symptom scores except i Validity
Age: M=11.31 years (88 Syria) report): the reexperiencing symptom Power Low
years) Conflictiwar: ~ xHUTQ-C cluster (Swedih children >
Gender: 56.25% F N/A xPTSSC Kurdistanian children), Overall Low

Parents: N=44 (56.81% F)

(Comparison group
Swedish):

N=104 children

Selective for comparative

sample:

N=32 children

Age: M=11.53 years (312
years)

Gender: 59.38%
Parents: N=43 (539%)

Family/Parent:
xHTQ

Kurdistanian parents showed
significantly higher lifetime and
current PTSD scores
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Trentacosta et N=211 children Iraqi Resettlement/ Crosssectional Child -> Assessment: 2012 An association between the Reporting Medium
al.,, (2016) Age: M=12.83 years (3.17, Location of study design Parent & relationship with parents and External  Low
8-22 years) study: US Child Observational Pointt: FKLOGUHQfV GHSUH  validity
Gender: 51.18% F (Detroit) Child: N/A well as feelings about schools was —|niernal High
. xHTQ found. Validity
Confhct/wgr. x IESR _ Power Low
1993 warin  x Depression Self .
Iraq or Rating Scale or Overall Medium
subsequent Children
war X Supportive
relationship with
parents &

Positive feelings
about school
from
Communities that
Care Youth
Survey

IStudies based on same sampBtudies based on same saepftudies based on same samfudies based on same sample

Abbreviations:

F=Female, FU= Follovup, PTSD=Posttraumatic Stress Disorder

Assessment Measures Abbreviations: HUTQ=Harldpgsala Trauma Questionnaire, HU-GxHarvardUppsala Trauma Questioaine for Children, HTQ=Harvard Trauma Questionnaire, PTSS=Post
Traumatic Stress Symptoms Checklist, PISSPosttraumatic Stress Symptoms for Children, SDQ=Strength and Difficulties Questionnaire, ATST=Attachment and Trau®gtigaliask, HSCL
25=Hopkins Symptom Checklist25, DICA-R=Diagnostic Interview for Children and Adolescents, WHBEWechsler Intelligence Scale for Children, Third edition, KSP=Karolinska Scales of Person
YCl=Yale Children Inventory, SCI90-R=Symptom Checklis90-Revised, BDI=Beck Depression Inventory, EMBU=0Own Memories Concerning Upbringing Questionnaire, TClI=Temperament and
Character Inventory, GHQ=General Health Questionnaire, UCLA Posttraumatic Stress Reaction Index= University of CalifarAiagiles PosttraumatStress Reaction Index, SCARED=Screen for
Child Anxiety Related Disorders, PEGC=PTSD ChecklisCivilian Version, CAPS=CliniciarAdministered PTSD Scale, YSR=Youth Self Report, YASR= Young Adult Self report, CBALe Behaviour
Checklist, YABC=Young AdlIt Behaviour Checklist, IE®R=Impact of Event ScalRevised.
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Study and Sample Characteristics

Across the 19 studies, information from 10 separate sample populations were
analysed, W WK UHIXJHHYV FRXQWU\ RI RULJLQ EHLQJ IURP
(n=4), Lebanon (n=2), Palestine (n=2), Afghanistan (n=2), Kurdistan (n=2), Egypt
(n=1), and Morocco (n=1). The majority of these studies were based on separate
samples investigatingsults for refugee children from one country (n=8), rather than
a variety of the different Middle Eastern countries. The countries in which the studies
took place and refugees resettled were Sweden (n=5), United States (n=3), Denmark
(n=2), and England (5. The year in which refugee children and their parents were
assessed across studies ranged from 1987 to 2017. In total, 17 out of the 19 studies
were crosssectional studies, and only 2 studigénfqvist & Broberg 1999;
Montgomery, 2010) were longitudihones, comparing assessment results over two

time-points.

Family and Parental Factors

Parents across all studies were reported to have been exposed to traumatic
experiences. Tab2displays the different dimensions of family and parental factors
thatawHUH LQYHVWLJDWHG LQ UHODWLRQ WR FKLOGUHQT'
demographic information, such as levels of education, were explored across 8
studies. Parental factors most frequently assessed were dimensions of parental mental
health. Parentdatauma or PTSD was discussed across 12 articles, followed by
studies exploring the impact of parental anxiety (n=4), parental depression (n=3), or
unspecified parental mental health (n=3). Parental mental health was assessed by a
variety of mental healthcseeners including standardised assessment measures, such
as the Harvard Trauma Questionnaire (HTQ); re¥dgtructured clinical interviews

for the assessment of parental PTSD and/or mental health (n=5). The Hopkins
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Symptom Checklist (=3 addition to stuctured interviews was most frequently
assessed for assessing parental mental health. Family factors were assessed via
questionnaires or structured clinical intervielWwsaddition, a number of studies

included dimensions of pareahild interactions/ r@tionships (n=7). Factors less
commonly assessed across included studies included parenting, marital discord,
family communication/ functioning, parental acculturation, and the loss of a parent or

family member.
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Table2
Overview ofParentFamily Factors
Parent & Parental
Parental Mental health Parenting / Parent child Marital Family Family adjustment/ )DPLO\ PHP
Study Trauma/  Anxie Depressio Mental/Emot Rearing demographic relationship  discord Commun  Functio acculturation/ death/ Presence of
PTSD ty n ional Health/ s / ication ning adaptation both parents
wellbeing Interaction
Ahmad et al,. X X
(2008) (maternal education)
Almgvist et al., X X X
(1999)
Dalgard et al., X X X X X
(2016)
Dalgaard et al., X* X X
(2017)
Daud et al., X* X
(2008)
Daud et al., X
(2009)
Ghanzinour et X
al., (2003) (Rejection, emotional warmth, overprotectior
Hosin et al., X
(2006)
Javanbakht et X X X
al.,, (2018)
Mghir et al., X X X X X
(1995) (maternal education) ORWKHUfV (QJOLVK (QJoL"
Montgomery X X X X
(1998} (maternal YDWKHU"
occupation) JUDQGSDL
death)
Montgomery X
(2008) (maternal education)
Montgomery X X X X
(2008) (paternal
eduation)
Montgomery X X
(2010) (paternal

education)
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Parental Mental health . Pare.nt & . . . Rarental
Parenting / Parent child Marital Family Family adjustment/ J)DPLO\ PHP
Study Trauma / Anxie Depressio Mental/Emot Rearing demographic relationship  discord Commun  Functio acculturation/ death/ Presence of
PTSD ty n ional Health/ S / ication ning adaptation both parents
wellbeing Interaction
Montgomery et X X X
al., (2001§ (Grandparents,
presence parents)
Montgomery et X X X
al., (2006 (parental
occupation)
Montgomery et X X
al., (2007)
Trentacosta et X
al., (2016)
Sundelin X

Wabhlsten et al.,
(2001)

*Inclusion criteria for parents

3Same sample, different measures/ aspects
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Child Outcomes

The aye of children across the studies ranged between 1 to 24 years. The only
HIFHSWLRQ ZzDV WKH VDPSOH RI DGXOWY LQ *KD]JLQRXL
to the other studies retrospectively rated their parenting experience after they had
become adudt Across studies, a variety of assessment approaches and measures
were used to investigate parent/family and child factors. Tabiglines the
GLITHUHQW GLPHQVLRQV RI FKLOGUHQTYVY PHQWDO KHD!
studies assessed atleast @& PHQVLRQ RI FKLOGUHQYTV PHQWDO K|
PTSD related symptoms being the most frequently assessed mental health concern
(n=11), followed by nospecified general emotional and/or psychosocial wellbeing
(n=10), externalizing difficulties (n=5&nd internalizing difficulties (n=4). Less
IUHTXHQW FKLOG RXWFRPHYVY DVVHVVHG ZHUH FKLOG D!
performance on intelligence assessments (n=2), attachment behaviour (n=1), and
experience of discrimination (n=1). Assessment measure®geaplo investigate
child outcomes varied greatly across studies, with the Strength and Difficulties
Questionnaire (SDQ) being used across 4 studies and versions of the child or youth
Achenbach scales across 5 studies, where both assessments werdfertitedse
DVVHVVPHQWY RU DVVHVVPHQWY FRPSOHWHG E\ FKLO(
PRVW VWXGLHYVY HPSOR\HG GLITHUHQW IRUPV RI VWUXF'
outcomesChild PTSD levels or trauma symptoms/events were assessed viatg va
of measures such as versions of the HTQ (HTQ, HaiMaqsala Trauma
Questionnaire for ChildrerHUTQ), n=6), Posttraumatic Stress Symptoms for
Children (PTSSC; n=2), Diagnostic Interview for Children and Adolescents (DICA
R; n=1), ClinicianrAdministered PTSD Scale (CAPS; n=1), UCLA Child/Adolescent

PTSD Reaction Index (n=1), and clinical structured interviews (n=3). Across
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included studies, children across 14 studies had a history of traumatic experiences
ZLWK RQO\ FKLOGUHQ L Qesp2016D2D1Y:WdIDauQ &1 dFROOHDJ
colleagues (2008, 2009) studies not having been exposed directly to traumatic
H[SHULHQFHV 2QH VWXG\ GLG QRW SURYLGH LQIRUPD\

experiences (Hosin, Moore, & Gaitanou, 2006)
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Study

Child Mental Health

PTSD/PTSS/
Trauma

Anxiety  Depression Mental/Emotional/
Psychosocial

wellbeing

Externalizing
(incl. ADHD)

Internalizing

Child
adaption

Attachment

IQ

Discrimination

Ahmad et
al,. (2008)

X

Almquist et
al., (1999)

X

Dalgard et
al., (2016)

Dalgaard et
al., (2017)

Daud et al.,
(2008)

X
(Hyperactivity)

X
(Emotionality)

Daud et al.,
(2009)

X
(ADHD)

Ghanzinour
et al., (2003)

Hosin et al.,
(2006)

Javanbakht
et al., (2018)

Mghir et a.,
(1995)

Montgomery
(1998¥

Montgomery
(2008)

Montgomery
(2008)

X2

X2

Montgomery
(2010)
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Study Child Mental Health
PTSD/PTSS/ Anxie Depression Mental/Emotional/  Externalizin Internalizin Child S
Trauma v P Psychosocial (incl. ADHD? ’ adaption Attachment IQ Discrimination

wellbeing

Montgomery X

et al., (20015 (sleep)

Montgomery X X

et al., (20065

Montgomery X X X

et al., (2007)

Trentacosta X X

et al., (2016)

Sundelin X

Wahlsten et

al., (2001)

INot in relation to parental/ family factors
2Differences between self & parent ratings on those
3Same sample, different measures/ aspects
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Parental Demographic Variables and Child Outcomes
Resettling with both parents was identified as a protective factor
(Montgomery & Foldspang, 2001) and consequently the death of the father was
identified as a strong significant risk factor for childreagenting with anxiety
related symptoms (Montgomery, 1998). Across 6 studies, family factors explored in
relation to child outcomes were parental demographics. Within this domain,
education was highlighted most frequently (n=5), whereby maternal levels of
education were identified as relevant to better child outcomes more frequently than
paternal education. Low levels of maternal education were identified as a risk factor
for child mental health, with a small but significant association with child PTSD
(Ahmad, von Knorring, & SundelitVahlsten 2008) and a medium significant
correlation with child PTSD/depression (Mghir, Freed, Raskin, & Katon, 1995).
Further, it was identified as the strongest unique predictor in regression models for
FKLOGUHQ T\g and WiterbbzD@hehavipurs (Montgomery, 2008a). Paternal
education was only identified as of significance for child outcomes in a study
FRPSDULQJ FKLOGUHQYY OHYHOV RI 376' DFURVYV WZR
discusses that at followp, covariateshat distinguished between children who
presented with difficulties at arrival but not during folleyy and those that remained
traumatised were paternal education and the young refugee attending school or work.
Parental occupation in psettlement wasreother factor identified as
contributing significantly to predictive models of PTSD symptom complex in
children, with the father having had a job making a large contribution and maternal
past occupation making a moderate contribution (Montgomery & Foldsgans).
In contrast, within the resettlement context, the role of parental unemployment is

suggested to be a strong risk factor for refugee children who were more likely to
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experience being ignored by teachers (Montgomery & Foldspang, 2008). Parental
accXOWXUDWLRQ DVVHVVHG E\ OHYHOV RI SDUHQWVTY D
UHJDUGLQJ WKH PRWKHUTY ODQJXDJH DELOLW\ DQG Zk
home, was suggested to be associated with PTSD/depression in children with
moderate significanFRUUHODWLRQV O0JKLU )UHHG 5DVNLQ
social situation as measured by employment status, education, and language skills
after approximately 7 to 8 years since arrival, were not found to be associated with
FKLOGUHQYV V& memabhdalkhwifficuEds YMontgomery & Foldspang,
2008).

Across these findings, the consideration of demographic family factors as risk
and protective factors for child mental health was outlined with lower levels of
education and unemployment besignificant risk factors for psychosocial
difficulties in children and parental employment having protective value. Patterns
highlighted the difference of preettlement and resettlement factors as well as

differences between maternal and paternal factors.

Impact of Parental Trauma/ PTSD and Child Mental Health

Most of the studies considered the impact of parental trauma on child mental
health with 8 studies considering its association with trauma related symptoms
experienced by children and 6 studies stigating this parental factor in relation to

mental health other than trauma or PTSD.

Parental trauma/PTSD and child trauma/PTSD.

The interaction between parental trauma experience or experience of PTSD
DQG FKLOGUHQYV H[SHULHQ F Hnfom8 w&s' efploredi abrosld 8 O D W H
studies. Most of those considered parental PTSD and its associated expression in

children. Parental PTSD was consistently identified as a risk factor for children
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experiencing PTSD related difficulties with the effect sizetiose associations
being medium to large, with associations being complex rather than simple
interactiong Almqvist & Broberg 1999; Daudaf Klinteberg, & Rydelius2008;
Daud & Rydelius2009;Mghir, Freed, Raskin, & Katon, 1998ontgomery, 1998;
Montgamery & Foldspang 2006).

In line with literature suggesting traumatic events are a shared experience of
families that impact on the family as a whole (Walsh, 2007), three studies considered
the impact of parental trauma experience and its associatiorFrth OGUHQ TV
experience of trauma related symptoms. Almqvist et al., (1999) in their cross
sectional study of young refugee children 3.5 years after resettlement, suggested a
significant moderate association between parental and child severe trauma exposure
Additionally, two studies considered the association of traumatic events experienced

E\ SDUHQWYVY DQG WKHLU SUHGLFWLYH QDWXUH RQ FKL
symptomatology as well as PTSD symptom complex noting significant associations
(Montgomey, 1998; Montgomerg Foldspang 2006). Various praettlement

factors, especially parental trauma experience such as maternal torture or the father
having been exposed to organised violence made medium strong unique

FRQW UL E X W L R Q-¥xpafietifdy@pBobhatdofinlddmbination with the

children having experienced physical violence by an official and having lived in a

refugee camp. Similar factors predicted arousal symptomatology in refugee children
(Montgomery, 1998). For PTSD symptom complemgternal torture experience was

the strongest significant predictor with a large effect size and paternal disappearance

a predictor with a small effect sizBther predictive factors ?#TSD symptom

complexZHUH FKLOGUHQYV DJH FhkebaviGura/patebehildV R \HD U\

interaction factors (e.g. mother cuddles the child more), and social background
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factors (e.g. parents have been vocationally occupied; Montgd&nieojdspang

2006). These models suggest that while parental trauma experiencesepres&n
factors for children experiencing symptoms of PTSD, this relationship is complex in
nature, and also included factors in the resettlement environment such aspédent
behaviours and demographic variables of parents and children.

Daud and collagues (2008, 2009) compared two samples of Middle Eastern
refugees. One group consisted of children who had at least one parent with a
documented torture history and PTSD diagnosis. The other group had parents with
neither a torture history nor a diagnosf?TSD. None of the children were said to
have been exposed directly to traumatic experiences. Across the two studies, parental
PTSD was identified as a risk factor with 77.5% of children in the traumatised
parents group reporting PTSD related symptosnassessed by use of the DKRA
In the comparison group of children with parents without trauma/PTSD none of the
children reported PTSD related symptoms (Daud, af Klinteberg, & Rydelius 2008).
This was also found in Daud et al., (2009) which was bas#ideosame sample,
noting that girls showed more PTSD symptoms than boys, but boys displayed more
ADHD symptoms than girls in the traumatized parent group. Across both studies the
effect sizes for the association between parental PTSD and child PTSD related
symptoms was significant, of a large magnitude, and assessed at least two years after
resettlement. In contrast, Mghir et al. (1995) explored the association between
SDUHQWDO 376' DQG DGROHVFHQWVYT \RXQJ DGXOWVT
the childen in Daud and colleagues (2008, 2009) study, these older children had
been exposed to traumatic experiences as teenagers and were assessed after an
average of 4.6 years following resettlement. Parents and children completed the HTQ

and high paternal HTQERUHV EXW QRW WKH PRWKHUYTV +74 VFR
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significant risk factor of moderate effect size for their child to experience
PTSD/depression.
Evidence from comparative studies of refugee children in their homeland
versus those in resetttemeXgd JHVWHG WKDW IDFWRUV LQ UHIXJHH
can have the potential to provide a buffering effect for children in the presence of
parental PTSD. Ahmad et al. (2008) aifdhlstenet al. (2001) compared two groups
of parentchild groups, one livig in the homeland and one in exile. They found that
despite fathers presenting with higher frequency of PTSD in exile compared to those
LQ WKH KRPHODQG FKLOGUHQTV UDWHYV RI 376" ZHUH
Consequently, authors of both studies suggethat child PTSD was not fully
determined by parental PTSD. They suggested that the resettlement environment was
a potential protective factor for children but not parents. They hypothesised that this
may be linked to the easier and faster integratfahitddren into the new
environment based on their enrolment in educational settings.
Daud et al. (2008) in their study comparing children of parents with PTSD
with children with parents without PTSD, found that children within the traumatised
S D U H Qv &fil nbUdisplaying PTSD symptoms themselves had the lowest scores
on peer problems and the highest scores on prosocial behaviour than children in the
WUDXPDWL]HG SDUHQWVY JURXS ZKR GLVSOD\HG 376" \
with parents without PSD. These findings provide further evidence for the
potential protective element of the resettlement environment for children.
Across studies investigating the interaction between parental trauma/PTSD
and child trauma/PTSD, a clear association was lgtdd. In one sample this

DVVRFLDWLRQ ZDV HYHQ IRXQG LQ WKH DEVHQFH RI FK
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same time, studies discussed that the interaction is not simple but rather influenced

by a variety of factors that need to be considered.

Parental trauma/PTSD and child mental health.

Six studies explored the role of parental trauma/PTSD in association with
FKLOGUHQTYY HPRWLRQDO ZHOOEHLQJ RWKHU WKDQ WL
noted a consistent negative impact of parental trauma on chilonoesowith
varying levels of significance and effect sizes across the different child outcomes.

Parental PTSD was consistently associated with lower levels of psychosocial

adjustment and wellbeing in children as assessed by ratings across SDQ subscales

andtotal scale and ITIA (Dalgaardodd, Daniel, & Montgomery2016; Daudaf

Klinteberg, & Rydelius2008;Daud & Rydelius2009). Daud and colleagues (2008,

2009) compared a variety of mental health outcomes for children with tortured and

traumatised paresitversus noftraumatised parents. Authors investigated differences

EHWZHHQ FKLOGUHQ LQ WKH WUDXPDWLVHG SDUHQWV'

PTSD related symptoms versus those not displaying PTSD related symptoms. They

noted significant differencesf small to medium effect sizes on subscales of

emotionality, peer problems, prosocial behaviours, and psychological wellbeing in

favour of children not displaying PTSD related symptoms. Further, Javanbakht et al.
DVVHVVHG UHIXJH HediiKWwithit LUnhbexly of tikel grwabDabd

LQYHVWLIJDWHG IDFWRUV LPSDFWLQJ RQ FKLOGUHQYV

maternal levels of PTSD, but not paternal levels, significantly contributed to a

SUHGLFWLYH PRGHO IRU FKLRb&OHeQ, HAdda® RLA#KEN -DYDQI

2018). This latter finding might suggest a gendered element to the experience of

distress within Middle Eastern refugee families, which has been raised as a question

by some researchers such as Montgomery (2008b). Additioimatlye context of
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parenting roles within Middle Eastern cultures, the role of maternal factors on child
outcomes could be due maothers eing mainly responsible for the care of children.

In addition to the impact of parental PTSD on child emotional wilth
VRPH VWXGLHYVY H[SORUHG WKH DVVRFLDWLRQ EHWZHH
cognitive functioning. They compared two groups of children, one group of children
had parents with PTSD and the other had parents without PTSD. Neither of the
children had diect trauma experience. They found that parental PTSD was
DVVRFLDWHG ZLWK FKLOGUHQTY OHYHOV RI DWWHQWL
sizes), as measured by both teacher andaetfrt (Daudaf Klinteberg, & Rydelius,
2008;Daud & Rydelius2009). In line with these findings, children of traumatized
parents were found to perform significantly lower (strong effect sizes) on
assessments of cognitive function (DaaidKlinteberg, & Rydelius2008;Daud &
Rydelius,2009). These findings providalditional insights into the breath of the
LOQWHUIHULQJ LPSDFW RI SDUHQWDO 376" RQ FKLOGUH(

Similar to observations made between the impact of trauma experiences and
FKLOGUHQYVY H[SUHVVLRQ RI 376" V\P S WVmR$ovoth&fUD XP D W
family members were found to be associated with emotional struggles in children
such as difficulty sleeping (MontgomegyFoldspang2001) and symptoms of
anxiety, depression, aggression and emotional imbalances (Montg&mery
Foldspang2006. Montgomery and colleages (2006) explored associations between
specific parental trauma experiences and related behavioural expressions in children.
They report that the strongest significant correlation existed between maternal torture
and the child desoying things. A small significant association was found between

the father having disappeared and the children disobeying their parents, and a
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medium strong association between mother tortured and/or father disappeared and
children experiencing fear dfi¢ future.

These findings strengthen the notion of traumatic experiences influencing the
whole family and point towards a relational element within the context of parental
KHDOWK DQG LWV LPSDFW RQ FKLOGUHQYVY RXWFRPHYV
(2016), who noted that children without their own traumatic experiences but at least
one parent with PTSD, while not significant, presented with lower levels of
attachment security than those of Acaumatised parents. This appears to be of a bi
directional nature, with Daud et al. (2008) suggesting that a good relation to family
could function as a protective factor within families of traumatised parents.

Overall, these findings suggest that parental PTSD has a negative impact on
FKLOGUHQ YV agjvstime&nhRavidRfericip@ing. It further points towards a
relational and gendered element within the transactional process between parents and
children. Studies highlighted especially factors related to mothers on child outcomes
and the protective elemerds well as vulnerabilities within the association between

parental trauma/PTSD and related child mental health outcomes.

Parental Mental Health and Child Outcomes

7KH LPSDFW RI SDUHQWDO PHQWDO KHDOWK RQ FK
across 5 studiessQ LQWHUDFWLRQ EHWZHHQ SDUHQWDO DQG
consistently found with predominantly significant associations of medium to large
effect sizes supporting the magnitude of these findings (AlIm&vigtoberg 1999;
Dalgaard,Todd, Daniel, &Montgomery 2016; HosirMoore, & Gaitanou2006;
JavanbakhRosenberg, Haddad, & Arfke?018;Mghir, Freed, Raskin, & Katon,
1995. Within this context, while two studies noted the general negative impact of

SDUHQWDO GLVWUHVV RQ dakIad Dahiel J&/Mbn@bdhieiy WP HQW
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2016; HosinMoore, & Gaitanou2006), three studies noted that rather than paternal
PHQWDO KHDOWK LW ZDV PRWKHUYY PHQWDO KHDOWK
mental health and general adaptation outcomes withumeto large effects
(Almgvist & Broberg 1999; Dalgaardlodd, Daniel, & Montgomery2016; Hosin
Moore, & Gaitanou2006; JavanbakiiRosenberg, Haddad, & Arfke?018;Mghir,
Freed, Raskin, & Katon, 1995

Particularly maternal depression was identifssca moderately strong
GHWHUPLQDQW RQ FKLOGUHQYY PHQWDO KHDOWK VXFI
associated with anxiety (JavanbakRosenberg, Haddad, & ArfkeR018) and
FKLOGUHQTV OHY HO W#ghir, Fieéd, BadknU&IKawh, RIRIn
addition to maternal depression, maternal anxiety was determined as the second
VWURQJHVW SUHGLFWRU IRU FKLOGUHQ R¥sedl@d, HW\ V\F
Haddad, & Arfken2018). These observations were made following a period of
resettlementor children aged 12 to 24 years of aly#ghir, Freed, Raskin, & Katon,
1995 as well as directly at arrival for children aged 6 to 18 years of age (Javanbakht
Rosenberg, Haddad, & Arfken KLOH PRWKHUfVY SRRU PHQWDO
identified as a condisntly significant risk factor for poor mental health outcomes in
children, Almgvist et al. (1999) also suggested that emotional wellbeing in the
PRWKHU FDQ DFW DV D IDFLOLW B&ng. OneRstudfF KLOGUHQ TV
investigating the differencegtween parentandseWDWHG DVVHVVPHQW RI F
mental health identified that while mainly mothers completed the assessments,
IDWKHUYVY PHQWDO KHDOWK SUHGLFWHG GLIITHUHQFHYV
Montgomery (2008b) suggested that thisnp@itowards emotional distress in refugee
families having a gendered and generational element, which needs to be understood

further.
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In addition to the repeated finding of the importance of maternal factors,
overall findings note an association betweereptand child mental health. Further,
while poor maternal health was noted as risk factor, good maternal health was

suggested to be a protective factor.

Parent-Child Interaction and Child Mental Health

Eight studies explored factors related to the pachiitl relationship and
child mental health outcomes. Factors identified of significance within this domain
for Middle Eastern refugee families were the positive association between
DWWDFKPHQW DQG FKLOGUHQTYTV SV\FKRVR&LDO DGMXYV
sizes. Within the domain of attachment, the role of family communication was
investigated which suggested its importance for the nature of attachment between
parents and children with a strong significant association being suggested between an
unfiltered style of communication and insecure attachmeatgaard,Todd, Daniel,
& Montgomery 2016. Authors referred to unfiltered speech as parents referring to
their trauma were unaware their children were present or able to overhear them and
consequently chdren used their imagination to fill in gaps between the pieces of
SDUHQWVY QDUUDWLYHYV J)DWKHUV HQJDJLQJ LQ PRUH
beating the child, was identified as the second strongest predictor, following parental
trauma experierg; with a large effect size and predicted arousal symptomatology in
children. Similarly, parental or pareahild interactions in the resettlement context in
DGGLWLRQ WR SDUHQWVY WUDXPDWLF HYHQWYV SULRU
predictions to childn experiencing various types of anxiety. Behaviours identified
within those contexts were of a punitive nature such as increased scolding or physical
SXQLVKPHQW ,Q FRQWUDVW WR FKLOGUHQYV DURXVDC

types of anxiety, mateal behaviours, rather than paternal behaviours contributed
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VLIQLILFDQWO\ WR WKH SUHGLFWLYH PRGHOV RI FKLO
ZHOO DV 376" VIPSWRP FRPSOH[ ORQWJRPHU\ )ROGVS
DURXVDO V\PSWRP D \&geroeRtin frddoéntiseoldifiybah&yidur was
associated with sleep difficulties in children (Montgomery & Foldspang, 2001). The
risk and protective nature of parental behaviours was found to be the only covariate,
with a medium effect size, differentiatingtiveen children at a followp timepoint
as either spared or traumatized, noting the important protective nature of maternal
behaviour on the lonterm outcomes of children (Montgomery, 2010).

Across these findings, the difference of the maternal vexatesnal factors
are supported. In addition to these parental factors, processes within the family
system were identified as being of importance. Family factors that were identified
were marital harmony¥lmqvist & Broberg 1999 and adaptive family funaining,
ZKLFK ZHUH DVVRFLDWHG ZLWK FKLOGUHQYVY DGDSWDYV
effect sizes (Dalgaard & Montgomery, 201&)pile-up of stressors on the
family/parents and role reversal between parents and children as family functioning
factorspHGLFWHG RI WKH YDULDQFH RI FKLOGUHQTV S\
both variablesverepositively correlated with total SDQ scor@algaard &
Montgomery, 2017).

Again, the potential bdirectional nature needs to be considered. Trentacosta
et al.,(2016) discussed that depressive symptoms in children were significantly
negatively associated with the parehild relationship to a medium effect size.
JXUWKHU WKH\ IRXQG WKDW FKLOGUHQYV SRVLWLYH U
moderately stronglwith positive feelings about school. No association was found

between parenFKLOG UHODWLRQVKLS DQG FKLOGUHQYV 376"



MENTAL HEALTH IN MIDDLE EASTERN REFUGEES 41

Overall, these findings highlight the behaviours and characteristics within the
family system that act as both risk factors &ffers for children from the Middle

east in highincome resettlement contexts.

Discussion

Summary of Findings

This narrative systematic review examined the interaction between a variety
of family/parental factors and child outcomes in refugee families mad been
forced to leave their home countries in the Middle East and resettled in Western
high-income countries. Nineteen studies fulfilled inclusion critexianmarised
results from 10 separate sampdssessed between 1987 and 2017, with the studies
having beerpublished between 1995 and 20A8sessment of the quality of
included studies highlighted five studies being of high quality, 13 being of medium
quality, and one study being of low quality. None of the articles rs@dements
regarding sampleize or power calculating, impacting baing able to conclude if
results are valid or due to chanc®ample sizes varied across studies between 30 and
312 childrenEspecially in the domain assessing ¢ixéernal validity of studies
limitations were oberved regarding the representativeness of the included sample of
the population and settingcross studies little consistency of assessment measures
was found especially for family or parental factors other than PTSD and mental
health. The only consisteparent assessment measures which have been
standardised for Middle Eastern refugee adults were the HTQ and-BS@ther
family and parental factors were often investigated via structured clinical interviews
that were then quantified. Similarly, onlyfew measures were used repeatedly for
the assessment of child outcomes, those more frequently used were the SDQ, CBCL,

and versions of the HT@hese methodological limitationgnd variationsthesmall
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number of studieheterogeneity of studi€s.g. diferences in assessment measures,
child and parent/family factorsighlight the limited evidence base. Consequently,
findings from this review providmerelypreliminary insights intdvow, within

refugee families from the Middle East resettled in higtome countries, parental

and family functioning influence child and youth psychosocial outcomes

The journey of refugees is known to commonly expose families to multiple
prolonged trauma ranging from the loss of resources, identity, and family members,
to witnessing or experiencing violent acts (Tinghog et al., 201.i&) clear that
refugee child and youth outcomes, particularly mental health outcomes and
psychosocial adjustment, need to be understood within the family context. The
interaction between pantal PTSD and trauma was consistently identified as a risk
factor for poorer child mental health. This review strongly indicates that poor
parental mental health such as parental anxiety, depression, PTSD, as well as trauma
experience even in the abseikd FKLOGUHQTV RZQ WUDXPD RU WRU
RQ FKLOGUHQTYV SV\FWRiNK R&Impaot d taMial MERtE Alth on
child outcomes generally is understood (England & Sim, 2009), the particularly high
rates of mental health difficulties adult refugees highlight that refugee children
from the Middle East are likely at a higher risk poorer outcomedue toparental
or family factors.

Additionally, studies explored the breath of parental and family factors that
have the potential toeWKHU SRVLWLYHO\ RU QHJDWLYHO\ LPSDF
and are suggested to be considered when assessing children or families for clinical as
well as research purposes. The more complex pathways of the interaction between
parental and family factoxen child outcomes noted the importance of pre and post

settlement factors.
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Given the reported high prevalence rates of mental health difficulties in adult
refugees (Bogic, Njoku, & Priebe 2015), these findings have implications for policies
and service devery. Findings highlight the importance afental health assessments
and interventions being offered at a systemic level involving close collaboration
between adult and child servic@is needs to be communicated in policies to
support services to chgea their mode of working and support professionals to work
in a more systemic and interagency manner. Fyrthe to the risk factors
associated with parental mental health for child outcomes, it is recommended that the
screening of parental mental heaithncorporated in the health screening and
assessment process of refugees at the early stages of resettlement. Postponing the
DVVHVVPHQW FRXOG QHJDWLYHO\ LPSDFW RQ FKLOGUF
It is strongly recommended that professitsnduring the assessment of families
consider the preand postsettlement experiences as made not only by an individual
but rather the whole family as there is some evidence for child outcomes such as
sleep behaviours being impacted by trauma experienads by family members
ZLWKRXW FKLOGUHQTYV GLUHFW H[SRVXUH ORQWJRPHU
LV UHFRPPHQGHG WKDW SURIHVVLRQDOV JDLQ DQ H[W
UHVHWWOHPHQW MRXUQH\ DQG LQTXLUH BERXW SDUHC
KDSSHQHG SULRU WR WKH FKLOGYTV ELUWK )LQGLQJV I
recommendations discussed in the general refugee literature noting the need to assess
children within the context of their broader family environment (Fazel & Betancourt,
2018). t calls for thorough family assessments to identify risk factors within the
family unit and select appropriate interventions and supports required not only to

VXSSRUW FKLOGUHQYVY ZHOOEHLQJ EXW DOVR SURYLGFEH
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support fo their own mental health. This model of working needs to be supported by
policy.

Similarly, to findings about complex pathways of trauma transmission as
explored by Yehuda et al. (2008), the nature of association between parental and
child mental healthsicomplex. Across predictive models, parental factors predicted
child outcomes, such as PTSD or anxiety, as covariates with other factors such as
pre-settlement living conditions, pigettlement parental trauma, parehtld
interactions in the resettlenterontext, and parental social demographics. The role
of factors such as peer relatioma(d,af Klinteberg, & Rydelius2008 and, as
K\SRWKHVLVHG E\ $KPHG HW DO LQWHIJUDWLRQ
environment outside of the family unit app&ahave a protective function for
children. For resettlement countries, this highlights the need to maximise resources
available to children to support them with their adjustment and integration to the new
culture and environment and establish social eotians. In this context, it is worth
FRQVLGHULQJ FKLOGUHQYV MRXUQH\ SULRU WR UHVHW
growing up in deprived environments lacking educational and social experiences.
Therefore, countries need to consider providing ekt VR XUFHVY WR VXSSRUW
development to enable them to reach the same outcomes as peers.

Additionally, parentchild relational factors impacted child outcomes
suggesting that during family assessments, clinicians need to inquire and observe the
paentchild relationship and interaction patterns informed by an understanding of
family structures and dynamics within Middle Eastern families. Depending on the
service context, professionals might require access to cultural training to be able to
accountfor the cultural variables within their assessment. Professionals need to be

cognisant of the impact of trauma on PTSD on children and parents and potentially
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provide psychoeducation about the impact of trauma on individuals and potentially

help parentst® DNH VHQVH RI WKHLU FKLOGUHQYV EHKDYLRX
provide access to culturally adapted parenting interventions. These elements might
strengthen the parewhild relation, which was identified as a protective factor across

studies evein the context of parents with trauma experience and PTSD

symptomatology (Trentacosta et al., 2016).

Further, while only assessed in one study and requiring further research to
VXSSRUW WKHVH ILQGLQJV FKLOGUHQYYVY FRIQLWLYH I
traumatized parents. This has implications for refugee children attending educational
institutions in the resettled country and potentially being referred by teachers to
mental health services due to children presenting as unable to engage with
educatiomal settings. Teachers and educational systems might require training or
guidance on how emotional difficulties might be expressed by children in reaction to
the impact of their own mental health difficulties or parental mental health
difficulties (Daud,af Klinteberg, & Rydelius2008;Daud & Rydelius2009.

)JXUWKHU WKH LQWHUDFWLRQ RI SDUHQWDO PHQWDO
ability, and activity levels needs to be considered and can potentially provide a

challenge to professionals testihguish between educational difficulties as a

reaction to own and/or parental mental health or based on cognitive functioning

requiring the provision of access to specialised educational settings.

Additionally, across some of the parental dimensionk sggarental mental
health or parental demographic information, a gendered element to the experience of
distress in refugee families is indicated. Overall, maternal factors appear to be more
significant to child outcomes, a pattern consistent withinrdngma transmission

literature (Yehuda, Halligan, & Bierer, 2001), exploring not just social factors but
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considering the role of neurobiological factors, which goes beyond findings from this
review. In the context of the findings from this review in theternof the Middle

Eastern culture, the role of maternal factors on child outcomes might be at least
partially related to the central role of the mother in parenting within Middle Eastern
families. This suggests a gendered element within the associatveeeneparental

factors and child outcomes which we found across studies who considered the role of
the relationship between parent and children, noting its protective nature and at the
same time a poor or negative parehiid interaction being correlateudth

difficulties experienced by children and youth.

Strengths and Limitations

Findings outlined need to be understood and interpreted in the context of the
limitations and strengths of this revieldue to the discussed quality, small number
of available tudies, and methodological heterogeneity of studies, findiegd to be
taken as providing preliminary insightsquiringfurther explorationThese factors
have potentiaimplications forfindings being transferabte other samples and
populations. Neuwghelesspy addressingecommendations made by Wyman (2003)
and Schweitzer, Ungar, Zamoanga, and Szapocznik (2010) this review considered
UHIXJHHYTV RULJLQ D Q Gncebising hemogehigity-bOsamplas iQ W U \
comparison to previous systematic ews. This increases the chance taatsistent
associationsliscussed in this review likegpply to other Middle Eastern refugee
families having resettled in westeworld highrincome countrieg-urther, the
discussedariability in assessment measurededito the heterogeneibgtween
studies contributing to differences in effect sizes of associations and interfering with
the ability to summarise findings in a metaalytical manner. Lastly, based on the

nature and methodologies applied across studi#is studies being mainly cross
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sectional, it is not possible to establish causality between factors discussed but rather
associations, which need to be further explored but provide implications for

researchers and professionals working with this population

Directions for Practice and Future Research

The findings of the review provide insight into directions for future research.
Firstly, associations found between parental factors and child factors need to be
further investigated to gain further understagd of the interaction of different pre
settlement and posettlement factors to start establishing a comprehensive pathway
model for the different child outcomes identified in this review, particularly child
PTSD and mental health. An improved underdtag will aid the development of
specified interventions addressing vulnerability factors and strengthening resilience
factors for refugee families and children.

Nevertheless, more research is necessary to understand changes in parenting
behaviours withirthis cohort and to identify culturally acceptable and effective
interventions fostering strong paresitild relationships and therefore fostering
resilience within the family.

The complex nature of the interaction between family factors and child
outcomesas outlined in other relevant models (Bryant et al., 2018; Yehuda, Bell,
Bierer, & Schmeidler, 2008) highlights the potential of the resettlement context as
RQH IDFWRU WKDW FDQ KDYH D EXIIHULQJ HIIHFW IRU
mental fealth difficulties. This highlights the importance of understanding the breath
of factors in the resettlement environment that facilitate the protective function to be
able to further strengthen them. In this context, the different effects of the
resettlenent context for children and parents needs to be understood further to

PD[LPLVH WKH UHVRXUFHV ZLWKLQ WKH HQYLURQPHQW
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Lastly, on the basis of the variety of measures utilised across studies, the need
for more agreement amgmesearchers is required about the utility of the assessment
measures. Consistency in measurements aids the development of models for
understanding child outcomes and will inform the selection of most appropriate

interventions and developing services anticies maximising refugee adaptation

and wellbeing.
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AppendixC

Summary oResults according téssociations betweeararious Family andChild Factars*

Authors Children
trauma

experience experiences

Parents
trauma

Key findings to impact of family factors on child outcomes

SDUHQWDO 7UDXPD RU 376' DQG &KLOGUHQ(TfV 376"

Ahmad et  Yes Yes HLG: PTSD frequency sign. higher in rhets than fathers (24.2, p<.001) while no sign. differences were found between children and parents
al,. (2008) 6-18 years (* 376" IUHTXHQF\ VLJQ KLJKHU ERWK LQ PRWKHUV DQG IDWKHUV W KR fakkht® GUHQ TV = D
old T No interaction prental PTSD & Child PTSD
&KLOG 376' OXOWLYDULDWH $129% OLIHWLPH LQ H[LOH LQW-WXEMME®J HILWKWMDRWKHFHKYO GUE'Q
d=.419, small effect size)
Almgvistet  Yes Yes Parental traumatic stress exposure was identified as a risk factor for children, with it being associated with sev@retressratposure in children (r=.37, p<.02,
al., (1999) 6-10 years medium effect size)
old
Daud et al., No* Yes Children with TP: 31 children (17 boys & 14 girls) showed PIi8ted symptoms; Children with NTEO children showed PTSEelated symptoms (RD: .775, OR
(2008¥ 6-17 years PTSD " ODUJH HIIHFW VL]H
old diagnosis
Daud et al., No* Yes When scoresfor K\LOGUHQ LQ ERWK JURXSYV 73 YV 173 ZHUH FRPSDUHG VLJQLILFDQW Ds\(irPOID W LR
(2009¥ 7- 16 PTSD o} ODUJH HIIHFW VL]H ZDV IRXQG
years old  diagnosis
Mghir et Yes Yes A high score on the total HTQ score WKH IDWKHU S u PHGLXP HIIHFW VL]IH ZDV FRUUHODWHG ZLWK
al., (1995) 12-24
years
Montgomer Yes Yes ,PSRUWDQW SUHGLFWRUV IRU FKLOGUHQYV UHH[SHULH Q FHVLI\0\ p<SOMRI&rFe\WfRe $z&), rAdthdrHork ed (YR163
y (1998¥ 3-15 years p<.0005, medium effect size ), father exposed to organised violence after the birtblold{®R 4.6, p<.0005, medium effect size), and lived in refugee camp
RXWVLGH WKH KRPH FRXQWU\ 25 ' S ODUJH HIIHFW VLI]H
,PSRUWDQW SUHGLFWRUV IRU FKLOGUHQYV DURXVDO V\PSWRPDWR O Ruge effdddizel, Rarg Hedn\heRtens:
kicked by official (OR 12.4, p<.005, large effect size), father beating the child more (OR 7.4, p<.0005, large effeawsgizelyed in refugee camp outside the hoi
country (OR 4.8, p<.025, medium effectegizand in extended model sibling left being in home country (OR 5.6, p<.088&um effect size).
Montgomer Yes Yes Two violence experiences (Mother tortured (OR 8.2, p<.005, large effect size) & father disappeare?] (RS, small effect size)) were identified that
yetal., 3-15 years LQGHSHQGHQWO\ DQG VLIQLILFDQWO\ SUHGLFWHG 376' VI\REWRBY RRBSOHY LQSFRQNRDGDQHIH
(20067 old and three social background predictors.
Sundelin Yes Yes Kurdistanian and Swedish children reported no significant differences in trauma levels. Children in both samples shomédand differences in PTSD symptom

Wahlsten et 6-18 years
al., (2001) old

scores except in the-experiencinggymptom cluster (Swedish children had higher scores than Kurdistanian children), Kurdistanian parents showed significal
higher lifetime and current PTSD scores than Swedish parents.

Interpretation by authors:

'"HVSLWH . XUGLVWDQLDQ PRWRRMUAMRKHMN 3VKH VIPESKLOGUHQ KDYH UHODWLYHO\ ORZ V\PSWRP
contaminate the children in this study, not supporting the contagion hypothesis.

SDUHQWDO 7UDXPD RU 376' DQG &KLOGUH¥2lhgnp HQWDO KHDOWK SV\FKRVRFLDO
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Dalgaard et No Yes SDUHQWDO 376' DQG FKLOGUHQTV SV\FKRVRFLDO DGM XV Wigniicany |ebeDibGthD Xpwdied HirelionWw VHFEXULW
al., (2016 4-9years PTSD
old diagnosis
Daud et al., No Yes Children in nortraumatized families had higher scores regarding ITIA psychological wellbeing (p<.05, d=.238, small effect size) andet@pad.68, d=.47, small
(2008Y 6-17 years PTSD effect size) and tendency to show better relation to family (pd0825, small effect size) than children from traumatized families. No sign. difference between
old diagnosis children with vs without PTSD related symptoms in TP group. Children without PTSD related symptoms (independent of farilyritBchad more similar values

on subscale relation to family and total score than children with RT&&ted symptoms and had more positive scores on SDQ subscales (p<.001) Children wii
and not showing PTSikelated symptoms had highest scoring on relation to others.

TP group & SD@scores: Children without traumatised parents scored sign. lower on Emotionality (p<.@8®6,darge effect size), Hyperactivity (p<.01, d=.883,
large effect size), SDQ total (p<.001, d=.987, large effect size)

Children without PTSErelated symptoms witliP had lowest scores on emotionality, hyperactivity, and peer problems and highest scores on prosocial behav
Within TP group, significant differences re resilience and protective factors in favour to children not showing PTSByrelattetis were fand as follows:
emotionality (p<.01, d=.67, medium effect size), peer problems (p<.001, d=.291, small effect size), prosocial beh®Bowd£Ed, medium effect size), and tota
score (p<.001, d=.519, medium effect size), also tended to have hagites on psychological wellbeing (p<.05,-.896, medium effect size), total score (p<.05; ¢
.319, small effect size), and relation to family (ns-.281, small effect size).

Daud etal., No Yes TP group, 65%r(=13) of boys and 30% (n=6) of girl were found to have ADHD diagnosis, compared with 5% of boys and 10% of girls in NTR2 graiupf those
(2009Y 7- 16 PTSD 13 boys and 5 out of those 6 girls with ADHD diagnosis were also diagnosed with PTSD, this did not appearoupTP
yearsold diagnosis 18% children from TP group compared with 90% children from NTP group had neither (ADHD or PTSD) diagnosis.
When scores for children in both groups (TP vs NTP) were compared, significant associations between parental trauma (@etFApBID, p<. o] PHC
HITHFW VLIH DQG WHDFKHUTV UDWLQJV RI FKLOGUHQTYV K\SHUDFWLY&W\ 6@DUSH HIIBIFW WLHI
S 0 ODUJH HI I-kighificavtlaksbciatiorRIRMQK D VPDOO HIIHFW VL]H & EHWZDWE G bKHQGAWDHQ Y
was found.
Javanbakht Yes Yes All measures of maternal, but not paternal, symptom severity was associated with anxiety syswptiyniis the child, whereby, maternal depression symptom
etal., 6-17Year VHYHULW\ PDGH WKH ODUJHV VWDWLVWLFDOO\ VLIQLILFDQW XQLT X} foldveVisynhafensl [aRigty\shiRpEo K|
(2018) old VHYHULW\ PVWODESC RODWHUQDO 376' VIPSWRP VHYHULW\ S
Montgomer Yes Yes 7KH VWURQJHVW SUHGLFWRUV IRU VOHHS GLVWXUEDQFHV ZHUH JU BQab &Bdidire) dhefscoldiRiteHiqid H
y et al).a, 3-15 years more than previously (OR 3.0, p<.01, small effect size), mother tortured (OR 2.4, p<.05, small effect size) and onarentotorfured (OR 2.3, p<.01, small effe
(2001 old size).
Montgomer Yes Yes Children with a tortured mother and/or disappeared father suffered significantly more often than others from seven ouifaf 4yhgmpeens of anxiety, from 12 out
yetal., 3-15 years of 13 symptoms of depression, from four out of eight symptoms of aggressions and fornt fafutine other emotional symptoms or reactions.
(2006} old 6SHFLILF VIPSWRPV RI HPRWLRQDO XQEDODQFH DOVR KDG LQGHSHQGHRRW BWYWUYRW RIWXRIPNG Z I
WKLQJV™ 25 S O DY MAWHIRKDIW VWW. JHRUWKODWH ZLWK 3IDWKHU GLYDSSHDUHG ™ EHLQJ 3Gl

FRUUHODWH ZLWK 3SPRWKHU WRUWXUHG DQG RU IDWKHU GLVDSSHDUHG”™ EHLQJ 3IHDUV RI IXW

Parental Tr DXPD RU 376' DQG &KLOGUHQTV RXWFRPHV RQ ,4 DVVHVVPHQW

Daud et al., No Yes Children with NTP had significant higher scores at a p<.001 level for VIQ (F=18.8, d=.982, large effect size), PIQ (E=417lalge effecsize), and FSIQ
(2008Y 6-17 years PTSD (F=18.3, d=.969, large effect size) than children with TP (incl. those with or without FPITTES).
old diagnosis Among children with TP, those not showing PT&iated symptoms had on average a VIQ of 91.7 vs. 86.7 (d=.422, small effect size asigmiéwvel was not
reported) in the group showing PTSElated symptoms.
Daud etal.,, No Yes When scores for children in both groups (TP vs NTP) were compared, significant negative associations between parbntél @BGmMFKLOGUHQ TV SH
(2009% 7- 16 PTSD WISC-,, ,QGH[HV ZDV IRXQG 9HUEDO &RPSUHKHQVLRQ S o} ODUJH HfecHsiz®y, Rfeetidm fr8 U F H
years old diagnosis GLVWUDFWLELOLW\ S 0 PHGQXBSHHFWS VL]IH 6DQGGBNWRAHWYIHFW VLIH

3DUHQWDO 0OHQWDO +HDOWK DQG &KLOGUHQYY PHQWDO KHDOWK SV\FKRVRFLDO ZHOOEHLQJ

Almgvistet Yes Yes Emotional wellbeing in the mother (Wald: 4.98, p<.05, (r~.79).large effect sizéha reported signs of vulnerability in the child before the experience of war ar
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al., (1999) 6-10 years political violence (Wald: 6.24, p<.01, (r~.99) large effect size) were the factors that most strongly determined emditibamigna children at the followp
old (percentge correctly predicted 71.05%)
Dalgaard et No Yes S3DUHQWDO V\PSWRPV OHYHO RI DQ[LHW\ DQG GHSUHVVLRQ DQG FKLO &U &t @fosighMddnKiev® R Ehe D O
aI.,(2016} 4-9years PTSD H[SHFWHG GLUHFWLRQ FRUUHODWLRQ EHWZHHQ SDUHQWDO DQ[LHWSIZ@E2BKIEMGUHQTV SV\F
old diagnosis
Hosinetal,, NR Yes Strong significant positive correlation between distressdd QWY DQG FKLOGUHQYY DGMXVWPHQW GLIILFXOWLHYV S
(2006) (1-14 found.
years)
Javanbakht Yes Yes All measures of maternal, but not paternal, symptom severity was associated with anxiety syenptitynin the child, whereby, maternal depression symptom
etal., 6-18ears VHYHULW\ PDGH WKH ODUJHY VWDWLVWLFDOO\ VLIJQLILFDQW X QLT X} foRdvvidyunhafeks laRxigty\SAiRpEoK|
(2018) old VHYHULW\ SDVW®mQE\ PDWHUQDO 376' VIPSWRP VHYHULW\ S
Mghir et Yes Yes Simple significant correlations between parental psychopathology with PTSD/depression in the adolescent and young &mluiid: viehegh score on mateal
al., (1995) 12-24 HSCL- WRWDO VFRUH ZDV FRUUHODWHG ZLWK DGROHVFHQWYV \RXQJ DG X vhfhe BSLE25Adpiedsidry V
years VFRUH E\ PRWKHU ZDV FRUUHODWHG ZLWK DGR OH V PHtiufn\effeRt$ige] ODIGEtXeQraable & mdthed st&ridd-high’ brike
HSCL-25 retained its statistical significance in the discriminant analysis because of high correlations among the three indepebddi DEOHYV :LONV S
R<.01).
Parental OHQWDO +HDOWK DQG &KLOGUHQYVY JHQHUDO DGDSWLRQ
Almgvistet Yes Yes Decreased welbeing in the mother (p=.011,+292, OR=.003, strongest predictor in stepwise logistic regression, medium effect size) and decreased tttreintal
al., (1999) 6-10 years father (p=.07, r=.156, OR=6.394"/fast strongest predictor in stepwise logistic regression, medium effect size) were found to relate to lower ratings of gener
old adaptation in children
Parent-Child relationship/ interaction and Child mental health/ wellbeing
Dalgaard et No Yes $ ERUGHUOLQH VLJQLILFDQW QHJDWLYH FRUUHODWLRQ EHWZHHQ F Kds@&s\fodrd {p¥.056, RE D @editirF X
al., (2016 4-9years PTSD effect size). Futter, the Global Security Score was found to be negatively correlated with Internalizing difficulties (p=-2®4, rsmall effect size) and significantl
old diagnosis negatively correlated with Externalizing difficulties (p=.0464,388, medium effect size).

Correhtions between Secure/Insecure attachment variables and SDQ totals (p=.322, r=.198, small effect size), Internalidies) (@H#ied9, r=.013, no effect) and
Externalizing difficulties (p=.124, r=.303, medium effect size) were not significant butinvire expected direction.

Significance was found for the entire contingency table fordR&maily Communication and Attachment (p=.021, V=.5706, large effect size)

Sign. association between secure/insecure and unfiltered style of communication wasSound 25 ' ODUJH HIIHFW VL]H 7KH RWKF
insecure and communication styles (Modulated Disclosure style, Open Communication, Silencing) were figifioamt.

Montgomer Yes Yes Father beating thehdd more (OR 7.4, p<.0005ODUJH HIIHFW VL]H ZDV WKH VHFRQG VWURQJHVW SUHGLFWRU IR

y (1998} 3-15 years traumatic experience.
6WURQJ SUHGLFWRUV IRU FKLOGUHQTV UHJUHV VLY ffecDsz¢), kaWhg iveldUrHrelunél Barmhp guiside idfhavhk coriry (OR
44.4, p<.0005, large effect size; was strengthened if the first experience had occurred the three years prior to emrivaik)) Balestinian ethnicity (OR 26.5,
p<.0005, large effécsize), separated from father more than 1 months (OR 4.9, p<.001, medium effect size), mother scolds more (OR 4rGegikiOR&ffect
size), mother talks more with child (OR 2.9, p<.025, small effect size); increasing age was modifying factor (BRQ0B, no effect).
6WURQJ SUHGLFWRUV IRU FKLOGUHQTV IXWXUH DQ[LHW\ ZHUH OLY H GecRsize)) HdtiXel HethiteD @& TBX W
p<.0005, large effect size), father tortured after the birth of thd ¢BR 4.6, p<.0005, medium effect size), mother hits or punishes child more (OR 2.7, p<.025
effect size), and in the extended model father disappeared (OR 4.7, p<.001, medium effect size); strong modifying éachils detained (OR 0.2, p<.large
effect size), mother cuddles child more (OR 0.3, p<.0005, medium effect size), and in extended analysis increasedtyePBn8ilil p<.0005, large effect size).
6WURQJ SUHGLFWRUV IRU FKLOGUHQYV' V&I SD U DOMURIGH B QIH FW \V LD} W K H D WGH-MGW PR G HRE BRKQH DK
large effect size), mother hits or punishes more (OR 19.0, p<.005, large effectw@dea)) fefugee camp outside home country (OR 7.6, p<.005, large effect size
in extended model loss of opportunities for play (OR 5.1, p<.0005, medium effect size) and mother has an occupatign(O®RL5.thedium effect size).
Increasing age wamn important modifying factor (OR 0.2, p<.025, large effect size).
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6WURQJ SUHGLFWRUV IRU FKLOGUHQTV FOLQLFDO DQ[LHW\ ZHUH P R y¢Kffétd sigd) Wed Bntier cankitibhs oF
war (predictor wasteengthened when the first occurrence was within two years prior to arrival in Denmark, (OR 6.8, p<.025, large effectlseézetprtured (OR
2.8, p<.10, small effect size), and in extended model loss of opportunities for play for over one montiis @RS, large effect size); Mother scolds child mor:
was the strongest modifying factor (OR 0.2, p<.001, large effect size).

Montgomer Yes Yes At follow-XS 3VSHDNV IUHTXHQWO\ ZLWK PRWKHU D BRffed si3d) éhly CoMapiate th&t Sign. distiBguishedmbEit@eeiX spared and
y (2010} 11-23 WUDXPDWL]HG FKLOGUH@QemBVHG RQ FKLOGUHQYV VHOI

years old
Montgomer Yes Yes One of the strongest predictors for sleep disturbances after were grandpdrnY LROHQFH GHDWK EHIRUH WKH FKLOGTV ELUWI
yetal., 3-15 years (OR 3.0, p<.01, small effect size).
(20017 old Being accompanied to Denmark by both parents meant a reduced risk of sleep disturbance (OR 0.3, p<.0005, medium effect size).
Montgomer Yes Yes 7ZR YLROHQFH H[SHULHQFHYV LQ FRQFRUGDQFH ZLWK DJH WZR EHKDYLRXWDO]H PR WKIHIG FIX@I
yetal).z, 3-15 years SDUHQWVY GHWHQWLRQ"™ 25]H $9H5QGC WKLHG WNRAEWO EDFNJURXQG YDULDEOHYV SUHGLFWHG F
(2006 old
Trentacosta Yes Yes Older youth reported more traumatic stress symptoms (p<.05, r=.14, small effect size), and reported less seipfiortsreps with parents (p<.05-r#4, small
etal., 8-22 years effect size) and less positive feelings about school (p<.623~small effect size)
(2016) old Depressive symptoms were sign. negatively correlated with relationship with parents (p<321;medium effect size)

Supportive relationship with parents and positive feelings about school were positively correlated (p<.01; r=.47, metisizegfipportive relationship with
parents was not significantly associated with traumatic stress symptoms;

Youth whoreporH G PRUH VXSSRUWLYH UHODWLRQVKLS ZLWK SDUHQW.32; HeawieR Waidh@d Itenz, irhedivh Bffetv/$ze)\
main effects for traumatic events and supportive relationships with parents were qualified by the statigtifelns interaction between those two variables
7UDXPDWLF HYHQWY ZHUH VLIJQLILFDQWO\ DVVRFLDWHG ZLWK GHSUH YV \d<YH métdkia @ffecPsizeY kuHQt
when relationship with parents were lesSSSERUW LY H S QR HIIHFW

Family functioning and Child mental health/ wellbeing

Almqgvistet Yes Yes In the logistical regression, marital harmony was identified as the third strongest predictor for good adajtatarernn(p=.043, OR 66.357, third strongest predic
al,, (1999) 6-10 years large effect size)
old
Dalgaard et No Yes Dimensions of family functioning and total SDQ were found to be all correlated in expected direction but notrsignifiept of Stressor pilgp & SDQ (p=.013,
al., (2017 4-9years PTSD r=.450, medium effect size).
old diagnosis Two strongest family functioning variables (family experiences ayglef stressor & role reversal between parents and children) were neither significant indivi

(p>.05) but he overall model was significant (p=.036, R=.47, medium effect size) and this was owned primarily to the contributistnessthrepileup variables
VWDQGDUGL]HG S RI WKH YDULDQFH LQ WRWDO 6'4 VFRUHVY FRXOG EH SUHGLFV
Correlation between total adaptive family functioning and total SDQ (p=.0389=medium effect size)

Parental demographic variables or adjustment/acculturation and Child mental health/ wellbeing/ PTSD

Ahmad et  Yes Yes Assciation between PTSD and correlates in family map: Child PTSD showed neg. correlation with maternal education (p: NRafeM@ct size). Additional
al,. (2008) 6-18 years significant negative correlations were lifetime in Sweden (p: NR, r=.29) and birth in Sweden ¢z NR,
old
Mghir et Yes Yes 7KUHH LPPHGLDWH IDPLO\ YDULDEOHV KDG VLJQLILFDQW VLPSOH FRU UsH @0, rR42, \mediuhyV éffedt7 6 '
al., (1995) 1224 size), English not spoken at home (p<.01, r=4PHGLXP HIIHFW VL]H DQG OLPLWHG HGXFDWLRQDO OHYHO RI WK
years variables were highly correlated with each other and only the variable English spoken by the mother remained sighiéicistimiQ DQW DQDO\VLYV
Lambda=.6849; R<.01)
Montgomer Yes Yes Oneway ANOVA with random effects, the family level explained 2.8% and the individual level explained 97.2% of variance fe@ethalizing behaviour
y (2008af 3-15 years Oneway ANOVA with random effects, the family level explained 16.4% and 83.6% (p<0.05) of variance concerning internalized behaviour
old Multiple regression for significant predictors of externalizing and internalizing behaviour:
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Externalizing behaviour sign. decreasedPR WKHU YV HGXFDWLRQ LQ KRPH FR28GihbestAtatisticallyGslgnificat unique contribution)

DWWHQGLQJ VFKRRO RU ZRUMNI1)WAd sign. iicteased & having witnessed attack on others in Denmark (t=@.8 S
,QWHUQDOL]LQJ EHKDYLRXU VLJQ GHFUHDVHG E\DGOQ N WP RMXXAHU TW HG X FED W L R.88, Stfongest G|
statistically significant unique contribution), increased by number POWLF H[SHULHQFHV EHIRUH DUULYDO W Gl
'DQLVK IULHQGV W -Gl DQS LQFUHDVHG E\ QXPEHU RI W\SHV RI VWUHVVIXO H[SHULHQFH
typesRl GLVFULPLQDWLQJ H[SHULHQFHV LQ '"HQPDUN W Gl S
Montgomer Yes Yes At follow-XS OHQJIJWK RI IDWKHUYVY HGXFDWLRQ LQ WKH KRPH FRXQWU\ 25 $.78, p<QR mediuirhreiiéct
y (2010} 11-23 VLIH ZHUH RQO\ FRYDULDWHYV WKDW VLJQ GLVWLQJIJXLVKHG EHWepsitdQ DGDSWHG DQG WUDXP
years old
Montgomer Yes Yes Two violence experiences, in concordance with age, BMKDYLRXUDO DQG WKUHH VRFLDO EDFNJURXQG SUHGLFWRU
yetal, 3-15 years ODUJH HIIHFW VL]H 33IDWKHUfV RFFXSDWLRQ LV SULYDWH HQWHU DWOAHR FEX S 6,<S005,2diRD O O
(20067 old effect size) predicted PTSD symptom complex in children.
Montgomer Yes Yes More youth from families with an unemployed father (or mother) experienced being ignored by a teacher (OR .2, p<.0f&ctlaige) eor being teased (OR .3,
yetal., 11-23 p<.005, medium effect size), and more youths from families where the father (or mother) did not have an education ieddgniradk, experienced derogatory
(2008Y years old remarks (OR .3, p<.005, medium effect size).

Indicators of par@ WV VRFLDO VLWXDWLRQ ZHUH QRW DVVRFLDWHG ZLWK WKH FKLOGUHQYV VRFLDC
IDWLRQDOLW\ HWKQLFLW\ UHOLJLRQ DQG SDUHQWVY VRFLDO VLWXDWLRQ ZHUH QRW DVVRF

S3DUHQWDO IDFWRUV DQG SDUHQONG U HRK U GYWARHRVIRFWD Q JIYGRIXKRAP HQ W

Montgomer
y (2008b)

Yes Yes
11-23
years old

The third/last included positive predictor of differences betweenaslf parertUDWHG H[WHUQDOL]LQJ VFRUHYV ZDV 3GLIIHUHQW
quarrelswithiLV KHU IDWKHU" % 6 ( S 7KLV ZDV DOVR WKH VWU R ghd dvemaeR interdalizing s@igs
S3GLITHUHQW DVVHVVPHQW RI ZKHWKHU WKH \RXQJ UH | XGbH)Horgs¥r apge (BQ37, BENLE pk.DY), WHild_hedatileK H |
predictors were Palestinian ethnicity @56, SE=2.03, p<.05) Iragi nationality (B= 6 ( S IDWKHUTV Vb B5-120,RE@M PV
speaks with and father when sad {B26, SE=.62 p<.001), young refugee communicates with his/her mother when glad (B=. 6 ( S DQG 1ID
education in the home country (B33, SE=.11, p<.01).
The most significant positive predictor of large seiDW L QJV U H O DWDLW HQWWR FSRQHHQUNMMRJ HIWHUQDOL]LQJ EHKDYLRX
25 S ODUJH HIIHFW VL]IH DQG WKH ODUJHVW QHJDWLYH SU.HighfesVsgdifiean posithepredictar Qf
largeel-UDWLQJY UHODWLYH WR SDUHQWVY UDWLQJY FRQFHUQLQJ LQWHUQD QW] ZQ W EHKIDY KR XL
S PHGLXP HIIHFW VL]H DQG WKH ODUJH¥WREDIHPY,p¥.B5 Sy gfedt w® U 3 IDWKHU KDV VOHHS

Long-term impact of parenting/ parentt FKLOG LQWHUDFWLRQV RQ DGXOW 3FKLOGUHQYV'  PHQWDO KHDOWK

Ghanzinour
et al.,
(2003)

Yes NR
(Adults,
MVele=38,

41

M Femal%3

5.71)

Experienced rejection of father or rejection of mother sigaittly positively correlated with large effect sizes to the different psychopathologies of the adults ac
the domains assessed by the BDI and -9QGLFor paternal rejection, the effect sizes ranged from r= .53 to .70, for maternal rejection, tisezeffeanged from r=
.46 to .62.

Emotional warmth experienced by father or mother significantly negatively correlated with large effect sizes to thepdiffelepathologies of the adults across tt
domains assessed by the BDI and SXOL For paternamotional warmth, the effect sizes ranged from.62 to-.45, for maternal emotional warmth, the effect size
ranged from r=.62 to-.49.

Overprotective father or mother significantly positively correlated with medium effect sizes to the differenppsiyctogies of the adults across the domains asse
by the BDI and SC190. For paternal overprotection, the effect sizes ranged from r= .39 to .50, for maternal overprotection, the effejesizesmar= .36 to .49.

IStudies based on same sampBudies based on same samffudies based on same samfydies based on same sample
* Note Table Al provides a more detailed overview of results of the included studies categorised according to the impacttdadiffefastors on various cla outcomes. Consequently, studies in Table 2

can be listed under multiple parent/family and child functional processes.
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Supplementary Material S1

S1:Overview of search terms

Concept Keywords
Variation 1
Population UHIXJH 25 3DV\OXP VH-WMHNS5 2BVGQ
OR stateless OR migrant* OR immigrant* OR emigrant* OR
AND SHWKQLF PLQRU ~
Population infant OR child* OR newborn OR newborn OR baby OR

Specification

toddler OR adolesc* OR teenage OR youth OR young OR
minor OR pediatric OR paediatrie5 *HPHUJLQJ DG

SPLGGOH HDVW = 25 PLGHDVW 25 DU
Iran* OR Afghani* OR Kurd* OR Jordan* OR Leban*

3+LJMQFRPH FRXQWU ~ 25 +,& 25 3GHY
S:HVWHUQ :RUOG”™ 25 31RUWKORRNORF
38QLWHG 6WDWHV”™ 25 86 25 86% 25 &
=HDODQG" ™ 25 8. 25 38QLWHG .LQJGRI
Austria OR Belgium OR Denmark OR Finland OR France O
Germany OR Ireland OR Italy OR Netherlands OR Norway ¢
Spain OR Scandinavia OR Sweden OR Ssvlend

SDWWDFKPRHGRWDUHILYHU EXUGHQ’
SUDFWLFHV 25 3SFKLOG UHDULQJ  2°
FRPPXQLFDWLRQ 25 3IDPLO\ LOQI
HQYLURQPHQW 25 3IDPLO\ IXQFWLR
s]PLO\ FRKHVLRQ 25 3IDPLO\ IDFWR
SPDWHUQDO PHQWDO KHDOWK’ 25
sSDWHUQDO PHQWDO KHDOWK ™ 25
sSDUHQW PHQWDO KHDOWK’ 25 3SD
UHVLOLHQFH 25 L3BOQ U HIBW? S DAHQW
3SSDUHQW VWUHVFKLQE ISHDUHWYMRQ’
UHODWLRQ 25 3SV\FKRORJ\ RI SDL
SPRGLI\LQJ IDFWRU" 25 3YXOQHUDE
SSURWHFWLYH IDFWRU” 25 3VRFLDO

. AND
Population
Origin AND
Setting
Independent AND
Variable

AND

Deperdent
Variable

(psych* AND (disor* OR ill* OR health)DR psychosocial OR
psychesocial OR (mentahND (disor* OR ill* OR health))OR
resilien* OR outcome OR develop* OR acculturation OR
adaptation OR adaptability OR adjustment OR education OF
academic ORRFLDO 25 3SHHU UHODWLRC
wellbeing ORWelEHLQJ 25 3ZHOO EHLQJ 2
behavio?r OR trauma* OR depress* OR anxiety OR stress (
post WUDXPDWLF 25 SRVWWUDXPDWLF
OR sleep OR distress OR internaliz* OR migis* OR
externaliz* OR externalis* OR somati*
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Study 2 (Empirical Study)

Prevalence of mental health distress among Syrian and Iraqi refugees and
contextual and culturally relevant indicators affecting their mental

health and resettlement experiencein Ireland

Prepared in accordance to submission guidelines dfatinnal of Child and Family

StudieqSee Appendix A

Total Word Count
Main Text (incl. abstract and tablesg70words
References: M2 words
Appendices were attached mainly édamination purpose.
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Research Highlights

x Syrian and Iraqi refugees in Ireland require access to mental health supports
X Resilience (Systemic Resources) wasa@ective predictor for mental health

x Caring for family members was a risk factor for mental health

X Number of Children was a protective predictor for mental health

x Programmes that foster resilience and social connection should be

implemented
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Abstract
Purpose of this study was to explore prevalence rates and nature of mental health
presentations among Syrian and Iraqi refugees resettled in Irélamdecond aim
was to identify resettlement components based on a participatory conktitatian
method with refugees and their support workdrse third aim was to determine
how well those components in addition to demographic variables and resilience
predict U H | X JoMdrall fhental health distress in tlesettlement environmenthis
study utilised a mixeanethods crossectional design. 14 participatory workshops
with refugees and professionals supporting refuges were conducted to identify
IDFLOLWDWRUYV DQG EDUULHUV IRU IDPLOLHVY UHVHWYV
explore th& contribution to mental health distress. Mental health presentations
assessed were symptoms of anxiety and depression {@S)Chosttraumatic stress
disorder (IESR), somatic complaints (PH®6). Additionally, Resilience (Systemic
Resources) was measdr Data was collected between February 2018 and January
2019. A total of @ adults completed the seiport measures. Symptoms of anxiety
were found for 44%, symptoms of depression were found for 32%, and symptoms of
PTSD for 65%. Mental health symptomsre associated with somatic complaints
and selrated psychological distress. In the model constructed via multiple
hierarchical regression, uniquely significant contributiongateancesn Mental
Health Distress were made by Resilience (Systemic Ress)fajor Life
Challenges: Caring for Family Members and Personal ISsared Number of
Children. The findings highlight that Syrian and Iraqi refugees are a vulnerable
population in Ireland requiring assessmetess to supporénd resourceBesdes
the access to specialised psychological treatments for mental health disorder, the

implementation of programmes fostering resilience and social connection and
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support is of importancd.his needs to be considered for policy and service
development toeduce mental health distress and strengthen resilieme&igee

families.

Keywords:Refugee, Mental Health, Anxiety, Depression, PTRBsilience,

Ireland, Middle East
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Introduction

Higher rates of mental health distress in refugee®mparison to the normal
population or nofforced immigrants have been established over the-ghrontand
the longterm (Bogic, Njoku, & Priebe, 2015; Porter & Haslam, 2005). As a result of
the Syrian war, over 12 million Syrians have been forciblyldegal since 2011, of
whom 5.6 million are living outside Syria as refugéeBlHCR, 2019) Ireland has
committed to resettling 4000 UNHCR registered refugees from Lebanon, most of
whom are Syrian, as part of the Irish Refugee Protection Programme (IRR&). Sy
war refugeesave experienced multiple and prolonged exposure to war crimes with
implications for mental health (Hassafentevogel, JefeBahloul, BarkilOteo, &
Kirmayer, 2016). orture has been experiencedrbginy Syrians and those affected
might resent as an especially vulnerable group for mental health difficulties (Hassan
et al., 2016).

Anxiety, depression and pesaumatic stress disorder (PTSD) are
presentations commonly experienced by refugees from various backgrounds,
including the Middle Bst (e.g. Arsenijevic et al., 2017; LeMaster et al., 2017;
Tinghog et al., 2017), with these oftenaccurring (Fazel, Wheeler, & Danesh,
2005). Large ranges in the prevalence rates of PTSD, depression and/or anxiety
disorders in waaffected refugees haween reported across studies (Fazel et al.,
2005; Ghumman, McCord, & Chang, 2016; Tinghog et al., 20a&)in part to
differences in sample characteristics, methodologies and assessment tools, which
makes it difficult to generalise about the presenaaeital health disorders in a
specific refugee populatiorHowever a systematic review of 29 studies on the
mental health of waaffected refugees resettled for 5 years or more found prevalence

rates for mental disorders were typically in the range &6 28d above, with upper
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ranges being 80% (depression), 86% (PTSD) and 88% (an{stgic et al., 2015).
Tinghog et al., (2017) assessed prevalence rates for common mental health
presentations of Syrian refugees in Sweden having sought asylum betweem@011
2013. They utilised random sampling based on nationwide registry data with
assessment measures distributed via post. Depression was identified as the most
common disorder (40%), followed by anxiety, (32%) and PTSD (30%). High rates of
comorbidities,@Q DYHUDJH RI SRWHQWLDOO\ WUDXPDWLF F
refugees, and 30.6% of the sample having experienced torture were reported.
Georgiadou, Zbidat, Schmitt, & Erim (2018) studied Syrian refugees who arrived in
Germany after 2014. They reped prevalence rates 1% for PTSD, 15% for
moderate depression, and 14% for moderate anxdetiytal of 6% of their sample
H[SHULHQFHG WRUWXUH DQG WKH DYHUDJH QXPEHU RI
KLIKOLJKWHG ZDV ORZHU WK DWlylaQd theyxdigedithis @ D O TV
contributing factor to the lower mental health disorder prevalence rates. Javanbakht
et al., (2018) assessed Syrian refugees at their arrival in the United States as part of
the mandatory health assessment and reported P&ip the most common
presentation (48%), followed by prevalence rates of 40% for anxiety and 32% for
depression. A study with Middle Eastern torture survivors in Finland found PTSD
prevalence rates of 84% being reported as well as very high rates ofst@pres
(84%) and anxiety (77%Bchubert & Punamaki, 2011), indicating torture survivors
may have elevated mental health needs compared to othaffected refugees.

The nature and frequency of premigration trauma or experience of violence
as predictorsdr refugee mental health difficulties have been consistently identified
in the literature (Alpak et al., 2015; Ghumman et al., 2016; LeMaster et al., 2017;

Steel et al., 2009). In this context, a dose effect has been noted with the risk for
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mental health ifficulties increasing with the number of traumatic events experienced
(Steel et al., 2009). Additional peettlement elements suggested to contribute to
differences in mental health prevalence rates are culture, length and nature of the
migration journeyand status of the conflict in the country of origin (Bogic et al.,
2015; Georgiadou et al., 2018; Porter & Haslam, 2005; Tinghdg et al., 2017).
Varying prevalence rates in mental health difficulties of-aféected
refugees have also been attributethtoresettlement context (Bogic et al., 2015;
Georgiadou et al., 2018; Tinghog et al., 2017) with resettlement factors having been
found to be more salient in predicting mental health outcomes thaetliement
factors (Li, Liddell, & Nickerson, 2016; Per & Haslam, 2005; Tinghog et al.,
2017). Resettlement risk factors identified in the literature include unemployment,
gender, education, and experience of grief due to loss of social identity and loss of
family and community networks/supports, fearflamily members left behind and
uncertainty about reunification, chronic diseases, poor socioeconomic status, and
language difficulties (Ghumman et al., 2016; Kirmayer et al., 2011; LeMaster et al.,
2017; Li et al., 2016; Misra, Connolly, & Majeed, 2008¢kerson, Bryant, Steel,
Silove, & Brooks, 2010Russo, Lewis, Joyce, Crockett, & Luchters, 2015).
SBURILFLHQF\ LQ WKH KRVW ODQJXDJH KDV EHHQ QRWH
ability to integrate, adjust, and acculturate (Tip, Brown, Morrice, Col&e
Easterbrook, 2019) and identified as a protective factor for mental health (Lumley,
Katsikitis, & Statham, 2018). Additional identified protective factors promoting the
psychosocial adjustment of refugees are social support, partner support, religion,
good relationship with child, friendships, education, and utilisation of childcare

/[ HODVWHU HW DO 5XVVR 7KH UROH RI VRFL
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health has been identified as favouring acculturation and potentially mediating
between trauma exposure and PTSD symptoms (LeMaster et al., 2017).

The majority of research on Syrian refugees in high income resettlement
countries has tended to focus on mental health difficulties, with limited attention to
resilience processes. Resilieinas been noted as undesearched to date (Hassan
et al.,2016; Quosh, Eloul, & Ajlani, 2013). Studies that have included measures of
resilience have tended to conceptualise resilience as individual level factors such as
personal competence (Ameen & Cinka2018) or cognitive and behavioural
abilities to cope with adversity (LeMaster et al., 2017). An alternative model views
resilience as fostered by systems around an individual to support coping strategies
(Southwick et al., 2016). In working with culally diverse atisk populations
Ungar (2008) has argued there is a need for a culturally and contextually embedded
understanding of resilience. His team devised a culturally informed adult resilience
scale based on a conceptualisation of resilience@di¥Y LGXDOV pQDYLJIJDWLQJ
to healthsustaining relational, communal and cultural resources. In addition to this
however, the research evidence suggests it is important to consider ldeat amwl
culture specific factors that may facilitate ot as barriers to positive mental health.
2QH TXDOLWDWLYH VWXG\ LQ /HEDQRQ KLJKOLJKWHG V
FRPIRUWYT LQ VXSSRUWLQJ Hasdr, Miechke] BXRBM F201BHAVLOLHQ |
addition, Ameen and Cinkara (2018) identified Ertglenguage proficiency as
building resilience in adolescent Iraqi refugees. The collectivist nature of Middle
Eastern culture which emphasises the role of family and community for support and
coping (Kirmayer et al., 2011) and an emotional dependence dxefamily
members (Cheung Chung et al., 2018) needs to be considered in understanding

Syrian refugee mental health. It is important for psychological practice therefore to
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developng a situated understandingf how Syrian refugees are navigating their way
to health based on their use of locally available resources in their resettlement
environment, facilitators and barriers to health navigation and if resources are
provided in ways that are culturally meaningful.

A further factor that may be importantd¢onsider when seeking to
understand the mental health needs of Syrian and Iraqi refugees is cultural
differences in the expression of mental health distress. Evidence suggests that Middle
Eastern cultures experience and express mental health in the feomatic
symptoms (Hassan et al., 2015; Rohlof, Knipscheer, & Kleber, 2014) yet many
studies assessing Syrian and Iragi mental health have failed to take somatic
symptoms into account.

This paper aims to address these concerns and gaps in researchiaith Sy
and Iraqgi refugees registered in the IRPP via the following approach. Participatory
workshops with refugees and key support staff aimed to identify indicators that have
assisted refugees in their resettlement (facilitative factors) and those tbat hav
impeded their resettlement (barriers) through adaptation of a construct elicitation
methodology (Stark, Ager, Wessells & Boothby, 2009). A questionnaire then
explored prevalence rates and somatic expression of mental health distress,
facilitators and batrers to resettlement and sociodemographic variables. The research
questions were: (1) What are the prevalence rates, comorbidities and expression of
anxiety, depression, and PTSD in Syrian and Iraqi refugees resettled in the south of
Ireland; 2) WhateHPHQWYV RI LQGLYLGXD O T \aré&fecilitdtarsV OH P HQ W
DQG EDUULHUV WR U B)IbowhvelNdG résettiemédt\aspddtd prepliidt

mental health distress, and which aspects are the best predictors?
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Method
Sample Characteristics and Backgpund

The studysamplewere60 Syrian and 4 Iraqgi refugees resettled in the south of
Ireland between 2015 and 2017 underlRieP. Theserefugees were interviewed
and selected in Lebanon and for their initial reception in Ireland, spent time in an
Emergeng Reception and Orientation Centre (EROC). Refugees were supported by
the Irish government Health Services Executive (HSE) Social Inclusion Department
in their local community for the initial 2 years post arrival. They were provided with
medical cards, @aess to social welfare, housing, schooling for their children, and
mandatory English classes. All participants were in Ireland for approximately 2
years.

Participants were 64 adults (30 male, 34 female) aged 18 to 74 years of age
from 37 families. In tota 59 of the 64 participants were a parent and five
participants were adult children. There was an average of 3.15 children per family
(SD 1.89), and average age 8.9 years (SD 4.8 years). Syrian and Iraqi refugees 18
years or older registered in the IRP®Bgramme in the Cork and Kerry region were
eligible toparticipate(N=93) and were invited to do so by community support
workers through information sessions. In total, 68.8% of the eligible sample agreed
to participate. Socilemographic characteristicmarticipants are shown in Table
1.

Additionally, a sample 089 professionalsiere recruited via snowball and
convenient sampling. Those professionals worked across diffégtvoluntary
and private sectors and were involved in supporting refugetleesent No

demographic information was collected from these professionals.



MENTAL HEALTH IN MIDDLE EASTERN REFUGEES

Table 1

SociedemographidRefugedarticipant Characteristics

85

Characteristics (Valid number)

Frequency (n)

Percentage (%)

Gender (n=64)

Male 30 46.9

Female 34 53.1

Parenting (n=60)

Both Parents/Partners in Ireland a7 78.33

Widowed/divorced 13 21.67

Prior Education (unless adult children

currently in educational setting, see Othe

(n=59)

No education 5 8.47

Primary School 23 38.98

Secondary School 17 28.81

Othe (Adult children in educational

setting(]) 3 >.08

Any College Degree 11 18.64

Employment Status (n=60)

Employed 3 5

Unemployed/Homemaker 57 95

English Proficiency (Selfrated) (n=61)

No Proficiency 17 27.87

Some Proficiency 33 54.10

Good Proficiacy 11 18.03
Mean Standard Deviation

Age (n=64) 38.60 11.62

Migration Journey (n=64)

Length of Mlgratlon.Journey from Country 34.87 14.93

of origin to Ireland (in months)

Time in Ireland (in months) 30 7

Procedure

This retrospective crossectional mixed method study was conducted

between February 2018 and January 20k®unties Cork and Kerryrirst contact

was initiated by HSE community workers through information sessions. Those

interested were contacted by the researcher (first authomfanched about the
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VWXG\ HLWKHU GXULQJ JURXS PHHWLQJV RU YLVLWV W
guantitative methods were used to answer the defined research questions in a stepped

approach as displayed in Figure 1.

Figure 1:Research Process

A total of 14 participatory workshops were carried out to identify local
FRQWH[W DQG FXOWXUDO HOHPHQWYV IDFLOLWDWLQJ R
mental health. Eight workshops were facilitated with adult refugees, (five mixed
gender, one with youg males (aged 184 years), one with widows, one with
females only. In addition, six workshops were carried out with professioaaisss
Cork and Kerry as well as experts from the United Kingd@articipatory
workshops were facilitated by the authdreough an interpreter. Data saturation

regarding facilitators and barriers for resettlement and mental health was obtained
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after nine workshops. Extracted facilitators and barriers were then listed and
reviewed with the extended research team to createleséd list of 58 facilitator
and barrier indicatord-@B-List) which formed part of the fin&aB instrument (for
further information, see Weihrauch et al., forthcoming). Additional qualitative
information was collected in form of field notes.

Theassesment batterand family background questionnaiwerecompleted
by adults either in the context of organised local meetings or, if preferred, at
individual meetings with refugees, with many choosing their house as the preferred
option.A standard doubllind translation and back translation procedae
described by Weiss (2009) and Selmo, Koch, Brand, Wagner, & Knaevelsrn@), (201
was used unless adapted Arabic versions of mental health assessments were already
available Available measures were assedsad modified where necessary by a
cultural informantAll measures were available in Arabic and English.

Ethical approval was granted by the Clinical Psychology Ethics Coaeroft
the University(Appendix B).The researchers informed members abouhétere of
the research and written consent was obtained priorA\®@H Y SDUWLFLSDWLR
(Appendix C & D). A risk protocol was developed and followed to manage potential
immediate risk if disclosed in the context of answers provided by refugees on the
assesment battery (Appendix)EA clinical psychologist was available if needed at

every meeting with participants.

Materials
All assessment measures were available in Arabic and English. The
assessment battery was completed by each participant in the farselbfeport.

The Family Background Questionnaire was completed by families via semi
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structured interviews. An interpreter was available for support and to address literacy

difficulties.

Individual self-report measures

Hopkins Symptoms Checklis25. The Hopkins Symptoms Checklist 25
(HSCL-25; Mollica, Wyshak, de Marneffe, Khuon, & Labelle, 1987) was selected to
assess participants rates of experiencing symptoms reladecietyand
DepressionThe total score provides an indicatioremhotional Distres. A mean
score of 1.75 suggests clinically relevant distress (Mollica et al., 1987). The-HSCL
25 was chosen based on its suggested-cudsgral validity and wide use within
refugee studies to assess mental health (e.g. Dowling, Enticott, & Russel, 2017,
Gerrtisen et al., 2006). The Arabic version as translated and tested by Kleijn,
Hovens, and Rodenburg (2001) was utilised following its assessment for

accessibility for the sample by a cultural informant.

Impact of Event ScaldRevisedThe Impact of EvenScale +tRevised (IES
R; Weiss & Marmar, 1996nas selected to assedgmptoms of PTSDhe IESR
consists of 22 items, with subscales assessing symptamsusfion, Avoidance and
Hyperarousal A total score of 34 or above has been suggested to loatindi of
PTSD requiring further clinical investigation in war affected populations (Morina,
Ehring, & Priebe, 2013). This assessment was chosen due to its indicated cross
cultural validity with asylum seekers (Renner, Salem, & Ottomeyer, 2006). The
measue, while sometimes used as same, was not used as a diagnostic tool but rather
a screening tool for symptoms of PTSD. The-lE®vas translated into Arabic by a
native speaker and back translated by an official translation service. Participants

were given tk option to disclose the stressful life event.
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Patient Health QuestionnaireThe Patient Health Questionnaité somatic
symptoms (PHEL5, Kroenke, Spitzer, & Williams, 2002) is a-&m measure
providing a total score @omatic Complaintdt was usedo explore if mental health
outcomes might be associated with somatic complaints. It has been suggested to be
applicable crossulturally due to its cultural sensitivity (AlHadi et al., 2017). It has
been translated and Arabic versions have indicated igptermhal reliability (AlHadi
et al., 2017), sensitivity, and specificity (Becker, Zaid, & Faris, 2002). The Arabic
PHQ 15 as translated and tested by AlHadi and colleagues (2017) with a Saudi
Arabian sample was used in the current study. Changes werenhadenecessary
to adapt it to the Syrian and Iraqi cultural and linguistic understanding by a cultural

informant. The adapted version was back translated by an official translation service.

Adult Resilience ScaleThe Resilience Research Centre AdultifResce
Measure (RREARM, Ungar & Liebenberg, 2011) was used to assess levels of
Resilience (Systemic Resourdesgxplore its impact on difference Mental Health
Distress The RRCARM has been suggested to be of strong internal consistency,
content, dterion, and construct validity (Liebenberg & Moore, 2018). Scores are
provided for theResilience Total Sco@nd subscales: (1ndividual
Capabilities/Resourceseferring to individuals personal skills, peer support, and
social skills; (2)Personal Raltionships with Key Individual®ferring to individuals
physical and psychological caregiving/ relations needs being met in the family
context; and (3L ontextual Factors facilitating a Sense of Belongmedgrring to
spiritual, educational, and cultur@sources available to an individual (Ungar, 2016).

In the absence of an Arabic version, theit2é version scored on a fiy®int scale



MENTAL HEALTH IN MIDDLE EASTERN REFUGEES 90

was translated by a native speaker and back translated by an official translation

service.

Facilitators and BarriersList (FaB-List). A list of facilitator and barrier
indicators was developed based on 14 participatory workshops with adult refugees
and professionals (see Weihrauch et al., forthcoming). A list of 58 items was created
following data saturation and discussiof items with the extended research team.
TheFaB-List consisted of indicators based on geljorted experiences (refugees)
and observations (support professionals) of local context and cultural factors
impeding or facilitating resettlement and meimaalth(Appendix F).Each item
could be endorsed by refugee participants on a-{poed scale lo, Somewhat,
Yes $GGLWLRQDOO\ SDUWLFLSDQ VNbt appicabWK HRRUISW LR Q
the analysis reported here, indicators related to chilthere removed and 38

facilitator/barrier indicators were included in this analysis.

Family self-report measure

Family Background QuestionnaireA background questionnaire was
devised by the authors in consultation with stakeholders to gain insights into
additional factors that help understanding differences in mental health difficulties.
Sociodemographic information that was collected comprised of information about
SHUVRQYY DJH JHQGHU SUHYLRXV DQG FXUUHQW HGX
children, migation journey, level of English proficiency, integration, and
resettlement experien¢Appendix G).One questionnaire per family was completed
by the family in a structured interview format with a keyworker or the author via an

interpreter.
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Data Analysis

IBM Statistical Package for Social Sciences (SPSS) Version 24 was used to
analyse the data. Missing data was addressed through various imputation strategies
for those with less than 20% of missidata (Appendix H).

The first part of the analysis focused determining prevalence rates for
symptoms of anxiety, depression, PTSD and the nature of presentations in the
context of comorbidities and association with somatic symptoms. Therefore,
descriptive statistics were used to explore the data. To aid deestanding of the
nature and expression of those mental health symptoms, additionally, bivariate
analyses were conducted to explore the potential relationship between mental health
presentations and somatic symptoms. Due to the limited sample size,idgpend
variables explored and the normality of data, parametric angha@metric tests
were employed.

To answer the second and third research question, meaningful data reduction
via principal component analysis (PCA) was conducted. PCA is a robust noéthod
data reduction that is appropriate for use with small samples. To explore the meaning
of the resulting components underlying the 38 indicators dféeList an
orthogonal Varimax rotation was utilised. The orthogonal solution was indicated to
minimise any problem of multicollinearity in subsequent regression analyses. The
identification of the number of salient components was based on Eigenvalues, Scree
Plot and interpretability in consultation with key informants of the Syrian and Iraqi
community. Forr meaningful components were identified that provided themes of
resettlement experiences. These components were used as independent variables in
subsequent analysis. To measure general mental health within Syrian and Iraqi

refugees in the Irish resettlemt context a second higherder PCA, was carried out
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on the mental health symptoms. Primary components were rotated obliquely and
single higher order component of gendviental Health Distresgvas identified

In addition to the components from the fiFCA, it was of interest which
other variables, such as demographic variables and resilience contribute to
understanding Mental Health Distress in the resettlement context. Therefore,
bivariate analyses were conducted to explore the potential relatidetiipen those
variables and Mental Distress.

Multiple regression models were used to determine how much of the variance
in Mental Health Distressan be explained by identified demographic variables,
resilience, and components derived from facilitatoslzarriersfaB R1 IDPLOLHVY
resettlement experience.

Results

ScaleExploration, Rates of Mental Health Presentationsand Comorbidities

Descriptive statistics and analysis of the reliability were conducted for the
mental health outcome measures and Resié (Systemic Resources) measure, and
UHVXOWY VXJIJHVW KLJK &URQEDFKY{fV $OSKDV DFURVV
significant correlations were found between-seforted levels of psychological
distress and mental health presentations suggebktbhdyigh scores on the various

mental health presentations were associated withraeldl psychological distress.
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Table 2.

Test Score Summarie§ Mental Health Assessment Measures

MeasureandSubscale Mean Standard Deviation Cronbach Alpha
HSCL-25 1.83 0.60 0.940
Anxiety 1.74 0.64 0.891
Depression 1.89 0.61 0.896
Patient HealtQuestionnaire 9.67 9.67 0.876
PHQ-15** 11.20 6.60 0.865
IESR 39.31 23.61 0.965
Intrusion 15.04 9.32 0.930
Avoidance 14.26 8.81 0.908
Hyperarousal 10.50 6.71 0.879
RRGARM 107.18 19.86 0.939
Individual Capabilities 39.35 8.73 0.862
Personal Relationships 27.98 5.33 0.793
Contextual Factors 39.10 7.51 0.848

*For 14 items, excluding question (d) as only applicable for females
** All 15 items, but only for ferales

To answer the first research question, about the prevalence rates of mental
health presentations and nature of comorbidities, descriptive statistics were used.
Prevalence rates based on reported clinicabtfstfor Syrian and Iragi refugees
resettlel in the south of Ireland are reported in Table 3. Comorbidities between

mental healtlpresentations for this sample aisplayed in Table 4.

Table 3.

Frequencies of Mental Health Presentations

0
Probably Mental Health n (%) erole n (%) males n (%) females
Presentation sample(n=64) .
. (n=30)meeting (n=34)
meeting . . .
o criteria meeting criteria
criteria
Anxiety 28 (43.8) 11 (36.7) 17 (50)
Depression* 20 (31.7) 7 (23.3) 13 (39.4)
Posttraumatic Stress
Difficulties* 41 (65.1) 21 (70) 20 (60.6)
Any mental heah
difficulty* 46 (73.0) 23 (76.7) 23 (69.7)

*1 female participant excluded due to missing data
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Table 4.

Comorbidities between Mental Health Presentations

Comorbidities n (%) whole sample n (%) males n (%) females
(n=62% (n=30 (n=32%
None (neither Aniety, Depression, or
PTSD) 17 (27.4) 7 (23.3) 10 (31.3)
Only Anxiety 4 (6.5) 1(3.3) 3(9.4)
Only Depression 0 (0) 0 (0) 0 (0)
Only Anxiety & Depression (no PTSD) 1(1.6) 1(3.3) 0 (0)
Only PTSD 15 (24.2) 12 (40) 3(9.9)
Only Anxiety & PTSD 6 (8.6) 3(10) 3(9.4)
Only Depression & PTSD 2(2.9) 0 (0) 2 (6.3)
All (Anxiety, Depression, PTSD) 17 (27.4) 6 (20) 11 (34.4)

*2 excluded due to incomplete data set

Chi-square analysis suggested no significant association between gender and
scoring above or be clinical cutoffs across mental health presentatidngable
4, similar percentages were observablmales and females across comorbidities,
apart from @nly PTSDfpresentations. A CHsquare analysis supported this
observation suggesting a signiit association between gender and the nature of
comorbidities X(3)=8.049, p=.047, \V=.36, with men being more likely to present
with symptoms of PTSD in the absence of symptoms of anxiety or depression than
women. Tentative explanation might be made basetthe nature of traumatic
events disclosed by participants on the-FESEleven men voluntarily disclosed the
event still affecting them; 45% reported being kidnapped and placed in a torture
prison, 27% witnessed war related events, 18% were seriojslgdrduring the
war, and 9% noted the forced fleeing from home. Fifteen women voluntarily
disclosed events; they reported death of family members (38%), withessing war
related events (19%), bombing of their home (13%), forced fleeing (13%), family
memberbeing imprisoned and tortured (13%), and being imprisoned (6%). While

having to be interpreted with caution, men reported more incidents of traumatic acts
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being inflicted upon them as supposed to women who reported more incidents of

indirect trauma as asalt of war.

Expression of Mental Health Presentations
The analysis sought to understand if somatic symptoms were associated with
mental health presentations, as suggested in the literature. Table 5 displays

associationbetween mental health presentai@mnd somatic symptoms.

Table 5.

Correlations betweerOutcomeVariables

Variable . . PTSD Physical
Anxiety'  Depressioh Symptomd  Symptoms
Depressioh .831**
PTSD Symptonfs 566%* 566%*
Physical/Somatic Symptorhs  .769** .684** ABT7**
S HY)H O S OHYHO

'HSCL-25 subscaléIES-R, *PHQ-15

Dimension Reductionof FaB-List.

The second research question aimed at identifying local facilitators and
EDUULHUV WR IDPLOLHVY UHVHWWOHPHQW DQG PHQWL
support wWRUNHUV ZKLFK PLIJKW FRQWULEXWH WR GLIITHUHQ
a PCA extraction, a forromponent model was determined based on the inflexion in
the scree plot and conceptual interpretation of the components (Table 6) and
weighted scores webtained. Table 7 displays the component details which
LQFOXGHV $UPRUYYV 7KHWD LV SUHVHQWHG IRU HDFK F
reliability of each rotated component score and it suggested that while the fourth
component is weaker, all were in theceptable rangé\ppendix 10rthogonal

Varimax PCA).
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Table 6.

PCA of Facilitators and Barriers discussed by Families and Professionals

H&ORY p%XLOC HODMRL_J p'LVUX
. : Challenges: .
Meaningful ~ New Life Caring for in
Facilitator and Barrier Iltems Social while having arnng Connection/
: Family Members :
Supportanc  Family and Personal Feeling
&RQQHI $EURD VVXHV 6WXFI
Having a supportive/reliable partner .706 .072 .166 .230
Having made friends with Irish people .704 -.184 -.010 .215
Managing dailychallenges .647 -.134 153 222
ggtg{gehng hopeful about future relationship if - 624 -006 - 104 329
Supporting other Syrian/Iragi families 573 .100 .320 -.031
Having access to transport .565 .064 -.106 .043
Having a longterm illness -.561 .201 -.056 .155
Being widowed and not recognised -.551 .019 -.137 .384
Having created social supports 523 -.070 -.104 -.212
Having had English skills before 429 -.211 -.032 347
Feeling sypported or accepted by the Syrian/Irac 414 013 -109 1292
community
Living close to other Syrian/ Iraqi families .308 .184 .010 -.041
Feeling hopeful about building life in Ireland .011 .680 -.067 .040
qumg good supportive relationship with 190 672 - 150 084
neighbour
Feeling able to adapt to life in lesd .010 671 -.059 -.196
Feeling comfortable to ask for support -.127 .616 .165 .041
Talking to neighbours 404 511 .026 129
Having family members in Syria/Jordan/etc. -.151 475 -.005 -.100
Having lost family member -.094 AT2 .096 .096
Havmg male friends with other Syrian/Iraqi 287 - 406 - 283 362
families
Having appropriate access to services for health i
related matters for self 134 378 067 312
Feeling responsible to care for family .144 .268 -.042 141
Caring for Family member withneotional struggles  -.218 .007 745 -.016
Supp(_)rtln_g family member under family 159 023 685 -116
reunification
Caring for Family Member with physical disability 133 .030 .678 .140
Caring for Family Member with ID -.061 .370 .658 -.152
Havmg begn laJe_ to bring family members under 072 244 554 191
family reunification
Caring for Family Member with lontgrm iliness 244 217 A74 .393
Having an ID -.001 .325 458 -.190
Having a physical disability -.183 112 291 .204
Housing meeting needs .202 .208 -.289 -.156
Having a local person or service that can provide 070 -138 976 033
support
Is-|l2|\lllsng found work and being able to use previot 093 157 258 151
Struggling financially .022 -.074 -.013 .648
Having come to Ireland alone -.205 -.015 -.007 .580
_Feelmg supporlted or being able to rely on 279 127 163 433
immediate family
Waiting for family reunification .083 .100 -.237 .403

Having family reunification refused .016 139 .136 .163
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Table 7.

Principal Component AnalysResults

Component Eigenvalue Cumulative % of $UPRUTV
variance (Rotated)
explained

H&ORVH OHDQLQJI? 4.68 12.32 0.80

6XSSRUW DQG &RGQC

HM%BXLOGLQJ D 1HZ 3.86 22.48 0.74

KDYLQJ )DPLO\ $EL

MODMRU /LIH &KDO 3.05 30.51 0.73

for Family Members and

SHUVRQDO ,VVXHV

H'LVUXSWLRQ LQ 2.37 36.74 0.61
Connection/Feeling Stuck

H&ORVH OHDQLQJIXO 6RFLDO 6XSSRUW DQG &RQQH
YDULDQFH IROORZHG E\ n%XLOGLIQI\ BAMRDGIH Z
HODMRU /LIH &KDOOHQJHV &DULQJ IRU )DPLO\ 0

DQG M'LVUXSWLRQ LQ &RQQHFWLRQ )HHOLQJ VWX

together explained 36.74% of the variance.

Dimension Reduction of Mental HealthPresentation Outcomes

The third research question explored how wliments within the
UHVHWWOHPHQW FRQWH [Mén@llHdaBh bistfesdhblWhidH HV ] RYHUL
elements the best predictors.ahePCA reduced the dimensions of the mental health
preentations (Anxiety, Depression, Symptoms of PTSD, Somatic Complaints) and
extracted one component with the Eigenvalue of 2.96, Theta Coefficient of 0.88, and
accounting for 73.90% of the total variance was extracted and riderad| Health
Distress Table8 displays the loading of variables (Sggpendix Jor more detailed

PCA output).
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Table 8.

PCA to summarise mental health presentations to one component related to mental
health

Loading
Mental Health Distress
Anxiety Symptoms .932
PTSD Symptoms .906
Physical Health Symptoms (Somatisation) .854
Depression Symptoms 732

Note. Numbers reflected unrotated loadings of 4 outcome variables on the component.

Correlations were conducted betwédantal Health Distresand variables
suggested in the literate to impact on refugee mental health such as demographic
variables and Resilience (Systemic Resources) to establish which need to be
accounted for in the regression modelNtental Health Distressndependent
sample ttests across demographic varialdesplayed in Table 1 only identified
English Proficiency (binary: reome) as being of importance. A significant
difference in reported levels Mental Health Distress/ere indicated between those
with no English proficiency (M=.492, SD=.864) and witloglk with at least some
selfrated English proficiency (M=096, SD=1.006), t(55)=2.012, p=.049.+-
0.605. Pearson Correlations identified significant correlations for Number of
Children (r=.403, n=58, p=.002) and Resilience (Systemic Resources}1b;

n=55, p=.002) with th&lental Health Distress

Multiple Regression Models forMental Health Distress

To establish how well variables aRdB components predidilental Health
Distressacross Syrian and Iraqi refugees resettled in the south of Irefattd)le
regressions were utilised. An explorative multiple linear regression with the four
components based on named facilitators and barriers to resettlement explained 18.3%

of the overall variance d¥lental Health Distress ) S e u&ORV
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OHDQLQJIXO 6RFLDO 6XSSRUW DQG &RQQHFWLRQY DQG
)DPLO\ OHPEHUV DQG 3HUVRQDO ,VVXHVY ZHUH VLJQLIL
H&ORVH OHDQLQJIXO 6RFLDO 6XSSRUW DQG &RQQHFWL
making a uniquEQHIJDWLYH FRQWULEXWLRQ RI DQG pODMF
IRU )DPLO\ OHPEHUV DQG 3HUVRQDO ,VVXHVY DV WKH V
positive unique contributioaf 6.5% to thanodel (Appendix K).
The final step of the analysis involved condungta hierarchical regression
analysis to understand how number of children, English proficiency (binary),
Resilience (Systemic Resources), and the four components of resettlement
experiences explailental Health Distressf Syrian and Iraqgi refugees retbed in
the south of Ireland. Number of children as a demographic variable and English
proficiency andResilience (Systemic Resource®re entered as independent
variables in block Jlas they emerged as significantly correthwith Mental Health
Distressand therefore were entered in the analyBie fourdefined components of
theFaB-List were entered in block Rlodel 1 of the hierarchical regression
explained 26.4% of the varianceNental Health DistressR? = .305, adjusted R2 =
.264, F(3, 51) = 470, p<.001. After controlling for those variables, the feaB
components described an additional 13.6%CRange =.136, F(4, 47)=2.868,
p=.033. The final model explained 35.8% of the varianddental Health Distress
R2 = .442, adjusted R? = .358,/F47) = 5.309, p<.001. In the final model, the
contribution of three components were significant, with Resilience (Systemic
Resources) making the largest unique contribution to the model (10.4%), followed
E\ HODMRU /LIH &KDOOHQJHV &Y WG 3RUVYRG DO\ ,WVKXHI
and Number of Children (8.1%). English Proficiency (binary) was almost significant

and contributed 4.4% to the modelMéntal Health Distress p&ORVH OHDQLQJIXC
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6RFLDO 6XSSRUW DQG &RQQHFWLRAQMPUHAR tOtReQIJHU PDGH
model. Regressions coefficients, significant values for each component in the mode,

and part correlations are reported in Table 9.

Table 9.

Summary of hierarchical regression fidlental Health Distress Adults

B SE p sr2
Model 1
Constant 2534 651 .000
English Proficiency -.370 275  -161 184 .025
Resilience (Systemic Resources) -.016 .006 -.317 .012 .093
Number of Children -172 .063 -.326 .008 102
Model 2
Constant 2988 772 .000
EnglishProficiency -.619 322 -.270 .060 .044
Resilience (Systemic Resources) -.019 .006  -.368 .005 .104
Number of Children -.169 .065 -.321 .012 .081
H&ORVH OHDQLQJIXO 6F .085 .159 .084 .596 .003
&RQQHFWLRQY
M%XLOGLQJ D 1HZ /LIH .193 114 192 .096 .034
)DPLO\ $EURDGT
MODMRU /LIH &KDOOHQ. .308 116 .306 011 .084
)DPLO\ OHPEHUV DQG 3
H'LVUXSWLRQ LQ &RQQ .126 112 125 .265 .015
6WXFNY
Discussion

This was the first study with Syrian@ufragi refugees in an Irish context. An
aim of the study was to determine prevalence rates of symptoms of anxiety,
depression, and PTSD of adult Syrian and Iraqgi refugees resettled in the south of
Ireland. In total, 44% of people scored above the climgabff for symptoms of
anxiety, 32% for symptoms of depression, and 65% for symptoms of PTSD. Rates of
PTSD symptomatology (65%) in this study were higher than recent studies with

Syrian refugees resettled in higitcome countries. I&weden, Tinghog &tl. (2017)
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reported 31% of refugees met the criteria for PTSD while in Germany, Georgiadou,
Morawa, & Erim, (2017) and Georgiadou et 2018 reporting PTSD prevalence
rates of 36% and 11% respectively. In all three studies, most Syrian refugees had
resettled years prior to the current sample and therefore may have been exposed to
OHVV SRWHQWLDOO\ WU D X &iived ISiridth Yefugeds vh the 7 (TV 1HZ
United States were reported to present with rates of PTSD of 48% (Javanbakht et al.,
2018) howeer their recent arrival may have limited the impact of resettlement
factors. Our data indicated that of the twenty six participants who disclosed an event
still affecting them as part of the completion of thedeS DOO HYHQWYVY ZHUH 37
indicating a higHevel of exposure to war stressors, although prevalence rates were
below rates of PTSEbr Middle Eastern torture survivors resettled in Finland
(Schubert & Punamaki, 2011). Furthermore, unemployment in resettlement was
discussed by men and women as aomsiressor impacting on their wellbeing and
has been associated with poorer refugee mental health outcomes (Hocking,
Kennedym & Sundram, 2015) A comparison of rates of anxiety, depression, or
PTSD needs to be carried out with caution due to methodol@gidasdample
differences, as well as the impact of socioeconomic factors and the resettlement
context Bogic et al., 2015Tinghdg et al., 2017Methodologically, the IER used
in this study was not developed as a diagnostic scale (Weiss, 2004) ancavas us
an assessment of symptoms of PTSD requiring felipiyComparisons need be
done cautiously with other studies using diagnostic measures.

In addition to prevalence rates, comorbidities between anxiety, depression,
PTSD symptoms, and their expressiwere of interest. Exploration of comorbidities
suggested that Syrian and Iraqi refugees were less likely to experience only mood

related difficulties but rather symptoms of PTSD and at least one but more likely
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both, symptoms of anxiety and depressibims differed for men, who were more
likely to present with only PTSD related symptoms and who disclosed higher rates of
direct experience of torture and imprisonment and might be considered as a specific
group (Hassan et al., 2015). Significant assamatbetween anxiety, depression,
and PTSD symptoms with somatic complaints were found, strengthening the
suggested expression and conceptualisation of mental health in somatic symptoms in
Middle Eastern cultureddassan et al., 2015; Rohlof et al., 2014 &is may be
significant for culturallyinformed practice

The second research question aimed to identify and gain insight into
LQGLYLGXDOYVY UHVHWWOHPHQW H[SHULHQFHV WKDW |
resettlement. The reduction of dimensions off#editators and barriers identified
IRXU FRPSRQHQWYV RI HI[SHULHQFHV p&ORVH OHDQLQJI
H%XLOGLQJ D 1HZ /LIH ZKLOH KDYLQJ )DPLO\ $EURDGT
IRU )DPLO\ OHPEHUV DQG 3HUVR®@TZanetdFedlifig DQG p'L\
VWXFNY 7KH WKLUG TXHVWLRQ DLPHG WR XQGHUVWDC
elements associated with mental health, predict owdeiital Health Distress the
resettlement context. The final model highlighted the sigmiticontribution of
Resilience and Number of Children as protective factors to refidertl Health
Distress with resilience being the strongest predictor. The Adult Resilience Scale
used to measure resilience captures individual, relational, comnamtityultural
resourceslt encompasses protective factors promoting mental health wellbeing
identified in the literature such as social supports from the family and society
(LeMaster et al., 2017, Russo., 20&ndcultural resources such as spiritual efsli
(Sleijpen, Boeije, Kleber, & Mooren, 201®articipants discussed that their coping

strategies were diminished due to family members being displaced across the world
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and discussed the importance of family reunification. Refugees described the stress
due to the fear for family members left behind which has been associated with poorer
mental health (Nickerson., 2010) and felt responsibility to support them.

Number of children was another significant component with a higher number
of children associatedith better mental health. By contrast, Po@authier, Liao,
Raymond, and Barnighaus€018) noted in a refugee camp in Greece that each
additional child increased the risk for depression in women. Nevertheless, the
difference in impact may be explainkdsed on the resettlement context. In Ireland,
refugees highlighted how children gave adults a role and meaning. They noted in the
DEVHQFH RI KRSH IRU VHOI KRSH ZDV H[SHULHQFHG IF
also appeared to function as a gateteagccess resources and find spaces for social
connectionChildren had mandatory school attendance which provided a place and
UROH IRU WKHP LQ WKH ,ULVK VRFLHW\ 7KLV GLIIHUV
Syrian or Iragi community to connect Wwiand belong to. Professionals observed that
child-centred spaces such as creches and education settings also provided access to
social connections and resources for parents.

2QH VLIQLILFDQW ULVN IDFWRU LGHQWLILHG ZDV |
FaPLO\ OHPEHUVY DQG 3HUVRQDO ,VVXHVY 7KLV FRPSRC
items relating to individuals supporting family members with caring or support
needs. While this presents a potential stressor for any family, it is likely of more
weight for theSyrian and Iraqi families due to separation from immediate and
extended family left behind in Lebanon and Syria, resulting in diminished family and

community support and unawareness of services available in Ireland.
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Strengths and Limitations

The samplef this study is limited but considering the target population, it is
suggested that the sample is a good representation of the population (6818%).
size of the sample used in this study is quite small. Since the regression model is
designed to estimafmpulation parameters from limited samples the
representativeness of the sample is vithkerefore, it is important to note that target
population is also very smalt.is reasonable to argue that the current sample is
highly representative, comprisis®.8% of the known populatiohe study utilised
standardised assessment measures as widhaselicited as facilitating or impeding
resettlement by refugees themselves. This provided unique insights into their
experience and how these might mediat&arRU LPSDFW RQ UHIXJHHVY PF
and resilienceA limitation is the crossectional research design, adaes not allow
for making clear inferences about the causkltionshig between components and
Mental Health DistresdNevertheless, the ctextual information in addition to the
existing literature providesome insights into samkeacking in the model are also
thenumber and nature of PTEs which were not formally assessed.

Interpretation and generalization of results sdede done cautialy and in
consideration of discussed strengths and limitations. Further the repeated impact of
the potentially unique characteristics of this sample and characteristics of the Irish
environment should be considered. Nevertheless, results provide intsoatio
potential prevalence rates and assessment measures used showed good internal

reliability as well as was associated with galfed levels of psychological distress.
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Implications for Policy, Programming, and Research

Findings about prevalence ratesmorbidities, and the expression of anxiety,
depression, and PTSD within Syrian and Iraqi refugees resettled in Ireland have
implications for policy and service development. The high prevalence rates highlight
the necessity for not only mandatory phyklmat also mental health assessments.
Timely access to mental health services for refugees in resettlement has been noted
due to the findings that there is a more than threefold increased risk for the
development of PTSD araimore than fourfold risk forepression when access was
delayed $ong Kaplan, Tol, Subica, & Jon@015). Further, it might prevent adults
IURP DGMXVWLQJ WR DQG EXLOGLQJ D OLIH LQ ,UHODRQ
mental health. Due to the stigma attached to mental hedidaie Eastern
cultures (Hassan2016, professionals need to proactively reach out, adapting a
culturally appropriate approach and language to interrupt the cycle of avoidance and
isolation often accompanying PTSD and other mental health difficultiegi{iéam
Psychiatric Association, 2013) There is a need for training of mental health
professionals but also physical health practitioners. The latter is due to the
association between somatic symptoms and mental health, and refugees potentially
presentingd general practitioners rather than mental health services for difficulties
routed in mental health difficulties.

pM&DULQJ IRU IDPLO\ PHPEHUVY DQG SHUVRQDO LVV)
Mental Health Distress 7TKHUHIRUH LQGLYLGX&&WhiQtHH GV P XV W
context of the family roles and responsibiliti€amponents in the model bfental
Health Distresslso indicated the importance of resource provision. Refugees
discussed the importance of access to appropriate English dlzesemside the

various levels of English, education, and literacy. They discussed the role of English
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language proficiency in relation to pathways to employment, and to developing a
sense of belonging and social connection within the new society While access to
trauma focused interventions is of importance, as discussed by Baarnhielm (2016)
SURJUDPPHY DQG LQWHUYHQWLRQV VWUHQJIJWKHQLQJ 1
culturally responsive ways need to be implemented.

This study considered prevalence ratesaimon mental health disorders
and resettlement factors contributing to variancedental Health DistressWhile
based within the Irish context and some findings potentially being unique to the Irish
context, it might translate to other higitome reselement countries. Future
research within Ireland and other higltome countriesnight build on this study to
replicate andralidate the results and make further recommendations regarding policy
and practice. Resilience was noted as an important complonenental health but
the evidence base and understanding of same within Syrian and Iraqi refugees is
limited and requires further investigati@idassan., 2016; Quosh., 2013)is study
only focused on components within the resettlement context, theréfiture studies
might consider identified components in addition to the exploration and impact of
pre-settlement factors. Further, future studies and efforts need to be made to develop,

implement, and assess programmes.

Conclusion
This study highlighd the high rates of mental health distress in Syrian and
Iraqi refugees resettled in the South of Ireldviéntal healtrsymptoms were
associated with somatic complaints. Differencelslental Health Distressvere
determined by Resilience (Systemic Resdtid PJODMRU /LIH &KDOOHQJHV

)DPLO\ OHPEHUV DQG 3HUVRQDO ,VVXHVY DQG 1XPEHU
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emphasise the need for screening for mental health distress and provision and access
to specialised psychological treatments, as well ag@noges fostering resilience

and social connectiofruture research is required to understand how these findings
translate to the experience made by other Middle Eastern refugees-indogie

countries, to further understand resilience, and to understanohpact of identified

resettlement components in addition to-pe¢tlement variables.
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Appendix C
English Versions

Information Leaflet for Participants
(Please keep for your own records)

Study Title: 38QGHUVWDQGLQJ DQG H[SORULQJ WKH
QHHGV RI 6\ULDQ DQG ,UDTL IDPLOLHV

Why are we dang the project and why are we inviting you?

We are inviting you and your family who have come to resettle in Ireland from Syria or Iraq
to help us understand what has been helpful and unhelpful since your arrival in Ireland to
provide better supports father families that coming to Ireland in the future. Therefore, we
want to find out:

What has helped you and your family to adapt to life in Ireland and what has not
been helpful?
What, if any, emotional difficulties or distress have you faced?

What are the benefits of participating in the research study?

1. With your help and knowledge, services can be improved to meet the
needs of families from Syria or Iraq living in Ireland.

2. You will be providing important insights for professionals from Ireland to
gain a better understanding of the nature of difficulties experienced by
people from a similar cultural background to you.

3. It will give you an opportunity to provide feedback on your experiences
of the supports received so far.

What are we inviting you to do?
There are three things we would like to invite you to be a part to improve supports provided
to new families. You can decide what, if any, things you would like to do.

Please support the | Who will be there What will be What if | need help
following pieces of | and how long will it | discussed and support?
work: take?
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1.Group Workshop | Small group of other| We will talk about Researcher,
Syrian or Iraqi what you have found support worker/
people. helpfuland agency and

Separate workshop
for men and women.
The workshop will
not last longer than 2
hours.

unhelpful for
adapting to life in
Ireland since you
have arrived. We
would like to think
together about what
could be done in the
future to help other
families when they
arrive.

Interpreter will
also be present

2. Questionnaire for
adults to fill in

2a) Questionnaires
about strength and

difficulties

2b) Questionnaire
about your
background in Iraq
and/or Syria (before
you came to Ireland)

You fill this in on
your own in a room
with other adults,
interpreter, support
worker/agency. You
can also fill it in
private space.
These questionnaire
are easy to complete
and are in Arabic.
You can read the
guestions and listen
to them. An audio
visual recording will
be made available.
The most time these
will take to complete
is 3040 minutes.

We would like to
invite you and
worker to complete a
guestionnaire
together about your
background

Only answer what
you wish te if you
give permission, a
support worker can
help fill this
information in

Any complicatiors,
emotional difficulties
that you have
experienced or are
experiencing as well
as about your
strength.

These are questions
about your life
before you came to
Ireland when you
had to leave your
country, where you
stayed, the
difficulties youhad,
and since in Ireland,
what has been
helpful or could be
helpful in the future.

It is your choice if
you would like to
complete them on
your own or with
someone such as
worker from
support group,
researcher etc

The support
worker will
comgete it with
you.

3.Questionnaire for
adults who have
children under 18
years of age

The questions shoulg
take no longer than
minutes for each
child.

Questions about hov
your children are
getting on at home
and at school. If you
wish, you can
complete hese for

each of your

If you consent to it,
the researchers wil
also ask your
FKLOGYV W
fill out the same
questions about
your child.
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children. Please see th
paragraph on thi
consent form,

which you can us
to explain the
research to you
child.

Will my participation in the study be confidential?
YES. We will follow data protection guidelines to make sure that your information will be
kept private and confidential to protect your identity:
- In the workshops, we will not ask for any informatidratt could identify you, so
your feedback will be anonymous. We will not ask for names, locations etc
Your personal information will be stored in a separate place from the questionnaires.
Only the research team(Mareike Weihrauch, Robyn Mulligan, and Dr.ndéer
Hayes), have access to the codes and your personal information. Where?

0 The information will be locked in filing cabinets to which only the
research team have access. The room in our HSE Department in which
the filing cabinets are stored will also loeked.

We will store your electronic data confidentially fien years (this complies with
Irish Data Protection Law) unless you tell us that you would like this information to
be destroyed earlier.
Limits of confidentiality: As is the law and practicenilreland, there are some limits to
confidentiality. These limits are:
If someone tells us that they or someone is in crisis or where there are child
protection concerns, (or guestionnaires indicate this) then this information will be
given to Dr. JennifeHayes so that she can act to make sure that the person is safe.
Because your health is important to us, Dr. Jennifer Hayes might contact you if we
are concerned about your health to let you know what supports are available to you
and where you can getabe supports. She will link in with your General Practitioner
to ensure you can get support.

What will happen to the results?

We will put all the information together to get an understanding of the potential difficulties
experienced by Syrian and Iragigpte living in Cork and Kerry. The information will
VXPPDULVH HYHU\RQHTV LQIRUPDWLRQ DQG WKHUH ZRQTW
identity whatsoever. We will write up the results in theses and reports to inform service
delivery. The study may beauplished in a research journal. We will also give everyone who
participates information and feedback on the overall results of the research. We can give you
personal feedback about your answers to the questionnaires if you wish.

Are there any potential negatives involved?

There are no significant risks and most people who take part in these types of project get a
lot out of it. However, if you find any part of this process stressful or upsetting support will
be offered to you by the researcher, suppodrker/agency and the psychologist.
Additionally, you can contact your General Practitioner for support if you prefer.
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Do I have to take part?

No, it is completely up to you if you want to take part or not. If you want to take part, you
can participate iras many or few elements as you like (e.g. workshops, questionnaires, or
both). You can also change your mind and you will not be asked why. Once you filled out
the questionnaires you have two weeks to change your mind about the information to be
included n this project. We understand that people change their minds and this is ok!

Who has reviewed this study?

This study has been approved by the Clinical Psychology Research and Ethics Panel of the
University College Cork (UCC). Their job is to make surat throjects are safe and people

are protected.

Contact Details

If you have any further questions about the research study, please contact me, Mareike
Weihrauch: 0868223345 or 113221458@umail.ucc.ie or alternatively your support
worker/agency may contactenwith your questions/ou can also contachy supervisors

Dr. Angela Vealdd.veale@ucc.Jeand Dr. Jennifer Hayes (Jennifer.Hayes@hse.ie).
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AGREEMENT TO CONSENT

Research Study:38 Q GH UV W D Q G tinQ thhep@tectiid B1QdRs
DQG QHHGV RI 6\ULDQ DQG ,UDTL IDPLOL

This study and what | will be doing if | participate have been explained to me.

| was able to ask questions about the study and what is involved.

| understand that it is my deidn to take part and that it is voluntary.

| understand thdtcan change my mind to participate up to two weekafter

filling out the questionnaires.

, DP DZDUH WKDW LI , GRQTW ZDQW WR SDUWLFLSDWH
it will not haveany impact on the services that | get or on how | am viewed.

If | decide to withdraw from the study, | understand that the information collected
will be stored confidentially for 10 years unless | tell the res