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Chapter 1
INTRODUCTION

In 2007, the United Nations Higher Commission for Refugees estimated that there
werel6 million refugees worldwide, 26 million internally displaced persons, and 12 million
stateless persons (United Nations High Commissioner for Refugees, 2007). According to the
United Nations Geneva Convention Relating to the Status of Refugees, refugees are persons
who fled their countries of origin due to “a well founded fear of being persecuted for reasons
for race, religion, nationality, or membership in a particular social group or political opinion”
(Fagen, 1990, p. 8).

Refugees represent a distinct subgroup that is particularly vulnerable to physical and
mental problems due to a variety of risk factors. One way to understand the multiple difficulties
and stressors associated with the refugee experience is to break down their journey into stages
each characterized by its unique set of stressors. One such model (Dejarlais, Eisenberg, &
Kleinman, 1996) outlines four stages. The first stage, preflight, is when refugees witness
violence, political and social upheaval, loss of property, loss of loved ones to displacement or
death, and physical or emotional torture (Mollica, Wyshak, & Lavelle, 1987). During the flight
stage, refugees may have a difficult escape, a perilous journey to the host country, and possible
separation from family members. Stressors associated with the reception phase, when refugees
await a resolution of their situation, often include uncertainty over the future, poor living
conditions, and possible re-exposure to violence. Finally, the resettlement stage often involves
stressors related to adjustment in the new country, culture shock, negotiating new family roles,

and exposure to discrimination and prejudice.



The cumulative nature of refugees’ stressors and trauma often places them at an increased
risk for psychological problems, especially depression, post traumatic stress disorder, and other
anxiety disorders (Keys, 2000; Fazel, Wheeler & Danesh, 2005). However, data about refugee
mental health is often conflicting and widely divergent due to different instruments and methods,
challenges with translation, and cultural differences between assessors and participants (De Vries
&Van Heck, 1994; Westermeyer & Janca, 1997). Estimates of depression range between 3% and
80%, whereas estimates of PTSD range from 3% to 86% (Fazel et al., 2005, Keys, 2000). A
recent meta-analysis of mental health outcomes among populations exposed to mass conflict and
displacement (Lindert, Ehrenstein, Priebe, Mielk, & Brahler, 2009) found that the weighted
prevalence rate across studies was 30.6% for PTSD and 30.8% for depression. Similarly, most
community studies of PTSD (e.g., de Jong et al., 2001;Karunakara et al.,2004, Scholte et al.,
2004) estimate the point prevalence is between 15% and 50% in countries such as Afghanistan,
Sudan, and Rwanda, even 8 years post-conflict (Pham, Weinstein, & Longman, 2004). Thus,
even when considering the lowest probable estimates, mental health problems, particularly
depression and PTSD, are very important considerations in understanding the refugee

experience.

Moreover, regardless of the estimate, studies indicate that refugees often experience
multiple symptoms and high rates of comorbidity, probably as a result of the multiple and
cumulative traumas they experience. As such, there is often an exceptionally high pattern of
comorbidity between depression and PTSD. For example, Fazel et al.’s (2005) metanalysis found
that 71% of individuals with major depressive disorder also had PTSD and 44% of individuals

with PTSD also had major depressive disorder. Studies find that comorbidity between depression



and PTSD may be a more important predictor of disability than the presence of PTSD alone (e.g.

Mollica et al., 2001; Momartin, Silove, Manicavasagar & Steel, 2003).

In addition to the high prevalence of PTSD and depression, many refugees have high
rates of physical complaints including dental, nutritional, and infectious illnesses (Gavagan, &
Brodyaga, 1998). Keyes (2000) conducted a review of research with refugees, with countries of
origin ranging from South East Asia to Europe to the Middle East and New Zealand. She found
that refugees across those varying cultures indicated physical symptoms such as sleep difficulties

and headaches as primary complaints associated with depression and PTSD.

These data are about refugee populations in general, typically aggregated from studies
with refugees from various regional conflicts. Moreover, most studies investigating specific
refugee groups have focused on refugees from the Balkans and South East Asia, and far fewer
studies have investigated Arabic speaking refugees, despite the recent increase in their numbers
and the fact that Arabic culture may be very different from those cultures. At the same time, the
adaptation and mental health of Arab refugees, the majority of whom are Muslim, may be further
complicated by the presence of anti-Arab or anti-Muslim attitudes in Western countries of
resettlement. Thus, it may be helpful to review data specifically about Arab refugees. However,
because there are no studies describing Arabic refugees in general, and most studies break them
down by country of origin such as Iraq or Palestine, data about Iraqi refugees will be examined

for the purpose of this study.

There are a handful of studies investigating psychological and physical morbidity among
Iraqi refugees, many of whom became refugees before the 2003 war. For example, a
retrospective study (Jamil et al., 2002) investigated the medical records of 156 Iraqi refugees

arriving in the 1990’s after the Persian Gulf War. The study found that the Iraqi refugee



subgroup had more health problems than another Arab subgroup in the study. Moreover, PTSD
was found to be a primary diagnosis in 30% of the Iraqi sample compared to 4.5% in the other

Arab sample.

Another study (Jamil, Nassar-McMillan, & Lambert, 2007) investigating three waves of
Iraqi immigration to the U.S., found that 12% of the participants from post-1990 group (most
likely refugees following the war) had PTSD, in contrast to 3% from the 1980-1990 group, and
0% from the pre-1980 group. Similarly, 65% of participants meeting criteria for depression were
from the 1990 group, compared to 20% and 16% in the other two groups. These data suggest that
fleeing the Persian Gulf War represented a discrete risk factor that placed those fleeing at

significantly higher risk for mental health problems.

A community study explored the mental health of 294 Iraqi asylum seekers in the
Netherlands (Laban, Gernaat, Komproe, Schreuders, & de Jong, 2004). Results suggested that
the overall prevalence of psychiatric disorders was 54%, whereas depression rates ranged
between 43% and 25%, PTSD rates ranged between 31% and 41%, and anxiety rates ranged

between 14% and 30% depending on the length of the asylum-seeking period.

In a study with 105 male Iraqi refugees (Takeda, 2000), three-quarters of the sample
scored above the criterion on a depression measure, and their scores were significantly higher
than other immigrant groups. Yet another study with 241 Arabic speaking Mandaean (a pre-
Christian minority in Iran and Iraq) found that rates of PTSD ranged between 9% and 50%,
depression rates ranged between 18% and 50%, and mental health related disability ranged
between 25% and 50% depending on temporary versus permanent residency status(Steel et al.,

2006).


http://www.google.com/search?hl=en&&sa=X&ei=5_R7TOrmIpWpngee462dCw&ved=0CCYQBSgA&q=Mandaean&spell=1

A more recent study of Iraqi refugees (Kira et al., 2007), found that 14% of the sample
met full criteria for PTSD, and that cumulative trauma resulting from exposure to multiple
traumatic events was a significant predictor of neurological, circulatory, endocrine, and

musculoskeletal disorders.

Al Obaidi and Atallah (2009) conducted psychosocial surveys with Iraqi refugees in
Egypt. The study reported that 59% of the participants endorsed suffering from psychological
symptoms, most notably depression and anxiety. About half of those endorsing symptoms
reported that their symptoms started in Iraq, while the other half reported that they started in
Egypt.

An important consideration when discussing mental health of Arab refugees is the
cultural tendency to express psychological distress thorough somatic complaints, possibly due to
the shame and stigma associated with endorsing mental distress (Nassar-Mcmillan & Hakim-
Larson, 2003). For example, in their discussion of studies with civilian victims of Middle Eastern
conflicts, Shoeb, Weinstein, and Mollica (2007) found that the majority of participants across

Lebanon, Palestine, and Iraq endorsed distinct somatization reactions.

Jamil et al. (2005) conducted a study of medical complaints among Iraqi American
refugees who were seeking or already receiving mental health services and found very high rates
of somatic complaints. For example, 86% of the sample complained of irregular sleep, nearly
70% complained of lower back pain, and about 60% complained of chronic headaches, and 50%

complained of frequent stomach aches.
A Closer Look at Trauma and PTSD

The DSM-IV (American Psychiatric Association, 1994) defines a traumatic event as an

event that involves the actual or threatened death or serious injury, or a threat to the physical



integrity of self or others. For a diagnosis of post traumatic stress disorder to occur, the response
of the person must have involved an alarm response that includes fear, horror, or helplessness.

The person must also display the three hallmarks clusters of PTSD symptoms.
The first cluster involves reexperiencing symptoms, which include:

= Recurrent and intrusive distressing recollections of the event, including images,
thoughts or perceptions.

= Recurrent distressing dreams of the event

= Acting or feeling as if the event was occurring, which can occur in the form of
illusions, hallucinations, or dissociative flashback episodes.

= Intense psychological distress and/or physiological reactivity at exposure to
internal or external cues that symbolize or resemble an aspect of the traumatic
event.

The second cluster of symptoms relates to avoidance of stimuli associated with the

trauma, which include:

= Efforts to avoid thoughts, feelings, or conversations associated with the trauma

= Efforts to avoid activities, places, or people that arouse recollections of the trauma
= Inability to recall an important aspect of the trauma

= Markedly diminished interest or participation in significant activities

= Feeling of detachment or estrangement from others

= Restricted range of affect

= Sense of foreshortened future

The third cluster is hyperarousal symptoms, which include:

= Difficulty falling or staying asleep

= [rritability or outbursts of anger

= Difficulty concentrating

= Hypervigilance

= Exaggerated startled response
Complex PTSD

A major debate in the field of trauma is about simple trauma versus complex trauma. For
example, Hermann (1992) distinguishes between the classical diagnosis of PTSD that more

neatly describes circumscribed traumatic events (e.g., a car accident) and the more complicated



symptom picture of individuals who survive repeated prolonged traumatic experiences (e.g.,
domestic abuse, prisoner of war). Hermann argues that individuals who suffered repeated
prolonged trauma develop symptoms beyond the more “simple” PTSD symptoms to include
deeper characterological changes that frequently affect their identity, affect regulation, system of

meaning, and the way they relate to others.

Kira et al. (2006) argue that refugees are a population for whom the prevalent PTSD
models fail to account for the multifaceted consequences of their cumulative traumas. They
explain that in addition to experiencing repeated traumas like other populations discussed in
complex trauma models (e.g., domestic violence victims), refugees often experience different
types of traumas. As such, Kira proposes that a cumulative trauma model considers type,

severity, duration, and accumulation of traumas when working with refugees.
Psychological Models of PTSD

The Behavioral Model

The behavioral model conceptualizes PTSD in terms of an association through classical
conditioning between the precipitating trauma and the subsequent fear symptoms. According to
this model, the original trauma (unconditioned stimulus) precipitates a natural fear and arousal
reaction (unconditioned response). Eventually, various internal and external cues associated with
the original trauma (conditioned stimulus) will come to precipitate the same fear response that

occurred during the original trauma (conditioned response).

The resistance of PTSD symptoms to habituation or spontaneous extinction has been
explained in light of Mowrer’s two factor model (Boudewyns, 1996; Mowrer, 1960). According
to this model, “simple” or classic conditioning explains why there is an aversive emotional

arousal experience to cues associated with the trauma (e.g., sounds of gunshot). Operant



conditioning (specifically, negative reinforcement) explains the avoidance of these cues.
Traumatized individuals learn that they can further minimize their distress by avoiding a wider
array of internal and external cues associated with the trauma (e.g., memory of the event). The
reward of minimizing distress through avoidance serves to maintain the behavior, prevent it from

extinction, and expand the avoidance behaviors to more cues.
A Behavioral-Information Processing Model

Alternatively, PTSD symptoms can be conceptualized as a disruption in neurobiological
processes that is behaviorally reflected in impaired stimulus discrimination (van der Kolk, 1996).
According to this model, the trauma impairs a person’s ability to focus on appropriate fear
stimuli and ignore other innocuous stimuli, as well as his or her ability to inhibit responses and
actions when stimulated (loss of impulse control). Because they are constantly “on guard for the
return of the trauma” (van der Kolk, Van Der Hart, & Marmar, 1996, p. 305), traumatized
individuals narrow their attention onto sources of potential threat, and then have difficulty

attending to other neutral or pleasant stimuli (van der Kolk et al., 1996).
The Cognitive Model

Cognitive psychology postulates that our core beliefs about ourselves and the world are
organized into knowledge structures called schemata, which allow us to make sense of our
emotional experiences and prevent us from being overwhelmed (Epstein, 1991; Foa, Rothbaum,
& Steketee, 1993). By helping us integrate new information into existing structures, our
schemata balance between allowing us to be flexible to changing realities while safeguarding our
core perspectives and values (Shalev, Bonne, & Eth, 1996). Yet, information from a traumatic
event is often so out of the ordinary, shocking and terrifying that it is difficult to accommodate

and assimilate it into pre-existing schema.



Individuals often experience intense distress and negative emotions such as shock, loss,
and anger when their core schemas about themselves and the world are challenged by discrepant
information (e.g., Epstein, 1990; Wilson, 1989). Moreover, people’s inability to incorporate
trauma information into their preexisting schema often means that they generalize information
from their traumatic incident into a new schema that holds maladaptive beliefs, such as appraisal
of the world as a dangerous place, or of the self as helpless and vulnerable (Shalev et al., 1996).
Furthermore, intrusive thoughts and memories may occur due to “incomplete assimilation of
trauma-related information into preexisting schemata or from incomplete accommodating of the
preexisting schemata to the new information” (Lepore, 1997, p.1031). Successful integration of
this information into a more coherent whole thus requires exposure to traumatic stimuli such as
memories. Yet, traumatized individuals’ reluctance to think and talk about the trauma due to its
painful nature perpetuates the cycle of distress, as it may impede assimilation, prolong intrusions,

or even prompt new intrusions (Gold & Wegner, 1995).
Psychodynamic Models

Psychodynamic models of trauma can be highly varied and complicated. Yet, at their
base, most of them conceptualize PTSD symptoms as not having worked through the trauma
sufficiently or having been unable to integrate the traumatic experience into the self (Horowitz,
1974). The traumatic experience and the difficulty in working through it create a “traumatized
self”, characterized by collapse of structure and altered rules of mental functioning that impair
self healing (Benyakar, Kutz, Dasberg, & Stern, 1989; Shalev et al., 1996). The dysfunctional
system is then reflected in the person’s alternation between phases of denial and intrusive

symptoms. Denial, avoidance and emotional numbing represent defensive overcontrol, which
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when overwhelmed, results in intrusive thoughts, flashbacks or nightmares, or undercontrol
(Horowitz, 1974).

Lansky (2000) also explains that trauma results in a “fragile, fragmentation-prone
posttraumatic state,” and that the tendency of traumatized individuals to dwell on details and
memories of the trauma represents an avoidance of confronting their disorganization, fear of
dependency, and the ensuing shame. He adds that this post traumatic state must be considered in
the context of the individual’s history and preexisting patterns, as the traumatic state and the
associated PTSD symptoms reactivate this history. Lansky also notes that the trauma disrupts
people’s connection to their social order, which places them at risk for disorganization and
accompanying shame, which in turn causes them to constrict and withdraw from social

participation.

To summarize, most of the psychological approaches to PTSD have many elements in
common. Most of them see traumatic reactions as stemming from some type of inability to
integrate the traumatic experience into the self, whether by unlearning the fear in the behavioral
model, or by not integrating it pre-existing schemata in the cognitive models, or by not fully
understanding how it alters the self and views of the world in the psychodynamic model.
Moreover, most models attribute at least some of the PTSD symptoms to faulty affect regulation,
whether by over-responding to stimuli in the behavioral model, or having emotional reactions to
distorted thoughts and appraisals in the cognitive model, or by a problem with the “apparatus” of
the self and with function of the defenses in the dynamic model. Moreover, these three models
see avoidance of talking thinking about trauma related stimuli as a central factor inhibiting
recovery as it prevents habituation of the fear response, integrating it into schemas and

perceptions, or being able to work through it.



11

Possible Mechanisms Underlying PTSD Symptoms
The Role of the Fear Network

Foa and Kozak (1991) propose the existence of a fear network in memory that includes
three types of information; information about the feared stimulus, information about verbal,
physiological, and behavioral responses to the stimulus, and information about the meaning of
the various elements in the network. Pathological fear, as in the case of PTSD, stems from a
pathological fear network that involves faulty associations between various elements in the
network and faulty interpretive information, which then gives rise to excessive response

elements, such as escape, avoidance, and physiological activation.

What makes the fear network particularly prone to “misfiring” or excessive responding is
that there are an unusually large number of fear structures encoded during a traumatic event
(Schauer, Neuner, & Elbert, 2005). Moreover, these structures span several modalities, such as
emotions, physical sensations, visual images, and sound. The large number and variety of fear
elements makes it more likely that the network will be easily activated, as there are many stimuli
in the environment that will be sufficiently similar to one of these elements and can therefore act

as triggering cues.

Another unique factor about the fear network is that when fear structures are encoded
during a traumatic event, the interconnections between different elements of the structures (e.g.,
sight and smell) are unusually strong, where exposure to one type of stimulus (e.g., a certain
sound) can activate the entire network (Schauer et al., 2005). The activation of the network, in

turn, triggers the associated emotional, physiological, and behavioral responses.

Many of the symptoms of PTSD can therefore be explained by the nature of the fear

network. For example, the traumatized individual is constantly hyperaroused and vigilant for the
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numerous internal and external stimuli reminiscent of the trauma that trigger the network and
cause a fear response. Once these stimuli are encountered and the fear network activated,
intrusive traumatic memories, flashbacks, or re-experiencing are also likely to occur. In turn,
efforts are made to avoid any internal or external stimuli that trigger the network and cause
painful re-experiencing. Moreover, because any physiological arousal has the potential to trigger
the fear network and its painful sequelae, the traumatized individual may come to avoid any
emotions—both positive and negative—and essentially “shuts down” and becomes emotionally

numb (Litz & Keane, 1989; Schauer et al., 2005).
The Nature of Traumatic Memories

It is helpful to make a distinction between “cold” and “hot” memories in the context of
discussing traumatic memories. Cold memories are part of a system that contextualizes
information about one’s life (Conway & Pleydell-Pearce 2000). It includes three levels of
information; a first level that describes “life time periods”, or discrete phases of someone’s life.
The second level organizes information about “general events”, single or repeated, (e.g., drive to
work). The third and least easily accessible level organizes contextual information about
“specific life events” (e.g., funeral). Specific event memories are connected to sensory and

perceptual information or “hot memories” (Schauer et al., 2005) as discussed below.

In contrast to the contextualized, autobiographical, and verbal nature of “cold” memories,
“hot” memories form an intertwined system of sensory, physiological and motor response, as
well as cognitive and emotional perceptions. “Hot” memories also seem to be more influenced

by input from the limbic system, which regulates emotions, than “cold” memories.

There is increasing evidence that traumatic memories may be encoded differently than

memories of ordinary events. Traumatic memories are created during states of intense emotional
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valence and acute physiological arousal, which makes them more strongly “laid down” and more
readily accessed in subsequent states of high physiological arousal (van der Kolk, 1996).
Moreover, traumatic memories, at least initially, are constituted of sensory and perceptual
information (e.g. sounds, smells) organized at a non-verbal perceptual level with no linguistic
components (Schauer et al., 2005; van der Kolk, 1996). The non verbal, perceptual nature of
traumatic memories makes them more prone to fragmentation and disorganization. For example,
van der Kolk (1996) explains that “memories of the trauma tend, at least initially, to be
experienced as fragments of the sensory components of the event; as visual images; olfactory,
auditory, or kinesthetic sensations, or intense waves of feeling” that traumatized patients feel
represent elements of the original trauma(p. 287). He explains that many traumatized patients
initially seem unable to put their traumatic experiences into words, or to construct a narrative or
a story of what happened to them, but instead “remember” the trauma as somatosensory
flashbacks. In fact, the lack of contextual autobiographical information within which to embed
the traumatic memory and the fragmented nature of the traumatic memory itself may help

explain why trauma narratives are often disorganized, fragmented, and incoherent

Furthermore, as discussed in the section about fear networks, the number of fear
structures in the network is large, and the interconnections between individual fear elements
from various modalities (e.g., visual and auditory) are exceptionally strong. Hence, trauma
related memories embedded in the network are easily triggered by a multitude of internal and
external cues, where the activation of one or a few elements is enough to trigger the whole
network. This activation of the network is thought to cause the subjective experience of intrusive
flashbacks, where traumatized patients feel as if they are reliving the trauma with all its sights,

sounds, feelings, and thoughts (Schauer et al., 2005).
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Psychological Treatments for PTSD
Behavioral Interventions

Behavioral treatments aim at inhibiting the fear response through habituation and
eventual extinction (Foa & Kozack, 1991). This process takes place through exposure to trauma
related stimuli, which activates the fear network and associated memories. However, exposure to
trauma related stimuli in a safe environment also allows for the integration of corrective
information that is incompatible with the original faulty associations between various internal
and external cues and the fear response. By continually exposing the person to fearful stimuli,
along with incompatible information, the maladaptive associations between the stimulus (fearful
memories) and response (PTSD symptoms) are gradually weakened, and the fear and emotional

arousal habituate, thus reducing symptoms.

Exposure to fearful stimuli can include external trauma related cues, or internal ones such
as thinking or talking about the trauma. Exposure can be gradual such as in systematic
desensitization or more intense as in flooding, where the person is exposed to their most feared
stimuli at once. Exposure can also be in vivo, which involves exposing the person to feared
situation in real life (e.g., scene of a rape) or imaginal, where the person imagines being in the

feared situation or is exposed to fearful memories.
Cognitive Treatment

Attributions are people’s way of making meaning of their experiences and the world
around them and understanding the reasons behind things that happen to them. However, when
attributions and other beliefs and assumptions are distorted, they can result in a dysfunctional
thought system that contributes to depression, anxiety, and PTSD symptoms (Foa, Rothbaum,

Riggs, & Murdock, 1991; Foa, Steketee, & Rothbaum, 1989). Cognitive therapy hence focuses
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on helping people identify their dysfunctional beliefs about themselves and the world, as well as
their appraisal and attributions of the traumatic event. Once these distorted or maladaptive beliefs
are identified, they are gradually modified and replaced them with more reality based
interpretations and attribution of why the traumatic event happened. Therapy also helps
traumatized individuals not generalize a distorted or negative set of appraisals about the trauma
to their whole life, and assists them in rebuilding their sense of safety and self worth (Shalev et

al., 1995)

Trauma focused cognitive behavioral therapies are often “packages” that combine several
elements. Many include prolonged exposure to mental images, memories and other stimuli
associated with the trauma combined with some type of skills trainings. Some of these skills
include relaxation and breathing techniques, anxiety management techniques, and stress
inoculation training. Trauma focused CBT also focuses on identifying and modifying distorted
and maladaptive beliefs about the self or the traumatic event (Rothbaum & Foa, 1996).

Psychodynamic Interventions

The main goal of psychodynamic treatment is to help the traumatized individual
understand the traumatic event and integrate it through “therapeutic reexperiencing in a safe
environment” (Horowitz, 1974). One way to do this is to help people develop insight about the
meaning of the traumatic event for them and understand the conscious and unconscious
meanings and functions of the trauma related symptoms. By gaining insight about the meaning
of their symptoms, they can build mastery of the trauma and their inner experiences and restore
functioning. Also, in psychodynamic treatment, the therapist awards particular attention to how

the traumatic event is superimposed on someone’s personal history and pre-existing coping and
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defensive strategies. Another main task of therapy is for the therapist to build a strong alliance
with the client within which issues of transference and counter transference can be explored.
Efficacy of Psychological Treatments for PTSD

Several reviews and meta-analyses exploring the efficacy of various psychological
treatments for PTSD have been conducted in last two decades. Shalev et al. (1996) reviewed
biological and psychological approaches including behavioral, cognitive behavioral,
psychodynamic, as well as others such as group and hypnotherapy. Most studies of behavioral
therapies including imaginal or live flooding and systematic desensitization were effective in
reducing symptoms. However, in a few studies, all of which were conducted with Vietnam or
Israeli Lebanon war veterans, treatment caused an increase in symptoms (Hyer, Woods, Bruno,
Boudewyns, 1989; Pitman et al., 1991; Solomon et al., 1992). The handful of cognitive therapy
studies reviewed resulted in decreases in PTSD symptoms that were maintained at several
months follow-ups. The review also included a handful of psychodynamic therapy studies, many
of which were also found to be effective in reducing symptoms. In addition, the reviewers found
that symptoms of depression, anxiety, and detachment generally improved more than
intrusiveness and avoidance.

Sherman (1998) conducted a meta-analysis of 17 studies of psychological intervention
for PTSD with a comparison group. With the exception of one psychodynamic study, and a few
lesser known treatments, most of the treatments were behavioral or cognitive behavioral, and all
but two of all had exposure components. The average effect sizes in the study were d= 0.54, with
similar effect sizes for periods of follow-up ranging between 3 months and 2 years. The

treatments had effect sizes between 0.55 and 0.79 for the three clusters of PTSD symptoms, as
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well as for depression and anxiety, suggesting moderate clinical improvements across various
symptoms.

A more recent meta-analysis by Bradley, Greene, Russ, Dutra and Westen (2005)
reviewed 26 studies between 1980 and 2003. Nineteen of the studies involved some form of
behavior/exposure therapy, cognitive behavior therapy, EMDR, or a combination of the above.
The overall effect sizes ranged between 0.83 and 1.43, depending on the design and type of
control used, and 67% of patients who completed treatment no longer met criteria for PTSD.
There were no effect sizes reported for therapy modalities not in the cognitive behavioral family.

A more recent meta-analysis conducted by Bisson et al. (2007) investigated 38
randomized trials for chronic PTSD. Trauma-focused cognitive behavioral therapy showed
clinically significant improvement compared to waitlist or usual care on all measures of PTSD
symptoms, and some evidence of clinically significant improvement for anxiety and depression.
Other therapies (supportive/nondirective, hypnotherapy, and psychodynamic therapy) did not
demonstrate clinically significant effects on PTSD symptoms; however, there was a very limited
number of studies investigating these modalities.

The above reviews suggest several conclusions. Thus far, exposure-based therapies and
trauma focused cognitive behavioral therapies have the strongest support for efficacy in reducing
PTSD and other symptoms. Yet, the various treatment modalities most commonly used with
PTSD have many common elements. McFarlane (1994) notes that all treatments seek to help the
individual reduce cognitive, behavioral, and affective avoidance of internal and external cues
associated with the trauma. All treatments seek to help the individual develop a more realistic
appraisal of the traumatic event and their current safety. All treatments seek to help people make

meaning of their traumatic experience, integrate it into their life and gain a sense of mastery over



18

the distressing symptoms. In other words, all therapies somehow embody Horowitz’s (1974)
conceptualization of trauma therapy as helping the person work through the trauma through
gradual re-exposure and re-experiencing of it in a safe therapeutic environment. Hence, although
exposure based treatments may be the most represented in reviews of the literature on controlled
studies due to their sheer number, one must not ignore that other treatment modalities may have
similar active therapeutic mechanisms.

There are also several limitations to the current literature. First, broad conclusions about
the particular effectiveness of exposure based therapies to the potential exclusion of other
therapies must be tempered with recognizing that most other modalities are heavily under-
represented in reviews of the literature (possibly because they are less frequently examined in the
context of randomized controlled trials). Another limitation of the literature is that few of the
studies have been conducted on individuals who have experienced multiple and severe traumatic
events, whether in the context of war or other organized violence. When such studies have been
conducted, treatment of combat related PTSD demonstrated the lowest effect sizes compared to
other populations (Bradley et al., 2005) and in some cases worsening and deterioration of
symptoms. It is unclear why this is the case, but it is possible that this population is more
difficult to treat and is set apart by the multiplicity and severity of traumatic events experienced
in a war context (Silove, 1999).

One explanation could be that interventions often limit desensitization to a single
traumatic event. In fact, a study investigated physiological response to mental imagery of the
trauma before and after exposure and found that the desensitization to one set of imagery from
the event does not generalize to other traumatic images or incidents provoked by the same event

(Shalev, Orr, & Pitman, 1992). These findings suggest that usefulness of exposure therapy in
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treating prolonged and cumulative trauma must be further examined. Also, despite the overall
efficacy of exposure therapy in reducing symptoms, conclusions from the several studies with
veterans that indicated deterioration in functioning must be carefully considered.

Finally, this review of the literature highlights how very few of these studies were
conducted with victims of organized violence in general and refugees in particular, which is a
notable shortcoming, because refugees as a population are highly vulnerable to trauma and PTSD
and have unique needs.

Research about trauma interventions with refugees is still nascent, but has especially
grown over the past 4 years. There are 5 reviews to date of psychological interventions with
refugees. One of the reviews is about the effectiveness of Narrative Exposure Therapy (NET)
with several sub-groups of survivors of organized violence, including refugees, and this form of
therapy, which is the focus of this dissertation, is reviewed in the section below (Robjant &
Fazel, 2010).

An earlier review by Nicholl and Thompson (2004) found only 10 studies specifically
exploring the topic, which included some medical studies, a few controlled randomized trials,
and mostly qualitative and anecdotal sources. Also, these studies often had vague descriptions of
treatment modalities. For example, one uncontrolled study (Brune et al., 2002) found that a
therapy consisting of various medical and psychosocial interventions helped reduce distress in a
sample of refugees. Another uncontrolled study (Weine, Duzbur Kulnovic, Pavkovic, &
Gibbons, 1998) found that Bosnian survivors of state sponsored violence who engaged in
testimony therapy (involves detailed narration and documentation of life story) demonstrated
improvement on measures of PTSD, depression, and global functioning. Finally, Paunovic and

Ost (2001) randomized refugees into either an exposure only group or to a cognitive behavior
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therapy group that included both exposure and cognitive restructuring. Both groups demonstrated
equivalent improvement on measures of PTSD symptoms, anxiety, depression, and quality of
life.

Since the above review, there have been additional studies investigating the effectiveness
of psychological and other interventions in treating PTSD among refugees and asylum seekers,
and three additional reviews have been published. Crumlish and O’Rourke (2010) conducted a
systematic review of randomized controlled clinical trials of interventions for PTSD among
refugees and asylum seekers. Two of these trials included medications as one of the
interventions, one included exposure therapy, four included trauma focused cognitive behavioral
therapy or general CBT, and five were of Narrative Exposure Therapy. The authors also
reviewed the quality of the randomized trials using the Moncrieff scale. Based on the evidence
from the trials and the ratings of their quality, the authors argued that to date, NET had the
strongest evidence, with “cautious support” for trauma focused CBT in refugee samples.

Another review by Palic and Elkilt (2011) used broader criteria to include any studies of
psychological interventions that at least used a pre-post design. Twenty five studies were
reviewed, most of which included some form of cognitive behavioral, trauma focused cognitive
behavioral, or exposure therapies, as well as Narrative Exposure Therapy. Other types of
interventions included were multi-disciplinary interventions -which often incorporated some
form of psychotherapy and psychoactive medication-, music therapy, psychodynamic
psychotherapy, and thought field therapy (acupuncture, chiropractics and psychotherapy). The
authors argue that CBT (including NET) demonstrate large effect sizes, notably on PTSD as an
outcome. However, because it is proposed that reactions to trauma may include symptoms that

expand beyond the diagnostic symptoms of PTSD, more research is needed to investigate the
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effectiveness of these interventions in more complex presentations. The authors also conclude
that non CBT studies were less methodologically rigorous and fewer in number, which precludes
firm conclusions about their effectiveness.

Yet another review by Nickerson, Bryant, Silove, and Steel (2011) proposes that
psychological interventions for refugees can often be divided into trauma focused and
multimodal interventions. The review includes 19 studies for both types of interventions. Most of
the trauma focused ones were included in the above reviews. Multimodal interventions include
general resettlement assistance, advocacy, acculturation assistance, referrals to language and
medical services, and psychological interventions that often are not trauma focused per se, but
may include supportive psychotherapies and present focused interventions. The authors argue
that despite the complicated situation of refugees, which often includes numerous psycho-social
stressors, the few multimodal intervention studies conducted and reviewed have not
demonstrated substantial reductions in PTSD and other mental health symptoms. However, the
authors point out that no randomized studies were conducted with these types of interventions,
making it difficult to ascertain the reasons for their lack of effectiveness.

Narrative Exposure Therapy

Narrative Exposure Therapy (NET) is a promising new intervention developed
specifically for traumatic stress disorders after war, terror, torture or other forms of organized
violence (Schauer et al., 2005). The therapy is originally designed as a manualized short-term to
intervention to meet pressing mental health needs of victims in emergency situations, such as
refugee camps. Given the limited resources in refugee camps and other emergency situations, the
therapy was also designed to be easily learned and delivered by lay staff without extensive

training. Moreover, given that many cultures value the oral tradition and history telling, the
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“narrative” nature of this therapy is likely to be adaptable and palatable to patients from many

cultures.

Narrative Exposure Therapy (NET) was developed as a fusion between traditional
cognitive and behavioral methods (see above) and testimony therapy, which involves survivors
of organized violence constructing detailed narratives of their story and experiences (Neuner,
Schauer, Elbert, & Roth, 2002; Neuner et al., 2004). The unique combination of exposure to
traumatic cues within the context of a life time narrative integrates and embeds the traumatic
experience into an organized autobiographical context. As such, the theory of NET is developed
and informed by the theoretical understanding of the role of fear networks in and the nature of
traumatic memories.

In fact, research suggests that patients most likely to benefit from exposure are those
who are able to synthesize organized, coherent narratives of their traumatic experiences (Foa,
Molnar, & Cashman, 1995), suggesting that habituation of the fear response and constructing a
meaningful narrative may be equally important and complementary healing factors. Moreover
some researchers propose that inhibiting the fear response and reducing PTSD symptoms
requires a process that is more evaluative and complex than the simple habituation thought to
occur in traditional exposure. In such a process, the automatic fear response is tempered by
evaluating information about the current situation to assess its level of threat (LeDoux, 2000).
This process is thought to incorporate traumatic memories, as memories about past events often
provide context for evaluating current situations. Yet, the distorted and fragmented nature of
traumatic memories, may interfere with the evaluative process and hence with the inhibition of

the fear response (Brewin, 2001; Schauer, 2005 manual). As such, targeting traumatic memories
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and seeking to organize them into a consistent narrative facilitates the process of exposure,

which in turn aids in further processing of the traumatic memories.

How does Narrative Exposure Therapy Work?

Traditional exposure generally focuses on the worst traumatic event the person has
experienced; however, most refugees (and other victims of organized violence) have likely
experienced multiple traumas and it may be impossible to identify a single worst event. Hence,
instead of asking the person to identify a single event, individuals construct an entire
chronological narration of their life, from birth to present, in which they contextualize details of
their traumatic experiences.

As patients narrate their life story, traumatic memories and the associated fear networks
are triggered. A main focus of NET is to aid the patient in constructing new declarative
autobiographical memories about the trauma (cold memories) as the hot memories are activated.
During this process, the patient works through the physical sensations, thoughts and emotions
(hot memories) embedded in the network and labels and places the fragments until they are able
to create an autobiographical representation of the traumatic event (cold memory) that fits
within the larger narrative of their whole life. As autobiographical memories infuse more
contextual information into the “hot” sensory memories in the fear network, the network
gradually “cools down”, there is a gradual habituation of the emotional response to the traumatic
memory, and the PTSD symptoms attenuate.

This process of cooling down or habituation of the fear network can happen in several
ways. For example, the fragmented and disorganized narration of traumatic memories by patients
usually impairs their ability to see the continuity between their various life experiences and the

contexts in which they occur (Ehlers & Clark, 2000). Talking about the traumatic events in



24

context of their life narrative helps them integrate their psychophysiological and somatosensory
experiences and responses into the time and space context in which they occurred. Anchoring the
traumatic memory to a specific time and space in turn helps reduce perceptions of current threat,
as it helps them understand the original conditions under which they acquired the fear response,
how it continues to occur in their current life (Robjant et al., 2010), and the internal and external
cues that trigger it.

Ultimately, the person is able to weave the fragments of their story into a “cool-system
framework™ which enables them to regulate the triggers associated with the “hot” emotional
memories (Schauer et al., 2005). van der Kolk et al. (1996) eloquently summarized the process
by explaining that “one of the reasons why reliving a trauma in nightmares and flashbacks is not
an effective means of memory processing is that some fragments of the event remain dissociated
from other elements of what has to become an integrated, semantically represented,
autobiographical memory”( p. 322).

Another advantage of Narrative Exposure Therapy is that the process of constructing a
narrative allows the people to feel that they have been accompanied through the re-experiencing,
narration and documentation of their traumatic experiences, where the therapist acts as an
audience and witness to the ordeals of the patient (Neuner et al. 2002; Schauer et al. 2005).
Finally, the element of feeling that one is narrating his or her story perhaps as a way of testifying
to injustice and possibly to submit to human rights organizations may restore an element of the
person’s dignity and feelings of instrumentality in his or her life.

Research Support for Narrative Exposure Therapy
Robjant and Fazel (2010) conducted a recent review of Narrative Exposure Therapy with

different sub-groups of survivors of organized violence, including refugees. They reviewed
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evidence froml6 trials, both published and unpublished (6 of them with adolescents and
children) that lend support to the effectiveness of Narrative Exposure Therapy. These trials have
been conducted in a variety of contexts, ranging from refugee settlements in low income
developing countries, to Western repatriating countries. All the trials demonstrate significant
reduction in PTSD symptoms for participants in the NET groups. Moreover, dropout rates have
been consistently low. Trials also indicate that NET is helpful in alleviating symptoms in chronic
PTSD as well as with recent onset PTSD. Finally, lay counselors from refugee camps, who were
frequently refugees themselves, were able to effectively disseminate the treatment with only 6
weeks of training. The effectiveness of NET across a variety of settings, locations, and type of
provider attests to its promise as a culturally adaptable and effective treatment for various types
and severities of trauma and stress reactions. The next section will sample some of the key
studies supporting the effectiveness of NET.

Neuner et al. (2004) conducted the first trial of NET with refugees. The sample included
43 Sudanese refugees living in a Ugandan settlement who were diagnosed with PTSD.
Participants were randomized to receive 4 sessions of NET, 4 sessions of supportive counseling
(SC), or 1 session of psychoeducation. Supportive counseling focused on problem solving and
enhancing personal and social resources. None of the 16 NET patients dropped out, whereas 2 of
the 14 patients in SC dropped out. At post treatment, NET had a larger effect size than SC. In the
year following treatment, 93% of participants had experienced at least one additional traumatic
event. Yet, only 29% of NET participants still met criteria for PTSD, compared with 79% and
80% of the supportive and psychoeducation groups, respectively. Moreover, there was some
evidence that NET participants had improved living and social skills than the other two groups,

as they were more likely to find jobs, or move away to safer locations. These findings suggest



26

that even in the volatile context of a refugee settlement, where refugees are exposed to new
traumas, and where other “immediate” needs may also be lacking, a brief psychological
intervention may bring about significant relief.

In another study, Neuner et al. (2008) investigated whether trained lay counselors in a
refugee camp can effectively disseminate trauma related treatment to traumatized refugees in the
camp. They randomized 277 Ugandan and Somalian refugees diagnosed with PTSD into one of
three groups, NET, flexible trauma counseling, and a no treatment monitoring group. The
flexible trauma counseling was model of therapy that allowed counselors trained in NET to
conduct therapy based on intuition without strictly following the manual. The counselors for both
groups were themselves refugees from the camp, and approximately half met criteria for PTSD
and were treated with NET as part of their training. The two trauma treatment groups did not
differ from each other and were superior to the no treatment group in reducing PTSD symptoms
and physical health problems. At a 9-month follow-up, 37% of the no treatment group no longer
met PTSD criteria, in contrast to 65% and 70% for the flexible trauma and NET treatment
groups, respectively. Moreover, at 6-month follow-up, participants in both treatment groups had
reduced physical symptoms, whereas participants in the no treatment group had increased
physical symptoms. Finally, only 4% of participants in NET dropped out, in contrast to 21% in
the flexible counseling condition. These findings indicate that NET and trauma counseling in
general are effective in reducing distress and PTSD symptoms in a sample of African refugees,
and that trained lay counselors in refugee camps can be a valuable resource in making treatment
more widely available.

Another trial (Schaal, Elbert, & Neuner, 2009) randomized Rwandan orphans (age range

14-29, mean 19.4) who were diagnosed with PTSD into either 4 sessions of NET or a group
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adaptation of interpersonal therapy. For those in the NET group, PTSD rates dropped from 58%
at 3-month follow-up to 25% at 6-month follow-up. In contrast, 71% of the participants in the
IPT group continued to meet criteria for PTSD at both time points.

Although originally developed in the context of refugee settlements, NET is being more
widely investigated in Western and higher income countries. Refugees seeking asylum in
Western countries may also face their own sets of challenges such as uncertainty regarding their
legal status, possible discrimination, struggles with acculturation, loss of social status and
support networks, and language barriers. Four trials have been conducted with NET in high
income European countries (Robjant et al., 2010).

The first trial of NET in a Western country was conducted by Neuner et al. (2009) in a
German outpatient clinic. The investigators randomized 32 asylum seekers with PTSD and a
history of organized violence into NET or treatment as usual (TAU, included medications in half
of the cases and psychotherapy in the other half). NET patients showed a significantly greater
reduction in PTSD symptoms (63%) than TAU patients (19%). Moreover, only 2 (out of 16)
NET patients compared to 8 (out of 16) TAU patients showed worsening of symptoms.

A smaller study from a larger trial (Halvorsen & Stenmark, 2010) investigated the
effectiveness of NET in a sample of tortured refugees and asylum seekers in Norway. Torture
survivors (n=16), mainly from Iraq, were treated with ten sessions of NET. There was a
significant reduction in PTSD symptoms from pretreatment to post-treatment. The PTSD scores
also decreased significantly between post treatment and 6-month follow-up. Finally, between
45% and 65% of participants no longer met criteria for PTSD at follow-up.

Another trial of NET, which included investigators from the original NET developer and

research group, was also conducted in Germany (Hensel-Dittmann et al., 2011). The study



28

randomized 28 patients who experienced war and torture, most of whom were asylum seekers,
into a group that received 10 sessions of NET or 10 sessions of Stress Inoculation Training
(SIT). NET, but not SIT, resulted in significant decreases in PTSD symptoms between baseline
and 6-month and 1-year follow-up. However, NET had no effect on depression and other co-
morbid conditions.

Another trial of NET similarly included investigators from the original NET developer
and research group and was conducted in Germany (Adenauer et al., 2011). This trial
randomized 34 refugees into a NET or waitlist control group. Participants who received the 12
sessions of NET demonstrated significant decreases in PTSD and depression at 4-month follow-
up compared to the waitlist control group. Moreover, NET participants evidenced increased
parietal and occipital activity in response to threatening pictures. This suggests “increased
cortical top-down regulation of attention towards aversive pictures. The increase of attention
allocation to potential threat cues might allow treated patients to re-appraise the actual danger of
the current situation and, thereby, reducing PTSD symptoms.” (p. 127).

In essence, studies have demonstrated the effectiveness of NET in reducing PTSD
symptoms to remission, as well as effectively reducing other symptoms such as depression and
physical complaints. NET has also demonstrated effectiveness across a variety of cultural
groups, resettlement countries and contexts, and severity/chronicity of PTSD symptoms.
Furthermore, the benefits from NET are frequently sustained up to 6 months of assessment, and
in some cases in spite of repeated traumatization. Finally, some trials have demonstrated the
superiority of NET to other established psychological treatment approaches (Robjant et al.,

2010).
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These reviews are promising because they suggest that Western based psychological
interventions, including NET, are helpful in providing relief to non western refugees. Yet, they
also demonstrated how knowledge about appropriate treatments for PTSD among refugees is still
growing and at times suffers from methodological problems. Moreover, very few of these studies
were conducted in the US or with Arabic speaking refugees. Thus, there is a continued need for
developing and adapting effective treatments for refugees and other survivors of organized
violence from different cultures who have likely experienced multiple traumas.

Goals of This Study

This study seeks to further our knowledge of psychological treatments for PTSD and
comorbid conditions that may be adaptable and effective when implemented with refugee
samples. This study seeks to address some of the limitations in the refugee literature in general
and the NET literature specifically by utilizing a randomized controlled trial design with a larger
sample size to evaluate the effectiveness of NET in a sample of Arabic speaking, mostly Iraqi,
refugees, who have come to the Metro Detroit area. This is to date also the first study of NET to
be conducted in the U.S.

The current study recruited Arabic speaking refugee participants from the community and
randomized them into an experimental group that received three sessions of NET or into a wait-
list control group. Both groups completed baseline assessments of their trauma history and
symptoms, depression, sleep quality, physical health problems, overall wellbeing, post traumatic
growth, and various indices of daily functioning. They were re-assessed at 2-month and at 4-
month follow-up to report their symptom levels. Results from the two groups were compared
with each other.

Hypotheses
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It was hypothesized that the group receiving three sessions of NET will demonstrate
significantly more improvement in their functioning and post-traumatic growth at the 2-month

and 4-month follow-ups compared to the waitlist, no treatment control group.
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CHAPTER 2
METHODS
Participants

Participants were 53 Arabic speaking refugees, above the age of 18, who endorsed having
experienced one or more traumatic events and being bothered by emotional and physical
symptoms related to the trauma on a screening survey or phone screening. See Table 1 for a
sample of the traumatic events that the participants experienced. Refugees who had a current
psychotic disorder, active homicidal intent, dementia, or mental retardation, as evident during
baseline assessment were excluded. The sample included 26 men (49.1%) and 27 women
(50.9%), and had a mean age of 48.4 years (SD = 8.5). Although all participants originated from
Iraq, they differed in terms of ethno-religious background, with 75.5% identifying as Chaldean
Catholic, 9.4% as Muslim Arab, and 15.1% as Mandean (a Gnostic religious minority from Iraq).
Most of the participants (92.5%) fled to a temporary host country before being resettled to the
U.S., with 53% having fled to Syria, 18.4% to Jordan, 16.3% to Turkey, and the rest to other
countries including Lebanon, Bahrain, Egypt, Saudi Arabia, and Slovakia. Participants had spent
a mean of 2.4 years in the U.S. (SD = 2.4). Regarding educational level, 24.5% of participants
had completed primary school, 49.1% completed secondary school (includes either or both
middle and high school), and 14% had completed anything beyond secondary school. Most of
the participants were married (73.6%), 11.3% were single, 9.4% were widowed, and 5.7% were

divorced.
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Table 1.Traumatic Events Experienced: Full Sample (N = 53), Narrative Exposure Therapy
Group (n = 35) and Waitlist Control Group (n = 18) as Endorsed on the Harvard Trauma

Questionnaire
Narrative
Full Exposure Waitlist
Sample Therapy Control
Type of Traumatic Event (N=153) (n=135) (n=18)

Oppressed because of race, ethnicity or religion N (%) 49 (92.5) 34 (97.1) 15 (83.3)
Exposed to combat situation (explosion, mines,

shelling) N (%) 48(90.6) 32(91.4) 16 (88.9)
Witnessed the destruction of religious shrines N (%) 38 (71.7) 28 (80) 10 (55.6)
Witnessed murder N (%) 37 (69.8) 28 (80) 9 (50)

Property looted, confiscated or destroyed N (%) 33(62.3) 21 (60) 12 (66.7)

Witnessed someone being physically harmed N (%) 33 (62.3) 23 (65.7) 10 (55.6)
Murder or violent death of family or friends N (%) 32(60.4) 22 (62.9) 10 (55.6)

Witnessed rotten corpses N (%) 31(58.5) 22 (62.9) 9 (50)
Kidnapping of family or friends N (%) 29 (54.7) 19 (54.3) 10 (55.6)
Witnessed torture N (%) 24(45.3) 16 (45.7) 8 (44)
Witnessed arrest, torture or execution of

religious leaders N (%) 23 (43.4) 13 (37.1) 10 (55.6)
Physically harmed N (%) 21(39.6) 13 (37.1) 8 (44.4)
Imprisoned arbitrarily N (%) 16(30.2) 12 (34.3) 4(22.2)
Tortured N (%) 15(28.3) 8(22.9) 7 (38.9)
Witnessed mass execution of civilians N (%) 15(28.3) 12 (34.3) 3 (16.7)
Kidnapped N (%) 14 (26.4) 9(25.7) 5(27.8)
Serious physical injury from combat

situation/mine N (%) 13 (24.5) 8(22.9) 5(27.8)
Taken as a hostage N (%) 10 (18.9) 7 (20) 3(16.7)

Sexually abused or raped N(%) 4(7.5) 3 (8.6) 1 (5.6)
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Procedure

The study was approved by the Wayne State University Human Investigation Committee,
using both English and Arabic versions of the consent form and measures. The trial was
registered with clinicaltrials.gov (NCT01288690), and recruitment was initiated in October 2010,

and continued through November 2011; follow-up was completed in March, 2012.

Recruitment and screening of the participants occurred through four sites: The Arab
Center for Economic and Social Services (ACCESS), the Chaldean American Ladies of Charity
(CALC), the Arab American Chaldean Council, and Lutheran Services. We also recruited by

posting flyers at community venues.

The ACCESS organization provides all newly arrived Middle Eastern refugees with their
initial health screening and services. Initially, it was planned that as part of their routine medical
check-up, the ACCESS medical providers would determine if the refugee meets eligibility for
the study and be provided more information. However, this plan did not materialize, and
ACCESS staff referred very few participants to the study. In the case of these participants,
ACCESS staff provided the participants with information about the study and obtained their
permission to provide the research team with their contact information. There was another later
attempt at recruitment through ACCESS where the research assistant would meet with newly
arrived refugees awaiting their initial medical screening, describe the study to them, and briefly
screen them for eligibility criteria. However, almost none of the participants met eligibility

criteria at that point.

The CALC agency administered demographic and psychosocial surveys to Iraqi refugees
in the area as part of a larger mental health needs assessment. The survey asked respondents to

provide contact information if they were interested in learning more about research
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opportunities. The screening survey included a subset of items that assessed trauma exposure and
post traumatic stress symptoms from the Harvard Trauma Questionnaire (Mollica, McDonald,
Massagli & Silove, 2004). CALC shared with the research team the surveys and contact
information of respondents who stated on the survey that they wanted to learn about available
research studies. Additionally, CALC had two large mailings of flyers advertising social services
to immigrants and refugees. The research team attached recruitment flyers to these mailings that
advertised the study and provided their contact information. In this case, interested participants

called the research team, and were screened for the study on the phone.

The Arab American Chaldean Council operates a Trauma Recovery Center that provides
psychosocial services to refugees who have experienced trauma, torture, and other human rights
abuses. The team at ACC provided information about the study to their clients, obtained their
permission to give their contact information to the study team, and the study team subsequently

contacted them.

The research team also provided brief presentations about the study and distributed flyers
at English as Second Language Classes provided through Lutheran Services. Relatively
unsuccessful strategies included leaving study flyers at local churches and grocery stores and

giving brief presentations about the study at local community events.

The research assistants were two Arabic-speaking doctoral students in clinical
psychology, who were supervised by a licensed clinical psychologist. The research assistants
conducted the recruitment, the phone screening, the baseline session, the three therapy sessions,
and managed the follow-up process. The research assistants telephoned or returned the phone
calls of any interested participants. They provided more details about the study and conducted a

brief phone interview to determine eligibility criteria. Potential participants were asked if they
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were exposed to a violent or traumatic event related to being a refugee, to the war, or to sectarian
strife, and were given examples of such events. If participants endorsed such an event, they were
asked to briefly indicate what it was, and were then asked if they continue to be “haunted” by
this event, if they repeatedly think about it, feel that they can’t overcome it, and if they would
like to talk about it with someone. Participants were disqualified from the study if they were
unable to pinpoint a single traumatic event that continued to bother them or if they identified an
event but reported that it no longer bothers them or results in emotional symptoms. If participants
were eligible, the assistants scheduled an initial meeting with the participants at the participants'
choice of location at ACCESS, CALC, the participant’s home, or a library conference room,
which ensured the presence of a private room. Most of the participants elected to be seen in their
home. During the initial visit, the study was explained in full, questions answered, and written

informed consent obtained.

Participants who consented completed the baseline assessment measures, which included
measures of trauma symptoms, depression, physical symptoms, post-traumatic growth, quality of
life, sleep, and daily functioning. This process took about 45 minutes. Although all but one
participant were literate, the research assistants often read the questions to the participants at
their request, which appeared to expedite the baseline assessment process as well. The
participants were then dismissed, and they were called a few days later by a research assistant to
affirm their interest in continuing the study. If the participant remained interested, the researcher
consulted the randomization scheme to determine if the participant is in the waitlist control or

experimental group.

The randomization scheme was constructed by a team member not involved with

recruiting or running participants using a computer randomization website (randomization.com)
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prior to the start of recruitment. Randomization occurred in a 2:1 (treatment: control) ratio and
was stratified by blocks of 6. This randomization ratio was utilized to ensure a sufficiently large
sample size in the experimental group for subsequent analyses of predictors. Undergraduate
research assistants made envelopes that included a randomization number and a slip of paper
with the corresponding experimental or control condition as per the original randomization
scheme. Randomization was also stratified by recruitment site, where series of 6 consecutive
numbers were used as needed according to the number of participants from the site. The
randomization scheme was concealed from the research assistants until they were on the phone
with the participant and consulted the randomization scheme to determine if the participant was

in the waitlist control or experimental group.

Participants who were in the waitlist control group completed follow-up questionnaires
(the same measures as at baseline) at 2 months and 4 months after baseline, and they were
offered the treatment at the end of the study (after the 4-month follow-up assessment). The post-
treatment and follow-up measures were mailed to the participants in self-addressed, stamped
envelopes at 2 months and 4 months from baseline, and participants mailed them back.
Participants were given a reminder phone call if the follow-up measures were not received within

2 weeks.

For participants who were assigned to the experimental group, the research assistant and
participant met for three therapy sessions at 1-week intervals. These 60-90 minute sessions also
took place in the participant’s home, ACCESS, CALC, or a neutral site that ensured the presence
of a private room. Therapists followed a structured, published manual on Narrative Exposure
Therapy (Schauer et al., 2005), which essentially asked participants to tell and re-tell their story

about the traumatic events, elaborating it each time by integrating it into their life story and
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reflecting on their emotions, thoughts, and sensory experiences (more detailed description
below). The post-treatment and follow-up measures were mailed to the participants in self-
addressed and self-stamped envelopes at 2 months and 4 months from baseline, and these were

mailed back.

Participants in both groups received a gift of $35 after finishing the first set of
questionnaires (baseline), $20 for the second set of questionnaires, and $20 for the third set of

questionnaires.
Treatment: Narrative Exposure Therapy

This is a standardized short-term psychological intervention developed by a European
team of researchers and service providers with expertise in the fields of psychotraumatology,
public health, behavioral neuroscience, and human rights advocacy (Schauer et al., 2005). It was
developed with the purpose of alleviating PTSD and other psychological symptoms in survivors
of organized violence and is anchored in traditional trauma focused cognitive behavior therapy
as well as testimony therapy. NET involves having the patients repeatedly talk about their
traumatic events and process their emotional reactions. As the patients continue to process the
trauma and their reactions to it, they are also better able to weave a coherent narrative about what
happened to them. The process of re-experiencing and constructing a narrative eventually leads
to the gradual habituation of the emotional response in most patients, which leads to a reduction

of symptoms.

The treatment manual does not specify a certain number of sessions, and the literature
suggests that anywhere between four and 10 sessions can be effective in reducing distress. Due
to limited financial resources and availability of Arabic speaking therapists who could provide

the treatment, and in light of the expressive writing literature which generally utilizes three
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sessions of about 20 minutes (Frattaroli, 2006), this study was constituted of three, 60-90 minute

sessions organized as follows.
First Session

The first session included psycho-education, normalization of the patient’s experience,
and explanation of the mechanism of the therapeutic procedure. Psycho-education included
explaining to the patient various normal and common reactions to trauma, the nature of PTSD,
and reasons behind the symptoms. The therapist then explained the process of therapy and what
is expected of that patient. This part also prepared the patients for the high fear and arousal they

might experience during the process.

Following the educational part, the therapist and the patient prepared to construct the
narrative. The therapist started by asking the patient about their family background and how they
grew up. In addition to describing facts, the patient was also encouraged to engage in emotional
processing of positive as well as negative events growing up. In practice, time often did not
permit at length processing of positive events, and participants often shared one or two positive
anecdotes or memories from their childhood. This process took about 30 minutes, which then left

time to discuss the first traumatic event in the first session.

The following section outlines the steps of exposure and narration of the traumatic event

that took place throughout the sessions.

= Recognizing the traumatic event and cuing the patient to it. This was often
signaled by more fragmented and incoherent thoughts and descriptions and
observable changes in the patient (e.g., physiological activation, avoidance

behavior).
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Discussing the context of the traumatic event, particularly the period just before it
occurred, to help the patient anchor it within the context of their greater life story.
It was important to establish the time and setting of the event, the location where
it occurred and what the person was doing, and how/when the traumatic
experience actually began.

Narrating in slow motion. This process involved asking the patient to imagine the
beginning of the incident, focus on their perceptions during the incident (e.g.,
sensory experiences, thoughts, actions, smells), process their emotional reactions,
and put the traumatic incident in the context of the rest of that day. Throughout
this process, the therapist assisted the patient in putting these memory fragments
into words. The process often unfolded as follows: narrating-re-experiencing
trauma in greater depth-labeling in more detail-integrating details into the
narrative again- further narrating-continuing the sequence.

o Activating “hot” memories: the therapist used several strategies such as
asking direct questions about the patient’s sensory, cognitive, and
emotional experiences during the trauma and giving feedback about
therapists’ observations of patient’s reactions and responses while
narrating.

Habituation: Exposing the patient to the painful emotional experiences of the
trauma expectedly resulted in a peak of fear and arousal. Every effort was made to
discontinue the session only once this distress somewhat abated. The manual
originally specifies that sessions should continue until habituation has occurred,

as interrupting a session before habituation has occurred may actually exacerbate
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symptoms. Thus, the length of the time during which the patient activates hot
memories and processes emotional experiences must be long enough for
habituation to occur. Generally, at least 45 minutes were allotted to narrate and
expose a patient to a traumatic event.

= Ending a session: The therapist brought closure to a session by demarcating a
clear ending to the traumatic event that was processed, which was most easily
done by discussing the event that occurred immediately after the trauma. The
patient discussed the time period following the event in detail to help
contextualize the trauma in that particular day and into the overall life story. The
therapist also assessed the patient’s arousal and ascertained that it has decreased
and the patient was more relaxed. Participants often reported feeling less
distressed, but also more fatigued or exhausted.

= The therapist processed with the participant any reactions to the exposure,
inquired about their physical and emotional state and helped them anticipate any
adverse reactions they might expect over the following week, such as irritability,
increased dreaming about the trauma, etc.

= The therapist held a note pad and wrote the spoken narrative of the patient (in
Arabic) throughout the session. However, the therapist paused during the
exposure segments to ensure full engagement and support of the patient as they
processed painful trauma information. The therapist then typed up what was
written in session and brought it with her to the next session.

The Second Session
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The therapist started by asking the participant about how they have felt over the
past week, and about any reactions they had to the last session. The therapist

normalized reactions.

The therapist read the patient’s written narration at the beginning of the session as
the slow reading of the document facilitates further emotional exposure and
processing. The patient was again asked to imagine and relive the traumatic
incidents, which provided an opportunity for correcting and detailing the
narrative. The therapist also asked the patient how their perceptions have changed
as they were talking about the trauma again to help him/her increase awareness of

affective and cognitive changes.

Once the patient and therapist reached the end of the document, the patient was
encouraged to move along the autobiography and continue to process and narrate
subsequent life stages and events, where it was often the case that another
traumatic event arose. The process of reading-integrating additional detail- and
rereading the narrative was completed with as many traumatic events as time
permitted and embedded in correct chronological order within the greater life

story.

As with the first session, the therapist processed with the participant any reactions
to the exposure, inquired about their physical and emotional state, and helped
them anticipate any adverse reactions they might expect over the following week.

The therapist held a note pad and wrote the spoken narrative of the patient (in
Arabic) throughout the session. However, the therapist paused during the

exposure segments to ensure full engagement and support of the patient as they
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processed painful trauma information. The therapist then added the narrative of
that session to the one from the first and brought it with her to the next session.

Third Session

= As with the second session, the therapist started by asking the participant about
how they have felt over the past week, and about any reactions they had to the last

session. The therapist normalized reactions.

= Also as with the second session, the therapist read the patient’s written narration
at the beginning of the session as the slow reading of the document facilitates
further emotional exposure and processing. The patient was again asked to
imagine and relive the traumatic incidents. The therapist also asked the patient
how their perceptions have changed as they were talking about the trauma again

to help him/her increase awareness of affective and cognitive changes.

= The original protocol specified that a narrative should be constructed of the
participant’s life from birth to present day. This was often not feasible, and
narration of the participant’s life often stopped either at their flight to the
temporary settlement country (e.g., Syria) or to the beginning of their journey to

the U.S.

= However, in the third session, the therapist and participant spent some time
discussing the future. The therapist helped the participant explore and discuss
fears, hopes, goals, and expectations for living and for the future.

= The therapist gave the participant a copy of their narrative.

= The therapist then processed any reactions the participant had either to that

session or to the treatment as a whole, as well as any feelings about termination.
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= The original protocol specified that the therapist must ensure that closure has
occurred, and that the narrative of the trauma no longer triggers intense emotional
arousal in the patient. However, this often did not occur, and participants still
appeared to show some distress, albeit significantly less than at baseline, to the

traumatic events.
Outcome Measures

Exposure to traumatic events and post traumatic stress symptoms was assessed using
parts of an Arabic adaptation of the Harvard Trauma Questionnaire (Shoeb, Weinstein &
Mollica, 2007). The original Harvard Trauma Questionnaire (Mollica, McDonald, Massagli &
Silove, 2004) was designed to measure exposure to torture and other organized violence and to
assess trauma and other symptoms based on DSM-IV criteria. The original instrument is widely
used among refugee populations from various cultures (e.g., Cambodian, Laotian, Vietnamese).
The Arabic adaptation was conducted with 60 Iraqi refugees in the Metro Detroit area. This
adaptation, as well as the original and other language adaptations includes four parts: A)
exposure to traumatic events; B) personal description of events; C) brain injury incidents; and D)
post traumatic symptoms. Part A includes 42 traumatic incidents often reported by Iraqi
refugees, which are endorsed as “yes” or “no.” Part B includes a qualitative personal description
of the original traumatic event and its context and experience of current stressors. Part C includes
six incidents that may have led to brain injury, and assesses loss of consciousness. Part D
includes 45 items about PTSD symptoms and other culturally relevant psychological complaints
that are scored on a 4-point system with 1 being “not at all”, 2 being “a little”, 3 being “quite a
bit”, and 4 being “extremely”. (Although not used in this study, the instrument also includes an

optional 35-item torture checklist based on Iraqi experiences endorsed as “yes” or “no.”) In this
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study, Part A was used at baseline to obtain information about the type and extent of trauma
exposure that the participants survived. Part D, the PTSD symptoms portion of the scale, was
used in this study as the primary outcome, at baseline and at both follow-up points. In this study,
Part D demonstrated excellent reliability at baseline (Cronbach’s alpha = .92), 2-month follow-

up (Cronbach’s alpha =.97), and 4-month follow-up (Cronbach’s alpha = .97).

Depression symptoms were assessed using an Arabic adaptation of the Beck Depression
Inventory-II (translation by Ghareeb, 2000). The BDI-II is a 21-item scale that assesses the
severity of depression symptoms over a 2-week period on a 4-point scale ranging from 0 to 3
(Beck, Steer & Brown, 1996). The Beck-II has been validated with various adult populations and
demonstrates excellent test-retest reliability, high internal consistency, and moderate to high
convergent validity (Dozois, Dobson & Ahnberg, 1998). The Arabic version was translated by an
Egyptian psychologist and is widely used in Arab countries. The Arabic Beck-II demonstrated
excellent internal validity with alphas ranging between .82 and .93 in samples of male and
female college students across 18 Arabic countries (Alansari, 2006). The scale demonstrated
good reliability at baseline (Cronbach’s alpha = .86) and excellent reliability at the 2-month

follow-up (Cronbach’s alpha = .92), and 4-month follow-up (Cronbach’s alpha = .89).

Psychological Wellbeing was measured using the World Health Organization’s
Wellbeing Index (WHO-5; Bech, 1998). This scale assesses markers of mental wellbeing such as
positive mood, vitality, and interest, instead of symptoms. The 5-item scale covers a 2-week
period with response options ranging from “all the time” to “at no time.” The internal
consistency of the WHO-5 ranges between .82 and .95 (Bech, Olsen, Kjoller, & Rasmussen,
2003). The WHO-5 also demonstrates moderate to high inverse correlations with measures of

depression, which provides evidence for discriminant validity (Lowe, 2004). TheWHO-5 has
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been translated into more than 28 languages, including Arabic. The scale demonstrated good
reliability at baseline (Cronbach’s alpha = .88) and excellent reliability at the 2-month follow-up

(Cronbach’s alpha = .95), and the 4-month follow-up (Cronbach’s alpha = .94).

Post-Traumatic Growth was assessed using a translated version of the Post Traumatic
Growth Inventory (PTGI; Tedeschi, & Calhoun, 1996). The PTGI assesses positive and growth
outcomes sometimes experienced by people who have experienced traumatic events. The scale
assesses five domains of post-traumatic growth including greater appreciation of life and
changed sense of priorities; warmer, closer relationships with others; a greater sense of personal
strength; recognition of new possibilities or paths for one's life; and spiritual development. The
scale has 21 items that range from 0 “I didn’t experience this change at all as a result of my
stressor” to 6 “I experienced to a very great degree as a result of my stressor.” The inter-item
consistency of the PTGI has been reported as alpha = .90, test-retest reliability is .71, and the
scale demonstrates good convergent and discriminate validity (Tdeschi & Calhoun, 1996). The
PTGI was translated to Arabic and back translated by a three-person panel of bilingual mental
health professionals (Kira, personal communication, June 28, 2010). The scale demonstrated
excellent reliability at baseline (Cronbach’s alpha = .93), the 2-month follow-up (Cronbach’s

alpha = .96), and the 4-month follow-up (Cronbach’s alpha = .95).

General physical symptoms were measured using an Arabic translation of the Patient
Health Questionnaire (PHQ-15; Kroenke, Spitzer, and Williams, 2002). This is a 15-item scale
that assesses the severity of physical symptoms over a 4-week period. Responses range from 0
“not bothered at all”, 1 “bothered a little” and 2 “bothered a lot.” The scale demonstrates good
test-retest reliability, internal validity, and convergent and discriminate validity (Kroenke et al.,

2002). An Arabic translation of the PHQ-15 has been validated in a primary care setting in Saudi
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Arabia (Becker, Zaid, & AlFaris, 2002). However, this Arabic translation was not available in
the literature or obtainable through personal correspondence. The scale was thus translated by a
bilingual psychologist, in consultation with a bilingual health researcher and back translated. The
two English versions were assessed for equivalence by the clinical psychologist who is the
primary investigator of the study. The scale demonstrated good reliability at baseline
(Cronbach’s alpha = .81), the 2-month follow-up (Cronbach’s alpha = .82), and the 4-month

follow-up (Cronbach’s alpha = .87).

Quality of Sleep was assessed using five items from the Karolinska Institute Sleep
Questionnaire (Kecklund , Akerstedt, 1992, Akerstedt, 2002). The items assess overall sleep
quality, nighttime awakening, difficulty falling asleep, and feeling rested refreshed in the
morning. The items are on a 5-point scale ranging from “very good” to “very poor. The scale has
been validated by comparing it to electroencephalographic measurements, shift work behavior,
and endocrine parameters. The scale was also translated by a bilingual psychologist, in
consultation with a bilingual health researcher and back translated. The two English versions
were assessed for equivalence by the clinical psychologist who is the primary investigator of the
study. Unfortunately, the scale demonstrated only fair reliability at baseline (Cronbach’s alpha =
.54), but better reliability at the 2-month follow-up (Cronbach’s alpha = .71) and the 4-month

follow-up (Cronbach’s alpha = .79).

Daily Functioning was assessed using eight separate items. The first item assessing
interfering of physical and emotional symptoms in social and daily functioning was adapted from
an item on the Short Form 12 Health Survey. The remaining seven items were designed by the
research team, translated, and back translated by a bilingual professional. These items assessed

frequency of spending time with family, friends, and relatives, participating in hobbies such as



47

reading and walking, utilizing medical services, utilizing English language teaching services,
utilizing immigration related services, and attending meetings at social or religious clubs and
organizations. The items assessing utilization of medical and immigration services were later
dropped from analysis because participants often had difficulty understanding them, and unlike
most other scales and items on the daily functioning scale, these items did not correlate with any
other measures. Because the remaining items capture differing domains of functioning, they were

analyzed separately, and no index of inter-scale reliability was calculated.
Data Analyses

Analysis first determined whether randomization was successful in creating equivalent
groups with respect to demographic characteristics and baseline values of the outcomes
measures. Analysis of Variance (ANOVA) and chi-square analyses were used to compare the
two groups. Next, analyses compared baseline scores and group assignments of those who
completed the two follow-up assessments versus those who completed only one or no follow-up

assessments.

Intent to treat analyses were used to compare the effects of the group on the entire
sample. For participants who were missing either of the follow-up visits, their values from the
last visit were carried forward to replace the missing values. For participants who were missing a
scale within a visit, imputation was conducted to replace that value. The imputation used
regression modeling in which the prior visit’s value of that scale as well values from other
measures for the visit that were significantly correlated with the scale in question were used to
approximate a value for the missing scale. No variable required imputation of more than 10%

missing data points.
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A series of analyses of covariance (ANCOVA) were conducted to test the hypothesis that
the group receiving NET improved significantly compared to the wait-list control group. The
ANCOVA models covaried baseline levels of the outcome. The two follow-up points were
analyzed separately. Analyses also included calculating effect sizes for the differences in scores
between groups and within groups. Within group Cohen’s d effect size estimates were calculated
for each follow-up time point for the NET and control group by subtracting the baseline mean
from the follow-up mean and dividing that by the standard deviation of the baseline mean.
Between-group Cohen’s d effect size estimates were calculated using the following equation:
[(NET group follow-up M) — (baseline M)] — [(control group follow-up M) — (baseline M)] / SD
of the change scores. The standard deviation of the change scores assumed a correlation of r = .5

between baseline and follow-up scores for each measure.
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CHAPTER 3
RESULTS
Preliminary Analyses

Of the 53 participants, 35 (66%) were in the experimental group, and 18 (34%) were in
the waitlist control group. To determine the success of randomization, the experimental and
control groups were compared on demographics and baseline measures. The two groups did not
differ significantly or meaningfully on any of the demographic measures or most of the baseline
measures, but the experimental group was more likely to have used English language training
services (p < .05), see Table 2, Table 3, and Table 4. Despite this difference, it was determined
that this variable will not be a used as a covariate when analyzing the two groups because it is
not a key demographic variable and is a stand-alone item.

No participants formally dropped from the study, and all participants completed at least
one of the two follow-up assessments: 2-month follow-up questionnaires were received from
96% (n = 51) of the sample, and 4-month follow-up questionnaires were received from 90.6% (n
= 48) of the sample. Of these 7 people who did not complete one follow-up assessment, 5
participants were from the experimental group, and 2 were from the waitlist group; these
proportions did not differ from the 2:1 allocation ratio. There were no differences in
demographics or baseline characteristics between the 46 participants who completed both
follow-up assessments and the 7 participants who only completed one follow-up assessment,
except that completer sample was older (p = .05) and endorsed going to church, mosques, or
other social and religious meetings more often (p < .05). See Figure 1 for the flow of participants

through the study.
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Of the experimental group, all but one of the participants completed all three intervention
sessions. This participant completed only one session, as she missed scheduled appointments and
it became difficult to continue to reschedule them. However, among participants completing the
three sessions, three were judged as not following the protocol for one or more of the sessions.
One of these participants was about to be evicted from his house and was experiencing
significant suicidal ideation in the third session, which necessitated a suicide assessment that
precluded protocol adherence. The other participant disclosed a trauma in the second session that
he never disclosed before and felt very ashamed and distressed and asked to discontinue
interventions. However, the participant later agreed to have a third session in which he and the
therapist processed his reactions to the disclosure, but did not complete the protocol. Finally, one
participant attempted to begin narrating her trauma in the first session but experienced significant
psychosomatic symptoms such as nausea and dizziness and did not want to continue the process.
The therapist met with the participant for two other sessions that constituted general supportive
therapy for current stressors. The third session included a discussion of the participant’s hopes

and goals for the future.
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Figure 1. Flow Chart of Participants through the Study

Screened
Refugees
~N =120
Randomized
Participants
N=153
NET Group Waitlist Control
n=735 Group
n=18
Completed 3
NET sessions
n=234
Protocol Adherent
At least 2 sessions
n=233
2-month 2-month
Follow-up Follow-up
n=34 n=17
4-month 4-month
Follow-up Follow-up
n=31 n=17
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Table 2. Demographic Variables for the Full Sample and Comparisons between the Narrative

Exposure Therapy Group and the Waitlist Control Group.

Narrative Waitlist

Total Sample Exposure Therapy Control Group 1(51)

Variable (N =53) (n=35) (n=18) oryx’  p
Age (years) M (SD) 484 (8.5) 47.2 (7.8) 50.7(9.4) -1.46 .15
Gender

Men N (%) 26 (49.1) 15 (42.9) 11 (61.1) 1,59 71

Women 27 (50.9) 0 (57.1) 7 (38.9) ' '
Marital status

N oo wme DO u@e

Not Married 14 (26.4) ) ’ ' '
Education

Primary school N (%) 13 (24.5) 11 (31.4) 2 (11.1)

Secondary school o 26 (49.1) 16 (45.7) 10 (556) 5.2 o

Post Secondary 14 (26.4) 8 (22.9) 6 (33.3) ' '
Ethno-religious group

Catholic-Chaldean 0

Gher Muim VOO 05260440090 o

Arab/Mandean) ' ) ’
Years in the US M (SD) 242.4) 23 (1.4) 2.53.7) 020 .84
Country before US

Iraq 4 (15) 1 (29 3 (16.7)

Syria 7 (38.9)

Jordan Ny 20 @D 19 (54.3) 3 (16.7)

9 (17.0) 6 (17.1) O NA' NA!
Turkey 2 (11.1)
Other 8 (15.1) 6 (17.1) 3 (16.7)
6 (11.3) 3 (8.6) '

Number of traumas ~ M (SD)  19.3 (6.6) 19.7 (6.8) 18.4 (6.2) 0.71 A48

1. Cell sizes too small to conduct a valid chi-square analysis.
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Primary Analyses
Intent to treat analyses

Tables 3 and 4 present descriptive statistics for the three time points (baseline, 2-month
and 4-month follow ups) and results of group comparisons for primary and secondary outcomes,
respectively. Table 3 also presents within-group and between-group treatment effect sizes
(Cohen’s d) for primary outcomes at the 2-month and 4-month follow ups. There was one
significant difference between the two groups and several group differences showing meaningful
trends in the expected direction (See Tables 3 and 4). At the 2-month follow-up, the NET group
showed a trend towards lower PTSD scores compared to the control group (F(1, 50) =2.75, p =
.10, d = -.35). Paired ¢ tests indicated a significant decrease in PTSD symptoms in the NET
group, #(34) = -2.42, p = .02, d = 0.39, but no change in the control group, #17) =-0.19, p = .86,
d=0.03.

The NET group also showed a trend towards lower depression scores (F(1, 50) =2.64, p
=.11,d = -.37) compared to the control group at the 2-month follow-up. Paired t tests indicated
a significant decrease in depression in the NET group, #(34) =-3.93, p <.001, d = -0.64, but only
a minimal decrease in the control group, #(17) = .80, p = .43, d = -0.16. Moreover, the NET
group showed a trend towards higher wellbeing scores (F(1, 50) = 2.89, p = .095, d = .57)
compared to the control group at the 2-month follow-up. There was a significant increase in
wellbeing in the NET group, paired #(34) = -2.74, p = .01 d = 0.58, but a slight, nonsignificant
decrease in the control group, paired #17) = .21, p = .83 d =-0.06.

Finally, the NET group also showed a trend towards spending more time with family and
friends (F(1, 50) = 3.40, p = .085) compared to the control group after 2 months. There was a

trend towards the NET group spending more time with family and friends, paired #(34) = -1.61, p



54

= .117, but a small, non-significant decrease in spending time with family and friends in the
control group, paired #(17) = 1.29, p = .22.

Most of the between group differences were lost at the 4-month follow-up, except for the
trend towards increased wellbeing, (F(1, 50) = 2.57, p = .12, d = .58). There was a significant
increase in wellbeing in the NET group, paired #34) = -3.66, p = .001 d = 0.87, but a slight,
nonsignificant increase in the control group, paired #17) =-.82, p = .42 d = 0.23.

Moreover, the NET group demonstrated significantly higher levels of post-traumatic
growth compared to the waitlist control group (F(1, 50) = 7.29, p = .009, d = .69). There was a
significant increase in post-traumatic growth in the NET group, paired #34) = -2.35, p =.025, d
=0.41, compared to a slight decrease in the control group, #(17) = 1.25, p = .23, d =-0.25.

The NET group also demonstrated a meaningful trend toward less interference of
physical and emotional symptoms with daily functioning compared to the control group (F(1, 42)
=2.87, p = .098). There was also a meaningful trend toward decrease in symptom interference in
the NET group, paired #30) = 1.82, p = .079, but a trend for an increase in the control group

paired 1(13) = 1.71, p = .11.
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Table 3. Comparison of Primary Outcomes by Group at Baseline, 2-month Follow-up and 4-

month Follow-up.

Narrative Waitlist
Exposure Therapy Control
(n=35) (n=18)
Outcome
M (SD) dy M (SD) de F(1,50) , 4
PTSD Symptoms
Baseline 121.8 (20.7) 122.3 (20.8)
2-month followup ~ 113.7(29.7)  -0.39" 122.9 (22.0) 003 275 .10 0.34
Adjusted M (SE)*  113.8 (3.1) 122.5 (4.3)
4-month followup  112.0(29.9)  -0.47 116.7 (24.5) 027 058 .45 0.17
Adjusted M (SE)*  112.9 (3.2) 116.4 (4.4)
Depression
Baseline 32.5(10.1) 33.01(12.1)
2-month follow up 26.1 (13.5)  -0.64" 31.14(12.1) -0.16 2.64 .11 -0.37
Adjusted M (SE)*  26.2 (1.6) 30.83 (2.3)
4-month follow up 24.1(13.1)  -0.83" 25.16(10.0) -0.65 0.06 .81 -0.05
Adjusted M (SE)>  24.3 (1.6) 24.88 (2.2)
General Well-Being
Baseline 5.3(5.31 6.3 (4.9)
2-month follow up 8.4 (6.7) 0.58" 6.0 (5.7) -0.06 289 .095 0.57
Adjusted M (SE) 8.5 (1.0) 5.7 (1.4)
4-month follow up 9.9 (7.1) 087"  7.4(5.2) 023 257 .12 0.58
Adjusted M (SE)*  10.0 (1.1) 7.1 (1.5)
Post-Traumatic Growth
Baseline 48.5 (23.8) 49.5(23.9)
2-month follow up 53.0 (25.7) 0.19  44.4(21.3) 021 235 .13 0.40
Adjusted M (SE)*  53.2(3.57) 44.0 (4.9)
4-month follow up 58.3 (23.8) 0417 43.5(18.1) 025 729  .009 0.69
Adjusted M (SE)*>  58.4 (3.3) 43.2 (4.6)

Note. Cohen’s d effect sizes calculated within-group treatment effect (d,,) and between-group
effect (d) = [(NET Follow-up — Baseline) — (Control Follow-up — Baseline)] / SD change scores.

1. ANCOVA, adjusting for baseline score;

2. Adjusted M (SE) = ANCOVA-adjusted mean and standard error.

p<.05."p< .0l

(table continues...)
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Narrative Waitlist
Exposure Therapy Control
(n=135) (n=18)
Outcome
M (SD) d M (SD) de F(1,50) , 4
Physical Symptoms
Baseline 18.40 (5.6) 18.31 (6.5)
2-month follow up 15.67 (6.5)  -0.49" 17.52(5.8) 0.12  1.64 20 -0.32
Adjusted M (SE)*  15.65 (0.9) 17.56 (1.2)
4-month follow up 1556 (7.2)  -0.517 15.94 (4.1) 036 0.07 .80 -0.08
Adjusted M (SE)*  15.54 (0.9) 15.97 (1.3)
Sleep Quality
Baseline 8.27 (2.6) 7.9 (2.5)
2-month follow up 9.73 (3.1) 0.56"  8.7(2.5) 034 129 26 024
Adjusted M (SE) 9.65 (0.1) 8.8 (0.6)
4-month follow up 10.01 (3.6) 0.677  9.2(2.6) 0.55° 040 .53 0.13
Adjusted M (SE)>  9.93 (0.5) 9.4 (0.7)

Note. Cohen’s d effect sizes calculated within-group treatment effect (d,) and between-group
effect (d) = [(NET Follow-up — Baseline) — (Control Follow-up — Baseline)] / SD change scores.

1. ANCOVA, adjusting for baseline score;
2. Adjusted M (SE) = ANCOV A-adjusted mean and standard error.
*p <.05. **p <.0l.
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Table 4. Comparison of Secondary Outcomes by Group at Baseline, 2-month Follow-up and 4-

month Follow-up

Narrative Wait List
Exposure Therapy Control
(n=35) (n=18)
1
Outcome M (SD) M (SD) F (1,50) P
Sumptoms Baseline 3.6 (1.1) 3.3(1.1)
>YMpIor 2-month follow-up 3.1(1.1) 2.9 (1.1)
l”t”ff,:l”g Adjusted M (SEY> 3.0 (0.2) 2.9 (0.3) 0.03 0.88
cvltzlily 4-m0nt‘h follow ) 3.1(1.3) 3.7(0.2)
functioning® Adjusted M (SE) 3.1(0.2) 3.7(0.3) 2.87 .098
Baseline 2.8(1.1) 2.9 (0.9)
Spending time  2-month follow-up 3.1(0.9) 2.7(0.9)
with family, Adjusted M (SE)* 3.1 (0.1) 2.7(0.2) 3.10 .09
friends 4-month follow-up 3.1(0.9) 2.8(0.8)
Adjusted M (SE)*  3.1(0.2) 2.8(0.2) 1.14 .29
Baseline 2.4 (1.2) 2.2 (1.3)
Participating 2-moqth follow-up ) 2.5(1.0) 2.3(1.2)
in hobbies Adjusted M (SE) 2.5(0.2) 2.4(0.3) 0.15 .70
4-month follow-up 2.5(1.1) 2.1(0.9)
Adjusted M (SE)* 2.5 (0.2) 2.2(0.2) 1.39 24
Baseline 2.5(1.4) 1.8(1.1)
Learning 2-month follow-up ) 2.4 (1.3) 2.3 (1.1)
English Adjusted M (SE) 2.3(0.2) 2.5(0.3) 0.63 43
Services 4-month follow-up ) 2.3(1.2) 2.1(1.2)
Adjusted M (SE) 2.2(0.2) 2.3(0.3) 0.00 .96
Baseline 1.6 (1.0) 1.3(0.9)
Utilizing job  2-month follow-up 1.6 (0.9) 1.4 (1.0)
training/ Adjusted M (SE)* 1.5 (0.2) 1.4 (0.2) 0.10 .76
placement 4-month follow-up 1.8 (1.1) 1.8 (1.1)
services " Adjusted M (SE)* 1.8 (0.2) 1.8 (0.2) 0.16 .69
Baseline 2.7(1.2) 2.2 (1.3)
Going to 2-month follow-up 2.5(1.2) 2.3(1.3)
social/religious Adjusted M (SE)*  2.5(0.2) 2.4 (0.3) 0.12 74
meeting 4-month follow-up 2.7(1.2) 2.6(1.2)
Adjusted M (SEY* 2.6 (0.2) 2.7(0.3) 0.02 .89

1. ANCOVA, adjusting for baseline score;

2. Adjusted M (SE) = ANCOVA-adjusted mean and standard error.
? Data missing on 8 participants at both time points.

® Data missing on 4 participants at both time points.
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Ancillary Analyses

To explore whether covarying other demographic or baseline variables and analyzing the
sample without non-treatment-adherent participants would change the pattern of results, two sets
of ancillary analyses were conducted. The preceding analyses were repeated, covarying
demographic or baseline variables that were different between the two groups at a p < .20. Age,
frequency of utilizing English language teaching services, and going to meetings at a religious or
social organization were included as covariates. In this case, the tendency of the NET group to
demonstrate higher levels of wellbeing at the 2-month follow-up became significant (F(1, 47) =
4.20, p = .046). The trend towards lower depression and PTSD scores in the NET group at 2
months became nonsignificant, whereas the trend towards the NET group spending more time
with family and friends remained (F(1, 47) =2.73, p = .105).

At the 4-month follow-up, the finding regarding the NET group demonstrating
significantly higher levels of post-traumatic growth remained significant (F(1, 47) = 6.21, p =
.016), but the trend towards decreased symptom interference with daily functioning in the NET
group became nonsignificant. However, increased frequency of participating in hobbies in the
NET group now showed a meaningful trend (F(1, 47) =4.01, p = .051).

The primary analyses were also repeated, dropping the participant who only completed
one intervention session and the participant who completed the three sessions but was not
protocol adherent in any of them.

At the 2-month follow-up, the trend towards increased wellbeing in the NET group
remained marginally significant (F(1, 48) = 3.25, p = .078) and the trend towards lower
depression in the NET group approached significance, (F(1, 48) = 3.95, p = .053). The trend

towards lower PTSD symptoms in the NET group remained marginally significant (F(1, 48) =
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3.04, p = .088), as did the tendency for the NET group towards spending more time with family
friends (F(1, 48) =3.72, p = .06).

At the 4-month follow-up, a previously nonsignificant difference between groups in
levels of wellbeing became marginally significant (F(1, 48) = 3.34, p = .074) . The finding
regarding the higher levels of post-traumatic growth in the NET group remained significant,
(F(1,48) =17.54, p = .008). The finding regarding less symptom interference in daily functioning

in the NET group also remained marginally significant (F(1, 48) = 3.30, p = .076).
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CHAPTER 4
DISCUSSION

The goal of this study was to advance the literature regarding effective interventions for
refugees who are experiencing post traumatic stress symptoms or other comorbid psychological
disorders. This study examined the effectiveness of Narrative Exposure Therapy (NET) in a
sample of 53 Iraqi refugees from metro Detroit, who were randomized into an intervention group
that received three sessions of NET, or a waitlist control group. Participants’ post traumatic
stress symptoms, depression, sleep quality, overall wellbeing and quality of life, post traumatic
growth, physical symptoms, and daily functioning were assessed at baseline, 2 months from
baseline and 4 months from baseline. It was hypothesized that participants in the experimental
group would demonstrate greater improvements in their psychological and physical wellbeing
and symptoms than the waitlist control group at both follow-up points. In general, the hypothesis
that traumatized adults treated with Narrative Exposure Therapy would improve psychological
and physical wellbeing as compared to untreated waitlist controls was somewhat supported.
Narrative Exposure Therapy led to small but meaningful effects on psychological symptoms and
wellbeing after 2 months. Although all these effects were maintained at 4 months, the differences
between the groups were no longer significant, as the waitlist control group showed some
improvements as well. NET also led to greater post-traumatic growth after 4 months compared
to the waitlist group.
The Effect of NET on Post-Traumatic Growth

The most robust finding was that participants who received NET demonstrated
significantly higher levels of post-traumatic growth at the 4-month follow-up compared to wait-

list control participants, and that this difference had a relatively large magnitude. Post-traumatic
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growth is a relatively new concept, often conceptualized as positive psychological changes that
trauma, adversity, or loss could spark in someone’s life. Such growth could manifest in areas
such as greater appreciation of life and changed sense of priorities; warmer, closer relationships
with others; a greater sense of personal strength; recognition of new possibilities or paths for
one's life; and spiritual development.

This is a particularly exciting finding that contributes to the growing research about
positive effects of trauma in lieu of focusing exclusively on post traumatic stress. Moreover,
most literature regarding post-traumatic growth has been descriptive, mainly investigating
correlates and predictors of growth, especially in medical populations such as cancer survivors.
To date, there have been only a handful of experimental findings investigating whether
interventions can increase post-traumatic growth in survivors of adversity and trauma. A smaller
subset of these studies investigated whether trauma-focused interventions can increase post-
traumatic growth. Our findings appear consistent with these studies. An uncontrolled study of
prolonged exposure in patients with PTSD found an increase in the new possibilities and
personal strength domains of post-traumatic growth relative to baseline (Hagennars & van
Minnen, 2010).

Other studies that had randomized control groups provide a better test of whether
interventions increase post-traumatic growth. For example, one study (Wagner, Knaevelsrud, &
Maercker, 2007) randomized participants with complicated bereavement into either a waitlist
control group or a treatment condition. The treatment included an internet-based intervention that
incorporated cognitive reappraisal strategies, exposure to bereavement cues, and discussions of
integration and restoration. At follow-up, participants in the intervention group demonstrated

significantly higher levels of post-traumatic growth compared to the control group.



62

Another study (Zoellner, Rabe, Karl, & Maercker, 2011) randomized survivors of motor
vehicle accidents into a group that received trauma-focused CBT or a waitlist control condition.
The treatment group demonstrated marginally greater increases in the post traumatic growth sub-
domains of new possibilities and personal strength compared to the control group.

A study by Smyth, Hockemeyer, and Tulloch (2008) randomized participants with PTSD
into either a trauma focused writing condition or a control writing condition. The group that
wrote about their traumatic experiences reported significantly higher levels of post-traumatic
growth compared to the control writing condition.

Another study by our lab group (Slavin-Spenny, Cohen, Oberleitner, & Lumley, 2011)
randomized participants with unresolved stressors to control conditions or disclosure conditions,
(written, private spoken, talking to a passive listener, talking to an active facilitator). Participants
in all disclosure conditions reported significant increases in post traumatic growth compared to
the control conditions.

The specific mechanisms by which the interventions in these prior studies increased post-
traumatic growth are unclear. However, it is arguable that NET, prolonged exposure, trauma-
focused CBT, brief spoken disclosure, and expressive writing—even when not explicitly
emphasizing growth—share other elements that may promote post-traumatic growth. For
example, Tedeschi and Calhoun (2004) argue that it is not the trauma itself that necessarily
creates the growth, but the effect of the trauma on challenging or even shattering survivors’
assumptive world belief, and their subsequent struggle to find meaning, rebuild their beliefs, or
integrate their trauma into their life story. However, such processing, meaning making, and
integration necessitates a need to come into contact with the story of the trauma and the

emotions, distress, and cognitions it stirs up. At the same time, one of the hallmarks of
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maladaptive responses to trauma is avoidance of memories, thoughts, sensations and feelings
associated with it. As such, it is likely that in individuals who struggle with PTSD symptoms,
avoidance of internal stimuli associated with the trauma may preclude them from engaging in the
cognitive and affective processing that could result in post-traumatic growth. In contrast, it is
likely that any treatment that encourages the survivor to confront the trauma through cognitive
processing, exposure, narration, or writing, facilitates survivors’ abilities to expose themselves to
and tolerate the myriad of internal stimuli associated with the trauma. This exposure may lead to
decreases in experiential avoidance, which in turn could facilitate more opportunities for
meaning making and cognitive processing of the trauma, and thus post-traumatic growth.

These hypotheses appear to have some support in the literature. For example, a study by
Kashdan and Kane (2011) investigated the interaction between PTSD symptoms, post-traumatic
growth, and experiential avoidance. Experiential avoidance is a construct from the Acceptance
Commitment Therapy literature that is broader than PTSD avoidance, and that describes a
tendency towards cognitive inflexibility and unwillingness to be in contact with various
thoughts, feelings, memories, and sensations. The study found that among individuals who had
high levels of post traumatic distress, those who were also high on experiential avoidance
reported the least amount of post-traumatic growth. Hagennars and van Minnen’s (2010) study
also found an association between increased avoidance, and especially emotional numbing
symptoms of PTSD, and decreased post-traumatic growth.

Yet another way in which NET could promote post-traumatic growth is through the
process of narrating something powerful and horrifying in the context of a warm empathic
relationship. Tedeschi and Calhoun (2004) argue that the process of narrating such stories elicits

strong emotions about the event and about the survivor, and that when this is done with another
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person, it can foster strong feelings of connectedness and intimacy. These feelings of intimacy
and connectedness within the therapeutic dyad may then gently nudge the survivors’ willingness
towards seeking and fostering that with others, which is a facet of post-traumatic growth. In fact,
one of the explicit tenets proposed by the developers of Narrative Exposure Therapy is that
narrating to and with another person is central to recovery because it allows the survivor to share
the burden of the trauma and to have another person bear witness to the suffering (Schauer et al.,
2005), both of which can be powerful, healing, and promoting of growth.

NET Effects on Other Outcomes at the 2-Month and 4-month Follow-Up

The primary hypothesis—that adults receiving Narrative Exposure Therapy would
demonstrate greater improvements in psychological and physical functioning than would adults
awaiting waitlist treatment—was partially supported. Adults who engaged in Narrative Exposure
Therapy generally showed fewer symptoms of post-traumatic stress depression, higher
psychological wellbeing and quality of life, and more time spent with family and friends at the 2-
month follow-up as compared to the waitlist group. There were no other differences between the
two groups on physical symptoms, sleep quality, and other indices of daily functioning.

Although the aforementioned group differences in post traumatic stress symptoms,
depression and spending time with family and friends were maintained at the 4-month follow-up,
the differences between the two groups were no longer significant. However, the trend for higher
overall wellbeing remained and there was a trend towards less frequent interference of physical
or emotional symptoms with social activities in the NET group compared to the control group.

Thus, the effect of NET on symptoms and functioning was in the expected direction,
consistent across several measures, but somewhat weaker than anticipated or desired. However,

the direction and trend of results, specifically for PTSD symptoms is generally consistent with
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past trials of NET with refugees and asylum seekers, which also found that NET is helpful in
reducing PTSD symptoms.

A close examination of the five trials of NET with refugees or asylum seekers reveals
different patterns of improvement, depending on the specific follow-up point. For example, some
trials evidenced improvement at 4 weeks post treatment, as we did (Halvorsen & Stenmark,
2010; Neuner et al., 2004), whereas others found it only at later follow-up points, such as 6
months or 1 year (Hensel-Dittman et al., 2011; Neuner at al., 2009). Moreover, in the study of
Neuner et al. (2004), symptoms decreased at 4-week post test, increased nearly to baseline level
at the 4-month follow-up, before decreasing again at the 1 year follow point.

It thus appears that the effect of NET on PTSD symptoms varies across measurement
points among the studies. In our study, participants who had NET demonstrated decreases in
PTSD symptoms at the 4-week post treatment. Although this between-groups effect was no
longer present at the 4-month follow-up, closer examination of the data reveals that the NET
group actually maintained their improvement, but that the control group also decreased
somewhat in symptoms, rendering the group differences nonsignificant. Thus, consistent with
findings from some of the aforementioned studies, our sample who received NET demonstrated
some immediate decreases in symptoms that were subsequently maintained through 4 months.

Our findings on decreases in depression following NET compared to the control group
are understandable in light of the significant comorbidity between depressive symptoms and
post-traumatic stress symptoms. This finding is also consistent with some trials of NET (e.g.,
Bichescu et al., 2007; Halvorsen & Stenmark, 2010; Neuner et al., 2008), but not with others that
found no effect of NET on depression (e.g., Neuner et al., 2010). It is possible that the pattern of

comorbidity between depression and PTSD in the sense of which diagnosis is primary and which
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one exacerbates the other differed across samples. For example, the pattern of comborbidity
between depression and PTSD could be different in samples that had more significant torture
versus more traumatic bereavement. As such, it is possible that in our sample, a subset of
participants may have been experiencing depression subsequent to the isolation, avoidance and
distress caused by PTSD symptoms and thus a decrease in PTSD symptoms may have
corresponded to a decrease in depressive symptoms.

Moreover, at a broad level, many of our participants had experienced several losses,
including traumatic bereavements, which could contribute to PTSD as well as to depression
symptoms. It is, therefore, possible that because NET allows for some processing of losses
through narration, participants also found some relief in that aspect of the intervention.
Furthermore, within the trauma treatment literature, particularly for cognitive or cognitive
behavioral interventions (e.g., cognitive processing therapy, prolonged exposure), it is often
found that a reduction in PTSD symptoms is accompanied by a reduction in depression
symptoms.

This reduction in depression symptoms is consistent with our other finding that
participants who received NET tended to show improved psychological wellbeing and quality of
life. We utilized the WHO-5 Well Being Index, which is a relatively new measure that captures
aspects of wellbeing and quality of life such as cheerful mood, feelings of calmness, relaxation
and good spirits, activity, refreshing sleep, and interest. The WHO-5 is not yet widely used,
particularly in the English language and in American research, and especially as an outcome
rather than as a screener or predictor measure, making it somewhat difficult to contextualize our
finding within the larger literature. However, several studies have demonstrated the WHO-5’s

superiority to other measures in screening and predicting depression and suicidal ideation (Bech,
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Olsen, Kjoller, & Rasmussen, 2003; Lowe et al. 2004) suggesting that this finding of an
increased tendency towards wellbeing is clinically meaningful. This finding is also exciting
because it suggests that NET effects may go beyond reducing core PTSD symptoms and that the
process of narration and habituation can also promote vitality, calmness, and wellbeing that is
maintained for several months after treatments.

Further supporting the notion that NET may promote positive effects was the NET
participants’ trend toward spending more time with family, relatives, and friends. It is possible
that a general reduction in distress and improvement in mood may make people more interested
in engaging with others and may make it easier for others to reciprocate their interest. Another
explanation could relate to the process of narrating the trauma itself. Trauma is often thought to
exercise a powerfully isolating effect on its survivors, whereby they may feel isolated and
burdened by upholding the secrecy of the horrors they witnessed. It is possible that the act of
sharing what they once thought was unspeakable, in the context of a warm empathic relationship
with a therapist, gradually mitigates some of that isolating and silencing effect of trauma and
frees them to recreate that experience with others as well.

Finally, our finding at the 4-month follow-up —that participants receiving NET tended to
report less interference in their social and daily life by their physical and emotional symptoms
than the waitlist group—is interesting in light of how other group differences became
nonsignificant at that assessment point. However, all findings at the 2-month follow-up,
including the reduction in PTSD symptoms, depression, and improvement in wellbeing and
frequency of social contact, were actually maintained for the NET group at the 4-month follow-
up. Hence, it likely that this maintenance of symptom reduction was associated with decreased

interference of symptoms in daily life.
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Discussion of General Patterns of Findings

Two general patterns of findings across the study that warrant further discussion are the
small magnitude of findings for some measures, and the tendency of the control group to
demonstrate some improvement at follow-up as well. Regarding the small magnitude of findings
in some instances, in retrospect, and upon examination of the results, most of which are small but
meaningful, it is possible that these results can be explained by the smaller therapeutic dose
available in the study. The clinical observations of the therapists also corroborate this hypothesis
for a number of reasons. NET specifies that the narration of a survivor’s life should include, at
least briefly, pre-trauma history, the traumatic events experienced, and other experiences a
typical refugee experiences, such as flight to a host country, temporary residence, and then
resettlement. Most of our sample had more than one traumatic event, and the therapists typically
did exposure with the participants to the first traumatic event in the first session, and the second
traumatic event in the second session. The fact that the protocol unfolded this way could have
diluted the therapy for several reasons. There was often minimal time left in the three sessions to
narrate the flight of the refugee to the temporary host country, of their stay in that country, or of
their resettlement in the U.S., all three processes that were often fraught with difficulty and
distress. This may have, in turn, undermined the treatment’s intent at creating a sense of a
coherent and completed life narrative that follows the survivors until the present day.

Moreover, due to the limited number of sessions, and given that habituation usually does
not occur within one session, it often seemed to the therapists that the clients did not habituate to
the traumatic events by the end of treatment. The first traumatic event would have been read

back to the participant twice, and the second one would have only been read back once,
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providing minimal opportunity for habituation or desensitization, which is one of the active
ingredients in the treatment.

Although it now appears that a larger number of NET sessions would have been
warranted for greater symptoms relief, there were several considerations of the research team
that led them to select three sessions for the study design. The developers of NET originally
specified that as few as 4 sessions of NET could bring relief from PTSD symptoms, and two
trials supported that (Neuner et al. 2004, Schaal et al., 2009). Moreover, research from the
expressive writing field reveals that three 20-minute writing sessions generally have small to
medium effect sizes on distress and sometimes post traumatic stress symptoms (Frattaroli, 2006).
Although at this point there are several trials of NET with refugees, some of them are
uncontrolled, or have quite small sample sizes. Moreover, there is a dearth of intervention studies
with Middle Eastern, and especially Iraqi refugees. The research team also had limited available
resources for provision of clinical services. The research team hence prioritized conducting a
randomized controlled trial with a somewhat larger sample size with the minimal number of
possible sessions.

In terms of how our study contrasts with four-session NET trials, one study (Schaal et al.,
2009) was done with Rwandan orphan genocide survivors. Although that study did not provide
information about the nature of traumatic events the participants witnessed, it reported that the
protocol was adapted so that the fourth session was a bereavement session, implying that
traumatic bereavement or witnessing murder or injury was a primary traumatic event for the
participants. The second study was with done with Sudanese refugees in an African settlement
(Neuner et al., 2004). The authors listed some of the traumatic events with the percent of

participants experiencing them as: being threatened with weapons and kidnappings (17%),
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physical attacks (12%), and torture (7%). In contrast, within the experimental group of the
current sample, 46% witnessed torture, 54% experienced kidnapping of family member, or child,
or friend, 37% were physically harmed, 25% were kidnapped, and 23% were tortured. It is thus
possible that the higher prevalence of severe traumatic events in our sample resulted in a more
severely traumatized and distressed sample that was less likely to benefit from three sessions
only.

Moreover, the study with the Sudanese refugees in the African settlement noted that
many of their participants left the settlement within a year and returned to their country, settled
in a better place, or sought jobs in the surrounding areas. Although this occurred after the
participants received the treatment, it is arguable that those participants had more autonomy and
access to resources than participants in the current sample did, and that such psychosocial
resources enhance the effect of the intervention.

Another factor that may have contributed to our sample benefiting less from treatment
was that half our sample was recruited from a local community organization that provided
psycho-social services to trauma survivors, including various forms of counseling. It is thus
possible that a more chronic, treatment non-responsive PTSD was overly represented in our
sample than if it was a more representative community sample.

At a broader level, the smaller effects of NET in our study may be due to a combination
of a smaller than ideal therapeutic “dose” (sessions) and psychosocial factors that are uniquely
associated with being a refugee in the U.S. Of the other NET trials conducted with refugees or
asylum seekers, almost all were conducted either in refugee camps or in European countries such
as Germany or Sweden. It is possible, perhaps likely, that those settings are more psychosocially

advantageous than the U.S. For example, aside from obvious difficulty of obtaining employment
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when not speaking the language of the host country (most of the current participants did not
speak English), this study took place in the Metro Detroit area, which has one of the highest
unemployment rates in the U.S., and most of the participants were unemployed. Further
complicating the situation was that the participants received funding for only the first 8 months
of their resettlement. Many participants were often taxed by extenuating financial circumstances,
which likely exacerbated their mental health symptoms.

Furthermore, many participants were angry at the United States government, feeling that
by its invasion of their country, the U.S. helped unleash the sectarian violence by which most of
them were traumatized. Participants often noted that from their perspective, it only added insult
to injury to have to forcibly flee a home country they did not want to leave, be settled in the
country that invaded theirs, and then obtain minimal financial assistance as they adjusted to their
new country. These observations suggest this hypothesis: seeking refuge in a country that one
perceives as directly or indirectly responsible for his/her victimization creates a set of conflicted
feelings and a chronic undercurrent of deep resentfulness that goes unprocessed and exacerbates
one’s recollection and experience of the trauma. Such a complicated post-traumatic experience
might complicate or interfere with treatment efforts. In contrast, it is possible that participants
who received NET in European countries have had a different set of psychosocial circumstances
that interplayed differently with their treatment. For example, the better network of social
services available in most European countries may have been a supportive factor that enhanced
treatment gains in the NET trials conducted there.

What about the studies of NET conducted in refugee camps? They are typically lacking
in resources and possibly in safety, which would create a set of significant stressors and

challenges. However, it is possible that some elements of being in a refugee camp may have
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interacted positively with treatment in those studies that examined NET in refugee camps. For
example, many of our participants felt isolated from their religious/ethnic community, and
extremely lacking in social support, which also likely exacerbated their symptoms. In contrast,
participants in refugee camps may not only view themselves as part of a collective group that
shares their struggles and background but also live in closer physical proximity to others, which
might confer some benefits and social support.

Regarding the finding that the control group also showed reductions in symptoms at the
4-month follow-up but not the 2-month follow-up; one explanation is the recruitment source of
many of our participants. Half of our sample was recruited from a local organization that
provided various psychosocial services, including counseling, to trauma survivors. It is our
understanding from meeting with the mental health providers at that organization that the
counseling they provided was mostly supportive and problem-focused and therapy did not
typically revisit the traumatic events of the patients. However, it is not possible to rule out that
some of the reduction in symptoms our waitlist control group experienced was due to receiving
some form of counseling. Another possibility is that improvements or symptom reduction in the
waitlist control group could be an artifact of repeated assessments and the experience of simply
being in a study focusing on one’s mental health. Finally, it is possible that the old adage of
“time heals all wounds” was true for some wounds in our current sample. Depression symptoms
and sleep quality showed moderate improvement among the untreated group at 4 months,
indicating that these problems improve over time without intervention. However, it appears that
left untreated, levels of post traumatic growth actually decrease over time, and treatment offers
considerable benefits. Thus, although the comparative effect diminished over time, NET appears

to speed the healing process and likely maintain some advantage over time.
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We were pleasantly surprised by the relatively high levels of engagement and low levels
of drop out from the treatment and study in general. No participants formally dropped from the
study, and all participants completed at least one of the two follow-up assessments: 2-month
follow-up questionnaires were received from 96% of the sample, and 4-month follow-up
questionnaires were received from 90.6% of the sample. Of the experimental group, all but one
of the participants completed all three intervention sessions. Among participants completing the
three sessions, three were judged as not following the protocol for at least one of the sessions.
One participant was about to get evicted and felt suicidal, which necessitated a suicide
assessment in lieu of the usual protocol for the third session. The other participant felt so
ashamed by the narrative of a trauma he disclosed in the second session that he only agreed to
meet for a third session to discuss his reactions but not continue with the protocol. One
participant completed only one session, and another participant completed three sessions but was
mostly non adherent to protocol following extreme physiological distress in the first session. The
remaining 31 participants who received the treatment were often engaged in treatment and
shared being highly appreciative of the investigators’ efforts to “relieve our pressure and pain”
and to hear their stories. The acceptability of this treatment and relatively low levels of drop outs
are consistent with other trials of NET. These observations also lend support to the findings that
NET seems to have much better retention rates than other cognitive behavioral trauma
interventions, whose drop-out rates at times are reported to be as high as 30-40%.

We were also especially impressed with this high level of engagement in treatment, in
light of the significant concern about stigma and mental health treatment that is often reported in
Arab samples. It appears that as the developers of NET intended, the oral narration nature of the

treatment lends itself well to many cultures and feels non-threatening and natural.
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Moreover, as the participants were fully informed about the purpose of the study, they
were aware that this was the writer’s doctoral dissertation. Most participants voiced a desire to
help a fellow Arab obtain her degree and help “make us proud” which may have also explained
the high engagement in the study.

One caveat must be made, however. Although unlikely, one alternative explanation for
our high retention rate is that most participants requested home visits when asked about their
preference for a meeting place. It is thus possible that participants would have found it difficult
to refuse to welcome someone into their home or refusing the clinician’s attempts at scheduling
subsequent sessions.

Limitations

One major limitation of our study relates to our screening and diagnostic procedures.
Almost all prior NET studies were conducted with individuals who formally met PTSD criteria
according to structured diagnostic interviews (e.g., CAPS, CIDI). For several reasons, our study
utilized a less structured and less exclusive approach. We were interested in investigating the
effectiveness of NET on people with history of trauma and PTSD symptoms even if they did not
formally meet criteria. This is in line with a growing number of researchers studying post
traumatic stress symptoms in lieu of PTSD as a disorder. Moreover, in addition to seeking to
expand the available literature on NET, one of the study’s main goals was to more broadly test
the feasibility and effectiveness of a psychological intervention in a randomized study with a
Middle Eastern sample. This was especially important in light of the cultural obstacles that
sometimes surround mental health treatment in this population, and given the dearth of formal
research investigating effectiveness of Western interventions with them. Our less structured and

formalized inclusion process may have thus deviated from the goal of investigating and
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demonstrating the efficacy of NET as a formal treatment for formal PTSD diagnosis. However,
the levels of trauma in our sample were very high and it appeared in our clinical judgment that
our sample was rather traumatized and at times suffering from more complex/complicated forms
of PTSD.

Although the study had a larger sample size than many trials of NET, one limitation was
too small of a sample size to have sufficient power to detect significant between group findings.
Thus, most of our findings were lacking significance by the standard p value criterion. However,
both within group and between group effect sizes indicated the presence of several meaningful
trends towards reduction in symptoms and improvement in wellbeing in the NET group.

Another limitation of our study is that the clinicians providing NET and the primary
investigator supervising them had no formal training in NET. This appears to be in contrast to
most other published trials of NET. It is thus not possible to know the extent of adherence of the
treatment team to the original NET protocol. However, the two therapists are mental health
professionals and the primary investigator who supervised and trained them has extensive
experience with exposure based therapies. The adaptation of NET to occur over three rather than
four or more sessions may have also represented deviation from protocol. This small dosage may
have interfered with our ability to provide the protocol as intended, for it to cover the various life
stages and journeys of a refugee as it was supposed to, or for thorough habituation to occur
through repeated exposure.

The fact that our control comparison group was a waitlist control group, rather than a
condition containing active treatment or supportive therapy represents another limitation. It is not
possible to rule out non specific therapy common factors, such as the presence of an empathic,

attuned, and sensitive listener rather than trauma processing or the active ingredients of
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habituation and exposure as being the curative factors in this intervention. Utilizing an active
control group or a comparison therapy may be helpful in future trials.

Another major limitation of our sample was that about half of it was recruited from a
local organization where they may have already been receiving some form of supportive
counseling. Although it is our understanding from meeting with the other mental health providers
that most of them have not discussed the traumatic events with their clients, the fact that our
sample was not treatment naive may have in some ways diluted the power of the intervention.

Furthermore, we did not monitor in either of the groups the nature and frequency of any
other relevant services they received, such as medication management or psychological
interventions. These other services might have influenced outcomes in unknown ways.

Finally, it would have been helpful to have a longer follow-up in our study, such as 6
months or even a year. This would have been more consistent with prior studies of NET and
would have allowed us to track changes in symptoms across both groups, which could have
revealed a different pattern of results than the current ones. A longer follow-up could have been
especially helpful for monitoring PTSD symptoms, especially since the pattern of improvement

in some NET trials changed drastically from one follow-up point to the other.

Future Directions

Further research could more strongly ascertain the effectiveness of NET in reducing
PTSD symptoms to non clinical levels utilizing larger doses of treatment through a greater
number of sessions. Moreover, as the control group for this study was a waitlist control group,
future research could have more robust control or comparison groups, such as supportive
counseling, or alternative psychological treatments to rule out that the effects were mainly

attributed to non specific therapeutic factors.
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It would also be interesting for future research to contrast and distinguish between NET
and other established and widely tested cognitive behavioral therapies, such as prolonged
exposure or cognitive processing therapy within the same sample. These findings could further
illuminate if there are unique factors about NET that make it needed for survivors of organized
violence, or if NET simply repackages other curative elements, such as telling one’s story and
being exposed and working through the feelings, sensations and thoughts it stirs up.

Additional studies could investigate whether certain subtypes of traumatic events have
different patterns of response to a narrative exposure protocol. For example, it is possible that the
response of traumas such as torture may be different than traumatic loss or bereavement.
Similarly, it may be helpful to explore individual differences moderating the effects of treatment,
such as gender, age, cultural background, religious coping, and current psychosocial
circumstances.

In light of the robust finding about the effectiveness of Narrative Exposure Therapy in
increasing post traumatic growth, it would be interesting for future NET and other trauma
interventions to include more measures of positive constructs and outcomes. This would parallel
the larger trend in the trauma field to think of trauma not just in terms of pathology and
symptoms, but in terms of predictors of resilience, recovery, and growth.

Conclusion

In conclusion, this study demonstrated that Narrative Exposure Therapy had positive
effects on participants’ post traumatic stress, depression, wellbeing and vitality, post traumatic
growth, frequency of spending time with family and friends, and frequency of symptom
impairment. This study represents an important contribution to research investigating feasibility

and acceptability of interventions with Arabic speaking samples. It also represents a contribution
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to the larger field of refugee mental health. The study also supports the notion that effective
PTSD treatment includes components of active trauma processing, thus contributing to the body

of evidence based approaches to PTSD treatment.
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APPENDIX A: APPROVED HIC LETTER
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APPENDIX B: RECRUITMENT FLYERS

WAYNE STATE UNIVERSITY

You are invited to l)arti(‘il)ate in a research
study abouta program to reduce l)hysi('al
and emotional symptoms among refugees.

QF)’ RESEARCH OPPORTUNITY
y

Who is eligible?
. If your are a refugee
. You experienced a deepl}-‘ upsetting or traumatic event.

- You are experiencing emotional or physical symptoms.

What does participation involve?

. Tilling out questionnaires about your mood, physical and
emotional health, 3 times.

. Meeting with a counselor for 3 sessions to work through

your GXP eriences.

All participants will receive $75 to thank
them for their participation.

If interested, we would love to tell you more about

our study. Please call Alaa Hijazi at (313) 577-2882.




81

WAYNE STATE UNIVERSITY

@Ae&JW&BJMhﬁ

Ciadas e Afiag Al B AS Ll aSigen 3 g
Oiadll die duaal) al oY) g i) il

0(09

+ S 1) gl ) 13gd SUa e () 65 B

Galy~

alse a5l dareal Cia i~

(Saally TS el Bl ¢ jally ) gad) A el dlal ~

felie callhun M) La

S Al 5 Al Slisa 5 sl e e SliLau) e 4y~
& s

e L 2 pall ol gy oL ) il 36 3 ) jiaY) Jlaia) ~

ad SOl §75 ddiar A () galudivn (S Jldiall psan
:\.«.ubd.\\ gé ‘se.“\SJl.ﬁu UJ.C

ela )l Waiga i€ 13) il slaall (o el Gl ands (51 Uy
g eV e Jisadl 5(313) 5772882 JuaiV!




82

APPENDIX C: TELEPHONE SCRIPT

Telephone Script for Stress Reduction in Middle Eastern Refugees

Hello <insert patient’s name>, my name is and I’m calling from Wayne State
University. I received your name and number from CALC/ACCESS who said that you were
interested in learning more about research opportunities for refugees. Can I tell you briefly about
this project? If you are interested, we can set up an appointment at ACCESS/CALC/WSU to go
over the details and the consent form.

This study is designed to evaluate whether a brief treatment works in helping people reduce their
physical and emotional symptoms.

If you participate, you will fill out questionnaires about your mood as well as your physical and
emotional wellbeing three times in the next four months. You will complete them today and
again in your home one month from today and four months from today and you will mail in the
last two. The questionnaires should take about 30-45 minutes each time.

Also, there might be a 2 in 3 chance that you are assigned to starting counseling now ora 1 in 3
chance that you start counseling once the study is over, about four months from now. Whether
you start the counseling now or later will be determined randomly, by the flip of a coin. There
will be three counseling sessions, each lasting about an hour.

To thank you for your participation, you will receive a gift of 25$ for the first set of
questionnaires, 15$ for the second set, and 15$ for the third set. The counseling is given to you
for free.

We hope that you are open to meeting, learning more about the study, and possibly participating.
Are you interested in participating?
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APPENDIX D: INFORMED CONSENT FORMS

Behavioral Research Informed Consent

Title of Study: Stress Reduction in Middle Eastern Refugees

Principal Investigator (PI): Mark A. Lumley, Ph.D.
Alaa Hijazi, M.A.
Department of Psychology, Wayne State University
(313) 577 - 2773

Purpose

You are being asked to be in a research study of a brief treatment for post traumatic stress
because you reported that you have experienced a traumatic or stressful event and are having
physical or emotional symptoms as a result of those experiences. This study is being conducted
by researchers at Wayne State University. Approximately 80 participants will be enrolled. Please
read this form and ask any questions you may have before agreeing to be in the study.

In this research study, we are testing whether a brief treatment will help people reduce their
physical and emotional symptoms and feel better. This approach involves you developing a
narrative or a story of your whole life while focusing on details of your traumatic or stressful
experiences.

Study Procedures

If you agree to take part in this research study, you will be asked to fill out questionnaires about
your mood, emotional and physical well-being, and sleep quality three times during the next four
months. You will complete them today, and you will complete them again at your home one
month from today, and four months from today. For the questionnaires completed one month
and four months from today, a researcher will telephone you at home and read the questions with
you over the phone, while you write the answers. It will take 30 — 45 minutes to fill out the
questionnaires each time. You can mail the questionnaire from your home to the researchers (we
will give you a stamped envelope), or we will pick them up from you.

In addition, some people will be assigned to start the counseling in the next week, and others will
be offered the treatment after the study ends (in four months). You have a 2 out 3 chance of
starting the counseling now, and a 1 out of 3 chance of being offered the counseling after the
study. Whether you have the counseling now or are offered it later will be decided randomly
(like by flipping a coin).

There will be three counseling meetings, each lasting about 1 hour. These will be held over the
next three weeks. During these three meetings, you will meet with a counselor. You and the
counselor will develop your life narrative or story and explore details about the traumatic or
stressful events that you experienced. At the end of each session, you will rate your experience of
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the session. Throughout the sessions, you and the counselor will create a written document of
your story. The document will be kept for the study records and will remain confidential.

In total, if you are assigned to attend the counseling sessions now, you will spend approximately
5 hours on the study over a period of 4 months. If you are assigned to attend the counseling
sessions later, you will spend a total of 2 hours on the study over a period of 4 months, and you
will be offered the counseling sessions after you are done.

Benefits

The possible benefits to you for taking part in this research study are that you may decrease your
symptoms and reduce your stress. However, you may not benefit from being in this study.
Additionally, information from this study may benefit other people now or in the future

Risks

By taking part in this study, you may experience the following risks: Answering questions about
your stressful experiences or the counseling sessions may be briefly upsetting or uncomfortable,
or may cause you to feel some anxiety and sadness. However, any discomfort will most likely
pass quickly. You will also be provided with a list of referrals to mental health services if you
would like to seek further assistance. Additionally, there is some risk to you of losing
confidentiality. Although most information will be kept confidential, there are some instances
where we are required to report our concerns to the authorities. The following information must
be released or reported to the appropriate authorities if at any time during the study there is
concern that:

o abuse of a child, elder or disabled person has possibly occurred

o you might cause substantial harm to yourself or others

There may be risks involved from taking part in this study that are not known to researchers at
this time.

Alternatives

As an alternative to this study, you may choose to consult with your physician about the best way
for you to manage your physical and emotional symptoms. You may choose to not participate in
this study.

Study Costs

Participation in this study will be of no cost to you.

Compensation

Each participant will receive a gift of $35 after finishing the first set of questionnaires, $20 for
the second set of questionnaires, and $20 for the third set of questionnaires.
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Research Related Injuries

It is highly unlikely that your participation in this study will result in any injuries. In the event
that participating in this research results in an injury, treatment will be made available including
first aid, emergency treatment, and follow-up care as needed. No reimbursement, compensation,
or free medical care is offered by Wayne State University. If you think that you have suffered a
research related injury, contact the PI right away at (313) 577 — 2773.

Confidentiality

All information collected about you during the course of this study will be kept confidential to
the extent permitted by law. You will be identified in the research records by a code name or
number. Information that identifies you personally will not be released without your written
permission. However, the study sponsor, the Human Investigation Committee (HIC) at Wayne
State University, or federal agencies with appropriate regulatory oversight [e.g., Food and Drug
Administration (FDA), Office for Human Research Protections (OHRP), Office of Civil Rights
(OCR), etc.) may review your records.

When the results of this research are published or discussed in conferences, no information will
be included that would reveal your identity.

Voluntary Participation/Withdrawal

Taking part in this study is voluntary. You have the right to choose not to take part in this study.
If you decide to take part in the study you can later change your mind and withdraw from the
study. You are free to only answer questions that you want to answer, and to participate in the
sessions to the degree that you wish. You are free to withdraw from participation in this study at
any time. Your decisions will not change any present or future relationship with Wayne State
University or its affiliates, or other services you are entitled to receive.

The PI may stop your participation in this study without your consent. The PI will make the
decision and let you know if it is not possible for you to continue. The decision that is made is to
protect your health and safety, or because you did not follow the instructions to take part in the
study

Questions

If you have any questions about this study now or in the future, you may contact Alaa Hijazi,
doctoral student, or Dr. Mark Lumley at the following phone number: (313) 577-2773. If you
have questions or concerns about your rights as a research participant, the Chair of the Human
Investigation Committee can be contacted at (313) 577-1628. If you are unable to contact the
research staff, or if you want to talk to someone other than the research staff, you may also call
(313) 577-1628 to ask questions or voice concerns or complaints.
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Consent to Participate in a Research Study

To voluntarily agree to take part in this study, you must sign on the line below. If you choose to
take part in this study you may withdraw at any time. You are not giving up any of your legal
rights by signing this form. Your signature below indicates that you have read, or had read to
you, this entire consent form, including the risks and benefits, and have had all of your questions
answered. You will be given a copy of this consent form. The consent process was conducted by
a bilingual research assistant who was available to explain the form and answer any questions in
both Arabic and English.

Signature of participant ~ Date
Printed name of participant  Time
Signature of witness** Date
Printed of witness** ~ Time
Signature of person obtaining consent Date
Printed name of person obtaining consent Time

**Use when participant has had this consent form
read to them (i.e., illiterate, legally blind, translated
into foreign language).

Signature of translator Date

Printed name of translator Time
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APPENDIX E: MEASURES

Demographic Questionnaire

Gender:

Age:

Marital status:

Level of education:

Country of Origin:

Ethnicity:

Religious preference:

Language(s):

Number of years in the U.S.A:

Which countries were you in before the U.S.A.(other than country of origin)?

Number of years in these countries:
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Sleep Questionnaire

1- How would you rate your sleep overall?

Very poor Rather Poor Fair Rather good Very Good

Always Often Sometimes Rarely Never

2- Do you have difficulties falling |:| |:| |:| |:| |:|

asleep?

3- Do you frequently wake up at night |:| |:| |:| |:| |:|

with difficulties going back to sleep?

4-Do you feel rested when you wake up|:| |:| |:| |:| |:|

in the morning?



[SYEENpP | e

]
=
=

[BhS
]

[]
[]

Sale (S5 ol 5 afi (BT

wobY  Ladaa s 2

Laila

(1 sl (Y alall dismanaida 2

[] 223 5 Jlll O3S Tl e skiiesi Ja -3
Tosill ) 53 5al) 3 gma

[ s lee Gyl dal b s Ja -4
Ol b



96

Physical Symptoms (PHQ-15)

During the past 4 weeks, how much have you been
bothered by any of the following problems?

Not
Bothered Bothered Bothered
at all a little alot
(0) (1) (2)
a. Stomachpain ..........coooiiiii i D

b. Backpain ......cooiiiii |:|
c. Painin your arms, legs, or joints (knees, hips, etc.) .. D

d. Menstrual cramps or other problems with your

[] []

[] []

[] []

periods [Womenonly] ..................c.ccoiiiiiiinn... D D D

e. Headaches .................o D D D
f. Chestpain ... D D D
g. DiIZZINESS ..o D D D
h. Fainting spells .........cooiiiiii D D D
i. Feeling your heartpoundorrace .......................... D |:| |:|
j- Shortness of breath ... D |:| D
k. Pain or problems during sexual intercourse............ D D |:|
I. Constipation, loose bowels, or diarrhea .................. |:| D D
m. Nausea, gas, or indigestion ................ccoiiiiiienen. D |:| |:|
n. Feeling tired or having low energy ......................... D D D
[] []

0. Trouble sleeping .........cooeiiiiiiiiie D
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Questions about Daily Functioning

During the past 4 weeks, how much of the time has your physical health or emotional
problems interfered with your social activities (like visiting friends, relatives, etc.)?

All of the Most of the  Some of the A little of  None of the

time time time the time time
\ 4 v v v v
[ B s s s

During the past 4 weeks, how much did you engage in the following activities:

Quite Sometimes Occasionally Never
Often

v v v v

1- Spending time with family, relatives and

friends............ooooi e, Ll SR I SRR I '
2- Participating in hobbies you like such as

reading or walking.........................cooo Ll N ST I CYUUPPURRR I
3- Utilizing medical services.................coeeennn. Ll N SR I ETUUT I
4- Utilizing English language training

SETVICES .« e eeteeeeeeetete ettt e e e e e e Ll o I TR I M
5- Utilizing job skills training or placement

SETVICES .+ et eteteneeetene ettt Ol N SR I YU I
6- Utilizing immigration Services........................ Ll N U I TP I

7- Going to a meeting of a church, mosque,
club, team, or other group.............ccccvvvviiiiiniinn, O N U I SO I
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Psychiatric Research Unit
WHO Collaborating Centre in Mental Health

WHO (Five) Well-Being Index (1998 version)

Please indicate for each of the five statements which is closest to how you have been feeling over the last two weeks.
Notice that higher numbers mean better well-being.

Example: If you have felt cheerful and in good spirits more than half of the time during the last two weeks, put a tick in
the box with the number 3 in the upper right corner.

All of | Mostofthe | Mo than | Lessthan | Someof | At no time
the time time half of the | half of the | the time
time time

1 I have felt cheerful and in good I:IS |:|4 |:|3 I:IZ
spirits

2 I have felt calm and |:|S D-i DS DZ
relaxed

3 I have felt active and vigorous |:|s |:|4 |:|3 Dg

4 Iwoke up feeling fresh and re- I:IS D4 DS DZ
sted

My daily life has been filled I:Is |:|4 |:|3 l:lz
with things that interest me

Over the last two weeks

L

L

-

n

o ool ol O
N

L
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Name:

Occupation:

Date:

Marital Status: Age: Sex:

Education:

Instructions: This questionnaire consists of 21 groups of statements. Please read each group of statements carefully, and
then pick out the one statement in each group that best describes the way you have been feeling during the past two
weeks, including today. Circle the number beside the statement you have picked. If several statements in the group
seem to apply equally well, circle the highest number for that group. Be sure that you do not choose more than one
statement for any group, including Item 16 (Changes in Sleeping Pattern) or ktem 18 (Changes in Appetite).

1. Sadness
0  Ido not feel sad.
1 Ifeel sad much of the time.
2 lam sad all the time.
3 1am so sad or unhappy that I can’t stand it.

2. Pessimism
0 I am not discouraged about my future.

i Ifeel more discouraged about my future than I
used to be.

2 Ido not expect things to work out for me.

3 I feel my future is hopeless and will only get
WOrse.

3. Past Failure
0 Ido not feel like a failure.
1 Ihave failed more than I should have.
2 As I look back, I see a lot of failures.
3 Ifeellam a total failure as a person.

4, Loss of Pleasure

0 I get as much pleasure as I ever did from the
things I enjoy.

1 Idon’t enjoy things as much as I used to.

2 I get very little pleasure from the things I used
to enjoy.

3 Tcan’t get any pleasure from the things I used
to enjoy.

5. Guilty Feelings
0 Idon’t feel particularly guilty.

1 I feel guilty over many things I have done or
should have done.

I feel quite guilty most of the time.
3 Ifeel guilty all of the time.

6. Punishment Feelings
0  Idon’tfeel I am being punished.
1 Ifeel I may be punished.
2 Iexpect to be punished.
3 Ifeel Il am being punished.

7. Self-Dislike
0  Ifeel the same about myself as ever.
1 Ihave lost confidence in myself.
2 I am disappointed in myself.
3 Idislike myself.

§. Sell-Criticalness
0 Idon’tcriticize or blame myself more than usual.
1 T am more critical of myself than I used to be.
2 I criticize myself for all of my faults.
3 Iblame myself for everything bad that happens.

9. Suicidal Thoughts or Wishes
0 I don’t have any thoughts of killing myself.

I have thoughts of killing myself, but I would
not carry them out.

I would like to kill myself.
3 I would kill myself if I had the chance.

10. Crying
0 Idon’tcry anymore than I used to.
1 Iery more than I used to.
2 Tcry over every little thing.
3 Ifeel like crying, butI can’t.

THE PSYCHOLOGICAL CORPORATION*®
Harcourt Brace & Company
SAN ANTONIO

York + Chicage + San Francisco « Alants « Dall Copynght @ 1996 by Aaron T. Beck
5 Seoy Al ights reserved. Printad in the United States of America.
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11. Agitation

0

12. Loss of Interest

0

1

2

3

13. indecisiveness

0

2

3

14. Worthlessness

0

2

3

15. Loss of Energy

]
1
2
3

16. Changes in Sleeping Pattern

0

I am no more restless or wound up than usual.
I feel more restless or wound up than usual.

I am so restless or agitated that it’s hard to stay
still.

I am so restless or agitated that I have to keep
moving or doing something.

T have not lost interest in other people or
activities.

I am less interested in other people or things
than before.

I have lost most of my interest in other people
or things.

It's hard to get interested in anything.

I make decisions about as well as ever.

1 find it more difficult to make decisions than
usual.

I have much greater difficulty in making
decisions than I used to.

1 have trouble making any decisions.

I do not feel I am worthless.

I don't consider myself as worthwhile and useful
as [ used to.

[ feel more worthless as compared to other
people.
I feel utterly worthless.

[ have as much energy as ever.

I have less energy than I used to have.

I don’t have enough energy to do very much.
I don't have enough energy to do anything.

I have not experienced any change in my
sleeping pattern.

la
1b

I sleep somewhat more than usual.
1 sleep somewhat less than usual.

2a
2b

I sleep a lot more than usual.
1 sleep a lot less than usual.

3a
3b

I sleep most of the day.

I wake up 1-2 hours early and can't get back
1o sleep.

17. Irritabifity
0 Iam no more irmritable than usual.
1 Iam more irritable than usual.
2 I am much more irritable than usual.
3 Iam irritable all the time.

18. Changes in Appetite

0

I have not experienced any change in my
appetite.

la
1b

My appetite is somewhat less than usual.
My appetite is somewhat greater than usual.

2a
b

My appetite is much less than before.
My appetite is much greater than usual.

3a
3b

19. Concentration Difficulty

0
1
2

3

20. Tiredness or Fatigue

0

21. Loss of Interest in Sex

0

I have no appetite at all.
I crave food all the time.

I can concentrate as well as ever.

I can’t concentrate as well as usual.

It’s hard to keep my mind on anything for
very long.

I find I can’t concentrate on anything.

1 am no more tired or fatigued than usual.

1 get more tired or fatigued more easily than
usual.

1 am too tired or fatigued to do a lot of the things
1 used to do.

1 am too tired or fatigued to do most of the
things I used to do.

I have not noticed any recent change in my
interest in sex.

I am less interested in sex than I used to be.
I am much less interested in sex now.
I have lost interest in sex completely.
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Harvard Trauma Questionnaire

Instructions:

We would like to ask you about your past history and present symptoms. This information will

be used to help us provide you with better medical care. However, you may find some questions
upsetting. If so, please feel free not to answer. This will certainly not affect your treatment. Your
responses will be kept confidential.

Part I: Trauma Events

Please indicate whether you have experienced any of the following events (check "YES" or
"NO" for each column).

Yes

. Oppressed because of ethnicity, religion, or sect

. Present while someone searched for people or things in your home.

. Searched arbitrarily

4.

Property looted, confiscated, or destroyed

5.
minimal services

Forced to leave your hometown and settle in a different part of the country with

6

. Imprisoned arbitrarily

7

. Suffered ill health without access to medical care or medicine

8

. Suffered from lack of food or clean water

9

. Forced to flee your country

10. Expelled from country based on ancestral origin, religion, or sect

1

1. Lacked shelter

12. Witnessed the desecration or destruction of religious shrines or places of religious
instruction

13. Witnessed the arrest, torture, or execution of religious leaders or important
members of tribe

14. Witnessed mass execution of civilians

15. Witnessed shelling, burning, or razing of residential areas or marshlands

16. Witnessed chemical attacks on residential areas or marshlands

YES

NO
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17

. Exposed to combat situation (explosions, artillery fire, shelling) or landmine.

18

. Serious physical injury from combat situation or landmine

19

. Used as a human shield

20

. Serious physical injury of family member or friend from combat situation or

landmine

21

. Witnessed rotting corpses

22

. Confined to home because of chaos and violence outside

23

. Witnessed someone being physically harmed (beating, knifing, etc.)

24

. Witnessed sexual abuse or rape

25

. Witnessed torture

26.

Witnessed murder

27.

Forced to inform on someone placing them at risk of injury or death

28.

Forced to destroy someone’s property

29.

Forced to physically harm someone (beating, knifing, etc.)

30.

Murder or violent death of family member (child, spouse, etc.) or friend

31.

Forced to pay for bullet used to kill family member

32.

Received the body of a family member and prohibited from mourning them

and performing burial rites

33

. Disappearance of family member (child, spouse, etc.) or friend

34

. Disappearance or kidnapping of a family member or a friend

35.

family member (child, spouse, etc.) or friend taken as a hostage

36

. Someone informed on you placing you and your family at risk of injury or death.

37

. Physically harmed (beaten, knifed, etc.)

38.

Kidnapped

39

. Taken as a hostage

40

. Sexually abused or raped

41
of

. Tortured (i.e., while in captivity you received deliberate and systematic infliction
physical and/or mental suffering)

42

. Please specify any other situation that was very frightening or in which you felt

your life was in danger:
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Part II: Trauma Symptoms

The following are symptoms that people sometimes have after experiencing hurtful or terrifying
events in their lives. Please read each one carefully and decide how much the symptoms bothered

you in the past week.

Not at
all

(1)

A
little

2

Quite a
bit
3)

Extremely

(4)

1. Recurrent thoughts or memories of the most hurtful or
terrifying events

. Feeling as though the event is happening again

. Recurrent nightmares

. Feeling detached or withdrawn from people

. Unable to feel emotions

. Difficulty concentrating

. Trouble sleeping

2
3
4
5
6. Feeling jumpy, easily startled
7
8
9

. Feeling on guard

10. Feeling irritable or having outbursts of anger

11. Avoiding activities that remind you of the hurtful
event

12. Inability to remember parts of the most hurtful events

13. Less interest in daily activities

14. Feeling as if you don’t have a future

15. Avoiding thoughts or feelings associated with the
hurtful events

16. Sudden emotional or physical reaction when
reminded of the most hurtful events

17. Poor memory

18. Feeling exhausted

19. Troubled by bodily pain or physical problems

20. Feeling that you have less skills than you did before.

21. Difficulty paying attention
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Not at
all

(1)

A
little

@

Quite a
bit
A3)

Extremely

(4)

22. Feeling unable to make daily plans

23. Having difficulty dealing with new situations

24. Feeling that you are the only one who suffered these
events

25. Feeling that others don’t understand what happened
to you

26. Feeling guilty for having survived

27. Blaming yourself for things that have happened

28. Spending time thinking why these events happened
to you

29. Feeling a need for revenge

30. Feeling others are hostile to you

31. Feeling that someone you trusted betrayed you

32. Feeling no trust in others

33. Feeling that you have no one to rely upon

34. Hopelessness

35. Feeling powerless to help others

36. Feeling ashamed of the hurtful or traumatic events
that have happened to you

37. Feeling humiliated by your experience

38. Feeling that you are a jinx to yourself and your
family

39. Finding out or being told by other people that you
have done something that you can't remember

40. Feeling as though you are split into two people and
one of you is watching what the other is doing
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There are millions of refugees and displaced persons around the world. Refugees often
experience multiple stressors and traumas across the various stages of their journey such as
witnessing political upheaval, loss of property and loved ones, a perilous journey, and difficulty
in countries of resettlement. The multiple stressors that refugees experience place them at
significant risk for various mental health problems, especially depression and post traumatic
stress disorder, as well as physical health problems. Yet, despite the growing number of refugees
and their vulnerability to various mental and physical health problems, knowledge about
appropriate treatments for PTSD and other conditions among refugees is still growing and at
times suffers from methodological problems. One promising treatment developed specifically for
survivors of organized violence, such as refugees, is Narrative Exposure Therapy (NET), which
combines elements of traditional exposure therapy as well as the construction of detailed life
narratives found in testimony therapy. There is growing evidence from various trials that NET is

effective in reducing PTSD symptoms to remission, as well as effectively reducing other
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symptoms such as depression and physical complaints. NET has also demonstrated effectiveness
across a variety of cultural groups, resettlement countries and contexts, and severity/chronicity of
PTSD symptoms. The goal of this study was to evaluate NET in a sample of Arabic speaking,
mostly Iraqi, refugees, who have come to the Metro Detroit area. Fifty three Iraqi refugees who
experienced a traumatic incident and reported related distress due to the incident were recruited
and randomized into an experimental group that received three sessions of NET or into a wait-
list control group. Both groups completed baseline assessments of their trauma symptoms,
depression, sleep quality, physical health problems, overall wellbeing, daily functioning, and
post traumatic growth. They were re-assessed at 2-month and at 4-month follow-up to report
their symptom levels. Results indicate that the group that received NET reported significantly
higher levels of post traumatic growth at the 4-month follow-up compared to the control group.
The group that received NET also reported small but meaningful trends towards lower
depression and PTSD scores and higher levels of psychological wellbeing and frequency of
spending time with family and friends at the 2-month follow-up compared to the control group.
This study shows that a trauma focused intervention, such as NET, can increase levels of post
traumatic growth among trauma survivors. Moreover, the study suggests some promise of NET

in treating psychological symptoms in Middle Eastern samples.
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