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ABSTRACT 

 

POSTTRAUMATIC STRESS DISORDER AND POSTTRAUMATIC GROWTH 

IN REFUGEE ADOLESCENTS: RISKS AND PROTECTIVE FACTORS 

 

Hilal YEKEN 

 

Master Thesis 

Department of Psychology 

Supervisor: Assoc. Prof. Dr.Sait ULUÇ 

August 2019, 85 + xiii Pages 

 

Present study was designed to explore the impact of social support, coping skills, 

resilience and postmigrational living difficulties on reugee mental health outcomes of 

posttraumatic growth and posttraumatic stress symptomology. 163 adolescents (aged 

14-19) participated to the study. The correlations between variables and the impact of 

gender has been presented. The model including variables has been tested and showed 

good fit.  

  

Key words: Posttraumatic Growth, Social Support, Resilience, Posttraumatic 

Stress, Coping Skills, Postmigrational Living Difficulties, Refugees, Adolescents 
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ÖZET 

 

POSTTRAUMATIC STRESS DISORDER AND POSTTRAUMATIC GROWTH 

IN REFUGEE ADOLESCENTS: RISKS AND PROTECTIVE FACTORS 

 

Hilal YEKEN 

 

Yüksek Lisans Tezi 

Psikoloji Anabilim Dalı 

Danışman: Prof. Dr. Sait ULUÇ 

Ağustos 2019, 82 + xiii Sayfa 

 

Bu çalışma, sosyal destek, başetme becerileri, dayanıklılık ve göç sonrası 

zorlukların travma sonrası büyüme ve travma sonrası stres semptomatolojisi gibi 

mülteci ruh sağlığı unsurları üzerindeki etkisini incelemeyi amaçlamaktadır. 

Arastırmaya 163 mülteci ergen (14-19 yaşları arası) katılmıştır. Değişkenler arasındaki 

korelasyonlar ve cinsiyetin etkisi gösterilmiştir. Değişkenleri içeren model test edilmiş 

ve iyi uyum gösterdiği görülmüştür. 

 

 Anahtar kelimeler: Travma Sonrası Büyüme, Sosyal Destek, Başetme 

Becerileri, Dayanıklılık, Travma Sonrası Stres, Göç Sonrası Zorluklar, Mülteci, Ergen
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CHAPTER I 

 

 

 

1. LITERATURE REVIEW 

 

 

1.1. Definitions and Legal Framework for Refugees 

  

The word refugee comes from réfugié in French, a term given to over 400.000 

Protestant Huguenots for being forced to flee France with the revoke of the law of Edict 

of Nantes which gave them rights and liberties (https://www.merriam-webster. 

com/words-at-play/origin-and-meaning-of-refugee, Accessed on 15.09.2019). The legal 

framework for refugees was first established on 1951 Geneva Convention on the Status 

of Refugees and Stateless Persons after the Universal Declaration of Human Rights in 

1948 recognized the right of persons to seek asylum from persecution and went into 

force in 1954. The convention on 1951 only gave rights to individuals from Europe and 

fleeing from events before January 1951. On 1967, these limitations were abolished and 

individuals all around the world got rights to protection. Both the convention on 1951 

and the Protocol on 1967 (p:1) defines refugees as the person who is: 

“…..owing to well-founded fear of being persecuted for reasons of 

race, religion, nationality, membership of a particular social group or 

political opinion, is outside the country of his nationality and is unable 

or, owing to such fear, is unwilling to avail himself of the protection 

of that country; or who, not having a nationality and being outside the 

country of his former habitual residence as a result of such events, is 

unable or, owing to such fear, is unwilling to return to it.” 

 

The document also has contracting states give certain rights and benefits to 

refugees including the right to employment, freedom of movement, public education, 
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providing housing and perhaps most importantly non-refoulment which is defined in 

Article 33(p:9): “No Contracting State shall expel or return (“refouler”) a refugee in any 

manner whatsoever to the frontiers of territories where his life or freedom would be 

threatened on account of his race, religion, nationality, membership of a particular 

social group or political opinion.” 

 

Turkey only recognizes refugees as persons fleeing from Europe. Within 

“conditional refugee” term, Turkey accepts individuals as defined in the 1951 

Convention but with a few difference, first individuals being outside Europe and 

second, individuals staying in Turkey temporarily until resettled into a third 

country(Öztürk 2017). However, after the war began in Syria, there was a flow of 

refugees, and since Turkey does not recognize non-Europeans as refugees and only 

recognize non-Europeans under the condition they are resettled into a third country, a 

new legislation was necessary. Therefore, in 2013 Law on Foreigners and International 

Protection has been established (Ministery of Internal Affairs 2013:30). According to 

law, Article 91: 

“(1) Temporary protection may be provided for foreigners who have 

been forced to leave their country, cannot return to the country that 

they have left, and have arrived at or crossed the borders of Turkey in 

a mass influx situation seeking immediate and temporary protection.”  

 

Under this law refugees in Turkey, have been given the rights to health, public 

education, work and non-refoulment (Ministery of Internal Affairs 2013). 

  

 

1.2. Refugees around the World 

  

According to United Nations High Commissioner for Refugees statistics 

(“Figures at a Glance” https://www.unhcr.org/figures-at-a-glance.html, Accessed 

15.09.2019), there are currently 70.8 million people worldwide who are forcibly 

displaced, with 41.3 million of which internally displaced, 25.9 million of refugees, 

about half of whom are under 18 years old, and 3.5 million asylum seekers. There are 
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also 138,600 unaccompanied and separated children seeking asylum individually as of 

2018. Out of all 80% of displaced people reside in neighbouring countries and 57% of 

refugees come from 3 countries: Sudan (2.3 million), Afghanistan (2.7 million) and 

Syria (6.7 million). Also there are millions of stateless persons denied of nationality and 

basic human rights such as health, education and work (UNHCR 2018). 

 

 Around the world, four countries that host most refugees are Pakistan and 

Uganda with 1.4 million and 1.2 million respectively, Sudan and Germany with 1.1. 

million in each country and Turkey hosts most refugees with 3.6 million, most of whom 

fleeing Syria. While Turkey is the country that hosts most refugees, Lebanon is the 

country that hosts most refugees compared to its population with one in 6 people 

residing are refugees. The average people forced to flee its home was 37.000 a day in 

2018. As of 2018, on in 108 people are forcibly displaced from their homes (UNHCR 

2018).  

 

 

1.3. Refugee Mental Health 

 

Literature on refugee mental health has primarily focused on the negative effects 

of traumatic events for a very long time. Indeed refugees overall have been found to 

have high levels of psychopathology over decades, for example a meta-analytic study 

combining research of refugees in Western countries that included over 6000 refugees 

has found that 9% of which was diagnosed with PTSD, with the number increasing to 

11% for children, which meant that refugees hadthe incidence of PTSD 10 times more 

than Westerners (Fazel, Wheeler and Danesh 2005). While this number is already very 

high compared to general statistics, higher numbers have been seen up to 63% of a 

study conducted with refugee minors in London (Heptinstall, Sethna and Taylor 2004). 

 

 Similarly high levels of depression and anxiety disorders were found in a meta-

analysis comparing refugees and migrants that included 35 studies, with a total sample 

of 24,051 refugees, concluded that the rates of depression was 44% in refugees and %20 

in migrants, and anxiety prevalence was 40% in refugees and 21% in migrants(Lindert 
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et al 2009). As for the course of mental health problems of refugees, a meta-analysis 

comprising of 29 studies and over 16.000 refugees, state that with a median of 9 years 

after displacement, rates of mental health disorders were still remarkably high with the 

rate of 20% and above (Bogic, Njoku and Priebe 2015) which suggests that refugee 

mental health seems to be comprised years after traumatic events.  

 

1.3.1. Mental Health of Refugee Adolescent  

 

Over half of world’s refugee population constitutes children and adolescents 

under age 18 (UNHCR 2019). Therefore it is impossible to overlook the challenges 

faced by refugee minors.  

 

Adolescence is a very important stage in child development where cognitive and 

social abilities are developed and a sense of self and identity emerges. Inability to use 

sophisticated coping responses compared to primitive ones, development of negative 

self-identity and peer influence may be the case for refugee adolescents whose 

development impacted from trauma (Blaustein and Kinniburgh 2010). 

 

Refugee adolescents face many challenges both prior and post-migration, prior 

challenges may include trauma experience (Müller et al) while post-migration 

challenges may include financial difficulties (Heptinstall, Sethna and Taylor 2004); low 

individual resources,  loss of social support systems and language difficulties (Müller et 

al. 2019), and discrimination from host community (Montgomery and Foldspang 2008) 

experiencing these problems early on may pose a challenge to their development and be 

disruptive.  

 

According to a meta-analytic study risk factors were found to be pre-migration 

violence, female sex, being separated from parents, discrimination, post-migration 

violence, changes of residence in host country, parental exposure to violence, parental 

mental health problems, poor finances and single parent households, while protective 

resources were found to be parental support and cohesion of family, social support from 

friends and positive schooling experiences (Fazel et al. 2012).  
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The consequences of adversities and protective factors have been shown to 

impact mental health states of refugee adolescents, when looked into the literature a 

review study investigating psychiatric disorders in refugees residing in Europe revealed 

that; in adolescent/young adult refugees, the prevalence of major depression was found 

to be 12% and prevalence of post-traumatic stress disorder was found to be 35% (Fazel, 

Wheeler and Danesh 2005). Similarly another meta-analysis of refugee/asylum seeking 

minors revealed that about one third of refugee/asylum-seeking adolescents either had 

depression or anxiety disorder or other emotional/behavioral problem. Also, in the 

literature up to 50% prevalence rates of PTSD were shown for refugee/asylum seeking 

adolescents (Kien et al. 2018). When being accompanied or unaccompanied is taken 

into account, for posttraumatic stress symptomology, 64.7%  of unaccompanied minors 

scored above the cut-off compared to 36.7% of accompanied minors,  for depression 

42.6% of unaccompanied minors compared to  30% of accompanied minors, and for 

anxiety 38.2% of unaccompanied minors compared to 23.3% of accompanied 

minors(Müller et al. 2019).  As for the course of mental health problems of refugee 

adolescents, it was shown that even though symptomology relatively decreased over 

time it was still shown after 8 or 12 years (Kinzie et al. 1988). 

 

Refugee adolescents have another potential risk factor to their mental health, 

which is their parents’ mental health state which in turn effects them through parenting. 

A cohort study of refugees in Australia including 411 adult refugees and 660 children 

revealed that parental PTSD was associated with harsh parenting which had negative 

impact of children’s mental state such as conduct problems, hyperactivity, emotional 

symptoms, and peer problems (Bryant et al. 2018). While the loss of social support and 

supervision from family may be diminished due to the state parents’ mental health; it is 

further disruptive when separated from parents (Derluyn, Educ and Broekaert 2009). 

 

 To summarize, trauma may pose a significant threat refugee adolescent mental 

health due to the disruption on their development of cognitive/emotional abilities and 

sense of identity. The high levels of prevalence of mental disorders and risk factors 

associated, highlights the vulnerabilities of the population. 
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1.3.2. Mental Health of Syrian Refugees in Turkey 

 

Due to the civil war in Syria, since April, 2011 Turkey has seen the biggest flow 

of migration in the country’s history. Turkey now approximately hosts 3.6 million 

Syrian refugees with Temporary Protection status. Almost 140.000 of those reside in 13 

temporary shelters in 8 cities, the rest live settled in cities around the country. The 10 

cities that host most refugees are as follows: İstanbul, Şanlıurfa, Hatay, Gaziantep, 

Adana, Mersin, Bursa, İzmir and Kilis; the city that hosts the least refugees is Bayburt 

with 25 refugees. The cities that have least refugees proportionally are Erzincan and 

Giresun with 0.04% of their population, and the city that hosts most refugees 

proportionally is Kilis with refugees constituting of 81.65% of its population. Over 

1.600.000 of Syrian refugees are children under age of 18 (https://www.goc. 

gov.tr/gecici-koruma5638, Accessed at 15.09.2019). Therefore, Turkey has become the 

country that hosts the most refugees with a rate of 4% of its population.  

 

 A few studies were conducted with Syrian refugees residing in Turkey as well, 

one of which was conducted (Cantekin 2014)with 111 adult asylum seekers residing in 

camps in Turkey with using both qualitative and quantitative methods. According to 

study, the most commonly experienced traumatic events were experiencing combat 

situations (97%), forced evacuation (97%), separation from family members (93%), 

being forced to hide(%91), destruction of property (75%), lack of food/water (70%), 

lack of shelter (61%), serious injury of family/friend (59%), family/friend’s murder or 

death because of violence (52%). The overall exposure to trauma was very high. 33.3% 

of sample met criteria for PTSD and 37.8% met criteria for major depressive disorder, 

also 48.6% had scored above for emotional distress. The study also investigated post-

migrational living difficulties and the most experienced among them were worries about 

the family at home (9%5), separation from family (88%), uncertainty of when to return 

home (87%), being away from home (87%), uncertainty about future (86%), unable to 

return home in case of emergency (79%). The results suggest that being young, female 

and single makes individuals more susceptible to mental health problems. For PTSD 

and depression, forced separation and loss of loved ones was found to be predictors. 

And loss of culture and support after migration was found to impact symptoms. Results 
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of the qualitative interviews show that individuals’ report certain resources that help 

them cope including social support, religious faith, and being committed to a political 

cause of war. 

 

A study conducted with 792 Syrian refugees in Turkey, assessed centrality of 

trauma, self-efficacy, posttraumatic stress and co-morbidity of psychiatric disorders and 

examined whether gender was a moderator. About half of the refugees resided in a 

refugee camp while the other half resided around town. The average age was 28 and 

majority of them (74%) completed secondary education. The mean time spent after 

fleeing Syria was close to 2 years, and the mean time spent in Turkey 18 months and % 

59 has fled with their family members. Over half of participants met the cutoff point for 

PTSD. The participants meeting criteria for PTSD were more likely to witness civilians 

being executed or murdered and disappearance or kidnapping of family and friends. 

Also they were more likely to experience higher levels of trauma centrality, co-

morbidity of psychiatric illnesses and feeling danger and anger. They also reported 

lower levels of self-efficacy. A couple of differences was observed between refugees 

residing in camp and residing in town was that the former reported higher level of 

trauma centrality, and refugees residing in the community setting reported higher levels 

of co-morbidity of psychiatric illnesses and losses with fleeing Syria.  Age and feelings 

of one’s life being in danger correlated with both distress outcomes, therefore they were 

controlled in analysis. Results revealed that centrality of trauma exhibited a positive and 

indirect effect on PTSD severity via self-efficacy which was not expected and the 

contrary (a negative relationship where higher centrality would predict lower self-

efficacy) was hypothesized (Chung, AlQarni, Al Muhairi and Mitchel 2017). 

 

Another study conducted with Syrian children residing in a refugee camp, 

included 311 refugee children between ages 12-18, collected data on traumatic events, 

social support, post-traumatic stress symptoms, depression and somatization. And 

children were asked to draw a person and pictures of war and peace. The trauma 

experiences were as follows, experiencing war (79%), someone close dying (74%), 

someone being in great danger (61%), one’s own life being in danger (58%), seeing 

someone getting physically hurt (60%), drastic family changes in the past year (52%), 
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experiencing a disaster (38%), separation from family members (30%), getting 

physically hurt (30%). Results suggest that most of children reported supportive 

relationships, 45% score above cut off for PTSD, 54% of girls and 26% of boys 

reported depression in clinical level and psychosomatic problems were also common 

(65%). The data on human and war-peace drawings suggest 22% of children experience 

aggression (Özer, Şirin and Oppedal 2013). 

 

 

1.4. War Trauma Outcomes and Associated Factors 

 

While PTSD and the prevalence of traumatic experiences of traumatized people 

including refugees are widely studied, recently a more positive perspective to the effects 

of traumatic experiences has emerged(Tedeschi & Calhoun, 1995). It has been shown 

that not every individual that experienced traumatic events has to experience PTSD, 

depression, anxiety disorders and overall life dissatisfaction, but on the contrary some 

individuals get transformed with this experience and experience something called 

Posttraumatic Growth. Now, which factors affect how an individual will react to 

traumatic events and which individuals experience more adverse effects and perhaps 

clinical illnesses and which individuals will grow with the event and experience 

relatively positive outcomes is not exactly clear. However some links are found through 

recent research on the issue, that factors such as coping skills, social support, 

copingstrategies, resiliency and post-migrational living difficulties has some effect in 

determining what the outcome will be for the traumatized individual. These potential 

relationships will be tried to uncover here, and will provide a basis for the current study 

undertaken. 

 

1.4.1. Posttraumatic Growth 

 

 Posttraumatic Growth is the relatively positive experience some individuals have 

after facing a traumatic event. It has been shown that not every individual that 

experienced traumatic events has to experience symptomology on the contrary they can  

see a wider range of opportunities, experience improvement in relationships, stronger 
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faith, perceive themselves to be stronger, and have a more purposeful life.  This overall 

positive outlook in life, even though shocking regarding past research, has been 

engrained in many cultures and spiritual belief systems that one may go through 

extreme hardships in life and survive and be transformed with the experience.  

 

 In the academic field this concept has emerged at 90s although named 

differently by researchers such as thriving(Saakvitne, Tennen and Affleck 1998), stress-

related growth( Park, Cohen and Murch 1996), benefit finding (Affleck and Tennen 

1996)and posttraumatic growth (Tedeschi and Calhoun 1996). To this date 

posttraumatic growth has been studied with individuals going through a wide range of 

traumatizing events including having a diagnosis of pediatric leukemia (Best et al. 

2001), having their partners’ cancer diagnosis (Weiss 2004), having lost a child (Buchi 

et al. 2006) bombings (Maercker and Herrle 2003)and war (Powell et al. 2003).  

 

As the study undertaken, many studies have investigated whether posttraumatic 

growth occur in war trauma survivors and if so which factors help foster it. To this date, 

war trauma research has explored relationships between PTG and both trauma variables 

such as trauma severity (Blair 2000), centrality of events (Groleau et al. 2013), and 

protective variables such as coping strategies (He, Xu and Wu 2013), emotional 

regulation strategies(Hussain and Bhushan 2011) social support (Cao et al. 2017), 

optimism (Sleijpen et al. 2016), resilience (Nishi, Matsuoka and Kim 2010) and also 

posttraumatic variables like postmigrational living difficulties (Earnest et al. 2015). 

 

To examine the rates of PTSD and posttraumatic growth after one year since 

Wenchuan earthquake, and the risk factors impacting them, 2080 survivors of the 

earthquake from 19 countries was included in a study. Results revealed that the rate of 

PTSD was 40.1% and the rate of moderate posttraumatic growth was 51.1%, and 

coexistence rate was 19.6%. Symptom severity was positively related to posttraumatic 

growth, and the coexistence was more likely for individuals in the middle age group, 

living in temporary housing, who have lower income or less social support. It was 

suggested by the authors that income, better living conditions, and social support may 

help foster posttraumatic growth in individuals with PTSD (Wu, Xu and Sui 2016). 
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In a meta-analysis examining the relationship between PTSD and posttraumatic 

growth, and possibly the mediating role of trauma and age, 42 studies were included 

and analyzed. Results revealed a both linear and a stronger curvilinear relationship 

between the two. Also when taking age into account, it was shown that the relationship 

is stronger in children than adults. Also trauma type come into account effecting the 

relationship, where the relationship was stronger in natural disasters or civilians in 

combat compared to sexual assault and illnesses or secondary trauma in health 

professionals(Shakespeare-Finch and Lurie-Beek 2014). In a study that was conducted 

with 444 refugees concluded that religious commitment predicted posttraumatic growth, 

although when at a moderate level, whereas when religious commitment is high 

posttraumatic growth seemed to drop (Acquaye, Sivo and Jones 2017). 

 

1.4.2. Trauma and Posttraumatic Stress Disorder 

         

The term trauma comes from the word “wound” in Greek which only refered to 

physical wounds, however today it also includes emotional wounds (https://www. 

merriam-webster.com/dictionary/trauma, Accessed at 15.09.2019). Before having a 

final diagnosis, adverse reactions usually experienced by soldiers returning from combat 

were given different names such as soldier’s heart, shell shock, railway spine, Da 

Costa’s syndrome and traumatic neurosis(Stein, Friedman and Blanco 2011).  

  

           Even though DSM I (1952) and DSM II (1968) have very broadly include stress 

reactions, a first diagnosis of PTSD took place in the DSM-III. The core future of the 

PTSD in DSM III was the criteria of experiencing an event outside the range of usual 

human experience and that would significantly distress almost anyone (APA 1980). 

There were certain differences in DSM IV-TR in broadening of possible traumatizing 

events such as having a diagnosis of  a life-threatening illness, child sexual abuse, 

hearingof unexpected death of a family member or close friend, or havingtheir child 

having a life-threatening illness; and classifying individuals’ reactions to said events as 

‘intense fear, helplessness or horror’ (APA 2000). The categories were once again 

changed in the DSM V and the emotional reaction of intense fear, horror, helplessness 

were removed and it was stated that the individual must experience the event firsthand 
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either by directly experiencing or witnessing, learning about an event was valid only on 

the condition that learning of the death of someone who is a close friend or a relative 

and also the death must have been either violent or accidental (APA 2013). 

 

Posttraumatic stress disorder is now categorized under Trauma and Stressor 

Related Disorders in DSM-5, categorized with symptoms under 4 factors:  intrusions, 

avoidance, negative cognitions and moods, and arousal and reactivity (APA 2013).  

       

For the prevalence rates, in a meta-analytic study, the estimated number of 

individuals who experienced wars between the years 1989-2015 was 1,471,401,246 

around the world. According to this estimate, approximately %70 of people impacted 

were adults, while the remaining 432,146,933 were children and adolescents, the total 

number constituted almost 20% of whole world population, meaning nearly one in 

every 5 individuals were war survivors. The prevalence was found to be 23.81% for 

PTSD and for depression it was 23.37%, therefore there were about 242 million adults 

in post-war areas estimated to having PTSD and another 238 million from depression. 

When comorbidity is considered about 126 million individuals were thought to suffer 

from PTSD alone (Hoppen and Morina 2019).  

 

 PTSD has been found to impact more women than men across lifespan, and this 

relationship was attributed to women experiencing more traumatizing events such as 

sexual assault and interpersonal violence. Also several characteristics of individuals 

prior to trauma were found to be impactful regarding likelihood of PTSD such as 

younger age (for adults), low socioeconomic status, lower levels of education, prior 

trauma exposure, adverse childhood events, culture(being fatalistic etc.), minority racial 

status; and having family psychiatric history (APA 2013).   

 

In addition to individual characteristics, characteristics of trauma exposure were 

also found to be impactful, for example, dose-response relationship has been established 

through several studies, where experiencing more traumatic events correlated with 

worse outcomes, one of which was conducted with 3.339 individuals living in West 

Nile region found a positive correlation between the number of experienced traumatic 
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events and symptoms of PTSD (Neuner et al. 2004). The type of events also were found 

to impact such as in a study conducted with Bosnian refugees, out of the 4 traumatic 

events clusters (human rights violations, dispossession and eviction, threat to life, 

traumatic loss); threat to life was found to be the stronger predictor of PTSD, its 3 

symptom cluster and traumatic loss contributed to symptom severity and impairment in 

psychological functioning (Momartin et al. 2003). Centrality of events was also found 

to predict PTSD (Barton, Boals and Knowles 2013). 

 

1.4.3. Resilience 

  

 Resiliency can be defined as a favorable outcome despite a risk to adaptation or 

development, according to this definition, in order to state that resiliency occurs both a 

serious threat must exists and also a relatively good adjustment must be present (Masten 

2001). Looking in the literature, it can be seen that one of the first researchers to suggest 

a similar construct was Kobasa (1979) with “hardiness” as defined by him to be the 

resistance force for stress.  

 

A study examining the evolution of the concept of resilience, defined resilience 

roughly as either a positive adaptation or maintaining the equilibrium in terms of mental 

health after facing a disruptive event. Across different conceptualizations, one of them 

was the definition of resilience as a personality trait, as first researchers focused on.  

Another was the impact of the systems of family, community and culture. And finally 

several other definitions included time and context bound nature of resilience. And the 

sources of resilience across different studies were found to be personal factors 

including; certain personality traits and demographics; systemic factors including social 

support from family and friends, attachment relationship, community and cultural 

factors; biological factors, and the interplay between each category (Herrman et al. 

2011). To give an example, a review study that examined resilience studies conducted 

with refugee children stated that the factors that seemed to that promote resilience were 

stable living conditions, social support, sense of belonging, optimism, hope, attending 

school and achievements in school, also having continuous bonds with one’s culture and 

religion (Pieloch, McCullough and Marks 2016). 
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Later this concept has been studied by many, albeit named differently, and has 

been associated with many personality characteristics and other psychological 

constructs one of which is posttraumatic growth. The research on the relationship 

between PTG and resilience is complex. Through some articles it has been shown that 

there is a positive correlation between the two (Nishi, Matsuoka and Kim 2010; 

Oginska-Bulik 2015; Rzeszutek, Oniszczenko and Firlag-Burkacka 2017), while some 

find an inverse relationship (Levine et al. 2009; Moore, Cerel and Jobes 2015) To 

elaborate more on the issue, in a study that was conducted with Syrian refugees living in 

Turkey including 310 participants found out that 80% of the population had PTSD, and 

the participants that had PTSD had higher levels of growth. It was also concluded that 

resilience was moderately positively correlated with post-traumatic growth, and it was 

shown that resilience fosters growth especially in new possibilities personal strengths 

and appreciation of life domains (Cengiz, Ergün and Çakıcı 2018). Another study 

conceptualizing resilience as a personality trait, examined resilience, trauma exposure, 

PTSD and posttraumatic growth. And concluded with a model that trauma exposure 

both increased PTSD and posttraumatic growth, while resilience was only positively 

related to growth and negatively with PTSD (Bensimon 2012). 

 

1.4.4. Social Support 

 

In posttraumatic growth literature, social support is one of the most studied 

variables. The relationship between posttraumatic growth and social support has been 

shown in numerous studies, while most studies showed a positive relation between PTG 

and social support either directly or indirectly (Gul and Karancı 2017; Jia et al. 2015; 

Mo et al. 2014; Sattler, Claramita and Muskavage 2018; Yu et al. 2014).  Some studies 

has found no relationship between the two (Schmidt et al. 2011). To further elaborate, in 

a study conducted after Wenchuan earthquake with 2080 adult survivors revealed 

correlations between social support, coping and posttraumatic growth, through further 

analysis it was shown that coping strategies mediated the relationship between social 

support and posttraumatic growth (He, Xu and Wu 2013). Another study conducted 

with 315 middle schoolers 6 months after the Yaan earthquake examined the effect of 

social support between severity of trauma and posttraumatic growth. The results 
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revealed that social support and PTG are positively correlated, with adolescents having 

higher support experienced more growth; also social support mediated the relationship 

between posttraumatic fear and PTG (Zhou et al. 2016).  

 

In a national cohort study conducted with 2718 US military veterans concluded 

that along with gratitude, purpose in life, spirituality, having more close relationships 

and deeper social support predicted high and increasing PTG over time (Tsai and 

Pietrzak 2017). A study examining the effects of acculturation and social support in 

unaccompanied 895 young refugees seeking asylum in Norway who were on average 

18.6 years old and have been in Norway for a mean 3.5 years, showed that the youth 

still experienced high levels of mental health problems, with over fifty percent 

experiencing intrusive symptoms related to prior traumatic events and the mean for 

depression was almost the same as the cut-off point. About half of participants reported 

having contact with their families. Having social contact with family abroad lead to 

increased levels of perceived social support and lower depression scores. (Oppedal and 

Idsoe 2015).  

 

1.4.5. Coping Skills 

 

The results of the studies exploring the relationship between PTG and coping are 

complex due to the nature of different coping mechanisms. A meta-analytic review 

exploring trauma coping strategies, has divided coping strategies into 4 namely: 

problem/behavioral approach, emotion/ cognitive approach, problem/behavioral 

avoidance, and emotion/cognitive avoidance (Littleton et al. 2007). In a meta-analysis, 

examining optimism, social support and coping has taken into account 4 coping 

strategies that are thought to be adaptive from a theoretical stand point: acceptance 

coping, reappraisal coping, religious coping and seeking social support coping and 

concluded that all 4 coping mechanisms are related to PTG (Prati and Pietrantoni 2009).  

 

In a study examining coping strategies of refugees living in Jordan, out of all 

coping strategies, the most used was seeking social support with 88 percent of the 

population, 64.5% used avoidance coping and only 39.5% used problem solving. When 
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looked into related variables it was found that refugees who were employed used 

problem solving more, which can be explained with their extra financial resource that 

allows them to meet their basic needs, while unemployed refugees lacked those and 

used social support seeking. On a similar note, total income was found to impact use of 

problem solving, financial difficulties was found to be the most distressing event 

experienced and only %3.6 were satisfied with their income, therefore it can be inferred 

that as in the case of unemployment, loss of income can impact the  usage of problem 

solving due to loss of resources. Gender was also found to be a predictor of coping 

strategies used by refugees, it was shown that males used problem solving more than 

females, whereas females used more social seeking then males, which was explained 

with traditional Syrian gender norms which expects men to take responsibility of the 

household financially and women to take care of the house (Alzoubi, Al-Smadi, and 

Gougazeh2017). 

  

A study comparing refugees living in Turkey and Germany, found that refugees 

living in Turkey had worse mental health outcomes, also in the study it was found that 

diverse coping strategies were employed. It was revealed that refugees living in 

Germany employed more promotion focus along with higher levels of problem- focused 

coping and less maladaptive coping strategies.  Problem focused coping was related to 

more problems for the sample living in Turkey, which was explained that in a situation 

where there is not much to do with the problem, where uncontrollability is high, it could 

be worse to focus on the problem and instead one could benefit from emotion focused 

coping (Woltin, Sassenberg and Albayrak 2018). 

 

1.4.6. Postmigrational Living Difficulties 

 

The last and the least studied is the post-trauma factors, which are the changes in 

individuals’ lives after migration, whether remained in danger, or whether they could 

adapt to the new environment, whether they lost societal and financial status. Several 

studies has showed that refugees are subjected to a wide range of negative experiences 

after emigration including employment difficulties (Schweitzer et al. 2006), cultural 

bereavement (Eisenbruch 1991), language difficulties (Brown, Schale and Nilsson 
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2010), discrimination from host community (Pernice and Brook 1996) and difficulty 

adjusting to host culture (Schweitzer et al. 2006). Certain links were found through 

overall post-migratory experiences and mental health, for example, in a meta-analysis 

conducted by Porter and Haslam (2005) on refugee mental health published between 

1959 and 2002, which overall included 59 reports and 67.294 participants, 22.221 of 

whom were refugees, yielded conclusions such as that settlement conditions was related 

with mental health, better outcomes was observed in refugees who lived individually 

compared to ones living institutions; the ones that had better economic opportunities 

(having right to work, access to employement, lack of socioeconomic status loss) 

compared to the ones that did not; externally displaced compared to internally 

displaced, whose conflict has ended compared to continuing conflicts, the ones in exile 

compared to those repatriated.  

 

However few, the research has shown that post-migrational difficulties were 

associated with increased trauma psychopathology (Carswell, Blackburn and Barker 

2011), increased risk of comorbidity and symptom severity (Teodorescu et al. 2012). 

 

In a study conducted with Burmese refugees living in Australia, it was reported 

that %88 participants reported communication difficulties, 72% reported worries about 

family back, 16.2% reported employment difficulties, 14.7% reported difficulties with 

accessing health and welfare to a moderate or serious degree. The study revealed post-

migration living difficulties correlated with and explaining additional variance in 

anxiety, depression and somatization (Schweitzer et al. 2011). 

 

In a thesis conducted by Bertacco (2014) including 30 articles examining the 

effect of postmigrational stress on psychological outcomes, it was concluded that in 

most studies examining said effect, resettlement stress and traumatic experiences were 

both independent predictors of PTSD with trauma experiences having more effect. 

While for depression, in most studies examining said effect, resettlement stress and 

traumatic experiences were both independent predictors of depression with resettlement 

stress having more effect. When specific resettlement issues are considered, language 

difficulties, lack of social support, sense of belonging and acceptance were not found to 
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impact mental health outcomes and further research were thought to be necessary to 

elaborate on family issues. The factors that were found to have an impact on mental 

health were financial situation and unemployment where impact was negative. Also 

legal status was found to have a negative impact as well, temporary residence, asylum 

seeking rather than having a refugee status, and the lengthening of asylum seeking 

period were found to be a risk factor for worse mental health outcomes. Stated impact 

of legal status on mental health was found to be closely related to the impact of 

resettlement stress. The mental health problems seemed to increase over time, especially 

when asylum seeking status taking longer and PTSD symptoms. However, the impact of 

resettlement stress seemed to lessen over time while trauma experiences continue to be 

a strong predictor. 

  

In a study conducted with refugees residing in Denmark, data of children at 

arrival and 9 years after immigration, both from their parents and later from children 

themselves was collected. According to results at 9 years later, %15.3 fell into clinical 

range for externalizing scale, and %18.3 for the internalizing scale. Through further 

analysis, it was revealed that witnessing attacks to others in Denmark increased 

externalizing while attending school or work decreased.  And for internalizing behavior, 

experiencing more stressful or discriminating experiences in Denmark were found to 

increase internalizing behavior while male sex and number of Danish friends lead to a 

decrease. As a result, it is concluded that life in Denmark, including stressful 

experiences like discrimination and means of adaptation effected psychopathology after 

9 years more so than traumatic experiences prior to immigration (Montgomery 2008). 

  

 

1.5. Aim of the Present Study 

 

It was aimed to examine the rates of posttraumatic stress symptomology and 

PTG in refugee adolescents, and explore what factors might contribute to the existence 

or lack thereof of PTG in refugee adolescents, including prior traumatic experiences, 

social support, coping skills, resilience and postmigrational living difficulties.  
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As shown above the variables have often been shown in relation with another, 

due to the complex nature of the concepts and to reveal the relationships between 

variables, a hypothesized model has been developed. Also, even though variables has 

been studied individually or a few of them together, no study to this date has included 

all of the study variables which is believed to be important since it has a potential to 

explore protective or restorative mechanisms arising after traumatic experiences 

spesifically about war and migration.  

  

The present study also tries to examine possible protective and risk factors 

before/during or after war, which in turn might guide mental health practitioners, policy 

makers and stakeholders. 

 

 

1.6. Hypotheses of the Present Study 

 

The hypotheses of the research are as follows:  

Hypothesis 1: There will be a significant positive relationship between trauma 

exposure and Posttraumatic Stress Symptomology. 

Hypothesis 2: There will be a significant positive relationship between trauma 

exposure and Posttraumatic Growth. 

Hypothesis 3: There will be a significant positive relationship between trauma 

exposure and Resilience. 

Hypothesis 4: There will be a significant positive relationship between trauma 

exposure and Postmigrational Living Difficulties. 

Hypothesis 5: There will be a significant positive relationship between 

posttraumatic stress symptomology and Postmigrational Living Difficulties. 

Hypothesis 6: There will be a significant positive relationship between 

Posttraumatic Stress Symptomology and PTG. 

Hypothesis 7: There will be a significant positive relationship between 

Posttraumatic stress symptomology and Behavioral Avoidance Coping. 

Hypothesis 8: There will be a significant positive relationship between 

posttraumatic Stress Symptomology and Cognitive Avoidance Coping. 
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Hypothesis 9: There will be a significant positive relationship between social 

support and Posttraumatic Growth. 

Hypothesis 10: There will be a significant positive relationship between 

Assistance Seeking Coping and Posttraumatic Growth. 

Hypothesis 11: There will be a significant positive relationship between Problem 

Solving Coping and Posttraumatic Growth. 

Hypothesis 12: There will be a significant positive relationship between 

Resilience and Posttraumatic Growth. 

Hypothesis 13: There will be a significant positive relationship between 

Resilience and Assistance Seeking Coping. 

Hypothesis 14: There will be a significant positive relationship between 

Resilience and Problem Solving Coping. 

Hypothesis 15: There will be a significant negative relationship between 

Postmigration Living Difficulties and PTG. 

Hypothesis 16: Male and female participants will differ in terms of Exposure to 

War Stressors scores. 

Hypothesis 17: Male and female participants will differ in terms of posttraumatic 

stress symptomology scores. 

Hypothesis 18: Male and female participants will differ in terms of PTGI scores. 

Hypothesis 19: Male and female participants will differ in terms of Social 

Support scores. 

Hypothesis 20: Male and female participants will differ in terms of Assistance 

Seeking Coping scores. 

Hypothesis 21: Male and female participants will differ in terms of Problem 

Solving Coping scores. 

Hypothesis 22: Male and female participants will differ in terms of Cognitive 

Avoidance Coping scores. 

Hypothesis 23: Male and female participants will differ in terms of Behavioral 

Avoidance Coping scores. 

Hypothesis 24: Male and female participants will differ in terms of Resilience 

scores. 
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Hypothesis 25: Male and female participants will differ in terms of 

Postmigration Living Difficulties scores. 

Hypothesis 26: A model will be present revealing that Social Support, 

Resilience, Assistance Seeking Coping and Problem Solving Coping in a positive 

relationship with PTG. 

Hypothesis 27: A model will be present revealing that War Stressors, 

Postmigrational Living Difficulties, Cognitive Avoidance Coping and Behavioral 

Avoidance Coping in a positive relationship with Posttraumatic Stress Symptomology. 

 



 

 

 

 

CHAPTER II 

 

 

 

2. METHOD 

  

In this chapter, information on participants, measurements and data collection of 

the present study will be explained in detail. 

  

 

2.1. Population and Sample 

 

The target population of this study is Syrian refugee adolescents living in 

Turkey. According to the most up to date data of Ministery of Turkey Directorate 

General of Migration Management (https://www.goc.gov.tr/gecici-koruma5638, 

Accessed at 15.09.2019), there is currently 272.877 adolescents aged 15-18 living in 

Turkey. As the research includes adolescents between ages 14 and 19, the study 

population is expected to be above that number. 

 

2.1.1. Participants 

 

Participants of this study were Syrian refugee adolescents between 14 and 19 

years old, residing in various cities of Turkey such as Sakarya, Mardin and Hatay. A 

total of 176 adolescents participated in this survey. And after both themselves and their 

parents/guardians signed the informed consent form, they took a battery made of self-

report questionnaires. They were then thanked for their participation and given contact 

information in case they want to reach out about a matter relating to the procedure. Due 

to the reason of high levels of missing answers, 13 participants were removed from the 

analysis.  %37 of the participants was male and %63 was female with a mean age of 16. 

When asked where they spent most of their life %53.9 choose Syria whereas %45.4 
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chose Turkey and %0.7 indicated another country.When asked their fluency level of 

Turkish language %5.6 stated that their level was beginner, %32.9 intermediate, %41.6 

advanced, %19.9 excellent. When asked about whether they had friends from the host 

community, %72.9 stated they did, %27.1 stated they did not. The mean number of 

siblings was 5 and the mean birth order was 3. Education level of participants and their 

parents summarized at Table 2.1. 

 

Table 2.1: Education Level of Participants and Their Parents 

 Illiterate Literate 
Primary 
School 

Graduate 

Middle 
School 

Graduate 

High School 
Graduate 

College 
Graduate 

Participants - % 3.1 %6.8 %24.8 %65.2 - 
Mother %10.6 %10.6 %9.9 %26.7 %22.4 %19.9 
Father %3.8 %7 %10.2 % 19.1 %28.7 %19.9 

 

When asked about monthly income, %55.4 stated they had below 1000 TL, 

%37.5 between 1000-2000 TL, %1.8 2000-3000 TL, %0.9 3000-4000 TL, %4.5 above 

4000 TL. %92 stated they do not work. 

 

 

2.2. Instruments 

  

In the current study, in the Demographic Information Form that included 

detailed questions about participants and their parents/guardians (age, gender, 

education, income, number of child, and living conditions), and questions about 

possible obstacles experienced in Turkey after migration were asked. Moreover five 

statistically reliable and valid scales were used. These scales were Exposure to War 

Stressors Questionnaire, Posttraumatic Growth Inventory (PTGI), Cries-13, 

Multidimentional Scale of Perceived Social Support Scale (MSPSS), Coping Scale for 

Children and Youth (CSCY) and Connor-Davidson Revised Scale of Resilience (CD-

RISC). Arabic battery of all questionnaires is presented in Appendix A, and the original 

Turkish or English forms are also presented consequently. 
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2.2.1. Demographical Information Form 

  

Demographic Information Form was designed to obtain information about age, 

gender, education, education of parents, family income, and possible obstacles 

experienced in Turkey after migration. The Demographical Information Form was 

translated into Arabic by a Syrian translator who was also fluent in Turkish. 

  

2.2.2. Exposure to War Stressors Questionnaire 

 

Predecessor of this scale is Childhood War Trauma Questionnaire (CWTQ) 

which was developed for Lebanese youth suffering from internal conflict in Lebanon. It 

consists of two sections, first of which collects information on demographics, the 

second part collects information on whether a list of traumatic events happened and if 

happened what was the age of children when it happened and how many times it 

happened (Macksoud,1988, as cited in Macksoud 1992:2).After Bosnian war based on 

this scale a new instrument has been modified (UNICEF 1993,  as cited in: Smith et al. 

2002:149). The new version is named Exposure to War Stressors Questionnaire 

(EWSQ) and includes 28 yes/no questions of possible traumatic events the children may 

go through and total score of experienced events give an indication of trauma severity. 

The Arabic version of the new verson was used prior (Barron et al. 2015) and with the 

permission of its authors it was included in the study. In the original study had high 

level of internal consistency (.94). In this study the Cronbach alpha value was α = .85.  

 

2.2.3 Children Revised Impact of Events Scale 

 

The Impact of Events Scale was developed by (Horowitz, Wilner& Alvarez, 

1979) to test whether individuals undergo stress experience intrusion and avoidance as 

clinically hypothesized. Original 15 item scale included items on intrusion and 

avoidance plus 2 items related to emotional numbness. Even though the scale was 

developed for adults, it has been used with children and the researchers found out that 2 

items were mostly misunderstood by children. For that reason a new 8 item version of 

the measure was created for children, using a cut off of 17 the scale was found to 
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indicate posttraumatic stress symptomalogy in children (Dyredgov and Yule 1995, as 

cited in: Dyregrov, Gjestad and Raundalen 2002: 60). Later, as the clinical view has 

shifted on the diagnosis of PTSD, additional 5 items relevant to hyperarousal was added 

to the scale, Cronbachs’s alpha was 0.80 for the entire measure and for additional 

arousal items it was .60. However the arousal items did not clearly belong to an 

additional factor but rather loaded onto intrusion (Smith et al. 2003). This 13 item 

version had been used for our study. The Arabic version of the scale was developed by 

(Thabet et al. 2008) and included after obtaining permission from author. In our study, 

Cronbach's alpha value for the 13 item version was .84. 

 

2.2.4. Posttraumatic Growth Inventory 

  

The term posttraumatic growth was first used by Tedeschi and Calhoun (1995), 

later Posttraumatic Growth Inventory (PTGI) was developed and first tested on 

(Tedeschi and Colhoun 1996). The scale was translated into Arabic by Dr. Thabet 

(Thabet et al. 2015) and had high internal consistency (.86) and included after obtaining 

permission from author. In our study, Cronbach's alpha value for the PTGI was .90. 

 

2.2.5. Multidimentional Scale of Perceived Social Support Scale 

  

Multidimentional Scale of Perceived Social Support Scale (MSPSS) was 

developed (Zimet et al.1988) as a measure of social support comprising of 12 items and 

3 factors including Family, Friend and Significant Other. The Arabic version of the 

scale was developed by Merhi and Kazarian (2012) and showed high internal 

consistency (.87), it was included after obtaining permission from authors. In our study, 

Cronbach's alphas for Family, Friend and Significant Other were .83 and .84, .89 

respectively.  

 

2.2.6. Coping Scale for Children and Youth 

  

Coping Scale for Children and Youth (CSCY) was developed by Brodzinsky and 

colleagues (1992), at first it was tested as 44 items, later 15 item were dismissed and 
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remaining 29 items yielded a 4 factor structure namely Assistance Seeking, Cognitive-

Behavioral Problem Solving, Cognitive Avoidance and Behavioral Avoidance. The 

Arabic version of this scale was tested in another study and included with the 

permission of its author (Aroian et al. 2009). In our study, Cronbach's alphas Assistance 

Seeking, Cognitive-Behavioral Problem Solving, Cognitive Avoidance and Behavioral 

Avoidance were .55 and .83, .83, .73 respectively.  

 

2.2.7. Connor-Davidson Resilience Scale 

  

Connor-Davidson Resilience Scale (CD-RISC) was developed originally on 

2003 comprising of 25 items, later a shorter version was created Campbell-Sills and 

Stein (2007) by choosing 10 of the 25 items using factor analysis, and showed good 

reliability with .85. An authorized Arabic version had already existed prior to research, 

after communicating with authors; permission to use the scale was obtained. The scale 

was both previously used in adolescents and refugee population. In our study, 

Cronbach's alpha value for the 10 item version was .87. 

 

 

2.3. Procedure 

 

After both participants and their parents/guardians signed the informed consent 

form, participants took a battery made of self-report questionnaires, totaling of 129 

questions including demographics. The help of a translator was only acquired for the 

translation of demographical form including postmigratory questions, since the 

questionnaires were in Arabic and self-report, and the population was highly fluent in 

Turkish they were approached without the assistance of a translator. The snowball 

sampling was exercised and the participants filled out questionnaires in settings as 

convenient for them such as their homes, workplaces or public places. The researcher 

was present in all of them and provided necessary information and obtained parent’s 

and participant’s permission.  



 

 

 

 

CHAPTER III 

 

 

 

3. RESULTS 

 

After data cleaning, univariate and bivariate analysis were performed. After 

assumption of normality, descriptive and correlation analysis are completed. SPSS 21 

was used through analysis and for Path Analysis AMOS Software was used. 

 

 

3.1. Descriptive Statistics of the Variables 

 

The psychometric parameters regarding valuables and subdimensions are 

presented in Table 3.1.  
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Table 3.1: Psychometric Parameters of Variables 

Variable Mean Standard Dev. Min. Max Range 
EWSQ 9,20 5,20 0 26 26 
Cries8 16,70 9,41 0 40 40 
CriesIntrusion 2,02 1,40 0 5 5 
CriesAvoidanc 2,32 1,44 0 5 5 
CriesArousal 2,01 1,53 0 6,25 6,25 
PTGI 2,17 ,77 0 4 0 
PTGIRelating 1,80 ,94 0 4 4 
PTGINewPos 2,32 ,90 0 4 4 
PTGIPersStr 2,27 ,94 0 4 4 
PTGISpi 2,84 1,06 0 4 4 
PTGIAppre 2,23 ,97 0 4 4 
MSPSS 4,80 1,36 1 7 6 
MSPSSSigOth 4,94 1,94 1 7 6 
MSPSSFamily 5,38 1,46 1 7 6 
MSPSSFriend 4,06 1,68 1 7 6 
CSCYasse 1,44 ,73 0 3 3 
CSCYps 1,74 ,70 0 3 3 
CSCYcog 1,40 ,65 0 2,91 2,91 
CSCYbeh 1,40 ,71 0 3 3 
Resilience 23,20 9,01 0 40 40 
PMLD 57,30 11,21 21 90 69 

EWSQ: Exposure to War Stressors Questionnaire; CRIES-8: Children Revised Impact of Events Scale; CriesIntrusion: Children 
Revised Impact of Events Scale-Intrusion Subscale; CriesAvoid: Children Revised Impact of Events Scale-Avoidance Subscale; 
CriesArousal: Children Revised Impact of Events Scale- Avoidance Subscale; PTGI: Posttraumatic Growth Inventory; 
PTGIRelating: Posttraumatic Growth Inventory-Relating to Others Subscale; PTGINewPos:Posttraumatic Growth Inventory-New 
Possibilities Subscale; PTGIPersStr: Posttraumatic Growth Inventory-Personal Strength Subscale; PTGISpi: Posttraumatic 
Growth Inventory-Spirituality Subscale; PTGIAppre: Posttraumatic Growth Inventory-Appreciation of Life Subscale,MSPSS: 
Multidimentional Scale of Perceived Social Support; MSPSSSigOth: Multidimentional Scale of Perceived Social Support-
Significant Other Subscale; MSPSSFamily: Multidimentional Scale of Perceived Social Support-Family Subscale; MSPSSFriend: 
Multidimentional Scale of Perceived Social Support-Friend Subsscale; CSCY-1: Assistance Seeking; CSCY-2: Cognitive-
Behavioral Problem Solving; CSCY-3: Cognitive Avoidance; CSCY-4: Behavioral Avoidance; CD-RISC: Connor-Davidson 
Resilience Scale; GSZ: Postmigrational Living Difficulties. 

 

The most experienced traumatizing events and their percentages are as follows: 

Having forced to leave town or village %73, having ones home shelled %55.8, 

experiencing shooting at a very close distance %57.7, experiencing shelling at a very 

close distance %70.6, staying in basement for a long time due to shelling %52.1,  being 

so cold that makes one think they could die % 44.8, seeing people who were recently 

injured %57.1, seeing someone being killed %46, seeing a dead body %55.2, and being 

in a situation where one thinks they might die %60.7.The least experienced two were 

seeing someone being raped or sexually abused and being used as a human shield 

during war with %4.3. 
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3.2. Bivariate Correlations among Variables 

 

Bivariate correlations were conducted in order to investigate relationships 

between PTG and exposure to war stressors, postmigrational difficulties, social support, 

posttraumatic stress symptomology, resilience and coping skills and resuts are presented 

in Table 3.2. 
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Table 3.2: Bivariate Correlations among Variables 
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EWSQ 1 ,415** ,387** ,379** ,217** ,099 ,051 ,126 ,037 ,086 ,135 ,005 ,024 ,140 -,137 ,119 ,108 -,147 ,072 ,214** ,297** 

Cries8  1 ,853** ,773** ,715** ,195* ,133 ,093 ,160* ,221** ,272** -,068 -,143 ,112 -,098 ,010 ,055 ,110 ,320** ,008 ,346** 

CriesIntrusion   1 ,489** ,675** ,158* ,092 ,080 ,151 ,241** ,174* -,111 -,155* ,060 -,145 ,001 ,053 ,072 ,299** -,081 ,295** 

CriesAvoidanc    1 ,349** ,262** ,201** ,178* ,174* ,161* ,389** ,033 -,056 ,176* -,008 ,096 ,056 ,111 ,234** ,143 ,301** 

CriesArousal     1 ,056 ,020 -,006 ,100 ,130 ,051 -,216** -,258** -,068 -,170* -,039 ,020 ,147 ,303** -,121 ,198* 

PTGI      1 ,822** ,888** ,836** ,634** ,791** ,357** ,295** ,342** ,232** ,242** ,227** ,080 ,075 ,342** -,025 

PTGIRelating       1 ,605** ,497** ,326** ,501** ,363** ,343** ,183* ,330** ,211** ,037 ,005 ,016 ,149 -,091 

PTGINewPos        1 ,728** ,545** ,685** ,263** ,200* ,305** ,143 ,218** ,235** ,115 ,099 ,422** ,009 

PTGIPersStr         1 ,591** ,676** ,248** ,202** ,310** ,101 ,168* ,282** ,087 ,083 ,284** -,051 

PTGISpi          1 ,454** ,186* ,076 ,404** ,013 ,143 ,184* ,034 ,086 ,209** ,064 

PTGIAppre           1 ,306** ,244** ,323** ,182* ,213** ,317** ,118 ,054 ,394** ,073 

MSPSS            1 ,874** ,742** ,782** ,483** ,180* ,028 -,009 ,374** -,111 

MSPSSSigOth             1 ,513** ,527** ,381** ,104 -,034 -,113 ,263** -,144 

MSPSSFamily              1 ,343** ,351** ,207** -,042 ,026 ,339** ,036 

MSPSSFriend               1 ,432** ,139 ,145 ,086 ,312** -,136 

CSCY-1                1 ,178* ,077 ,020 ,283** ,052 

CSCY-2                 1 ,252** ,297** ,374** -,058 

CSCY-3                  1 ,492** ,161* ,095 

CSCY-4                   1 ,110 ,293** 

CDRISC                    1 -,073 

GSZ                     1 

EWSQ: Exposure to War Stressors Questionnaire; CRIES-8: Children Revised Impact of Events Scale; CriesIntrusion: Children Revised Impact of Events Scale-Intrusion Subscale; CriesAvoid: Children 
Revised Impact of Events Scale-Avoidance Subscale; CriesArousal: Children Revised Impact of Events Scale- Avoidance Subscale; PTGI: Posttraumatic Growth Inventory; PTGIRelating: Posttraumatic 
Growth Inventory-Relating to Others Subscale;PTGINewPos:Posttraumatic Growth Inventory-New Possibilities Subscale; PTGIPersStr: Posttraumatic Growth Inventory-Personal Strength Subscale; 
PTGISpi: Posttraumatic Growth Inventory-Spirituality Subscale; PTGIAppre: Posttraumatic Growth Inventory-Appreciation of Life Subscale,MSPSS: Multidimentional Scale of Perceived Social Support; 
MSPSSSigOth: Multidimentional Scale of Perceived Social Support-Significant Other Subscale; MSPSSFamily: Multidimentional Scale of Perceived Social Support-Family Subscale; MSPSSFriend: 
Multidimentional Scale of Perceived Social Support-Friend Subsscale; CSCY-1: Assistance Seeking; CSCY-2: Cognitive-Behavioral Problem Solving; CSCY-3: Cognitive Avoidance; CSCY-4: Behavioral 
Avoidance; CD-RISC: Connor-Davidson Resilience Scale; GSZ: Postmigrational Living Difficulties. * p< 0.05 level, ** p< 0.01  
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Analysis results showed that Exposure to War Stressors were significantly 

correlated with Posttraumatic Stress Symptomology (r = ,42, p< .01.), to specify 

Traumatic Intrusions (r = ,39, p< .01.), Traumatic Avoidance (r = ,38, p< .01.)  and 

Arousal (r = ,22, p< .01.), Resilience (r = ,21, p< .01.), Post Migrations Living 

Difficulties (r = ,30, p< .01.). 

 

Posttraumatic Stress Symptomology were significantly correlated with PTGI 

(r=,20, p< .05.), to specify  Personal Strength (r = ,16, p< .05.), Spirituality (r = ,22, p< 

.01.), Appreciation of Life (r = ,27, p< .01.), Behavioral Avoidance Coping (r = ,32, p< 

.01.), Post Migrations Living Difficulties (r = ,35, p< .01.). 

 

Traumatic Intrusions were significantly correlated with PTGI (r = ,16, p< 

.05.),to specify  Spirituality (r = ,24, p< .01.), Appreciation of Life (r = ,17, p< .01.), 

Significant Other Support (r = ,16, p< .05.), Behavioral Avoidance Coping (r = ,30, p< 

.01.), Post Migrations Living Difficulties (r = ,30, p< .01.). 

 

Traumatic Avoidance were significantly correlated with PTGI(r = ,26 p< .01.),to 

specify  Relating to Others(r = ,20, p< .01.), New Possibilities(r = ,18, p< .05.), 

Personal Strength(r = ,17, p< .05.), Spirituality(r = ,16, p< .05.), Appreciation of Life(r 

= ,39, p< .01.), Family Support(r = ,18, p< .05.), Behavioral Avoidance Coping(r = ,23, 

p< .01.), Post Migrations Living Difficulties(r = ,30, p< .01.). 

 

Traumatic Arousal were significantly correlated with Social Support(r = ,22, p< 

.01.), to specify Significant Other Support(r = ,26, p< .01.), Friend Support(r = ,17, p< 

.05.), Behavioral Avoidance Coping(r = ,30, p< .01.), Post Migrations Living 

Difficulties(r = ,20, p< .05.). 

 

Posttraumatic Growth Inventory Total Scores were significantly correlated with   

Social Support(r = ,36, p< .01.), to specify Significant Other Support(r = ,30, p< .01.), 

Family Support(r = ,34, p< .01.), and Friend Support(r = ,23, p< .01.), Assistance 

Seeking Coping(r = ,24, p< .01.), Problem Solving Coping(r = ,23, p< .01.), 

Resilience(r = ,34, p< .01). 
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Relating to Others were significantly correlated with Social Support(r = ,36, p< 

.01.), to specify Significant Other Support(r = ,34, p< .01.), Family Support(r = ,18, p< 

.05.), and Friend Support(r = ,33, p< .01.), Assistance Seeking Coping(r = ,21, p< .01.). 

 

New Possibilities were significantly correlated with Social Support(r = ,26, p< 

.01.), to specify Significant Other Support(r = ,20, p< .05.), Family Support(r = ,31, p< 

.01.), and Friend Support(r = ,22, p< .01.), Assistance Seeking Coping(r = ,24, p< .01.), 

Problem Solving Coping(r = ,24, p< .01.), Resilience(r = ,42, p< .01.). 

 

Personal Strength were significantly correlated with Social Support(r = ,25, p< 

.01.), to specify Significant Other Support(r = ,20, p< .01.), Family Support(r = ,31, p< 

.01.), Assistance Seeking Coping(r = ,17, p< .05.), Problem Solving Coping(r = ,28, p< 

.01.), Resilience(r = ,29, p< .01). 

 

Spirituality were significantly correlated with Social Support(r = ,19, p< .05.), to 

specify Family Support(r = ,40, p< .01.), Problem Solving Coping(r = ,18, p< .05.), 

Resilience(r = ,21, p< .01.). 

 

Appreciation of Life were significantly correlated with Social Support(r = ,31, 

p< .01.), to specify Significant Other Support(r = ,24, p< .01.), Family Support(r = ,32, 

p< .01.), and Friend Support(r = ,18, p< .05.), Assistance Seeking Coping(r = ,21, p< 

.01.), Problem Solving Coping(r = ,32, p< .01.), Resilience(r = ,39, p< .01). 

 

Social Support were significantly correlated with Assistance Seeking Coping(r = 

,48, p< .01.), Problem Solving Coping(r = ,18, p< .05.), Resilience(r = ,37, p< .01.). 

 

Significant Other Support were significantly correlated with Assistance Seeking 

Coping(r = ,38, p< .01.), Resilience(r = ,26, p< .01.). 

 

Family Support were significantly correlated with Assistance Seeking Coping(r 

= ,35, p< .01.), Problem Solving Coping(r = ,21, p< .01.), Resilience(r = ,34, p< .01.). 
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Friend Support were significantly correlated with Assistance Seeking Coping(r = 

,43, p< .01.), Resilience(r = ,31, p< .01.). 

 

Assistance Seeking Coping was significantly correlated with Problem Solving 

Coping(r = ,18, p< .05.), Resilience(r = ,28, p< .01.). 

 

Problem Solving Coping were significantly correlated with Cognitive Avoidance 

Coping(r = ,25, p< .01.), Behavioral Avoidance Coping(r = ,30, p< .01.), Resilience(r = 

,37, p< .01.). 

 

Cognitive Avoidance Coping were significantly correlated with Behavioral 

Avoidance Coping(r = ,50, p< .01.), Resilience(r = ,16, p< .05.). 

  

Behavioral Avoidance Coping were significantly correlated with Post 

Migrations Living Difficulties(r = ,29, p< .01.). 

 

 

3.3. Group Differences Based on Gender 

 

An independent-samples t-test was conducted to compare each variable in male 

and female conditions. Results are presented in Table 3.3. 

 

Table 3.3: Differences across Male and Female Participants 

 Male (67) Female (96)  
 Mean SD Mean SD P 
EWSQ 10.76 5.45 8.10 4.74 .01 
CRIES-13: 17.00 9.01 16.47 9.73 NS 
PTGI 2.18 0.85 2.17 0.72 NS 
MSPSS 5.07 1.33 4.61 1.36 NS 
CD-RISC 25.08 10.33 21.87 7.75 .05 
PMLD 56.96 11.59 57.55 11.00 NS 
CSCY-1 1.64 0.67 1.30 0.75 .01 
CSCY-2 1.80 0.68 1.69 0.71 NS 
CSCY-3 1.35 0.63 1.44 0.67 NS 
CSCY-4 1.31 0.77 1.47 0.66 NS 

EWSQ: Exposure to War Stressors Questionnaire; CRIES-13: Children Revised Impact of Events Scale; PTGI: 
Posttraumatic Growth Inventory; CD-RISC: Connor-Davidson Resilience Scale; PMLD: postmigrational living 
difficulties; MSPSS: Multidimentional Scale of Perceived Social Support Scale CSCY-1: Assistance Seeking; 
CSCY-2: Cognitive-Behavioral Problem Solving; CSCY-3: Cognitive Avoidance; CSCY-4: Behavioral Avoidance. 
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There was a significant difference in the Exposure to War Stressors 

Questionnaire scores for male (M=10.76, SD=5.45) and female (M=8.10 SD= 4.74) 

conditions; t (161)= 3.31 , p = .001. These results suggest that Gender really does have 

an effect on amount of exposure to travmatic events. Specifically, our results suggest 

that males were experience more war stress than women.  

 

Secondly, there was a significant difference in the Assistance Seeking Coping 

Style scores for male (M=1,64 SD=0.67) andfemale (M=1,30 SD= 0.75) conditions; t 

(161)= 2.97 , p = .001. 

 

A third difference is found in resilience values. There was a significant 

difference in the Resilience Scale scores for male (M=25.08 SD=10.33) and female 

(M=21.87 SD= 7.75) conditions; t (161)= 2.26 , p = .05.  

 

Male and female participants did not differsignificantly on other scales scores 

(CRIES-13, PTGI, PMLD, MSPSS, Assistance Seeking, Cognitive-Behavioral Problem 

Solving, Cognitive Avoidance, and Behavioral Avoidance scores). 

 

 

3.4. Testing Impact and Growth Model 

  

Hypothesized model was tested using AMOS Software. The model where the 

impact of perceived social support, resilience, exposure to war stressors and 

postmigrational living difficulties on posttraumatic stress reactions and posttraumatic 

growth directly and through coping styles were examined with path analysis. The 

hypothesized model is shown below on Figure 1. 
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Figure 3.1: Hypothesized Model 

 

Primary Model 

  

In primary model, all paths that go from perceived social support, resilience, 

exposure to war stressors and post migrational living difficulties to coping and final 

outcomesa nd from coping skills to final outcomes were placed into model and the 

saturated model was tested in Figure 2. 
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Figure 3.2: Saturated Model 
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Table 3.4: Saturated Model Estimates 

   Estimate S.E. C.R. P 
Problem_Solving <--- Resilience ,027 ,006 4,243 *** 
Coping_Assisstance_Seeking <--- Social_Support ,244 ,039 6,193 *** 
Coping_CognitiveAvoidance <-- War_Stressors -,032 ,010 -3,135 ,002 
Coping_BehavioralAvoidance <-- PostmigrationalDifficulties ,020 ,005 4,026 *** 
Poblem_Solving <-- Social_Support ,024 ,040 ,597 ,550 
Coping_BehavioralAvoidance <-- Social_Support -,017 ,042 -,399 ,690 
Coping_CognitiveAvoidance <-- Social_Support -,020 ,039 -,505 ,613 
Coping_Assisstance_Seeking <-- Resilience ,009 ,006 1,405 ,160 
Coping_CognitiveAvoidance <-- Resilience ,018 ,006 2,921 ,003 
Coping_BehavioralAvoidance <-- Resilience ,012 ,007 1,892 ,058 
Coping_Assisstance_Seeking <-- War_Stressors ,009 ,010 ,915 ,360 
Poblem_Solving <-- War_Stressors ,006 ,011 ,596 ,551 
Coping_BehavioralAvoidance <-- War_Stressors -,008 ,011 -,696 ,487 
Coping_Assisstance_Seeking <-- PostmigrationalDifficulties ,006 ,005 1,259 ,208 
Poblem_Solving <-- PostmigrationalDifficulties -,003 ,005 -,540 ,589 
Coping_CognitiveAvoidance <-- PostmigrationalDifficulties ,011 ,005 2,319 ,020 
Posttraumatic_Growth <-- Resilience ,016 ,007 2,249 ,024 
Impact_of_Event <-- War_Stressors ,697 ,135 5,173 *** 
Impact_of_Event <-- Coping_BehavioralAvoidance 3,149 1,084 2,905 ,004 
Impact_of_Event <-- PostmigrationalDifficulties ,125 ,063 1,997 ,046 
Impact_of_Event <-- Social_Support -,053 ,552 -,095 ,924 
Impact_of_Event <-- Resilience -,083 ,083 -1,006 ,314 
Posttraumatic_Growth <-- War_Stressors ,006 ,012 ,542 ,588 
Posttraumatic_Growth <-- Coping_Assisstance_Seeking ,049 ,087 ,570 ,569 
Impact_of_Event <-- Coping_Assisstance_Seeking -,268 ,988 -,271 ,786 
Posttraumatic_Growth <-- Poblem_Solving ,099 ,089 1,114 ,265 
Impact_of_Event <-- Poblem_Solving -,376 1,017 -,370 ,711 
Posttraumatic_Growth <-- Coping_CognitiveAvoidance ,015 ,100 ,154 ,878 
Impact_of_Event <-- Coping_CognitiveAvoidance ,828 1,146 ,722 ,470 
Posttraumatic_Growth <-- Coping_BehavioralAvoidance ,021 ,095 ,217 ,828 
Posttraumatic_Growth <-- PostmigrationalDifficulties ,000 ,005 -,003 ,998 
Posttraumatic_Growth <-- Social_Support ,140 ,048 2,896 ,004 

 

Through analysis saturated model were determined as significant. Overall all fit 

indices showed that model has satistactory fit. The fit indices of the primary model were 

presented in Table 8. After model showed satisfactory fit, whether the predictive powers 

of variables were significant was analysed and presented in Table 3.5. 

 

In the next stage, the model is improved by removing insignificant paths; the 

improved model is presented in Figure 3. 
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Figure 3.3: Improved Model
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Table 3.5: Improved Model Estimates 

   Estimate S.E. C.R. P 
Poblem_Solving <--- Resilience ,026 ,005 4,825 *** 
Coping_Assisstance_Seeking <--- Social_Support ,260 ,037 7,024 *** 
Coping_CognitiveAvoidance <--- War_Stressors -,029 ,009 -3,273 ,001 
Coping_BehavioralAvoidance <--- PostmigrationalDifficulties ,019 ,005 4,240 *** 
Coping_CognitiveAvoidance <--- Resilience ,012 ,005 2,352 ,019 
Coping_CognitiveAvoidance <--- PostmigrationalDifficulties ,011 ,004 2,406 ,016 
Posttraumatic_Growth <--- Resilience ,019 ,007 2,773 ,006 
Impact_of_Event <--- War_Stressors ,651 ,126 5,158 *** 
Impact_of_Event <--- Coping_BehavioralAvoidance 3,186 1,062 2,999 ,003 
Impact_of_Event <--- PostmigrationalDifficulties ,135 ,060 2,251 ,024 
Posttraumatic_Growth <--- Social_Support ,138 ,047 2,924 ,003 

 

The predictive powers of variables in the model are presented in Table 3.5.  The 

fit indices of improved model are presented in Table 3.6. 

 

Table 3.6: Fit Indices of Models 

Model ∆χ2 p sd ∆χ2/sd RMSEA GFI CFI 

Primary Model 1,979 ,577 3 ,660 ,000 ,998 1,000 
Model with significant relationships 21,059 ,784 27 ,780 ,000 ,975 1,000 

 



 

 

 

 

CHAPTER IV 

 

 

 

4. DISCUSSION 

 

Present study was designed to explore the impact of social support, coping skills, 

resilience and postmigrational living difficulties on reugee mental health outcomes of 

posttraumatic growth and posttraumatic stress symptomology. Results of bivariate 

correlations and group differences have been discussed in the light of the literature. 

Later the model including variables has been tested. Finally, limitations and 

implications of the study and suggestions for further research have been mentioned. 

 

 

4.1. Levels of PTSD, PTG and Resilience 

 

According to present results, %51 were considered to show posttraumatic stress 

symptomology, similar results were observed in the literature, for example, in a study 

conducted with refugee children in Turkey with the prevalence of %45(Özer, Şirin and 

Oppedal 2013) and another study with adults with a rate of %52(Chung et al. 2017). 

  

For posttraumatic growth, there are no clinically determined cut-off points as 

present (Steffens and Andrykowski 2015) however certain researchers deem a mean of 

1 to 3 as low, and 3 as a cut-off for moderate response (Jansen et al. 2011) Mean in this 

study is 2.17 which can be deemed as low according to that assumption, also it is 

slightly over the response “= I experienced this change to a small degree as a result of 

my crisis.” in the response set, corresponding 2.  

  

When looked into the literature it can be seen that adolescents and adults have 

shown various levels of resilience depending on the circumstances, for example, former 
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child surviors(11-17) had a mean of 22.7(sd:8.3)(Klasen et al. 2010), earthquake 

survivors who have PTSD(20.8, s.d:20.8) who don’t have PTSD(26.8, s.d:6.3)(Wang et 

al. 2010), university students who have PTSD and who experience PTG (25.5, 

s.d:4.9)(Duan et al. 2015), school children aged 10-15 (29.3)(Skrzypiec 2018). However 

one inference can be made about resilience, which is that overall psychiatrically healty 

individuals report higher resilience then psychiatric patients and primary care patients. 

Also, young people and minors scoring lower and studies conducted with non-US adults 

expressing less resiliency might explain levels of resilience in this population(Davidson 

2019). It is also theorized that culturally grounded measures including communal 

resilience could be helpful investigating resilience in non-Western cultures (Alemi et al. 

2018). When all these factors, collectivistic nature of Syrian culture, young age of 

participants, high levels of posttraumatic stress symptomology helps explain not so high 

levels of resilience in this population. 

 

 

4.2. Results of Bivariate Correlations  

            

Bivariate correlations will be presented in the order of vulnerability factors such 

as trauma exposure and postmigration difficulties with protective factors of social 

support and resilience, and also coping mechanisms in relation with outcome variables 

and one another. 

 

Exposure to war stressors has shown positive correlation with posttraumatic 

stress symptomology in our study, which is in line with previous findings suggesting a 

dose-response relationship between the number of experienced traumatic events and 

increased PTSD (Neuner et al. 2004). A similar relationship also exists with resilience 

and exposure to war stressors, which is in line with the findings of İkizer (2014)’s 

doctoral dissertation examining resilience after Van earthquake, where exposure 

severity correlated with resilience. 

 

Exposure to war stressors has also showed correlation with postmigration living 

difficulties(r = ,30, p< .001.), which is in line with the literature, albeit few there are 
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studies has shown this relationship including  (Dunlavy 2010) showing post-migration 

stress increaing with prior traumatic events, which was explained by the impact of 

traumatic events on mental health leading to having more problems in adapting into 

new environment and coping with stress.   

  

Postmigration living difficulties has been found to be correlated with 

posttraumatic stress symptomology in present study(r = ,35, p< .001.) which is also the 

case with studies mentioned above (Bertacco 2014)(Carswell, Blackburn and Barker 

2011) explaining post-migratory difficulties in relationship with posttraumatic stress 

symptomology. Even though the direction of the relationship is not addressed in present 

study, it can be argued that with an addition of current difficulties, the impact of 

traumatizing events might be highlighted or that resources of individuals’ to cope with 

said events may have been limited. 

 

Active coping skills are believed to be a factor that promotes resilience, which 

includes the likelihood to ask for help and support in hard situations which in turn 

possibly aid the social relationships an individual has (Iacoviello and Charney 2014). 

This notion is helpful in explaining study results in which the coping skills that can be 

regarded as active (assistance seeking and problem solving) has both been positively 

correlated with social support and resilience. Also in line with the literature PTG 

correlated with both problem solving coping (Linley and Joseph 2004) and assistance 

seeking coping (Baghjari, Esmaeilinasab and Shahriari-Ahmadi 2017).One seemingly 

unusual finding is that cognitive avoidance coping which can be classified as passive 

coping mechanism has also positively correlated with resilience. This is somewhat 

conflicting in the literature, while it has been theorized the contrary, research has found 

out denial has a role in protecting mental health of children (Punamaki, Muhammed and 

Abdulrahman 2004). This is also in line with the conceptualization of avoidance as a 

means of processing traumatic events. Certain studies has found links between 

repressive coping and resilience(Coifman et al. 2007) which is a concept quite similar to 

cognitive avoidance, the study has conceptualized repressive coping as an involuntary 

emotional regulation response rather than deliberate avoidant behavior. With this 

conceptualization it can be explained, why only cognitive avoidance coping is related 
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with resilience, an adaptive process and not with posttraumatic stress symptomology, 

and why behavior avoidance is correlated with posttraumatic stress symptomology and 

postmigrational living difficulties (r = ,32, p< .001.) and not with resilience. It has been 

shown prior that young adults use avoidance coping more compared to older 

adolescents and adults(Diniz and Zanini 2010; Yoon, Lee, Lee, Cho and Lee 2014) and 

was discussed to be due to the uncontrollability of stressors for adolescents(Yoon, Lee, 

Lee, Cho and Lee 2014) and it was argued prior that adolescent stressors are related to 

situations outside of their range of control, and that the cognitive abilities of adolescents 

are still in development and not in the realm of adults(Ryan-Wenger 1992). When the 

experiences of adolescent refugees are considered it can be hypothesized that the 

stressors they face are even further uncontrollable compared to general population and 

that their cognitive abilities may have been hindered.  

 

For the protective resource variables, resilience has been found to be correlated 

with posttraumatic growth (r = ,34, p< .001) which is in line with previous 

findings(Bensimon 2012). Also, in the present study resiliency has found to be 

correlated with coping mechanisms, the finding that assistance seeking and problem 

solving correlating with resiliency is supported in the literature by İkizer’s (2014) 

doctoral dissertation examining resilience after Van earthquake.   

  

Another resource variable, social support has also been correlated in present 

study and in the literature, with posttraumatic growth (Hu, Xu and Wu 2013) (Zhou et 

al. 2016) and resilience (Hu et al. 2018).  

  

For the outcome variables, even though literature shows conflicting examples on 

this issue, two outcome variables posttraumatic growth and posttraumatic stress 

symptomology has shown positive correlation in present study(r = ,20, p< .05.), which 

is supported by Snape(1997) which is explained by the author that both intrusion and 

avoidance symptoms of posttraumatic stress symptomology and posttraumatic growth 

are aiding in processing of the traumatizing event. 
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4.3. Gender Differences 

 

Male participants were found to experience a higher number of traumatic events 

compared to female participants, which is true for other studies conducted in Gaza, 

which was explained by gender norms enabling boys to be more active in everyday life 

while girls mostly stayed at home (Thabet, Elheloub and Vostanis 2015; Thabet and 

Thabet 2014). The same notion is thought to apply to participants in present study with 

gender norms requiring boys to involve in outside activities, while girls tented to be 

involved more in family life.  

 

Another difference is that male participants scored higher in Assistance Seeking, 

which is contradictory with literature with women using reporting higher use of coping 

mechanisms especially seeking support, however most of the studies reporting a gender 

difference also reveals that women reporting higher stressor severity (Tamres, Janicki 

and Helgeson 2002) which has not been the case for present study, where males 

reported more experienced stressors, therefore if the gender difference is rooted in stress 

severity driving coping (Tamres, Janicki and Helgeson 2002), it can explain how male 

participants have scored higher in Assistance Seeking and no difference in other coping 

subscales contrary to females scoring higher in use of all coping mechanisms in the 

literature. 

 

Even though results are conflicting in the literature,  according to results male 

participants reported significantly higher resilience compared to female participants, 

and it is believed it can also be explained with gender norms participants grew into 

leading them to report higher with the need to appear stronger (Campbell-Sills, Forde 

and Stein 2009).  

 

 

4.4. Model Testing 

 

When the model is observed, it can be seen that a relatively positive outcome 

and the path leading to it can be observed. First, it has been shown that positive personal 
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resources of refugees such as perceived social support and resilience has an impact of 

posttraumatic growth.  

  

Secondly, it is observed that the adversities both experienced prior and after 

migration has a negative impact on refugee mental health in this case exhibiting 

posttraumatic stress symptomology. 

  

When the model is perceived as risks and protective resources leading to either 

negative and positive impact after trauma, one element of the model that can be viewed 

as challenging is coping mechanisms. On one hand, cognitive avoidance is an important 

component of posttraumatic stress symptomology however in our study there no 

relationship has been found between the two variables, on the contrary it seems that 

being resilient has an impact on cognitive avoidance coping, although confusing, this 

relationship has been observed before in terms of cognitive avoidance leading to a 

relatively positive adaptation (Coifman et al. 2007). A greater impact of resilience has 

been on problem solving, which is concurrent with expectations due to the 

conceptualization of resilience in present instrument partly being in one’s perceived 

ability deal with life’s difficulties. One of the most significant relationships is the 

impact of perceived social support on assistance seeking coping, which in the 

instrument is presented in asking someone for help or advice when faced with a 

problem which is understandably connected to having individuals ready for support 

when a problem arises. Findings of the study is in line with the conceptualization of 

social support impacting coping strategies resulting with increase in use of approach 

coping and leading to growth(Schaefer and Moos 1998: 110). 

  

Postmigrational living difficulties appear to be linked to both cognitive 

avoidance and behavioral avoidance directly, also has an indirect effect on 

posttraumatic stress symptomology through behavioral avoidance. One possible 

explanation of the effect of postmigrational living difficulties on coping mechanisms, is 

that postmigrational living difficulties, for example loss of social support networks, loss 

of income and social status, intercepts with one’s ability and resources to deal with 

problems effectively. Problems refugees face hardly arise out of nowhere and most of 
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the time they are either related with or stems from said difficulties, therefore it can be 

expected to interfere with the ability to cope, resulting in the increased use of avoidance 

coping mechanisms.  

 

 

4.4. Limitations 

 

The self-report nature of questionnaires may pose a limitation to the study. 

Another possible limitation of the study is the geographical limitation even though the 

cities the data was collected are from different regions of Turkey, the sample might still 

not be as representative of all refugees residing in different cities of Turkey. 

 

 

4.5. Clinical Implications 

 

The exploration of variables impacting refugee mental health including social 

support, coping mechanisms, gender and postmigrational living difficulties can be 

beneficial in aiding refugee mental health practice. The present knowledge, especially 

the impact of and postmigrational living difficulties can guide government officials, 

international organizations, mental health practitioners and all stakeholders towards 

practice. Also, the adversities faced by refugees after migration can and should be 

prevented by hosting countries and other stakeholders mentioned above, considering it 

is the most controllable risk factor that has been showed to be detrimental to refugee 

mental health. 

 

 

4.6. Further Studies 

 

Even though present study reveals relationships between variables relevant to 

refugee mental health, the mediating and moderating roles of variables have not been 

explored; further research may focus on revealing said relationships. 
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4.7. Conclusion 

 

Present research has examined the impact of social support, coping skills, 

resilience and postmigrational living difficulties on mental health outcomes such as 

posttraumatic growth and posttraumatic stress symptomology, the relationships between 

variables has been presented and discussed in the light of the literature.  

 

The issue has been handled from a vulnerability and resource perspective, with 

resilience and social support being positive resources that is protective for refugee 

youth’s mental health versus exposure to war stressors and postmigrational living 

difficulties being vulnerability factors that results in a worse outcome for example 

higher posttraumatic stress symptomology scores and coping mechanisms being 

influenced from those vulnerability and resource factors. The only unexpected coping 

influence has been the relationship of cognitive avoidance and adaptive variables such 

as resilience which has been supported by research albeit few as conceptualized as 

aiding in processing of traumatizing events. Gender has been found to be influential, by 

boys being more resilient, reporting higher social support and exposure to a higher 

number of traumatizing events. Results have been discussed in the light of the literature. 
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Appendix B: Demographical Information Form-Original 
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Appendix C: Exposure to War Stressors-Original 
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Appendix D: Revised Child Impact of Event Scale-Original 
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Appendix E: Posttraumatic Growth Inventory-Original 
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Appendix E: Multidimensional Scale of Perceived Social Support 
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Appendix F: Coping Scale for Children and Youth-Original 
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Appendix G: Connor-Davidson Resilience Scale-Original 

Connor-Davidson Resilience Scale 10 (CD-RISC-10) © 
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Appendix G: Informed Consent Form-Arabic 

  ����رة ����ع ��م  و�� ا�� ا

��, !>;ا ا�9:8  ا�67�8# ا���45ة ا�+*).# ه�ل ��1ن &�  ��ق ر���# ��%)�.� �-, ا�+*( ا�)���ي &� %��$# أ!� � =

���ذ �$.4 او��ج �@ت !��)�ل �<Cاف ا�4آ��ر ا�5F!  )*+ا� ,-� ,(G �& دابJع آ-.# ا�$-�م وا�&  . L-� MN1+1, ا���ا��

 �hilalyeken@hotmail.com+�ان ا�8��4 ا��1�و � 

 ����ت ا�+��(�! #-Oذات ا� M�ا�$�ا �& P.=:ا�� ,�.�و .�� !$4 ا�4O�# !.< ا���اه=.< �< ا��%R.<&� ه;ا ا�9:8 ، 

ا � و�� ا��*M إذا آ+� �X� M8=Yرآ# M� �& T-*Wء ا��8.� �ت  &)�ف ��-T+� U �-�د �-L أ�R-# �< ا����S وا�:.�ة 

�4ه� ،. ���1ن ا���Xرآ# &� ه;ا ا�����Y M1X! 9:8. ا�:�S�ة �� �R-# ا��� Cا L-� U.[���$.< �-L ا��*M ا�;ي أن   

���ك  �4O! #-Rق/ �]�[ !.� �ت N:.# �< ا��>, أCا L-� د�وا� #-R�C1< �< ا�إذا آ�ن �4�T أي أ��Y . #-R�ك أآ8� 4Gر �

��%�X� Lرآ�>� �[ ا�97�8 ، ).��=��R-# ا��� �Y�M8G >� �<7 ا�97�8. �7ل ا�9:8 أو �+M� 4ء ا�Cا ].�% L-� د�ا� ,�.� .

-*W U:� >1�� ، Tذ� Lإ� #&�S_�!U8���ا%` أي �=�!�ت. T &� أي وG� دون إ!4اء أي  >-& ، #�.إذا ا ):U �< ا�4را  

 4�4:Y دون أي �<-.[(Y ,�.��.�, أa; �$-���ت ا�>��# ا�ObX.# ا��� �5رآ>� �a T-*Wل ا���! P.8�G, ا��1د و

#-!�=��.�, cd��  M.-:Y. �$-���ت �< �]�ي ا� Lل �-.>� إ��O:ا� ,Y ت ا������-$�4�, ا�=Y ,�.� ا�9:8 !����ق ا_d�O7.# و

���#�]+# Y:1., ا��.  

�� ��ا%$# ه;ا ا�9:8 وا���ا&=# �-.` �< M8G �]+# أG�a.�ت ا�8:�ث !]��$# أ!� � �@ت !��)�لY . T�إذا آ�ن �4

آ��ر �$.4 او��ج و ه;ا ه� �+�ان ا�8��4 أي ��bوف أو أ��Ob! #-Rص ه;f ا�4را�# ، &Fن �)��Xر ا�����# ه� ا�4

�T+1 ا�OYل ا���45ة ا�+*).# ه�ل ��1ن� ا��1�و � ا��bص !`  او 

.(psysait@hacettepe.edu.tr)  أو(hilalyeken@hotmail.com). 

.G�اءة  ��ذج ا���ا&=# وL-� `$.G�Y ا�O*:# ا�b-*.#إذا آ+� Y��X� �& Uhرآ# T-*W &� ه;f ا�4را�# ، &���%�ء   

��Xرآ# W*-� &� !:9 ا�4آ��ر �$.4 او��ج و ا���45ة ا�+*).# ه�ل ��1ن! P&أوا M*ا � وا�4 ا�� . i  أت�G 4=�

#���م إ�L ه;f ا�4راj �R-# ا��� أود W�7>� �7ل اCا >� f4��(� ل ا�97�8  *)` أوk� ، وأ�-, kYآ.4 ا��$-���ت وأر�4 أن أ

U8�4�4 أي :Y 7-# دون�أي � �& #��:W U*-� �< ا�4را >1���� . أ ` Y #�&�  *( ا��G� Y ،, إ�8aري !kن ه;f ا�4را

.ا���ا&=# �-.>� �< M8G �]+# أG�a.�ت %��$# أ!� � �@ت !��)�ل  

��ذج  >� >.�b(  ].G�Y L%�� ا���ا&=# وا�:*�ظ إذا آ+� Y�Uh &� ا���Xرآ# &� ا�9:8 و&ً=� �>;f ا��$-���ت ، 

T(*+! ذج��.�-b(  L# �< ه;ا ا�+  

n�:ا���ر  

�, و ا�1+.#:ا  

:ا�$+�ان  

M��!��:رG, ا�  

].Gا���:  
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Appendix H: Informed Consent Form-Original 
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