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Abstract

Since the outbreak of the civil war in Syria, millions of Syrians have sought refuge in
neighbouring countries, with Turkiye hosting the largest number of displaced Syrians
globally. Among the challenges faced by this population, the prevalence of mental health
disorders, particularly PTSD, depression, and anxiety, has become a pressing issue.
Therefore, a systematic review was conducted fundamentally to examine the prevalence and
correlates of these mental health conditions among externally displaced Syrians. Seventeen
studies meeting eligibility criteria were analysed, revealing significantly elevated rates of
PTSD (23.26-42.63%), depression (30.29-50.53%), and anxiety (17.66-48.93%) compared to
the general population.

Despite the effectiveness of various psychological interventions, accessibility to
mental health treatments remains limited, especially in post-conflict areas. Narrative
Exposure Therapy (NET) has demonstrated success in treating PTSD among refugee
populations, yet its application and effectiveness specifically for displaced Syrians remain
unexplored. Against the backdrop of a vast number of Syrian refugee population in Turkiye
and the dearth of structured mental health interventions, this study aimed to explore the
feasibility and effectiveness of implementing NET within the Turkish context. In this vein, a
preliminary focus group was conducted to assess potential barriers and contextual challenges
to delivering NET in the Turkish setting before the main intervention of NET study. Content
analysis of the focus group discussions drew a roadmap for the recruitment and delivery
process of the NET intervention. Following the findings of the focus group that suggest
inclusion criteria for the recruitment of NET participants, a Single Case AB design study was
undertaken, involving three participants, to track changes in PTSD, anxiety, stress, and self-

Concept Clarity (SCC) in NET intervention over time. The findings indicate a promising



potential of NET in reducing symptoms of PTSD, anxiety, and stress, with notable
improvements in SCC observed during the intervention.

This pioneering study represents a significant step in addressing the mental health
crisis among Syrian refugees in Turkiye. Its findings underscore the urgent need for
evidence-based, accessible, and practical psychological interventions to cater to the specific
needs of this vulnerable population. Moreover, the study emphasises the critical role of NET
outlining context-specific research in informing effective mental health policies and

interventions for displaced populations.

Word count: 57,149 exclusing tables, figures, references, and appendices.
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Chapter 1: General Introduction and Literature Review

1.1.  Concept of War and Civil War

War, a man-made disaster, inflicts more severe damage on people than natural
disasters, and its history dates back as far as humanity itself. Unfortunately, it persists in the
modern world. Over the past few decades, more than 200 wars and conflicts have been
documented worldwide, disproportionately affecting impoverished communities and
marginalised ethnic groups. These conflicts manifest in various forms, including violent
clashes, gun warfare, and even genocide. While both war and civil war involve armed
conflicts, they differ significantly in terms of the parties involved, the scale of the conflict,
origins, and the extent of events. Civil war, also known as non-international armed conflicts,
refers to a violent situation that arises within the borders of a nation and involves prolonged
armed clashes between government forces and one or more organised armed groups, or
between such organisations themselves (Kalyvas & Kenny, 2017). Thus, a civil war should
not be mistaken for isolated acts of violence, riots, chaos, massacres, or revolutions. For
instance, while the large-scale violence in Irag from 2006 to the present day has not been
officially classified as a civil war, primarily due to its genesis in the US invasion of Iraq, the
conflicts in Syria that began in 2011 have been recognised as a civil war due to the intensity
of armed conflicts, the involvement of numerous government forces, and the severity of
casualties (Gaub, 2013). Wars possess the potential to influence global geopolitics,
economics, and relationships, whereas civil wars primarily impact specific regions, causing
significant humanitarian and political consequences. Despite the widely recognised
detrimental impacts of war and civil conflicts on individuals, societies, and specific ethnic
groups, insufficient attention has been paid to their localised patterns of terror and distress,
long-term effects on physical and mental health, and psychosocial impacts (Pedersen, 2002;

Tol et al., 2010).
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1.1.1. Impact of War on Society

War has been a persistent affliction throughout human history, leaving lasting and
permanent impacts on societal structures. Its destructive influence disrupts the social,
economic, and cultural fabrics of communities, with consequences that reverberate for
generations (Murthy & Lakshminarayana, 2006). Countries ravaged by conflict often witness
soaring rates of injuries, diseases, economic instability, and mental health issues. The
repercussions of war are far-reaching, hindering access to essential resources, impeding
agricultural productivity, disrupting transportation, and diminishing human capital.
Consequently, societies grapple with malnutrition, starvation, and a substantial economic
burden (Murthy & Lakshminarayana, 2006). Culturally and sociologically, the collective
memory of a society is profoundly shaped by the traumatic events and memories of war,
leading to psychosocial afflictions and identity crises among the affected populace. The
devastation caused by wars severely impacts healthcare systems in afflicted regions.
Moreover, the absence of proper sanitation infrastructure, a common aftermath of warfare,
fosters an environment conducive to the spread of diseases such as cholera, typhoid fever,
dysentery, and malaria. The upheaval caused by war induces restlessness and apprehension
about the future of society. One of the far-reaching social impacts of war is the phenomenon
of mass migration, significantly altering the landscape of societies (Arslan & Kotan, 2021;
Hjertman et al., 2018; Modell & Haggerty, 1991; Murthy & Lakshminarayana, 2006;

Sheather, 2022).

1.1.2. Impact of War on Individuals

The impact of war on individuals encompasses both direct and indirect effects
resulting from armed conflicts. Direct consequences include the loss of life and physical
injuries, which can occur due to bomb blasts, gunshot wounds, or other forms of violence.

These injuries not only affect individuals but also profoundly impact entire communities,
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particularly those with limited access to medical facilities. Such injuries can lead to lifelong
disabilities or even loss of life. Furthermore, the devastation caused by bombing raids during
wars inflicts immense suffering on those who lose their homes. Additionally, the destruction
of crucial infrastructure, such as hospitals and schools, disrupts the daily lives of affected
communities (Vonk, 2022).

The psychological impact of war, though often concealed and indirect, can be equally
or even more devastating than the physical effects. Individuals frequently grapple with
traumatic experiences resulting from their exposure to and witnessing of conflict-related
atrocities (Silver et al., 2013). This can lead to the development of mental health disorders
such as Post-Traumatic Stress Disorder (PTSD), depression, and anxiety (De Jong et al.,
2003; Fazel et al., 2005). Individuals may exhibit symptoms such as flashbacks, heightened
startle reactions, hyperarousal, and avoidance. Furthermore, individuals with war-related
mental health disorders may also experience various physical symptoms such as headaches,
digestive issues, and insomnia (Jensen et al., 2013; Vonk, 2022). The emotional scars
resulting from war defy easy quantification but leave enduring impacts on the lives of
survivors. Those who have endured violent conflicts often express fear of further attacks,
ambivalent emotions, and emotional dysregulation as their lives have been under constant
threat (Erdener, 2017; Nickerson et al., 2015). It is evident that war and conflicts have far-

reaching consequences on individuals, affecting generations long after peace is restored.

1.1.3. Migration and Refugees

Armed conflicts, political unrest, and warfare compel thousands of individuals to flee
their hometowns and countries each year, driven by threats to their lives. According to the
United Nations High Commissioner for Refugees (UNHCR) report at the end of 2022, there
were 108.4 million forcibly displaced people, of which 35.3 million were refugees (UNHCR,

2022). The term 'refugee’ is broadly defined as someone who harbors a "well-founded fear of
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being persecuted for reasons of race, religion, nationality, membership of a particular social
group, or political opinion™ and is unable or unwilling to seek protection from their own
country (UNHCR, 1951). While the term "refugee” is often used interchangeably with
"asylum seeker," the latter refers to an individual who has left their country of origin and has
applied for refugee status in another country, awaiting a decision on their application (Nicholl
& Thompson, 2004). Refugees endure both indirect consequences, such as forced migration,
bombings, and living in inhospitable conditions, and direct consequences, including injuries
sustained during warfare, sexual violence, and capture.

Migration exerts profound and extensive impacts on individuals, communities, and
cultures, both in the countries of departure and those of arrival. The migration process can be
delineated into three distinct phases: pre-migration, migration, and post-migration. These
phases often exhibit overlapping and blurred transitions. The pre-migration phase occurs
when individuals or groups make the decision to migrate and prepare for their journey, which
may involve accessing financial, legal, and political resources to facilitate the migration
process. The migration phase involves the physical relocation to a new place, crossing
boundaries to reach a place of safety. The post-migration phase, which may last a lifetime,
holds the potential to affect not only the individual but also future generations (Berry, 1997).
Before forced migration, refugees frequently undergo or witness physical, psychological, and
sexual or gender-based violence (Giacco et al., 2018). During migration, they encounter
uncertain and challenging journeys, often leaving behind family members and possessions.
After resettlement, they may face post-migration challenges such as immigration detention
and temporary protection, all while living under the constant threat of repatriation (Nickerson
et al., 2011). Given the arduous process of migration, refugees comprise an exposed and
vulnerable population often subjected to various levels of repeated and cumulative traumatic

events during different phases of their journey.
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1.1.4. Mental Health of Refugees

During the different phases of migration, individuals encounter numerous stressors,
including unemployment, social status loss, loneliness, language barriers, and cultural
differences. These stressors, combined with inadequate coping mechanisms, contribute to the
physiological and psychological health issues experienced by refugees (Hyman, 2004;
Johnson, 2005). Extensive research has demonstrated that refugees, due to their exposure to
high levels of traumatic events and other stressors, are prone to psychological disorders.
Studies reveal that refugees often experience exposure to eight or more traumatic events
during conflicts (Roberts et al., 2009). Researchers have also explored the "dose-response”
relationship between trauma exposure and psychological distress in refugees, finding a strong
association between the complexity of experienced trauma and the severity of symptoms of
PTSD, anxiety, and depression (Nickerson et al., 2015). The prevalence of mental health
problems among refugees varies significantly across studies due to different measurement
methodologies, the diversity of the surveyed population, and the cultural aspects of distress
and mental health (Hollifield et al., 2002; Nose et al., 2017). For example, a systematic
review found a wide range of prevalence for depression (2.3% to 80%), PTSD (4.4% to
86%), and unspecified anxiety disorder (20.3% to 88%) among war-affected refugees from
various ethnicities (Bogic et al., 2015). However, a consensus exists that mental health
disorders are highly prevalent among refugees, with several studies establishing associations
between mental health problems and psychopathology (e.g., Silove et al., 1997; Porter and
Haslam, 2005). Longitudinal studies conducted with Bosnian and Kosovar refugees revealed
that mental health disorders persist and may even increase over time after conflict. Three
years after the conflict, Bosnian refugees continued to experience mental health disorders,
while the prevalence of PTSD among Kosovar refugees was approximately 80% at the 18-

month follow-up, compared to 37% at the baseline (Mollica et al., 2001; Roth et al., 2006).
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Studies carried out in conflict-affected regions and resettlement countries consistently report
varying but generally high rates of psychological disorders, such as PTSD, depression, and
anxiety, among war-affected and displaced individuals (Acarturk et al., 2018; Fazel et al.,

2005; Javanbakht et al., 2019; Tekeli-Yesil et al., 2018).

1.1.4.1. PTSD Diagnosis:

The American Psychological Association (APA, 2013) defines PTSD based on
several criteria, including exposure to actual or threatened death, serious injury, or sexual
violence; re-experiencing symptoms such as intrusive memories, nightmares, and flashbacks;
avoidance of stimuli associated with the traumatic event; changes in mood and thoughts such
as negative beliefs and detachment from others; and trauma-related arousal and reactivity.
Notably, the Diagnostic and Statistical Manual of Mental Disorders (DSM)-V places PTSD
in a separate chapter titled "Trauma and stress-related disorders," departing from its previous
classification as an anxiety disorder in the DSM-IV. Furthermore, the DSM-V no longer
includes the subjective response of fear, helplessness, or horror in its diagnostic criteria, as
studies indicate that not all individuals with PTSD experience these specific fear reactions
(Kinzie, 2015). In the 11th edition of the International Classification of Diseases (ICD-11)
published by the World Health Organisation (WHO, 2022), the description of PTSD was
refined, and a new category called "Complex PTSD" was introduced. According to the ICD-
11, individuals must exhibit symptoms such as re-experiencing the trauma through intrusive
memories, deliberate avoidance of traumatic reminders and memories, and the perception of
current threats after exposure to an extremely threatening or horrific event. The
understanding of PTSD has evolved over time. Although symptoms resembling PTSD have
been recognised since ancient times, the modern understanding of the disorder emerged
during the 19th and early 20th centuries. Initially, PTSD symptoms were attributed to brain

damage, but it was later recognised that the primary causes were psychological. During
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World War (WW)- |, symptoms were referred to as "shell shock™ in soldiers, and during
WW-II, the terms "war fatigue" or "war neurosis" were used to describe severe reactions
experienced by both soldiers and civilians. The concept of traumatic stress gained further
recognition during and after WW-11, leading to the development of diagnostic criteria,
particularly for war-related trauma. In the DSM-I1, symptoms were broadly categorised as
"Gross Stress Reaction,"” and in the subsequent DSM-I1, there was little improvement in the
description of PTSD. It was not until the DSM-I11 in 1980 that the term "trauma" was used
for the first time, and it was classified under anxiety disorders. The inclusion of secondary
trauma as a criterion was introduced in DSM-IV, shifting the focus from large-scale public
events to individual experiences (APA, 1952, 1968, 1980, 1987, 1994; Myers, 1940; Wilson,

1994; Jones, 2007).

PTSD has been extensively studied in various populations, including victims of sexual
assault, physical assault or accidents, natural disasters, childhood sexual abuse, complex
trauma, and in veterans. More recently, there has been a growing focus on post-conflict
regions where refugees and asylum seekers experience high rates of PTSD (Kienzler, 2008).
PTSD is the most common mental health problem observed among refugees who have lived
through war-related experiences.

11411 PTSD theories: PTSD has been examined from various theoretical
perspectives, each providing unique insights into the condition. Despite their differences, these
perspectives share a common understanding, recognising maladaptive processing of traumatic
events as a fundamental feature of PTSD. While characterisations of the after-effects of
traumatic events date back to the 3rd century, the official psychiatric diagnosis of PTSD was
acknowledged by the APA in 1980 in the DSM-III (Birmes et al., 2003; Lasiuk & Hegadoren,
2006). One of the earliest theories of PTSD originated in nineteenth-century Britain, a period

marked by the widespread use of railway travel due to the Industrial Revolution, leading to a
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high incidence of railway crashes. Physician Dr Waller Lewis described a syndrome among
traveling post-office workers who had experienced railway crashes, which he labeled "Railway
Spine". This syndrome encompassed symptoms such as chronic pain, sleep disturbances, and
nightmares about the crashes (Cohen & Quintner, 1996). While some physicians attributed the
psychological complications of this syndrome to somatic causes, others believed its origins to be
psychological (Lamprecht & Sack, 2002; van der Kolk et al., 1996b). Subsequently, this concept
was renamed by Oppenheim as "traumatic neurosis,"” positioning the term between neurasthenia
(fatigue after mental effort and bodily weakness) and hysteria (Holdorff, 2011), introducing the
term "trauma” for the first time. However, clinical inquiries persisted over the subsequent
decades, posing questions such as "Does the incident produce the disorder, or is the disorder a
result of the person's innate weaknesses?" and "Is the illness primarily biological or
psychological in nature?" These questions prompted a renewed focus on the study of "hysteria,"
particularly among women, towards the end of the nineteenth century (Lasiuk & Hegadoren,
2006). Many physicians during that era noted similar symptoms in cases of Railway Spine and
Hysteria. While Hysteria was challenging to precisely define, it encompassed a wide range of
mental and physical conditions, including paralysis, tremors, spasms, as well as various
abnormalities of the respiratory, digestive, and circulatory systems, sometimes accompanied by
mental symptoms (Marlowe, 2001).

The French neurologist Jean-Martin Charcot made significant contributions to the
understanding of hysteria by meticulously observing and documenting its symptoms. He
concluded that many somatic symptoms associated with hysteria had a psychogenic origin
and could be induced through hypnosis. Concurrently, Sigmund Freud and his colleague
Breuer in Vienna arrived at similar conclusions regarding hysteria, finding that these
symptoms could be relieved when traumatic memories and their associated emotions were

expressed in words, a process known as “catharsis," later renamed "psychoanalysis” by Freud
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(Herman, 1997). In his book "The Aetiology of Hysteria" (1896), Freud attributed hysteria to
one or more instances of premature sexual encounters during early childhood. However, this
connection between psychological trauma and symptomology proved controversial, leading
Freud to retract his hypothesis about hysteria due to societal and moral implications (Lasiuk
& Hegadoren, 2006). Interest in the term "trauma" gradually waned until the outbreak of
WW:-I, when the conflict reignited awareness of trauma. Thousands of soldiers faced warfare
at close quarters, many experiencing the imminent threat to their lives and witnessing the
death or mutilation of their comrades. In response, they exhibited symptoms resembling
hysteria, such as screaming, uncontrollable weeping, freezing, becoming mute and
unresponsive, and experiencing memory loss and emotional numbness (Herman, 1997). This
phenomenon was termed "shell shock™ by the British military psychiatrist Charles Samuel
Myers (1915). Concurrently, British physician W.H.R. Rivers, working at Craiglockhart War
Hospital during WW-1 with soldiers suffering from shell shock, emerged as a pioneering
figure in the field of psychology. He employed an eclectic approach to psychotherapy, using
talking therapy, hypnosis, and other innovative psychological techniques to treat these
patients. Although Cognitive-Behavioural Therapy (CBT) was not fully developed at that
time, his contributions in treating soldiers exhibiting symptoms akin to PTSD are highly
respected and acknowledged in the history of psychology and trauma treatment. His
collaborative approach strongly resonates with modern CBT practices today (Howorth,
1996). Following WW-I, the investigation into the concepts of hysteria, war neurosis, trauma,
and their interrelationships receded from the forefront of medical and psychological inquiry
until the devastating consequences of WW-11, which affected both soldiers and civilians.
During this period, American psychiatrist Kardiner (1941), drawing inspiration from Freud's
work, observed that soldiers were not only suffering from symptoms reminiscent of hysteria

but were also experiencing amnesia. He introduced the term "war neurosis" to describe this
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condition. Kardiner believed that these soldiers were attempting to preserve the integrity of
their ego by simultaneously exhibiting amnesia and bodily arousal. The Vietnam War also
played a pivotal role in prompting investigations into veterans grappling with the adverse
psychological effects of combat. Consequently, the findings from these inquiries, along with
Kardiner's theory, significantly contributed to the formal establishment of PTSD in the DSM-
I11, published in 1980. Concurrently, the field of psychological trauma was integrating new
ideas from social and behavioural sciences, emphasising the interplay between environmental
factors and individual dynamics (Lasiuk & Hegadon, 2006). In the 1960s, there was a
notable increase in the development of behavioural theories related to trauma. The
behavioural theory suggests that PTSD symptoms emerge as a result of Classical
Conditioning (Resick & Schnicke, 1992). According to this perspective, cues associated with
a traumatic event serve as Conditional Stimuli, while the negative experiences during the
trauma act as Unconditional Stimuli. This conditioning leads to the elicitation of Conditional
Response and Unconditional Response, such as fear, avoidance, and anxiety, triggered by the
traumatic experience (Mowrer, 1947; 1960). For instance, if a person experiences intense fear
during a traumatic event, such as hearing a sudden loud noise like an explosion, it is likely
that they will experience fear again when exposed to similar noises in the future.

Behavioural theory has been enriched and supported by numerous studies, including
the model of PTSD introduced by Ehler and Clark (2000). According to their model, PTSD
develops only when individuals perceive the traumatic incident and/or its consequences as a
serious threat. Once triggered, this perception of ongoing threat is accompanied by intrusions,
emotional reactions, re-experiencing, arousal, and anxiety symptoms. These perceived threats
also prompt various behavioural and cognitive reactions aimed at reducing the perceived
danger and immediate distress. Paradoxically, these reactions may impede cognitive change

and contribute to the persistence of the disorder. In the 1960s and 1970s, there was a
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groundbreaking shift in psychiatric doctrine towards understanding the impact of
environmental factors, interpersonal relationships, and cognitive processes on PTSD. For
instance, Horowitz (1976) introduced the Information Processing Theory, which suggested
that individuals with PTSD face difficulties in processing and integrating the specific details
of a traumatic event. He proposed that information related to traumatic experiences often
contradicts an individual's preexisting beliefs, resulting in distressing symptoms. In simpler
terms, when a person encounters a new experience, it typically needs to align with their
internal model based on previous information (Horowitz, 1982). However, when this
alignment fails to occur, the disrupted and conflicting information contributes to the
development of PTSD symptoms. This model encompasses several stages, including the
encoding of sensory information, the consolidation of this information into memory, the
retrieval of fragmented yet vivid traumatic memories, and the integration of these memories
into existing cognitive structures.

Building upon the Information Processing Model, Brewin (2001) introduced the Dual
Representation Theory, proposing the existence of two distinct forms of information
processing in humans. The first is termed "Verbally Accessible Memory"” (VAM), enabling
individuals to consciously recall and articulate their personal life stories through
autobiographical memory. The second is known as "Situationally Accessible Memory"
(SAM), responsible for the unconscious storage of memories, bodily reactions, and
sensations. In daily interactions, these two modes of processing collaborate to construct
meaningful and comprehensive memories of life experiences. However, in the presence of
traumatic stress, the balance between VAM and SAM is disrupted, with SAM assuming
dominance. Consequently, individuals may struggle to recall autobiographical details of the
traumatic event while retaining sensory cues associated with it. This fragmentation between

the two memory modes poses challenges in integrating the trauma memory into pre-existing
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memory schemas and reducing fear-associated trauma memories stored within the SAM
structure. To address these challenges, this approach emphasises the importance of exposure
and habituation in treatment interventions for PTSD symptoms (Brewin & Holmes, 2003).

In the Social-Cognitive Theory, Horowitz (1986) expanded his research beyond the
psychodynamic and information-processing perspectives to underscore the limitations of
existing cognitive structures in accommodating traumatic experiences, as outlined above.
Similarly, Janoff-Bulman (1992) introduced the concept of "shattered assumptions” to better
grasp the nature of trauma. She argued that individuals possess three fundamental cognitive
schemas: (1) the belief that the world is meaningful and comprehensible, (2) the belief that
the world is benevolent, and (3) the belief that the world is worthy and competent. When
these fundamental assumptions are shattered by a traumatic event, individuals may
experience symptoms of PTSD.

Reposing on Lang's Bio-Informational Emotional Imagery Theory (1977, 1979), Foa
and Kozak (1986) introduced the Emotional Processing Theory (EPT). Consistent with
Lang's Bio-Informational Theory of Emotional Imagery, the activation of an associative
network of stored information occurs when individuals contemplate an emotionally charged
stimulus, such as a spider. This parallels the activation of the same network during a real-life
encounter with the stimulus, like stumbling upon a live spider. This network of information
encompasses various aspects, such as perceptual aspects (details like the color, shape, size,
and texture of the spider), semantic details (the meaning associated with the stimulus, such as
it being an insect, associated danger, or the possibility of being bitten), somatovisceral
responses (the physical and visceral reactions experienced when encountering the stimulus,
like fear and an accelerated heart rate), preparatory motor responses (the body's readiness to
respond, such as muscles tensing in preparation to flee from the spider). It's important to

emphasise that this concept asserts that only mental imagery possesses the capacity to elicit
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physiological and behavioural response systems (Lang, 1987; Wilker & Kolassa, 2013). EPT
posits that exposure therapy has the potential to modify the connections between the fear
stimulus and these cognitive networks. The “fear network,” originally proposed by Lang
(1977), suggests that each new traumatic experience triggers the same memory structure, as
traumatic experiences often share common elements such as life-threatening situations and
heightened physiological arousal (Wilker & Kolassa, 2013). This model distinguishes
between two types of memory: Declarative "Cold" memory, including information about
long-term periods and general life events, and Non-Declarative "Hot" memory, which
contains sensory, emotional, and physiological information specific to a particular experience
(Foa & Kozak, 1986; Lang, 1979). According to the EPT, when a person undergoes a
traumatic incident, sensory information related to the event cannot be effectively integrated
into their existing memory networks. As a result, these sensory and emotional experiences
remain vivid over time, contributing to the development of PTSD symptoms. In simpler
terms, changes in memory structures are also responsible for emotional reactions. When
faced with a traumatic experience, individuals may find it difficult to fully absorb and process
these emotions. Foa and Kozak (1986) proposed that the fear network must be activated for
the successful alteration of sensory information within the system. This necessitates repeated
exposure to traumatic memories through techniques like imaginal exposure. Such methods
aim to decrease avoidance of the traumatic experience and facilitate the integration of
information that contradicts the fear response.

In the early 1990s, Stephen Porges introduced one of the groundbreaking biological
models called the Polyvagal Theory, which is a significant framework for understanding how
the Autonomic Nervous System (ANS) responds to stress and trauma, especially in the
context of PTSD. According to the Polyvagal Theory, adaptive behavioural strategies have

their neurophysiological foundations in the development of the mammalian ANS. Our ANS
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evolved as mammals separated from reptiles, enabling us to automatically communicate with
other mammals and activate various self-defense mechanisms when needed. The theory
additionally asserts the argument that the physiological state limits the variety of behaviour
and psychological experiences. It offers various insights into the plasticity of the
physiological state. First, the idea underlines that different kinds of behaviour are reinforced
through multiple physiological conditions. For instance, the mobilisation responses of fight or
flight are facilitated by a physiological condition characterised by vagal withdrawal. On the
other hand, spontaneous social engagement behaviours are supported by a physiological
condition characterised by increased vagal influence on the heart (through myelinated vagal
pathways originating in the nucleus ambiguous). The idea also emphasises how the striated
muscles of the face and the smooth muscles of the internal organs (viscera) are controlled by
the same brain pathways, forming an integrated social interaction system. Thirdly, the
Polyvagal Theory suggests that neuroception can be used as a trigger or inhibitor of defense
mechanisms (Porges, 2009). In simple terms, Porges's theory highlights how our
physiological state—the process by which our body's systems are operating—is related to
behavioural issues and psychological problems. Therefore, the Polyvagal Theory has
provided a useful framework for comprehending the physiological reactions to trauma and
stress. Apart from Porges's Polyvagal Theory, biological theories of PTSD have asserted
different theoretical standpoints to understand trauma. Some biological theories suggest that
the experience of a traumatic event can result changes in neurobiological functioning, leading
to the development of traumatic stress. For example, Pitman and colleagues (2012)
discovered that Vietham combat veteran twins diagnosed with PTSD, as well as their non-
combat-exposed twins, exhibited reduced hippocampal volumes in comparison to Vietnam
combat veteran twins without PTSD and their unexposed twins. Furthermore, it is

hypothesised that alterations in brain structures involved in memory consolidation can
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contribute to symptoms such as intrusive thoughts, hyperarousal, and emotional numbing,
which are commonly observed in PTSD.

In conclusion, the simple concept of "shell shock™ has given way to sophisticated and
multifaceted theories of PTSD that consider biological, psychological, social, and cognitive
aspects. The diagnosis, treatment, and support offered to those with PTSD have improved
with the help of with these progressions.

1.1.4.1.2. Epidemiology of PTSD: Although individuals encounter traumatic events
at least once in their lives, research suggests that 80% to 90% of those exposed to stressors do
not develop PTSD. Therefore, exposure to a traumatic event is necessary but not solely sufficient
for the diagnosis of PTSD (Breslau, 2002; Ford et al., 2015; Kessler et al., 1995, 2005).
Considering the stressful journey, resettlement, and adjustment process in host countries, perhaps
the most significant disadvantage of being a refugee is the experience of multiple catastrophic
and ruinous life events, which can lead to the development of PTSD. Thus, it is not surprising
that refugees often suffer from PTSD, either during war or conflict or after resettlement. For
instance, Fazel et al. (2005) found, in a systematic review of 7,000 refugees residing in Western
countries, that they were ten times more likely to develop PTSD than people of the same age in
those countries. According to studies, the prevalence of PTSD in refugees ranges from 4% (Steel

et al., 2002) to 86% (Carlson & Rosser-Hogan, 1991).

1.1.4.1.3. PTSD Risk and Protective Factors: PTSD, like any other mental health
problem, results from multiple causes rather than a single factor (Carlson et al., 2008). While
certain stressors can significantly impact the manifestation of PTSD symptoms, specific factors
play a protective role in the development of PTSD.
Risk Factors: Research indicates that pre-, peri-, and post-traumatic factors are strongly
associated with PTSD (Shalev, 1996a). Pre-traumatic risk factors include variables that may

influence vulnerability to developing PTSD. In a systematic review of 54 studies, DiGangi et
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al. (2013) identified six categories of predictors of pre-trauma: cognitive abilities (e.g., self-
appraisals, lower cognitive ability), coping and response styles (e.g., rumination, emotion-
focused coping, avoidance), personality factors (e.g., hostility, neuroticism, low self-
efficacy), psychopathology (prior psychiatric history), psychophysiological factors (e.qg.,
startle reactivity), and social-ecological factors (family of origin, poverty, etc.). Additionally,
lower education levels (Enlow et al., 2013), being female (Breslau, 2009), previous trauma,
and repeated trauma history (Resick, 2014; Schaaf & McCanne, 1998) can trigger the
experience of PTSD as pre-traumatic factors. Peri-traumatic risk factors generally occur
during, immediately, or shortly after the traumatic event and can manifest as physiological
activity (e.g., high blood pressure) or dissociation (Ford et al., 2015). The degree of exposure
to traumatic events and the presence of negative emotions such as fear, shame, helplessness,
and guilt have been found to be highly associated with peri-traumatic risk factors (Alvarez-
Conrad et al., 2001; Herman, 1992). On the other hand, research has found that adverse social
environments (e.g., lack of psychological and physical support to overcome stress),
avoidance, and limited cognitive flexibility, which play a crucial role in reappraising the
traumatic event, are the main post-trauma risk factors for developing PTSD (Ullman &
Filipas, 2001; Wenzlaff & Wegner, 2000; Williams et al., 2010).

Protective Factors: Despite the presence of risk factors, some individuals may not develop
PTSD or may only experience mild symptoms. This can be attributed to the presence of
protective factors that lower the likelihood of experiencing PTSD symptoms. Research
suggests that having good social support and self-efficacy are major protective factors against
PTSD (Brewin et al., 2000; Waldrep & Benight, 2008; VVogt et al., 2007). Social support
includes caring, loving, and listening assistance that helps individuals cope with a stressful
event and is provided by friends, family, groups, or even strangers. Self-efficacy, on the other

hand, refers to an individual's belief in their ability to achieve goals and overcome challenges
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(Ford et al., 2015). Several studies have also shown that intelligence, reading ability, and
education can act as protective factors for PTSD (Macklin et al., 1998; Schnurr et al., 2004;
Storr et al., 2007). However, it is important to interpret these findings carefully, as PTSD can
be experienced by individuals across all levels of intelligence, education, and reading ability,
both in adults and children.

1.1.4.14. Cultural Context and PTSD: The most recent edition of the DSM (APA,
2013) highlights the crucial role of cultural context in clinical practice more than previous
editions, emphasising the connection between social issues, cultural elements, and the diagnosis
of psychological problems. Although responses to trauma can vary across cultures, the
manifestation of pathological reactions to trauma often exhibits similar patterns. However, these
responses are intricately shaped by cultural and ethnic differences. Various cultures have their
own frameworks and help-seeking strategies for understanding and addressing psychological
issues, including PTSD (Schauer et al., 2011; Summerfield, 1997). Despite extensive research on
trauma reactions globally, psychological treatments and assessment tools have primarily been
developed from a Western perspective. Consequently, issues have emerged in cross-cultural
trauma research, stemming from differences in values, habits, and attitudes, where Western
diagnostic criteria and treatment approaches might not be universally applicable (Regel &
Joseph, 2017). As a result, researchers and clinicians have integrated the concept of "culturally
sensitive™ practices into their work to cater to the diverse needs of various groups (Schauer et al.,
2011). This approach has yielded promising results in the treatment of PTSD, leading to the
development of effective and culturally sensitive models, including Narrative Exposure Therapy
(NET), Culturally Adapted CBT, Narrative Therapy, and Eye-Movement Desensitisation and

Reprocessing (EMDR).

1.1.4.15. Comorbid Disorders of PTSD:
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PTSD is a prevalent mental health disorder among refugees, and it often co-occurs
with other psychological disorders. Comorbidity in this context refers to the simultaneous
presence of one or more additional psychological disorders alongside PTSD. Compared to
other mental health conditions, PTSD exhibits significantly higher rates of comorbidity. For
instance, a study by Spikol et al. (2022) reported that 80% of individuals with PTSD also met
the criteria for at least one other mental health condition. Commonly observed psychological
problems in individuals with PTSD include depression, anxiety, stress, and sleep disorders
(Forchuk et al., 2020; Mellman et al, 1995; Roszell et al., 1991; Sim, 2019). For example, a
national survey involving 5,877 participants found that PTSD symptoms frequently coexisted
with anxiety, depression, and substance abuse (Kessler et al., 1995). Brewin et al. (1996)
highlighted that in many cases, the comorbidity of PTSD with other disorders is likely to
contribute to emotional dysregulation. Emotional dysregulation can be influenced by an
individual's disrupted self-schema, often shattered by adverse traumatic experiences (Hijazi,
2014). Moreover, a systematic study conducted by Bogic et al. (2015) revealed that 68.4% of
refugees with PTSD also received a diagnosis of depression. Pukay-Martin et al. (2012)
reported similar findings, indicating that 63% of veterans with PTSD reported coexisting
symptoms of depression. Similarly, studies conducted in refugee populations have
highlighted the co-occurrence of PTSD with other disorders, such as psychoses (Cantor-
Graae & Selten, 2005), alcohol and substance abuse (Kessler et al., 1995), eating disorders
(Bhugra, 2003), suicidal behaviours (Bhugra, 2004a), and somatoform disorders (van der
Kolk et al., 1996a). Exploring potential comorbid disorders in individuals with PTSD is

crucial for successful and effective treatment.

1.1.4.1.6. Psychological Interventions for PTSD:

For the treatment of individuals diagnosed with PTSD, various approaches have been

introduced to provide comprehensive treatment and reduce the symptoms of PTSD, along
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with its commonly overlapping comorbid disorders. In the following chapter, several
treatment models will be introduced that are commonly used and recommended in trauma

therapy.

Cognitive Behavioural Therapy: CBT is increasingly recognised as the treatment of
choice for trauma survivors, supported by evidence-based research and its widespread
popularity. Authoritative organisations, such as the National Institute for Health and Care
Excellence (NICE, 2005) and the Institute of Medicine (2008), have recommended it as a first-
line treatment for PTSD. CBT is considered a trauma-focused therapy technique suitable for
individuals from diverse backgrounds who have experienced trauma. Its goal is to help
individuals reframe their thoughts about the traumatic experience and assign it a new meaning.
CBT employs a multifaceted approach that explores how thoughts, emotions, and attitudes
interact, teaching individuals to confront and overcome the distress, fear, and avoidance
associated with their trauma (Regel & Joseph, 2017). It is a problem-focused approach that
incorporates various elements to address the challenges faced by trauma survivors. The key
components of CBT include coping skills training, which focuses on developing effective
strategies to address PTSD-related problems. CBT involves reconstructing distorted cognitions
related to the trauma, and acceptance methods aim to help individuals accept trauma-related
emotions and thoughts without trying to avoid them (Nixon, 2006). While anxiety management
skills and cognitive restructuring are central to CBT, there are also related approaches and
techniques that can be integrated into the treatment process. These may include stress inoculation
training, Cognitive Processing Therapy (CPT), relaxation training, dialectical behaviour therapy,

and acceptance and commitment therapy (Bradley et al., 2005; Foa et al., 2009).

Overall, CBT equips trauma survivors with practical skills to manage anxiety,

challenge distorted thinking, and address the impact of trauma on their lives. Its effectiveness
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and adaptability to diverse populations have made it a widely recommended and utilised

treatment approach for PTSD.

Prolonged Exposure (PE): Prolonged Exposure (PE) Therapy has also gained
recognition as a first-line treatment for PTSD. Studies have found it to be effective in reducing
comorbid symptoms such as anger, guilt, and depression in trauma survivors (Kinzie, 2015). PE
focuses on confronting triggers related to the traumatic event or distressing elements that have
been avoided. Exposure is carried out through imagination, where individuals vividly relive their
traumatic experiences in the present moment, providing detailed information about their
emotions, thoughts, and physiological reactions. A hierarchy of imagination is constructed,
starting from the least disturbing or stressful event. Gradual exposure to the traumatic experience
allows individuals to work through each element in the hierarchy until habituation occurs.
Habituation is marked by a decrease in physiological responses and a reduction in emotional
arousal and PTSD symptoms. Another form of exposure used in PE therapy is real-life exposure,
also known as in vivo exposure. This technique involves direct or indirect confrontation with
events resembling the traumatic experience in real life. The goal is for discomfort to diminish
over time, with the expectation that eventually, no discomfort will be experienced (Bradley et al.,

2005; Foa & Kozak, 1986; Rothbaum et al., 1992).

Narrative Exposure Therapy: NET was developed by Schauer et al. (2005) specifically
for treating mental health problems among refugees residing in post-conflict areas. It has been
acknowledged as an effective and short-term therapy approach. The treatment involves
emotional exposure to traumatic memories and the reorganisation of these memories into a
coherent chronological narrative (Robjant & Fazel, 2010). NET combines elements from
Testimony Therapy (TT) and PE. TT focuses on creating a comprehensive life span narrative
from birth to the present, aiming to provide a sense of continuity and coherence to the

individual's life (Markved et al., 2014). PE, on the other hand, facilitates safe confrontation with
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avoided thoughts and memories related to the traumatic event (Foa et al., 2007). The core focus
of NET is the habituation of intrusive symptoms during the reconstruction of autobiographical
memories of traumatic experiences (Neuner et al., 2002). The therapy typically involves four key
phases: diagnosis and psychoeducation, constructing a lifeline representing the individual's life
story, narrating the lifeline by recounting the traumatic experiences, and finally, reviewing and
signing the document that summarises the narrative (Schauer et al., 2011).

NET provides a structured framework for trauma survivors to process and integrate
their traumatic experiences into a coherent narrative. Through engaging in the therapy
process, individuals could confront and make sense of their past traumas, thereby reducing
the distressing symptoms associated with PTSD.

EMDR: EMDR technique is another technique recommended by NICE guidelines for the
treatment of PTSD (NICE, 2005). Its primary objective is to reduce avoidance of the traumatic
event and facilitate the development of a coherent memory of the experience (Ehlers et al., 2010;
Schnyder et al., 2015). During an EMDR session, the therapist guides the patient to focus on an
image, memory, and bodily sensations associated with the traumatic event, which holds personal
significance for the patient (Ford, 2018). Concurrently, the patient engages in a secondary task,
such as tracking the therapist's finger, listening to a specific sound, tapping their own fingers, or
employing the butterfly hug method. This process is designed to restructure the working memory
(Shapiro, 1989; Shepherd et al., 2000), aiming to eliminate maladaptive and unhealthy
behaviours linked to the traumatic event. EMDR's efficacy is attributed to the 'dual taxation'
paradigm, where the individual recalls a stressful event while simultaneously performing one of
the secondary tasks mentioned above. By engaging in these simultaneous activities, both tasks
compete for limited working memory resources. As a result, the distressing memory becomes
less emotionally charged and vivid. The dual taxation process maximises the working memory

load, leading to successful treatment, memory reconsolidation, and less intense recall of the
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distressing events in subsequent sessions (Cuperus et al., 2019; Gunter & Bodner, 2008; van den
Hout & Engelhard, 2012; van Schie et al., 2015).

Multimodal Approaches: Multimodal approaches have emerged as effective strategies
for addressing a wide range of issues faced by traumatised refugee populations, encompassing
acculturation challenges, economic hardships, and physical health concerns, in addition to
targeting psychological problems. The fundamental premise of multimodal approaches is rooted
in the acknowledgment that refugees encounter diverse stressors and obstacles across the various
phases of migration (Reid et al., 1990). While certain studies have provided evidence supporting
the efficacy of multimodal approaches for refugees, other research, such as the study conducted
by Nickerson et al. (2011), has indicated limited effectiveness in the treatment of PTSD and
other associated mental disorders, particularly when compared to trauma-focused interventions.
1.2. Syrian Civil War
1.2.1. Background of Syrian Civil War

The Arab Spring, a series of uprisings that unfolded in the early 2010s, left a lasting
imprint on several Arab countries. Its genesis can be traced back to a street vendor's self-
immolation in Tunisia, an act of protest the deteriorating economic situation and the Tunisian
government. In Syria, Bashar al-Assad ascended to the presidency in 2000, succeeding his
father Hafez al-Assad. Like his predecessor, Bashar al-Assad maintained authoritarian rule
and consolidated power within his family, aggravating the existing discontent among Syrians
and exacerbating the country's economic challenges (Davis & Alchukr, 2014). Initially, the
protests in Syria commenced as peaceful demonstrations advocating for democratic reforms,
the rescinding of specific laws, and economic transformations in the early months of 2011.
However, following the aggressive response of military forces to schoolchildren who
expressed anti-government sentiments by inscribing graffiti on a wall, the protests rapidly

escalated into widespread civil unrest by March 2011. The Syrian government labeled the
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protestors as terrorists, resulting in a full-fledged armed conflict between the government and
the opposition (Davis & Alchukr, 2014; Hove & Mutanda, 2015). This protracted conflict
continues to produce far-reaching socio-economic and political ramifications both within
Syria and globally.
1.2.2. Socio-Political Impact of the Syrian Civil War

The Syrian Civil War continues to have extensive and far-reaching socio-political
consequences both within the country and globally. The conflict has led to the displacement
of more than 5 million people internationally and nearly 7 million internally, causing
numerous casualties and injuries (UNHCR, 2023a). With Syria emerging as the largest source
of refugees worldwide, the majority of those displaced have sought shelter in neighbouring
countries such as Turkiye, Lebanon, Jordan, Irag, and Egypt (STATISTA, 2023; UNHCR,
2023b). Since 2015, Europe has also become a significant destination for Syrian refugees,
giving rise to debates and crises surrounding their human rights protection in European
nations. In 2016, the European Union (EU) brokered an agreement with Turkiye to manage
the flow of Syrian refugees into Europe. This arrangement stipulated that migrants not
eligible for asylum and crossing from Turkiye to Greece would be sent back to Turkiye after
March 2016. Consequently, only a small portion of Syrians were deemed eligible for
resettlement in Europe, leading to a buildup of refugees at Turkish borders. Desperate to enter
the European zone, many resorted to perilous sea voyages, resulting in multiple fatalities in

the Mediterranean Sea (Commission Européenne, 2016; UNHCR, 2017).

The successful resettlement of Syrian refugees in new countries has brought about
multifaceted implications for host nations in terms of their social, economic, and political
dynamics. Jordan, as one of the neighbouring countries, has encountered challenges in
catering to the needs of Syrian refugees, particularly in areas such as education, healthcare,

housing, and energy (Fakih & Ibrahim, 2016). Limited employment opportunities for
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refugees in these host countries have led many to seek work in sectors like construction and
agriculture, leading to tensions with local residents who perceive this as competition for jobs,
particularly in middle-income nations (e.g., Achilli, 2015). In Europe, countries like Germany
and Sweden have accommodated a significant number of Syrian refugees, facing hurdles
related to family reunification, poverty, and unemployment, further compounded by the
impact of the COVID-19 pandemic. Host nations grapple with the dual challenge of meeting
the needs of Syrian refugees while sustaining their national welfare systems and addressing
the concerns of their own citizens (Stramme, 2020). Given the widespread dispersal of
Syrians seeking asylum in over 130 countries, the socio-political ramifications of the Syrian
Civil War transcend borders, affecting host countries and their populations worldwide
(UNHCR, 2011a).
1.2.3. Psychological Impact of the Syrian Civil War

The Syrian Civil War has left a profound mark on the psychological well-being of
Syrians. The conflict has exposed individuals to a range of traumatic experiences, including
loss, violence, the constant threat of death, insecurity, and displacement. As a result, there has
been a significant prevalence of mental health disorders within the population, including
conditions like PTSD, depression, anxiety, and substance abuse (Alpak et al., 2015; Jefee-
Bahloul, 2014; Kirmayer et al., 2011). A recent study by Kakaje et al. (2021) revealed that
around 60% of individuals living in Syria reported moderate to severe mental health issues.
Displaced Syrian refugees, in particular, face an elevated risk of developing mental health
problems. Post-migration factors such as an uncertain future, housing difficulties, food
scarcity, psychological distress, social isolation, unemployment, cultural barriers, and
challenges adapting to new societies have a more significant detrimental impact on mental
health than pre-migration factors like prior traumatic experiences, preexisting psychiatric

disorders, familial bereavement, and exposure to violence (Demirbas & Bekaroglu, 2013;
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DiGangi et al., 2013; Ford et al., 2015; Teodorescu, 2012). These findings underscore the
substantial psychological toll that the Syrian Civil War has exacted on Syrians, both those
who remain in conflict-affected regions and those who have been displaced. Efforts aimed at
addressing the mental health needs of Syrians should account for the intricate interplay of
pre- and post-migration factors, offering comprehensive support to foster psychological well-
being and resilience within this population.

1.2.4. Turkiye’s Position in Syrian Civil War

The Republic of Turkiye is a signatory to the 1951 Refugee Convention and the 1967
Protocol, thereby adhering to the geographical limitations established by these agreements.
The 1951 Convention recognises resettlement in a third country as the preferred solution for
refugees displaced due to events occurring outside of Europe (UNHCR, 2011b).

Turkiye, owing to its political and geographical position, has borne a significant
burden as one of the neighbouring countries impacted by the Syrian Civil War. Since October
2011, the nation has implemented an "open door and border” policy for displaced Syrians,
offering them “temporary protection™. This policy ensures that individuals of Syrian
nationality seeking international protection will not be forcibly returned to Syria and will be
safeguarded within the borders of Turkiye (UNHCR, 2011a). (Even though the term ‘refugee’
does not accurately characterise the Syrians living in Turkey, due to its common use in the
literature, it will be preferred for this population through out this study). Estimates from
2015 suggested that Turkiye was hosting over a million Syrians in 22 camps spread across
different regions of the country (UNHCR, 2015a). Although some Syrians officially enter
Turkiye and receive a residence permit, others cross the borders unofficially and remain
unrecorded by Turkish authorities, making it challenging to accurately estimate the total
number of Syrians in the country. As of the end of 2022, the number of Syrians under

temporary protection in Turkiye was estimated to exceed 3.5 million, making Turkiye the
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host of the largest refugee population globally (UNHCR, 2021a). The substantial influx of
refugees has posed a significant "refugee crisis" for Turkiye, prompting the government to
take a more central role in managing aid and strategic goals for the successful resettlement of
Syrians. Efforts have been directed toward ensuring education for Syrian children within the
Turkish education system and establishing a labor policy for Syrian refugees to encourage
workforce participation. The government has also aimed for greater international
involvement in managing Syrian migration (Hoffman & Samuk, 2016). However, the
overwhelming influx of refugees has led to social integration challenges for both the Syrian
refugees and Turkish citizens, impacting various dimensions, including the economy, society,
politics, and healthcare (Arenliu et al., 2020). The scale and complexity of the refugee crisis
necessitate continuous efforts and adjustments from the Turkish government to effectively

manage the situation and address the needs of both refugees and the host population.

1.3. Rationale of the Study

Cultural differences play a crucial role in shaping individuals' experiences of
psychological challenges and their perceptions of what is considered normal or pathological.
The cultural context profoundly influences how symptoms manifest, the duration and severity
of psychological issues, and the overall nature of mental disorders. Therefore, considering
cultural factors is essential when developing mental health interventions for diverse
populations, especially those impacted by war, such as refugees. Several research studies,
including those by Davidson et al. (2004), Kirmayer et al. (2015), and Rosenberg et al. (2007)
have highlighted the significant influence of cultural elements on mental health. These
studies consistently underscore the importance of culturally sensitive approaches to
understand and address psychological issues. When providing mental health services to
refugee populations, it is crucial to consider the cultural backgrounds, beliefs, values, and

norms that individuals bring with them. Culturally sensitive interventions aim to bridge the
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gap between Western-developed psychological treatments and the intricate cultural contexts
of refugees. These interventions are meticulously tailored to incorporate cultural meanings,
language nuances, religious beliefs, and existing social support systems. Such comprehensive
approaches ensure that mental health care is not only effective but also appropriate and
resonant with the cultural realities of those seeking help.

The Syrian refugee crisis has raised significant concerns about the mental well-being
of displaced populations, especially in the context of Turkiye. As efforts continue to establish
effective and inclusive mental health programs for refugee communities, the need for
culturally sensitive interventions has become increasingly evident. The crisis has emphasised
the importance of providing trauma-oriented interventions tailored to the unique needs of the
displaced Syrian refugee population. However, there remains a noticeable research gap
regarding the effectiveness of NET specifically within the Syrian refugee population in the
Turkish context. Therefore, this study aims to investigate the feasibility and potential
effectiveness of NET, an evidence-based trauma-focused therapy technique, among displaced
Syrian refugees in Turkiye. The study's overarching goals encompass addressing the existing
gap in the literature, exploring the effectiveness of a culturally sensitive mental health
intervention in this particular context, assessing the adaptability of NET in light of specific
cultural and contextual factors, acknowledging and meeting the unique mental health needs
of displaced Syrian refugees, and contributing significantly to the development of an
effective mental health program tailored to this population. In preparation for the intervention
study, a preliminary research phase was conducted to anticipate and understand potential
barriers, challenges, and contextual conditions that might hinder the effective delivery of
NET and limit its positive impact within therapy sessions for the displaced Syrian population
in Turkiye. This preliminary research involved collaborating with healthcare professionals

actively involved in providing care to Syrian refugees. The primary aim was to gather
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insights and perspectives from these experienced professionals, who have direct and frontline
experience with the refugee population. The valuable findings obtained from this preliminary
research phase significantly contributed to the development of a culturally sensitive and
contextually appropriate NET intervention. Furthermore, it recognises the insufficiently
established prevalence rates of mental health problems, including PTSD, depression, anxiety,
and related disorders among externally displaced Syrian refugees. Several factors have
contributed to this knowledge gap, such as the inherent diversity within the refugee
population, cultural differences, and the limited research conducted within this specific
context. Therefore, this study also seeks to address this research gap through a systematic
review that systematically gathers and synthesises existing evidence on the prevalence rates
of these mental health problems among the displaced Syrian refugee population. Moreover,
the study seeks to investigate potential correlations between these mental health issues and
various demographic characteristics within this population. This review served as a
foundational step in understanding the existing landscape of mental health issues within this
context. Subsequently, a focus group was convened to gain valuable insights into the
practical feasibility of implementing NET as an intervention within the displaced Syrian
population in Turkiye. Building upon the findings derived from both the systematic review
and the insights gathered through the focus group discussions, the subsequent phase of the
research involved the implementation of the NET intervention with Syrian participants. This
phase aimed to assess the feasibility and potential effectiveness of NET in alleviating
symptoms associated with PTSD, depression, anxiety, and stress within this specific
population. The rationale of each study is discussed in detail under the relevant chapters.

In summary, this research adopts a multifaceted approach, combining a systematic
review, focus group discussion, and intervention implementation, all with the overarching

goal of addressing the mental health needs of displaced Syrian refugees in Turkiye. By
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synthesising existing knowledge, understanding the contextual challenges, and evaluating the
potential of a culturally sensitive intervention, this study aims to contribute to the

enhancement of mental health services for this vulnerable population.
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Chapter 2: A systematic review of prevalence and correlates of
Post-Traumatic Stress Disorder, Depression and Anxiety in the

displaced Syrian population*

(This chapter was submitted to Journal of Affective Disorders Report and published in

2022. See Appendix A for journal guidelines)

*Aysazci-Cakar, F., Schroder, T., & Hunt, N. (2022). A systematic review of prevalence and
correlates of post-traumatic stress disorder, depression, and anxiety in displaced Syrian
population. Journal of Affective Disorders Reports, 100397.

https://doi.org/10.1016/j.jadr.2022.100397.

2.1. Introduction

Since the beginning of the civil war in Syria in March 2011, the world has confronted
one of the largest displaced migration waves in our era, with the dislocation of at least 5.6
million Syrians seeking safety in different countries (UNHCR, 2021b). Due to displacement
inside the country, seeking shelter out of the conflict area, around 13.1 million people from
Syria need humanitarian assistance (updated in August 2023 as 15 million- UNHCR, 2023c).
In 2013, Syria became the main country of origin of asylum seekers in 44 industrialised
countries in Europe, North America, and the Asia Pacific region (UNHCR, 2015b). Due to
countries’ policies toward refugees and closeness to the conflict area, Turkiye, Lebanon,
Jordan, Irag, and Egypt have become the leading neighbouring countries (UNHCR, 2021b)
allowing access to this vulnerable population. Since the summer of 2015, Europe has been a
new destination for Syrian citizens mainly crossing through Turkiye to enter Greece for

possible onward travel. The ‘Syrian crisis’ has prompted greater attention from European
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countries (Yazgan et al., 2015) in the face of an overwhelming and unstoppable influx of
Syrians into Europe. Germany and Sweden have the highest Syrian displaced population in
Europe (Bitoulas, 2015). Forced displacement has a detrimental impact on people’s integrity
of self, existence, health, and mental well-being (Boehnlein et al., 2016; Ozkaleli, 2018;
Welsh & Brodsky, 2010). The migration period involves distinctive transitions. Before forced
migration, refugees may have experienced or witnessed physical, psychological, and sexual-
or gender-based violence (Giacco et al., 2018); during migration they may face uncertain and
challenging journeys. After arriving in a safe country, they may face numerous challenges
and post-migration stressors. They may experience uncertainty about their legal status and
future, worry about people left behind, discrimination and adverse political climate,
loneliness and boredom, prohibition to work, disruption of education for children, and
problems with language and culture (Kirmayer et al., 2011; Miller & Rasmussen, 2010).
Researchers have shown interest in the dose-response relationship between trauma exposure
and psychological distress in refugees (Mollica et al.,1998a, 1998b; Steel et al., 2009). There
is a strong relationship between the complexity of trauma and psychological disorder: the
more types of traumas to which participants were exposed, the greater the PTSD, anxiety, and
depression symptoms they exhibited (Nickerson et al., 2015). Associations with
psychopathology occur not only with traumatic experiences before migration but also with
living in the host country (e.g., Hunt & Gakenyi, 2005; Silove et al., 1997). PTSD,
depression, and anxiety disorders are the most common psychological problems among
displaced populations affected by war trauma and having adverse life experiences (Morina et
al., 2018). In a systematic review of studies encompassing nearly 7000 refugees residing in
Western countries, Fazel et al. (2005) found that they were ten times more likely to develop
PTSD than corresponding age groups in those countries, with a prevalence range of 3—-86%

for PTSD and 3-80% for depression. Studies investigating the prevalence of psychological
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problems vary in terms of diagnostic methods (clinical interview or self-reports) and
instruments applied. Some assessment tools lack validity, having been originally developed
for Western civilisation and not standardised for different ethnicities, and there are challenges
with cross-cultural understanding and interpretation of assessments. Studies also vary in
terms of the severity and number of traumatic events and the extent of exposure to violence
reported, sociodemographic characteristics of samples, ongoing threats that refugees are
facing, and other post-migration stressors (Steel et al., 2009; Naja et al., 2016; Bogic et al.,
2015). In addition to the psychological impact of war and conflict on the displaced
population, host countries may face hardship to meet even the basic needs of asylum seekers
and their inhabitants may confront political and societal challenges (Yalim & Kim, 2018).
Since the civil war in Syria started, neighbouring countries have struggled to manage the
huge migration wave politically, societally, and economically, even though they receive aid
from international organisations (e.g., UNHCR) and Western countries. For example,
Lebanon has the estimated highest numbers of refugees per capita in the World with 1.5
million displaced Syrians in a total population of 6.8 million (UNHCR, 2021c), which makes
it hard for the country to sustain and address the needs of both its own citizens and of Syrian
refugees. Thus, the ‘Syrian crisis’ has evolved into a ‘Lebanese-Syrian crisis’, due to the
shortage of resources caused by the widespread presence of Syrians (Hendaus et al., 2021). In
a UNHCR Mental Health Report, EI Chammay et al. (2013) reported that only 1% of Syrians
in Lebanon had access to mental health services due to a lack of service delivery and
economic problems. Studies over the past decade have documented the dramatic increase in
psychological distress in the Syrian displaced population. More than half of the 22 million
Syrian people are estimated to be in need of psychosocial support (Moghaddam et al., 2017)
and the majority of Syrian refugees have experienced at least three traumatic events during or

after their migration (Ibrahim & Hassan, 2017). However, given the vast influx of Syrian
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refugees in resettlement countries, addressing their mental health difficulties is generally not
a priority. Due to a lack of appropriate services for addressing this population’s basic needs
such as food, safety, and accommodation, there is little scope for mental health service
delivery. Several studies have investigated the prevalence of mental health problems in the
displaced Syrian population. A cross-sectional study conducted in Sweden reported a high
prevalence of PTSD (29.9%), depression (40.2%), and anxiety (31.8%) among 1215 Syrian
refugees having a residency permit (Tinghog et al., 2017). Acarturk et al. (2018) found a
higher prevalence of PTSD (83.4%) and depression (37.4%) in 781 externally displaced
Syrian citizens residing in a camp in Turkiye. Considering the dramatic numbers of displaced
Syrians in need of psychological treatment, this population needs immediate psychological
support around the world. It is crucial for their adjustment to new countries and sustained
well-being to respond appropriately to their psychological problems. Refugees and asylum
seekers may differ in manifesting their psychological problems in terms of their socio-
economic and demographic characteristics, though findings are mixed. However, it was
demonstrated that female refugees have worse mental health than male refugees (Schubert &
Punamaki, 2011; Schweitzer et al., 2006). Some studies highlighted that marital status, socio-
economic and resettlement status and length of stay, settlement type, traumatic life
experiences, and educational level are also associated with worse mental health status
(Bhugra, 2004b; Bhui et al., 2003; Burnett and Ndovi, 2018: Lindencrona et al., 2008; Sir &
Ozkan, 1998). Even though findings showing the association between mental health problems
and demographics of refugees vary, it is crucial to investigate the possible impact of these
characteristics on refugees’ well-being; enabling governments, policy-makers, and healthcare
professionals to handle this population’s mental health problems better and in time. Delayed
access to mental health care after resettlement increases the risk of depression more than

fourfold and PTSD more than threefold in traumatised refugees exposed to adverse life
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experiences (Song et al., 2018). Improving and detecting mental health problems in the early
stages of immigration might better facilitate the adjustment of refugees and might have a
subsequent positive impact on their resettlement problems (Blight et al., 2006; Hollander,
2013). Considering the scarcity and inconsistency of studies indicating the prevalence of
psychological problems and determining the correlations between demographic
characteristics and mental health problems of this disadvantaged population; this systematic
review aims to investigate the prevalence of PTSD, depression, and anxiety in the externally
displaced Syrian population. Furthermore, it aims to investigate the correlations between
these mental health problems and Syrian refugees’ demographic characteristics: sex, marital
status, educational level, economic status, traumatic events experienced, resettlement period,
residing country, legal status, and settlement type. These variables are compared and
analysed for demonstrating the possible outcomes/reasons for risk and protective factors for
the displaced Syrian population’s mental health status. To our knowledge, this systematic
review is the first study investigating the prevalence and correlates of common psychological
problems in the externally displaced Syrian population in both low-income and high-income

countries.

2.2. Method

2.2.1. Search Strategy

EMBASE, MEDLINE, Psycinfo, CINAHL and Web of Science databases were
searched with the keywords of ‘Mental Health’, ‘Psychological Problems’,
‘Psychopathology’, ‘Prevalence’ and ‘Syrian’ using truncations, combinations of Boolean
operators (AND, OR, NOT), parenthesis (““ ), and Medical Subject Headings (MeSH)
between January and March 2021. The search strategy and key terms used in different

databases are represented in Table 1. No language restriction was applied, the search was
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limited to only peer-reviewed/scholarly articles and the time frame was between March 2011

(the beginning of the Syrian Civil War) and March 2021.

Table 1

Search strategy and key terms used in databases

EMBASE MEDLINE PSYCINFO CINAHL Web of Science
Number
1 “MENTAL” Psychological* “MENTAL HEALTH” “Mental Health” “Mental Health
2 “PSYCHOLOGIC*” Mental Health/ or “PSYCHOLOGICAL OR Problem*”
Mental* or Mental PROBLEM*” “Psychological OR
Disorders/ Problem” “Psychological Disorder*”
3 “PSYCHOPATHOLOG*”  Psychopatholog* ~ “PSYCHOLOGICAL OR OR
DISORDER*” “Psychological “Psychological Problem*”
4 “PREVALENCE*” Prevalen* “PSYCHOPATHOLOGY»  Disorder” OR
5 “SYRIAN*” Syria* “PREVALENCE” OR “Psychopatholog™”
6 10R20R3 10R20R3 “SYRIAN*®” Psychopathology™  AND
OR “Prevalence”
7 4 AND 6 4 AND 6 10R20R30R4
“Mental Illness” AND
8 5AND 7 5AND 7 5AND 7
AND “Syrian”
9 Limit 8 to “adult (18-65) Limit 8 to “all 6 AND 8
“Prevalence” NOT
and (65+ years)” adult”
AND “Adolescen*”
“Syrian” NOT
“Children”
NOT

s

‘Systematic Review”

2.2.2. Selection and Screening Process

This review follows the guideline of Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) (Moher et al., 2009). A flow diagram of the literature
search based on the PRISMA is presented in Figure 1. The registration for the PROSPERO
database was completed in March 2021. The review was accepted with the protocol number
CRD42021241360. To frame and refine the review question, the PICO model (Eriksen &

Frandsen, 2018) was utilised. PICO contains the components of (P)opulation (Adult Syrian
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population), (I)ntervention/(I)nterest (prevalence of PTSD, Anxiety and Depression), (C)

ontext/(C)omparison (displaced Syrian population due to Syrian civil war) and (O)utcomes

(correlates between these mental health problems and Syrian people’s demographics).

Primary inclusion and exclusion criteria for this review are represented in Table 2.

Table 2

Inclusion and Exclusion criteria of studies

Inclusion Criteria

Exclusion Criteria

Rationale

Sample

Characteristics

-Externally displaced
Syrian population
(residing out of Syria)
-Syrians affected by the
Syrian Civil war
-Adult Syrians (18 and
over)

-No gender restriction

-Internally Displaced Syrian
population

- Mixed ethnicity (presence
of other refugee populations
with Syrians)

-Specified population (e.g.,
only women or elderly
people, children, only

parents, married couples)

The aim of the study

Method Quantitative Studies Qualitative Studies, To investigate the
only utilising validated Randomised Controlled prevalence/percentages of mental
Diagnostic or Screening  Studies, Systematic health problems
methods Literature Reviews, Case-
studies
Study design Only Cross-sectional Further studies of To capture mental health problems
studies and Cohort longitudinal research and their percentage in a point of
studies (only baseline time, obtaining multiple variables at
measurements were the time of the data snapshot
considered)
Outcomes Percentages or cut-offs Mean scores, poor statistical ~ To obtain prevalence data

reporting




Types of PTSD, Depression, and

diagnosis Anxiety

The most common mental health

disorders of refugees

Publication date  March 2011 to March

2021

Beginning of the Syrian Civil War

and the end of the literature search

Publication Online bibliographic
Location databases (only peer-
reviewed/scholarly

journals)

Dissertations, Conference
Proceedings, Gray

Literature, Reports

To obtain reliable and trustworthy

data
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Figure 1 presents the inclusion and exclusion process of the screening studies. During

the database searching, a total of 319 studies were screened. Additionally, 28 studies were

detected with hand-searching of literature, saved alerts from the databases, and the help of the

librarians of the University of Nottingham. After the title screening, 78 studies were removed

from the list because of the duplications across databases. The abstract screening was carried

out with 269 studies and 235 studies were excluded due to the aims of the studies which are

out of the scope of this review. Full search screening was carried out with a Screening tool

created by the first author for the detailed full-text retrieval. During the full-text screening, 4

additional studies were detected from the bibliographies of the studies screened. Each paper

was read carefully to identify whether they meet inclusion criteria. 17 studies were excluded

during this process and a total of 21 studies met the eligibility criteria.

2.2.3. Data extraction

A data extraction tool was developed to tabulate and analyse data across the included

studies and to compare their different outcomes. It describes each study in detail such as the

location of the study, demographics of the sample, and context and measurements used for

data collection.
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2.2.4. Quality appraisal

The Joanna Briggs Institute (JBI)’s Critical Appraisal tool for prevelance data was
utilised for the assessment of risk of bias in the included studies (See Appendix B). This
enabled a rigorous process for evaluating the quality of studies and investigating the
possibility of bias in their design, measurement, classification, conduct, and analysis. After
full-text searching, a total of 21 studies met full eligibility criteria. Quality appraisal of was
initially completed by the first author and then checked for reliability by the second and third
author reviewing one half of studies each. Consequently, three studies were excluded from
the final list due to insufficient sample size, inadequate detail about study participants,
psychometric concerns toward the validity and reliability of the measurements, and
difficulties in the measurement of PTSD. There were disagreements for only two studies,
which were resolved by discussion. Consequently, one study was included, and the other
study was excluded because of the sampling method and the aim of the study. The JBI

Quality Appraisal scores for each study are outlined in Table 3.
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Figure 1

PRISMA 2009 Flow Diagram

Figure 1

PRISMA 200% Flow Diogram
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2.2.5. Data synthesis

To answer the review questions, the prevalence and correlates of PTSD, depression,
and anxiety and the demographics of the Syrian population (sex, marital status, education
level, economic status, legal status, number of traumatic events experienced, resettlement

period, and residing country) are analysed descriptively in an organised structure.

Quantitative outcomes are represented in Table 4, indicating that findings are not
robust and differ in evaluating the demographics (for example, classification of employment
status or education levels), and in applying a variety of measurement tools. For example,
while some studies report the PTSD prevalence of female and male participants separately,
others presented their outcomes together. As a result, the outcomes were synthesised and
analysed descriptively according to each demographic.

2.3. Results

Seventeen studies met full eligibility criteria and were included in this review. Despite
the systematic search of the literature having no language restriction, only studies in English
remained on the final list. The demographics of the included studies are represented in Table
4. Atotal of 9061 Syrian participants were included in this review with 50.1% (4492) female
and 49.9% (4474) male. The marital status, education level, economic status, traumatic
events experienced, resettlement period and residing country, and legal status and settlement
type are analysed descriptively in Tables 3 and 4. Because of missing cases, the numbers do
not add up to the total population. The numbers are presented as they were reflected in the
original articles. In general, the prevalence of PTSD, depression, and anxiety varies across
studies. It is between 11.4% (Georgiadou et al., 2018) and 83.4% (Acarturk et al., 2018) for
PTSD, 14.5% (Georgiadou et al., 2018) and 70.5% (Tekeli-Yesil et al., 2018) for depression,
and 13.5% (Georgiadou et al., 2018) and 47.7% (Javanbakht et al., 2019) for anxiety. The

confidence interval (95%) of PTSD prevalence of included studies is likely to fall between
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23.26 and 42.63% with a mean of 32.95% (SE=4.48). The prevalence of depression is
between 30.29 and 50.53%, with a mean of 40.41% (SE=4.47) and anxiety is between 17.66
and 48.93% with a mean of 33.3% (SE=5.62).
2.3.1. Sex and PTSD, Depression and Anxiety

Overall, 14 studies aimed to investigate the association between sex and symptoms of
PTSD, depression, and anxiety in the externally displaced Syrian population. The relationship
between mental health problems and sex varies across studies, but while most studies
reported that being female is highly associated with experiencing PTSD, depression, and
anxiety; 6 studies found no relationship between sex and these disorders. Nine studies (N =
4974) assessed the relationship between sex and PTSD. Among those, five studies reported
that being female is significantly associated with developing PTSD. (Acarturk et al., 2018
[OR=4.1 (95%Cl) (0.4-6.8), p<.001]; Kaya, 2019 [OR= 2.8 (95%ClI) (1.75-4.47), p<.001)];
(Sagaltici et al., 2019), (B;.41, p<.001); Acarturk et al., 2020 [OR= 1.84 (95%ClI) (1.33—
2.54), p<.001]; Alpak et al., 2015 (46.2%, p<.001)). Three studies had found no significant
relationship between sex and PTSD symptoms (Georgiadou et al., 2018; Kazour et al., 2017;
Chung et al., 2018a). On the other hand, one study had reported higher PTSD symptoms
among male participants, but no correlation was found (Basheti et al., 2019) between sex and
PTSD symptoms. Nine studies (N = 5661) assessed the relationship between sex and
depression. Five studies reported that being female is significantly associated with developing
depression (Acarturk et al., 2018, [OR=5.1 (95%ClI) (3.2-8.1, p<.001)]; Poole et al., 2018,
[OR=3.23 (95%CIl) (1.21-8.62), p = 0.019]; A. Javanbakht et al., 2019 (58.8%, p=.03); Kaya
et al., 2019, [OR= 2.7 (95%Cl), (1.74-4.41), p=.004)]; Acarturk et al., 2020, [OR=1.86
(95%Cl) (1.44-2.42), p<.001]. Four studies found no relationship between sex and
depression (Gammouh et al., 2015; Naja et al., 2016; Georgiadou et al., 2018; Tingh“og et al.,

2017). Three studies (N = 3050) assessed the relationship between sex and anxiety. Two
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studies reported that being female is significantly associated with developing anxiety disorder
(Javanbakht et al., 2019 (52.7%, p=.01); Acarturk et al., 2020, [OR=2.44 (95%Cl) (1.87—

3.19),



Table 4

Demographics of the included studies
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Article Study design S%mple Gender
1ze N/(%) Marital Employment
N TEE Education Level Economic Status
(N) Status Status
N/ (%) N/ (%)
N/ (%)
Women Men (Mean) M/S/O
N/ (%) None Low Medium High Low Enough Yes No
1 Alpak etal., 2015 Cross- 352 173 179 371 M= 304 (86.4) 60 149 121 22 164 188
sectional (49.1)
(50.9) S=46 (13.1) (17.0) (42.3) (34.4) (6.3) (46.4) (53.4)
0=2(0.5)
2 Chung et al., 2018a Cross- 564 183 381 8.36 M=85 (51.0) 101
sectional
(34%) (66%) S=72 (43.0) (60%)
65 (39%)

0=11 (6.0)



Gammouh et al.,

2015

Kazour et al., 2017

Naja et al., 2016

Tinghog et al., 2017

Jefee-Bahloul et al.,

2014

Cross- 765
sectional

Cross- 452
sectional

Cross- 310
sectional

Cross- 1215
sectional

Cross- 354
sectional

425

(55.6)

252

(55.6%)

189

(61.2%)

452

(37.2%)

168

(47.5%)

340

(44.4)

200

(44.2)

120

(38.7%)

763

(63.8%)

186

(52.5%)

4.2

M= 656 (85.8)

S=109 (14.2)

M= 356 (81.7)

S= 68 (15.6)

0=12 (2.8)

M=262 (84.5)

S=31(10.0)

0=17 (5.5)

M=771 (63.5)

S= 386 (31.8)

0=58 (4.7)

97

(12.7)

167

(37.5)

52

(16.8)

(744)

(61.3)

668

(87.3%)

219

(49.2)

199

(64.2)

40

(9.0)

45

(14.5)

19

4.3)

14

(4.5)

471

(38.7)

651 114 111

(85.1) (14.9) (24.9)
94
(30.3)

64

335

(75.1)

116

(69.7)



8 Tahaetal., 2016

9 Poole et al., 2018

10 Tekeli-Yesil et al.,
2018*

11 Acarturk et al., 2018

12 Basheti et al., 2019

Cross-

sectional

Cross-

sectional

Cross-

sectional

Cross-

sectional

Cross-

sectional

820

135

285

781

186

506

(61.7)

55

(40.7%)

141

(49.5)

444

(60.6)

87 (46.8)

313

(38.2) 8.1

80

(59.3%)

144

(50.5)

289

(39.4)

99

(53.20)

M= 743(91.6)

$=53 (6.6)

0=15 (1.8)

M= 99 (74.4)

S= 34 (25.6%)

M= 228 (81.2)

S=41 (14.6)

0=12 (4.3)

M= 628 (86.4)

S=61(8.4)

0=38 (5.2)

M=82 (44.0)

$=82 (44.0)

15

(11.4)

16 (5.6)

96

(13.1)

20

(10.8)

308

(51.0)

29

(22.0)

115

(40.4)

642

(86.9)

32

(17.2)

90
233 63 (11)
(38.6) (10.5)
38 50
288) (37.9)
123 31 103
(10.9)
(43.2) (36%)
266
(34%)
38 9
(20.0) (510)

65

728

(89)

182

(64%)

515

(66%)



13 Georgiadou et al.,
2018

14 Acarturk etal., 2020

15 Sagaltici et al., 2019

16 Javanbakht et al.,
2019

Cross- 200
sectional

Cross- 1678
sectional

Cross- 342
sectional

Cross- 157
sectional

61 (30.5)

866

(51.6)

179

(52.3)

74 (47.1)

139

(69.5)

812

(48.4)

163

(47.7)

83 (52.9)

0= 23 (12.0)

M=119 (59.5) - -

S=74 (37.0)

0=7(3.5)

M= 145 (84.9) 137 765

$=131 (7.8) 8.2) (45.6)

0= 118 (7.0)

M=284 (83.0) 216 (63.2)

S/0= 58 (17.0)

M=116 (74.4)  11(7.1) 50

S=32(20.5) (325)

0=8(5.1)

650 116
(38.8) (6.9)
126 (36.8)

34 12
(46.6) 78

731

(43.6)

942

(56.1)

66



17 Kaya et al., 2019 Cross- 420 237
sectional (56.4)
Total (N) 9,061 4,492
(%) (50.1%)

183 (43.6 137

4,474

(49.9%)

M= 356 (84.7)

0=66 (15.3)

M=5,2342

(75.8%)
S/0=1665

(24.2%)

375 (89.2)

45

(10.8)

255

(61.9)

1,637°

(57.3)

165

(38.1)

1,221°

(42.7%)

118

(28.2)

946°

(29.2%)

67

302

(71.8)

2,296°

(70.8%)

Note. (Listed studies above are represented by the authors)

TEE=Traumatic Event Experienced, Marital Status (M= Married, S= Single, O= Others), non= 0 years, Low= 1-6 years, Med= 7-12 years, High= above 12 years.

*This study sampled Syrian population living in Nizip (Turkiye) and Jarabulus (Syria). However, only the demographics of Syrian Refugees residing in Turkiye were represented at the table.

a= According to outcomes of sixteen studies, b = According to outcomes of three studies, ¢ = According to outcomes of seven studies

Note: Because of the missing cases in some studies, the numbers provided above did not add up to the total. The numbers are presented as they were reflected in the original articles.



Table 5

Outcomes of PTSD, depression, and anxiety prevalence and characteristics of studies
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Article Country Legal Status of Settlement Duration of PTSD Depression Anxiety Measurements*
# Population** Type displacement (mean) (%) (%) (%)
95% CI 95%Cl 95% CI
1 Alpak G., etal., 2015 Turkiye Refugee Camp 6.52m 33.5% SLESQ
NA
2 Chung et al., 2018a Sweden Refugee Out of Camp 24.45 m 30% GHQ, HTQ
NA
3 Gammouh et al., 2015 Jordan Refugee Out of Camp - 29.5% BDI
NA
4 Kazour et al., 2017 Lebanon Refugee Camp 10.02 m 27.2% MINI
30.99-39.81%
5 Naja et al., 2016 Lebanon Refugee Out of Camp - 43.9% MINI-Arabic
38.5-59.4%
6 Tinghog et al., 2017 Sweden Refugee? Out of Camp - 29.9% 40.2% 31.8% HSCL, HTQ
27.2-32.6% 36.9-43.3% 29.2-34.7%
7 Jefee-Bahlou et al., 2014 Turkiye Refugee Out of Camp - 41.8% HADStress
NA
8 Tahaetal., 2016 Iragi Kurdistan Refugee Camp - 16.3% HTQ
NA
9 Poole et al., 2018 Greece Asylum Seeker ~ Camp 12.1m 44.0% PHQ
37-50%
10  Tekeli-Yesil et al., 2018 Turkiye Refugees Out of Camp - 29.8% 70.5% 38.8% MINI
NA NA NA
11 Acarturk et al., 2018 Turkiye Refugees Camp 14.1m 83.4% 37.4% IES-R, BDI
NA NA



12

13

14

15

16

17

Basheti et al., 2019
Georgiadou et al., 2018
Acarturk et al., 2020
Sagaltici et al., 2019
Javanbakht et al., 2019

Kaya et al., 2019

Jordan
Germany
Turkiye
Turkiye
USA

Turkiye

Refugees
Refugees?
Refugees
Refugees
Refugees

Refugees

Out of Camp
Mixed
Out of Camp
Camp
Out of Camp

Out of Camp

34y

33.74m

22y

38.7%
NA
11.4%
NA
19.6%
17.7-21.5
31%
NA
32.2%
NA
36.5%
NA

14.5%
NA
36.1%
33.8-38.4

40.3%
NA
47.7%
NA

13.5%
NA
34.7%
32.4-37.0

47.7%
NA

69

HTQ

ETI, PHQ, GAD-7
HSCL-25, PCL-5
CAPS, SLESQ
PCL, HSCL-25

HTQ, BDI

Note. a= having/guaranteed residency permit, m= month, y= year

NA= Not Applicable

(BDI= Beck Depression Inventory, CAPS= Clinical Administered PTSD Scale, DSI= Diagnostic Psychiatric Interview, ETI= Essen Trauma Inventory, GAD= Generalised Anxiety Scale,

GHQ-= General health Questionnaire, HADStress: A Somatic Symptom Screening for PTSD (headaches (H), appetite change (A), dizziness and faintness (D), and sleep problems (S)), HSCL=

Hopkins Symptom Checklist, HTQ= Harvard Trauma Questionnaire, IES-R= Impact of Event Scale-Revised, MINI= Mini International Neuropsychiatric Interview, PCL= PTSD Checklist,

PHQ-= Patient Health Questionnaire, SLESQ= Stressful Life-events Screening Questionnaire)

*The measurements listed above are mainly self-administered but there are some exceptional measurements that are interviewer-administered.

**Legal Status of refugees have been reflected as they were addressed in the original article



70

p<.001], but one study (Tinghog et al., 2017) reported no relationship between sex and

anxiety even though the female Syrian population showed higher anxiety symptoms.

2.3.2. Marital status and PTSD, Depression and Anxiety

Fifteen studies aimed to investigate the association between marital status and the
prevalence of PTSD, depression, and anxiety in the externally displaced Syrian population
yielding varying results. As detailed below, 19 results showed no relationship between
marital status and PTSD, depression, and anxiety. Twelve studies (N = 6632) assessed the
relationship between marital status and PTSD. Among those, one reported that being married
(civil or religious marriage) and being single were protective factors for developing PTSD
(Tekeli-Yesil et al., 2018; for civil marriage [OR= 0.30 (95% CI) (0.12- 0.74) p<.01], for
only religious marriage [OR= 0.33 (95% CI) (0.11- 0.99), p<.01), for being single [OR=0.18
(95% CI) (0.05- 0.61), p<.01]); this study suggests that being divorced or widowed might
predict PTSD. Another study also reported being divorced or widowed as a risk factor for
developing PTSD (Tinghog et al., 2017, [OR=51.5% (95% CI) (37.9- 65.1%), p<.01]. The
remaining 10 studies found no significant relationship between marital status and PTSD
(Alpak et al., 2015; Kazour et al., 2017; Acarturk et al., 2018; Georgiadou et al., 2018;
Basheti et al., 2019; Chung et al., 2018a; Kaya et al., 2019; Javanbakht et al., 2019; Sagaltici
et al., 2019; Acarturk et al., 2020). Nine studies (N = 5946) assessed the relationship between
marital status and depression; only three of these found a significant relationship. One study
found that being married (civil or religious marriage) and being single were protective factors
for developing depression (Tekeli-Yesil et al., 2018; for civil marriage [OR= 0.72 (95% CI)
(0.31 - 1.64), p<.01], for only religious marriage [OR= 0.57 (95% CI) (0.21- 1.52), p<.01,
for being single [OR=0.61 (95% CI) (0.21- 1.79), p<.01], one study reported that being
married was associated with reduced depression symptoms (Poole et al., 2018, [AOR=0.23

(95% CI) (0.05- 0.95), p=.042) and one study reported that divorced or widowed participants
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were at high risk of developing depression (Tinghog et al., 2017, [OR=56.5% (95% CI)
(41.9- 69.5%), p< .01]. On the other hand, six studies found no significant relationship
between marital status and depression (Gammouh et al., 2015; Naja et al., 2016; Acarturk et
al., 2018; Georgiadou et al., 2018; Kaya et al., 2019; Javanbakht et al., 2019; Acarturk et al.,
2020). Four studies (N = 3250) assessed the relationship between marital status and anxiety,
but only one found a significant relationship, reporting that divorced or widowed participants
were at high risk of developing anxiety (Tinghog et al., 2017, [OR= 51.8% (95% CI) (38.0-
66.1%), p< .01]. Three studies found no relationship between marital status and anxiety
(Georgiadou et al., 2018; Javanbakht et al., 2019; Acarturk et al., 2020).
2.3.3. Educational level and PTSD, Depression and Anxiety

In total, fourteen studies aimed to investigate the relationship between educational
level and PTSD, depression, and anxiety. None of them found a significant relationship
between educational level and mental health problems. Eleven studies (N = 6967) assessed
the relationship between PTSD and educational level. None found a significant relationship
between these two variables (Alpak et al., 2015; Taha et al., 2016; Kazour et al., 2017;
Tingh“og et al., 2017; Acarturk et al., 2018; Chung et al., 2018a; Basheti et al., 2019; Kaya et
al., 2019; Javanbakht et al., 2019; Sagaltici et al., 2019; Acarturk et al., 2020). Eight (N =
5461) studies assessed the relationship between depression and educational level, and none
found a significant relationship between the two variables (Gammouh et al., 2015; Naja et al.,
2016; Tinghog et al., 2017; Acarturk et al., 2018; Poole et al., 2018; Javanbakht et al., 2019;
Kaya et al., 2019; Acarturk et al., 2020). Three studies (N = 3050) assessed the relationship
between educational level and anxiety; none reported a significant relationship between these

two variables (Tinghog et al., 2017; Javanbakht et al., 2019; Acarturk et al., 2020).
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2.3.4. Economic Status and PTSD, Depression and Anxiety

In total, seven studies aimed to investigate the relationship between economic status
and PTSD, depression, and anxiety. The variables related to economic status were addressed
differently across studies as employment, occupation, and income status. In data analysis,
these variables were gathered under the ‘economic status’ category. The relationship between
the prevalence of mental health problems and economic status varies across included studies.
However, as indicated below, the negative association between economic status and the
prevalence of mental health disorders was also claimed. Five studies (N = 3516) examined
the relationship between PTSD and economic status. Among those, three found a significant
relationship between employment status and PTSD prevalence. Alpak et al. (2015) found that
PTSD prevalence was higher among housewives (%51.8, p<.001), and Acarturk et al. (2018)
reported higher PTSD scores among retired Syrians (Med=66, a score range from 0 to 88 for
IES-R). Acarturk et al. (2020) also found that good income was associated with lower PTSD
prevalence [OR=0.19 (95% CI) (0.05- 0.64), p< .01], but nothing was reported for
unemployed participants, and no other studies (Tekeli-Yesil et al., 2018 and Kaya et al.,
2019) indicated a relationship between economic status and PTSD. Six studies (N = 4239)
investigated the relationship between depression and economic status. Among those, four
studies found a significant relationship between employment status and depression. Acarturk
et al. (2018) reported that depression scores were higher among retired Syrians (Med=24, a
score range from 0 to 63 for BDI-II). However, in this population, PTSD levels were higher
than depression. Kaya et al. (2019) found that depression [OR=1.62 (95% CI) (1.19-2.20),
p< .01] was predicted by lower economic status among male [OR= 2.23 (95% CI) (1.36-
3.64), p< .01] but not among women, but no significant relationship was found between
PTSD and lower economic status in this study. Similarly, Gammouh et al. (2015) found that

low income was associated with higher depression symptoms [OR= 0.70 (95% CI) (0.42—
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1.15), p=.03] and Acarturk et al. (2020) reported that good income had predicted lower
depression scores [OR=0.16 (95% CI) (0.07- 0.38), p< .001]. On the other hand, two studies
reported no significant relationship between economic status and depression (Naja et al.,
2016 and Tekeli-Yesil et al., 2018). Only one study (N = 1678) investigated the relationship
between economic status and anxiety (Acarturk et al., 2020). This study found that good
income was associated with low anxiety symptoms [OR= 0.26 (95% ClI) (0.12-0.59), p<.01].
2.3.5. Traumatic Events Experienced (TEE) and PTSD, Depression and Anxiety

Five studies investigated the relationship between Traumatic Events Experienced
(TEE) and PTSD, depression, and anxiety. The mean numbers of traumatic events are
between 3.71 and 13.7 across studies. The most common experienced traumatic events in this
population (N =3371) were, in order, “living in a war-affected area; the experience of the
death of someone close; experiencing life-threatening accident; experiencing life-threatening
accident of a someone close; experiencing someone close’s torture; experiencing the
abduction or being taken hostage of someone close; experiencing torture; and experiencing
someone else’s torture, beating or sexual abuse”. All studies investigating the relationship
between TEE and mental health disorders reported that exposing a greater number of
traumatic events is associated with higher PTSD, depression, and anxiety symptoms. For
example, Kaya et al. (2019) found that exposing combat situation was the most common
traumatic event for both female (88.6%) and male (89%) participants and the high numbers
of TEE were predicted to PTSD [OR= 1.092 (95% CI) (1.045-1.140), p< .001] and
depression [OR= 1.142 (95% CI) (1.090-1.196), p< .001]. Tinghog et al. (2017) reported
similar results and found a significant relationship between the number of TEE and anxiety
[OR= 0.044 (95% CI) (0.031- 0.056), p<.05], addition to PTSD [OR= 0.056 (95% CI)
(0.044- 0.068), p<.05] and depression [OR= 0.045 (95% Cl) (0.032- 0.058), p<.05]. In this

study, 85% of the sample reported experiencing war at a close quarter. Additionally, the
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relationship between increased PTSD symptoms and higher means of traumatic events was
also reported in other studies (e.g., Alpak et al., 2015, (p=.002); Taha et al., 2016, (p<.001);
Chung et al., 2018a, (p<.001)). Alpak et al. (2015) reported that 92% of participants reported
having been in a region affected by war and the participants reported a mean of 3.71 (min-
max:0-9) traumatic events with 33.5% of PTSD prevalence. Moreover, the higher numbers
of traumatic events were reported in a study conducted in Turkiye by Kaya et al. (2019) with
a mean of 13.7 (min-max: 2—32) associated with the 36.5% of PTSD and 47.7% of depression
prevalence. This study also highlighted that male participants reported experiences of more
traumatic events than females (14.9 vs 13.0; p<.001).
2.3.6. Resettlement period and country and PTSD, Depression and Anxiety

Eight articles discussed the resettlement period and its impact on mental health
problems. The mean numbers of resettlement periods differ across studies from 6.52 months
to 3.4 years. The studies included had reported no significant relationship between the
resettlement period and the mental health disorders (Alpak et al., 2015; Kazour et al., 2017,
Acarturk et al., 2018; Chung et al., 2018a; Kaya et al., 2019; Sagaltici et al., 2019; Acarturk
et al., 2020). Only a study conducted in Greece by Poole et al. (2018) found that increased
time in the asylum process as a predictor of depression symptoms. The studies included in
this systematic review represent the Syrian displaced population from eight different
countries: Turkiye, Sweden, Jordan, Lebanon, Iraqi Kurdistan, Greece, Germany, and the
USA. Most of the included studies (7) were conducted in Turkiye (see Table 5). The highest
prevalence of PTSD among the Syrian population was calculated in Turkiye with 83.4%
(Acarturk et al., 2018) and the lowest prevalence was reported in Germany with 11.45%
(Georgiadou et al., 2018). The highest depression prevalence was found in Turkiye with

70.5% (Tekeli-Yesil et al., 2018) and the lowest in Germany with 14.5% (Georgiadou et al.,
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2018). Lastly, the highest prevalence of anxiety was reported in the US with 47.7%

(Javanbakht et al., 2019) and the lowest in Germany with 13.5% (Georgiadou et al., 2018).

2.3.7. Legal status of the population and settlement type and PTSD, depression and anxiety

Almost all included studies referred to the Syrian displaced population as ‘refugees’,
but most did not provide information whether this population had legal refugee documents or
not. Only two studies clearly specified the refugee status as “having a guaranteed residency
permit”, one of these was conducted in Germany by Georgiadou et al. (2018) reporting the
lowest PTSD (11.4%), depression (14.5%) and anxiety (13.5%) levels of all reviewed studies.
It also reported that shorter validity of residence permits was significantly associated with
increased PTSD symptoms (p=.04). A study conducted by Tinghog et al. (2017), sampling
the population of Syrian refugees with residency permits in Sweden, had not reported similar
results. It showed no distinction in the prevalence of PTSD (29.9%), depression (40.2%), and
anxiety (31.8%) when compared to other studies with Syrian refugees without legal status.
Additionally, a study conducted by Poole et al. (2018) sampled asylum seekers in Greece and
finding a very high depression prevalence (44.0%). The lack of a clear definition of legal
refugee status and inconsistent results across studies make it difficult to draw conclusions.
Regarding settlement type, six studies (N = 2882) investigated Syrian refugees living in
camps, ten studies (N = 5934) sampled those living outside camps and one study (N = 200)
was mixed (see Table 5). Only two studies investigated the relationship between settlement
type and mental health problems: Basheti et al. (2019) and Georgiadou et al. (2018) examined
the impact of settlement type on Syrian refugees’ mental health, but neither found a

significant relationship.
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2.4. Discussion

The purpose of this review was to gain a better understanding of the prevalence and
correlates of PTSD, depression, and anxiety among the externally displaced Syrian
population. The findings indicate that the prevalence of PTSD, depression, and anxiety is
high and female displaced Syrians, especially those living in Turkiye, are at greater risk of
experiencing these mental health problems; however, results regarding the relationship
between sex and mental health are mixed. Generally, economic status was not found to be
significantly related to mental health problems; however, higher-level depression was found
to be strongly associated with a lower level of economic status. Marital status, education
level, and resettlement period were not found to be significant predictors of PTSD,
depression, and anxiety. The number of traumatic events was closely associated with higher
symptom severity of PTSD, depression, and anxiety. The results of this review show that the
prevalence of mental health problems among externally displaced Syrians to range from
23.26% to 42.63% (M=32.95%) for PTSD, 30.28% - 50.53% for depression (M=40.41%),
and 17.67% - 48.93% (M=33.3%)for anxiety. Our findings build upon the work of Pecona et
al. (2020), who investigated the prevalence of post-traumatic stress, depression, and anxiety
in 8176 adult Syrian refugees through a systematic review. They found that the prevalence of
PTSD ranged from 23.4% to 83.4% (M=43.0%), which has a larger range for PTSD
compared to our study. Thus, the wider range could suggest that the mean is less precise. In
contrast, our results, with a narrower range, could be interpreted with a more reliable estimate
for PTSD scores. Furthermore, they reported depression rates ranging from 20% to 44.1%,
with a mean value (M=40.9%) similar to our depression prevalence, and anxiety rates ranging
from 19.30% to 31.8% (M=26.6%), providing further support for the generalizability of our
findings regarding the high prevalence of these mental health problems in this population.

These rates are significantly higher than in the general population. In the US National



7l

Comorbidity Survey, the prevalence of PTSD was found between 6% and 9% in the adult
population (age 18-59, Kessler et al., 2005) and a systematic review (Baxter et al., 2013)
reported the global prevalence of anxiety as 7.3%. A national survey reported that the
prevalence of depression as 7.1% among US adults (National Institute of Mental Health,
2017). The prevalence of depression and anxiety in this review is up to 7 times higher and
PTSD is up to 8 times higher in the externally displaced Syrian population than in the general
population. Our findings are consistent with the literature indicating that refugees have worse
mental health than permanent residents or non-refugees (e.g., Kocijan-Hercigonja et al.,
1998). Having lived through war-related life experiences and migration has put this
population at a higher risk of experiencing mental health problems; however, we did not find
data regarding the prevalence of psychological problems in the Syrian population before the
war, preventing comparisons of psychological well-being before and after the war. This is
due to the shortage in mental health research and care in Syria before the civil war. Only 70
psychiatrists in two psychiatric hospitals were serving a population of 22 million in Syria
before the civil war (Cultural Orientation Research Center, 2014). Nonetheless, the
prevalence of PTSD, depression, and anxiety disorders in the internally displaced Syrian
population, and refugee populations in general, is similar to our findings (e.g., Al Ibraheem et
al., 2017; Kakaje et al., 2021; Steel et al., 2009; Turner et al., 2003). Contrary to expectations,
this review found a mixed relationship between gender and PTSD, depression, and anxiety.
While some studies reported a significant relationship between being female and
experiencing PTSD, depression, and anxiety, others found no such relationship in the
displaced Syrian population. This is surprising because women in the general population are
more likely to experience and report PTSD, depression (e.g., Hapke et al., 2006; & Nolen-
Hoeksema et al., 2008; Piccinelli & Wilkinson, 2000) and anxiety (e.g., McLean et al., 2011),

even though some types of psychological problems such as substance abuse and antisocial
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behaviours are more common in the male population (World Health Organisation (WHO),
2002). It has also been reported that female refugees tend to experience more mental health
problems than males (Aoun et al., 2018; Cantekin & Gencoz, 2017; WHO, 2004;). Even
though the male participants report higher numbers of traumatic events, female participants
experience higher symptoms of PTSD (Mollica et al., 1987; Potts, 1994). This might be
because men have higher resistance to, and avoidance of, experiencing and verbalising
mental health problems, due to a common belief that men should stand and fight to protect
their family members from external threats (Jaji, 2009). Women may be concerned about
continuing to take care of the family in post-conflict areas, increased workload because of
losing a husband during the war, changes in parental roles after the migration, and be used to
reporting and interpreting feelings and problems. Some of these stressors and responsibilities
had not been associated with female Syrians before the war, and displacement might have put
extra burdens on their post-migration challenges, leading them to suffer from more severe
mental health problems. All studies reporting an association between being female and the
risk of developing PTSD were conducted in Turkiye. This may be due to environmental
circumstances such as gender-based violence, isolation, living in poor conditions, or forced
marriages. Acarer (2015) reported that women residing in camps in Turkiye ages between 15
and 50 were sold on the ground of “temporary marriage” for up to 5000 Turkish Lira. Even
though the Turkish government has been trying to control and prevent these arrangements,
female Syrians may still be at a great risk that might have a detrimental impact on their
mental health and well-being. The findings of this review also highlight a mixed result for
marital status and experiencing PTSD, depression, and anxiety. The majority of findings
indicated no significant relationship between marital status (single, married, widowed, or
divorced), several studies reported that while being single and married are protective factors,

being widowed or divorced are risk factors for developing these mental health problems in
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the displaced Syrian population. These results are supported by the mixed outcomes of
studies conducted in both the Syrian displaced population and other refugee populations (e.g.,
Al Ibraheem et al., 2017; Momartin et al., 2004). A cross-sectional study with Syrian
refugees living in Lebanon reported that divorced participants showed the highest prevalence
(80%) of PTSD symptoms (Aoun et al., 2018). In addition, another study concluded that
being married is a protective factor against mental health problems (e.g., Poole et al., 2018).
However, it could be argued that being married might also have a negative impact on mental
health because of having to leave the partner behind, losing family connections during
migration, witnessing a partner being kidnapped, and having no idea about their whereabouts.
These kinds of situations might have extra concerns for married Syrians and may reduce the
supportiveness of marital ties. Having family members to care for in a new country might put
additional stress on married Syrians who try to survive in insecure and poor economic
conditions. We found inconsistent results regarding the relationship between PTSD and
economic status. However, these findings must be interpreted with caution because economic
status was addressed differently in included studies. Several studies classified it as
“employment status” and others as “occupation” and “income status”. However, the obvious
finding to emerge from this review is that low economic status is strongly associated with
higher PTSD, depression, and anxiety. Conversely, good income is associated with lower
depression symptoms. Kaya et al. (2019) indicated that being male can be a risk factor for
developing depression, especially for those with low economic status. These results can be in
line with the role of Syrian men in the traditional patriarchal structure of Syrian society
(Briskman & Latham, 2017; Connor et al., 2016). There is no doubt that because of resettling
in a new country, experiencing economic distress because of leaving all possessions behind,
and not knowing how to sustain their economic roles in a new community, Syrian men

experience a salient reduction of the power of their economic role in their families where they



80

were previously responsible for breadwinning. The unemployment status of refugees had
been extensively studied, and the findings indicate lower mental health outcomes for both
genders who are unemployed refugees (Dalgard & Thapa, 2007; Segal et al., 2018; Simich et
al., 2006). Despite inconsistent results found between economic status and the mental health
problems in this review, lower economic status can be a risk factor for developing mental
health problems. Interestingly, the results of the current review showed no relationship
between length of the resettlement period and symptoms of PTSD, depression, and anxiety.
This finding is contrary to previous studies, which have suggested the association between a
longer resettlement period and higher levels of psychological problems among the refugee
population. For instance, Bogic et al. (2015) found a higher prevalence of PTSD, depression,
and other anxiety disorders was associated with a longer resettlement period. Laban et al.
(2004) also found that a longer duration of asylum procedure was associated with higher
psychiatric disorders. Our divergent result may be explained by the fact that the settlement
period was less than 4 years across the included studies, limiting the results of our review.
Traumatic exposure is the main predictor of PTSD and comorbid psychological
problems (Mollica et al., 1998a). The number of types of traumas, to which people were
exposed, is positively associated with PTSD, anxiety, and depression symptoms (Borho et al.,
2020; Hendaus et al., 2021; ; LeMaster et al., 2018; Nickerson et al., 2015). Consistent with
the literature, our review strongly implies that the number of traumatic events experienced is
associated with higher levels of PTSD, depression, and anxiety. The most common traumatic
events experienced in our review were “living in an area affected by war/destruction of
home” and “experiencing/witnessing the death of someone close”, presenting great risks of
trauma in this population. The relationship between the legal status of the population (being a
refugee or asylum seeker) and mental health problems could not be analysed, as nearly all

included studies lacked detailed information about the status of the Syrian refugee
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population. This demonstrates a problem with the quality of studies, which omit significant
information from their methods and results. Only three studies provided this information;
however, their findings demonstrated mixed results for different legal statuses. While one
study found no distinctive relationship between either having a legal status or not and the
symptoms of PTSD, depression, and anxiety in the Syrian population residing in Sweden
(Tinghog et al., 2017), the other studies indicated a higher prevalence of depression in asylum
seekers in Greece (Poole et al., 2018) and higher PTSD symptoms among Syrian population
in Germany having shorter validity of residency permit (Georgiadou et al., 2018). These
results may be explained by the presence of uncertainty about the future and fear of
repatriation or immigration detention among this population. Importantly, we did not find a
relationship between settlement type and mental health problems of Syrian Refugees;
however, this finding cannot be extrapolated, because only two out of seventeen studies
investigated this relationship. Generally, there are few studies investigating the relationship
between settlement type and mental health problems and their results are inconsistent. For
instance, contrary to our findings, a study conducted in two refugee camps in Chad reported
the association between experiencing daily stressors and higher levels of depression among
refugees, due to safety concerns and problems meeting basic needs, such as food, water, and
medical care (Rasmussen & Annan, 2010). Lastly, another unanticipated finding was the
higher levels of PTSD and depression among Syrian Refugees living in Turkiye. Possible
explanations for this result might be the proximity to the conflict area, the temporary
protection status of Syrian living in this country, and the huge influx of Syrians in Turkiye,
which hosts the largest refugee population in the world (UNHCR, 2021c), with highly

negative the quality and quantity of service provided for this population.
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2.5. Limitations

This review aimed to find out the prevalence of PTSD, depression, and anxiety in
externally displaced Syrian refugees and its demographic correlates. It has provided
substantial data about the mental health problems of Syrian Refugees living outside of Syria.
It has also highlighted methodological and theoretical problems associated with research in
this area. To assess this, JBI’s Quality Appraisal tool was employed to evaluate the quality of
prevalence rates of the studies. As shown in Table 3, some studies lacked confidence
intervals for the prevalence of PTSD, depression, and anxiety. This represents one of the
limitations of the included studies since confidence intervals are crucial for understanding the
range within which the true population parameter is likely to lie. Their inclusion in research
findings is essential for robust and reliable data analysis and interpretation, as they also
enable readers to make informed decisions, facilitate comparisons, enhance interpretation,
promote transparency, and mitigate the overinterpretation of results. Furthermore, the quality
check also revealed that 3 out of 17 studies lacked valid assessment tools for this population,
which may raise concerns about the trustworthiness of the findings, especially given that
Syrian refugees have culturally diverse backgrounds compared to the Western population. It
was also found that nearly half of the studies' response rates during the participation process
were unclear, which could potentially affect the representativeness and statistical power of
the studies. Considering these problematic aspects of the studies, there is a distinct lack of

consistency and poor choice of methods and reporting in the included studies.

During the process of screening and data analysis, several problems were identified.
The most frequent of these were: (1) sampling methods (e.g. convenience or registry-based
sampling, sample size, response rates), (2) the use of a variety of measurement tools
(different diagnostic criteria and cut-off points), (3) assessment of tools (e.qg., clinical

interviews, lack of structure in interviews), (4) validity and reliability of the measurements
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(not culturally standardised for Syrian population), (5) appropriateness of statistical analysis
(e.g., using different software for data analysis, unexplained psychometric data), (6)
contextual differences across studies (e.g., variety of traumatic events experienced,
differences in living environment, settlement type, the undefined legal status of the
population). Considering these shortcomings, a good number of the studies have substantial
limitations and provide inconsistent results, especially in sampling, assessment, and
identifying contextual and demographic differences. In line with these shortcomings and
particular examples given above that we encountered during the data collection and analysis;
the limitations of our review should be acknowledged.

Some studies only tabulated the demographic variables of participants and did not
analyse the relationship between a specific demographic and mental health problems (e.qg.,
educational level of the participants was tabulated only as numbers or percentages but was
not analysed as a variable with mental health problems), making it difficult to obtain
cumulative data. For this reason, most variables could not be analysed in terms of prevalence
(which had been one of the aims of this review) but only analysed descriptively as correlates.
Additionally, some variables across studies were categorised in different ways. Some
classified employment status as being “retired” or “student” but others as “housewife” or
“labourer” preventing the extraction and analysis of these data. Even though we had not
applied any language and country (region) restrictions, the final list of eligible studies was all
in English, but with participants from eight different countries. This might affect the
generalisability of our results as some countries hosting a large number of Syrian displaced
people, such as Egypt, Denmark, Sudan (STATISTA, 2022), Canada or Norway could not be
included in this review, as there were no studies from these countries meeting our eligibility
criteria. Another frequent obstacle to data analysis was the use of a variety of different

measurements and characteristics such as self or clinician-administered, different cut-off
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scores, or lack of cultural adaptation. For example, the mean numbers of TEE vary between
3.7 and 13.7. The most likely reason for this variability is the number of items included in
TEE measurements. Even though higher mean numbers of TEE were reported in Kaya et al.
(2019), the highest PTSD, depression, and anxiety were reported in other studies, potentially
leading to inconsistent results in this review. Several studies included in this review
investigated the impact of settlement type (in camp/out of camp) on mental health well-being.
Future studies should consider the impact of this variable on the mental health of the Syrian
displaced population regarding their living conditions and accessing or failing to access
resources to meet fundamental needs. Uncertainty about the legal status of the Syrian
population across studies in this review prevented an examination of the association between
legal status and mental health well-being. Future studies should also be careful about
identifying this population’s legal status which might have a different and considerable
impact on mental health well-being.

Currently, there is low-to-moderate intensity of research on the mental health
problems of the displaced Syrian population; future studies must focus on this topic and
establish additional potential factors for the mental health well-being of this specific group.
As mentioned above, there is no research from some countries hosting a large number of
Syrian populations. Future studies should also aim to address the mental health status of
Syrians in residing in these countries. Considering the large number of Syrian refugees, host
countries should pay attention to the high prevalence of PTSD, depression and anxiety in this
population and establish early specific psychological interventions. This is very important in
terms of the spectrum and continuum of affective disorders in this population. Recent studies
have investigated patients fulfilling the diagnostic criteria for multiple psychological
disorders who might be misdiagnosed because of overlapping symptoms of psychological

disorders, which, rather than being categorised distinctly, have common biological
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underpinnings which may form the continuum of affective disorders (Ng. et al., 2020).
Considering the outcomes of this review, highlighting the higher level of PTSD, depression,
and anxiety symptoms in the displaced Syrian population, these diagnoses might overlap and
convert into other psychological problems in the future. For instance, Ng et al. (2020)
reported the conversion of patients with psychotic characteristics with overlapping mood and
psychotic symptoms into more distinct symptoms of schizophrenia or bipolar disorder over
time. Thus, the findings of this study have important implications highlighting the early
diagnosis and interventions of psychological disorders which would allow researchers,
clinicians, policymakers, and health professionals to determine and monitor possible
diagnoses of future psychological problems, support future well-being, and built up better
social and individual adjustments to society for the Syrian displaced population. The results
of this review have demonstrated that some demographic variables can be identified as risk
factors for mental health problems. Awareness of these risk factors would prevent more
serious mental health problems in the future. Successful schemes and policies must be set up
especially for accelerating the acculturation process and avoiding post-migration risk factors
such as providing employment opportunities, offering better accommodation facilities,

granting legal status, and framing legal rights for this specific population.

2.6. Conclusion

This systematic review has identified that PTSD, depression, and anxiety in the Syrian
displaced population are significantly higher than in the general population. The relationship
between sex and economic status and mental health problems of the Syrian population are
mixed across included studies, but it is evidenced that being a female is a predictor of
experiencing PTSD, depression, and anxiety in this population. Particularly, female Syrians
residing in Turkiye are at a greater risk of suffering from these mental health problems.

Additionally, the association between lower economic status and higher depression levels
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draws attention. The marital status, education level, and resettlement period were not
significant predictors of PTSD, depression, and anxiety among this population. Providing a
residency permit was not associated with improved well-being. On the other hand, consistent
with the literature, the number of traumatic events experienced was also the predictor of
mental health problems, but post-migration challenges also play a great role in it. Greater
numbers of traumatic events were closely associated with the higher symptom severity of
PTSD, depression, and anxiety. Lastly, among eight different countries, the highest PTSD
and depression prevalence was found in Turkiye and the highest anxiety prevalence in the
US. The lowest prevalence for these three mental health problems was reported in Germany.
More population-based and statistically strong studies are needed to identify the mental
health problems of this population and their risk factors to provide effective and convenient
mental health interventions. There are significant methodological and theoretical problems in
the articles reviewed. Future studies should improve their study designs and applications

taking these shortcomings into consideration for demonstrating reliable outcomes.
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Chapter 3: Practical Feasibility of Narrative Exposure Therapy
in Syrian Refugee population residing in Turkiye: A Focus Group

Study

(This chapter was submitted to and published in International Journal of Social Sciences
in 2023. Therefore, there are repetitions across the thesis to inform the reader about the

outline and rationale of the studies. See Appendix D for journal guideline).

*Aysazci-Cakar, F., Schroder, T., & Hunt, N. (2023). Practical feasibility of Narrative
Exposure Therapy in Syrian Refugee population residing in Turkiye: A Focus Group
Study. International Journal of Social Sciences, 7(32), 1-25.

https://doi.org/10.52096/ushd.7.32.01.

3.1. Introduction

Migration has many wide-ranging impacts on individuals, communities, and cultures,
both in the countries where people have left and in the places where they have resettled as
safe shelters Prior to forced migration, refugees have often experienced or witnessed
physical, psychological, and gender-based violence (Giacco et al., 2018). They face uncertain
and challenging journeys and the compunction of leaving family members and all possessions
behind; they experience post-migration difficulties such as immigration detention and
temporary protection with the threat of repatriation (Nickerson et al., 2011). Given these
difficulties, the refugee population lives through repeated and cumulative traumatic life
experiences before, during, and after migration.

Since the civil war started in 2011, it has been reported that over 12 million people in
Syria were displaced internally and externally to save their lives. At the end of 2022,
UNHCR reported that at least 5.4 million Syrians had been externally displaced, with 3.6

million of them seeking safety in Turkiye (UNHCR, 2022; 2023a). Turkiye hosts the largest
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number of refugees worldwide (UNHCR, 2023b). Since the beginning of the conflict in
Syria, the Republic of Turkiye has considerably extended protection and assistance to Syrian
refugees and declared temporary protection in October 2011 (Syria Needs Analysis Project,
2013). This protection law called the "Temporary Protection Regulation,' was adopted in 2014
and considers Syrians in Turkiye not as 'refugees' but as 'guests’' (UNHCR, 2018), providing
them with temporary protection and assuming that they will return to Syria when the conflict
ends. In the convention of a decade after the beginning of the civil war in Syria, the
disturbance in the area remains a challenge and looks like it will continue to do so as the
disturbance in the Middle is floating. Due to the unsteady and unforeseeable political
atmosphere and the influx of Syrians in Turkiye, the law of temporary protection for this
population creates challenges both for the Republic of Turkiye and the Syrian Refugees under
the protection of this law.

Many Syrians living in Turkiye encounter multiple daily stressors such as high
housing costs, low wages, exploitation in the labor market, discrimination, and uncertainty
about their futures (Kaya & Kirac, 2016). Being exposed to war-related experiences and
going through different phases of migration, refugees face various common psychological
disorders. WHO (WHO, 2015) reported that approximately 600,000 refugees suffer from
severe mental illness and require psychological treatment, with another 4 million potentially
experiencing such disorders. It is well-known that exposure to high levels of traumatic events
and other stressful experiences leads many refugees to suffer from psychological disorders. A
study conducted in Lebanon by Kazour et al. (2017) reported a lifetime prevalence of Post-
Traumatic Stress Disorder (PTSD) in Syrian refugees at 35.4%. Additionally, PTSD in this
population is often comorbid with other psychological disorders. A cross-sectional study
carried out in Turkiye by Fuhr et al. (2019) found that the prevalence of PTSD was 19.6%,

with comorbid symptoms of anxiety and depression observed as 36.1% and 34.7% in the
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Syrian population, respectively. While the investigation of the mental health problems of
refugees is relatively recent, there is a moderate amount of research in the literature aiming to
address the mental health issues of this population and offer effective interventions. Over the
past few decades, prominent treatment methods have been developed and widely used for the
mental health problems of this group. For example in the UK, Trauma-Focused Cognitive
Behavioural Therapy (TFCBT) and EMDR have been proven as the most effective
interventions, with recommendations of NICE for the treatment of PTSD (NICE, 2005).
These therapy techniques have been examined in numerous studies and have shown high
success rates in reducing PTSD symptoms (e.g., Giannopoulou et al., 2006; Sandstrém et al.,
2008). Schauer et al. (2005) have also developed an effective and short-term therapy
technique called NET for addressing potential mental health problems of refugees living in
post-conflict areas. The effectiveness of NET has been demonstrated through randomised
controlled studies involving different ethnicities (e.g., Neuner et al., 2004 & Neuner et al.,
2008). NET is known as a ‘culturally universal approach as it is based on a narrative that is
‘an integrative part of every culture' (Schauer et al., 2005, 2011). The treatment involves
emotional exposure to traumatic memories and the reorganisation of these memories into a
coherent chronological narrative (Robjant & Fazel, 2010). NET incorporates components of
TT and PE. It aims to construct a lifeline from birth to the present and focuses on a lifespan
narrative (Merkved et al., 2014). It offers a safe confrontation with thoughts and memories
that have been avoided by the person since the traumatic event occurred (Foa et al., 2007).
The second focus of NET is the habituation to intrusive symptoms during the reconstruction
of autobiographical memories of traumatic experiences (Neuner et al., 2002). It is conceived
that trauma survivors avoid thinking about any details of the traumatic event represented in
the fear network, and those who suffer from PTSD experience difficulties with

autobiographical context. That is why they become unable to adjust the details about the
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event (e.g., time and place) and they cannot construct a chronological life story (Schauer et
al., 2011). Thus, NET emphasises the associated imbalance of “hot” and “cold” memories in
PTSD and how a fear network is activated in the brain. NET has been developed for people
who are more likely to have complex trauma and, because of that, as the fear structures of
survivors are likely to overlap, patients are not only asked for their “worst experiences” but
are encouraged to narrate all stressful and positive life events in chronological order from
birth to the present day.

Considering the vast influx of Syrian refugees in resettlement countries, addressing
mental health difficulties is generally not a priority for this population. Moreover, taking into
account the barriers to accessing mental health interventions, such as language difficulties,
cultural differences, economic concerns, and unfamiliarity with the host country's healthcare
system, there is no doubt that refugees are in an emergency situation that requires immediate
psychological support. To illustrate, Tinghog et al. (2017) found that 85% of Syrian refugees
resettling in Sweden reported experiencing war at close quarters, and 79% reported being
exposed to other life-threatening experiences, which may lead to emerging psychological
problems in this population. This suggests a dose-response relationship that claims a linear
connection between trauma exposure and psychological distress (Mollica et al., 19983,
1998b). Recent studies (e.g. Akthar et al., 2020; de Graff et al., 2023; Feen-Calligan et al.,
2020;) have attempted to focus on effective psychological interventions for both the general
population and the Syrian refugee population in conflict areas and receiving countries.
Besides living through long-term adverse and uncontrollable life experiences, it is also
noteworthy that the social, political and economic conditions of the hosting country are
closely bound up with the mental health well-being of refugees. Turkiye has also developed
many health action plans for this population. However, budget limitations have hindered the

integration of mental health into primary and community care, resulting in unmet mental
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health care needs and a treatment gap for Syrian refugees residing in Turkiye. A few studies
have attempted to look into the efficacy of particular psychological interventions in this
population, including Program Management Plus (PM+), Group Program Management Plus
(gPM+), a self-help psychological program created by WHO (Acarturk et al., 2022; Akhtar et
al., 2020; Uygun et al., 2020;), EMDR (Acarturk et al., 2015, 2016; Yurtsever et al., 2018), a
brief group behavioural intervention (Bryant et al., 2022) and culturally adapted CBT (Eskici
et al., 2023). Apart from these interventions and psychological guidance and counseling
provided by local mental health services, there are currently few structured and commonly
adopted psychological interventions for Syrian refugees living in Turkiye. Therefore, there is
a clear need to offer and implement an evidence-based, structured, and practical
psychological intervention to offer and implement to address the mental health problems of
this population in Turkiye. Although NET has been shown to be effective in refugee
populations, , to date NET has not been practiced and investigated in Turkiye or with Syrian
refugees. These gaps in the literature have motivated us to address these deficiencies and
investigate the feasibility and effectiveness of NET within the Turkish context and among
war-affected Syrian populations. In our subsequent study, we aimed to examine the feasibility
and effectiveness of NET for the treatment of mental health problems of Syrian refugees in
Turkiye. To ensure the contextual and practical feasibility of NET, a preliminary focus group
(FG) was conducted involving local workers who have professional experience with Syrians
in Turkiye. The primary purpose of this FG was to carry out an in-depth exploration of a
topic about which little is known and to encourage participants to engage in collective sense-
making processes (Nel et al., 2015; Stewart et al., 2007). By employing this technique, we
aim to gather knowledge about potential obstacles, challenges, and circumstances that could
hinder the delivery of NET in this context. This knowledge may help us to adapt the practical

procedures of NET for effective implementation of it in the subsequent study.
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3.2. Materials and Methods
3.2.1. Participants

This study was approved by the Ethics Committee of the Division of Psychiatry and
Applied Psychology at the University of Nottingham (Approval no. DPAP-2022-28, see
Appendix C). Six participants were recruited, but one of them withdrew from the study at the
last minute. Thus the FG was carriedbout with 5 participants from different professionals
(social worker, sociologist, psychologist, doctor, and nurse. The year of professional
experience of participants with Syrians living in Turkiye was between 3 and 8 years. The age
range was between 28 and 35. Participants were recruited from three different regions of
Turkiye (Izmir, Mardin, and Batman) using convenience sampling, based on accessibility and
availabilityof the participants. Informed consent and demographic data were obtained from

each participant.

3.2.2. The Role of the Moderators

The FG was moderated by two facilitators, one of whom was an independent
researcher, and the other was the main researcher (FAC) of this study. The main researcher
was responsible for introducing the aims and methods of this study, as well as explaining the
nature of the NET technique to paticipants. The independent researcher was responsible for
posing the semi-structured questions (see Appendix E) to the group and facilitating the
discussion. The main researcher was present throughout the group to address any research-

related questions and to observe the group dynamics.

3.2.3. Data Collection

Due to the Covid-19 pandemic and travel restrictions, the research was conducted
online via Microsoft Teams. The FG took place on August 10, 2021, at 19:00 (GMT+3). At
the beginning participants were provided with a 20-minute PowerPoint presentation by the

main researcher, which included information about the general aim and method of NET
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intervention study, the theoretical background, and the nature of NET. Following the
presentation, the independent researcher initiated the semi-structured group interview by
addressing the pre-defined questions. The interview lasted 63 minutes and was video-
recorded using the recording function of Microsoft Teams. The Turkish language was used
during the FG and the group discussion was later transcribed and translated from Turkish to

English by the main researcher (FAC) for data analysis.

3.2.4. Data Analysis Method
3.2.4.1. Rational For Qualitative Content Analysis:

This study aims to explore the knowledge around a topic that is little known. As
mentioned by Green and Thorogood (2004) Content Analysis might be suitable for the
simplest reporting of data that needs to be explored. Krippendorf (2004) defines it as a
research technique that allows for replicable and valid inferences from texts or other
meaningful materials to their contexts of use. In this study, an inductive qualitative Content
Analysis approach was used to analyse and interpret participants' perspectives. Inductive
Content Analysis involves the researcher answering the research question by formulating
concepts, categories, and themes, and repeatedly referring to the original text sources to

ensure a strong connection between the data obtained and the results (Elo & Kyngas, 2009).

To conduct the analysis, the discussion was transcribed and translated as a starting point.
Erlingsson and Brysiewicz's (2017) Content Analysis guide was utilised and following the
guideline, the text was divided into smaller parts called Meaning Units (MUs). Codes were
then formulated and grouped into categories based on their similarities and differences. To
achieve a deeper level of analysis, subcategories were created from the formulated categories.

Figure 2 illustrates the phases of Content Analysis.
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Figure 2

Phases of Content Analysis

5.

| « Subcategories |

1.

« Transcription &
Translation

» Meaning « Categories

Units

In the literature, there is considerable overlap between Content Analysis and Thematic
Analysis in terms of cutting a text into parts, philosophical background, description and
interpretation of data and searching/creating themes. As one of the descriptive approaches in
qualitative studies, Content Analysis and Thematic Analysis are suitable for research where a
low level of interpretation is required, compared to grounded theory and hermeneutic
phenomenology where a higher level of interpretation is needed (\VVaismoradi et al., 2013).
However, there are distinct features between Content Analysis and Thematic Analysis. In
Thematic Analysis, the searcher aims to reach latent meanings of content. These latent
meanings having more implicit and abstract level represents themes which require deeper
interpretation than Content Analysis (Sandelowski & Barosso, 2003). On the other hand, in
Content Analysis, the researcher chooses to go through the material (text) simply and aims to
formulate an easy-achieved classification with both qualifying and quantifying the data
(\Vaismoradi et al., 2016). Hence, the variation between Thematic Analysis and Content
Analysis mainly roots in theme development where intensity level of abstraction levels
distinct each other for these two methods. Parallel to the aim of this FG research, the Content

Analysis method was chosen as a step-by-step model for systematically analysing the codes
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and categories obtained from the discourses of the FG participants rather than investigating

the hidden meanings under these categories and themes.

3.2.4.2. Theoretical/Philosophical Underpinnings:

This research aims to discover knowledge around the practical feasibility of NET in
Syrian Refugees living in Turkiye. Therefore, we were already aware that there is little
known about this topic and it requires some exploratory research. This study was designed as
qualitative research for gathering subjective and detailed descriptions around the research
question with Focus Group. A Focus Group is described as a research technique that collects
data through group interaction on a topic determined by the researcher (Morgan, 1996). Thus,
in this research, participants were gathered around, and data was obtained from the group
discussion. Data was analysed systematically with Content Analysis. This process was
primarily shaped by the nature of knowledge known (Epistemology) and the concept of
reality (Ontology). The methodology created a bridge between these philosophical
perspectives and the method (Content Analysis) of this study. Content Analysis is a
systematic approach that allows the researcher to explore a large amount of textual data with
coding and categorising it, determines their frequency and relationships, reflects the
framework and discourses of conversation (Gbrich, 2007; Mayring, 2000; Pope et al., 2006).
In the quantitative and qualitative research literature, there is some conflict about placing the
Content Analysis method as it has some similarities with discourse analysis and thematic
analysis such as being descriptive and doing textual analysis. However, it is well-accepted
that while these two approaches are placed under the Interpretivist approach, Content analysis
posits under the Positivist approach. Interpretivist/constructivist approaches acknowledge the
probabilistic nature of knowledge and reality, accepting the understanding that there is no
single objective reality. On the other hand, Positivism emphasises the replication of the

natural sciences through controlling the natural world with universal laws that could be
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further examined through particular scientific rules of method (Barbour, 2014). Typically, the
Content Analysis method follows the Positivist approach with a fundamental notion that
meaning can be counted and coded systematically. It uses a codebook with an a priori coding
scheme that allows a researcher to map the meanings of particular content from which
conclusions can be drawn (Lowe, 2004). Content Analysis method relies on systematic,

objective description and, quantification and replicability of data obtained.

3.2.4.3. Quality Check:

Each MU, code, category, and subcategory were evaluated independently by the
authors of this research. At least an 80% interrater agreement was set for the quality check.
The first (FAC) and third authors (NH) examined each MU and reached 65% agreement for
the MUs between 1-50. After discussion and review, the authors had 92% agreement. Then
the first (FAC) and second authors (TS) investigated the MUs between 51-104 and reached
80% agreement. Following this, after discussing the non-overlapping categories and

subcategories, 96.3% agreement was reached between the first and second authors.

3.3. Results
Four codes, twelve categories and twenty-one subcategories were created under one-
hundred and four meaning units. The numbers of the codes, categories and subcategories are

represented in Table 6.

Table 6

Distribution of codes, categories and subcategories

Code (Numbers) Category (Numbers) Subcategory (Numbers)
Research Delivery of NET Suitability (N=1)
(N=9) (N=9) Challenges (N=2)

Length of Sessions (N=3)



Recruitment

(N=51)

Therapy

(N=35)

Remarks

(N=10)

NET Beneficial (N=3)
Language (N=5) -
Challenges (N=11) Language (N=1)

Address Changes (N=3)

Needs (N=7)
Solution (N=1) -
Criteria (N=13) -
Demographics* Location (N=2)
(N=12) Age (N=6)

Employment* (N=3)
Education* (N=1)

Traumatic Event Challenge (N=1)

(N=9) Suitability (N=1)
Classification of events (N=7)

Language Translator (N=18)

(N=26) Turkish (N=1)
Mother-tongue (N=3)
Productiveness (N=3)

Online Delivery (N=2) -

Challenges (N=1) -

Cultural Differences (N=6) -

Cultural Differences Awareness (N=3)

(N=10) Trust Issue (N=4)
Perceptions toward Mental Health

(N=3)
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* Note * One meaning unit is coded within both the employment and education subcategories

3.3.1. Code “Research”
The only category formulated under the code of "Research” is the "Delivery of NET"
category. Participants provided their insights and perspectives on how NET could be

delivered effectively in this context.

3.3.1.1. Delivery of NET:
This category is divided into four subcategories in terms of similarities and differences
among the meaning units. The participants developed their arguments around these

subcategories: Suitability, Challenges, Length of sessions, and NET beneficial.

Suitability: The participants thought that if NET can be delivered robustly, this technique

seems very suitable and promising for Syrian refugees living in Turkiye.

Challenges: The participants highlighted that the successful delivery of NET might pose
challenges for the researcher due to the specific characteristics of the Syrian population in
Turkiye. They emphasised that the participants should fully understand the purpose of the

research and their responsibilities during the therapy session.

Length of Sessions: The participants expressed concerns that delivering NET for 8-12
weekly sessions, each lasting 60-90 minutes, might not be suitable for the Syrian population,

as they tend to live day by day. For instance, one participant indicated that:

“P5: (MUIS)...the length of the sessions in this study might be a bit long for these
people. Because they take each day as it comes. | think it would be hard to expect

these people to sit in a room in front of a screen for 60 to 90 minutes...”
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NET Beneficial: The participants highlighted that NET appears to be a promising, beneficial,
and productive therapy technique for the population of Syrians living in Turkiye. They
acknowledged that this aspect makes the study distinguished and adds value to the research

literature.

3.3.2. Code “Recruitment”
Participants discussed the recruitment process of the study. Four categories are
formulated under the code of “Recruitment”. Some categories are divided into subcategories

in terms of similarities and differences among the meaning units.

3.3.2.1. Language:

During the discussions, the FG participants expressed their viewpoints regarding the
recruitment of Syrians who are fluent in Turkish for the research. They suggested that
conducting research with Syrians who speak Turkish would be more suitable for the nature of
the study. The participants believed that Syrians who are fluent in Turkish would adjust to the
therapy process more easily and would not face difficulties in accessing equipment or the
internet for the online delivery of NET. They also noted that these individuals would be more
open to new experiences. The majority of the participants agreed on finding Syrians speaking

Turkish is within possibility. P4 expressed her opinion as:

“(MU29)....Syrians who can speak Turkish have improved themselves very well,
adjusted the society properly and are open to new things.....So, I would say that these
people won’t have difficulty either accessing the internet or having at least one device

for online meetings.”

3.3.2.2. Challenges:
The FG participants engaged in a discussion about the challenges that the researcher

might encounter regarding recruitment and reaching out to potential participants. The
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"Challenges" category was divided into three subcategories: Language, Address Changes,

Needs.

Challenges in Language: Participants discussed the language barrier as a challenge in
recruiting and communicating with potential participants. They highlighted the importance of
finding Syrians who are fluent in Turkish or have a good understanding of the language to
facilitate effective communication during the study. Even though the participants indicated
that Syrians able to speak Turkish would be more suitable for this research, reaching out

these population could still pose a challenge.

Challenges in address changes: Based on their professional experiences, the FG participants
highlighted that this population makes frequent address changes (mostly relocation to another
city) and this is the main challenge in reaching out them once again for a fieldwork or
medical examination. The participants identified the issue of address changes as a potential
challenge in reaching out to participants. They mentioned that Syrians living in Turkiye may
frequently change their addresses due to reasons, such as seeking better living conditions or
job opportunities. This could pose difficulties in maintaining contact and ensuring their

participation in the study.

Needs: The participants discussed the diverse needs of the Syrian population as another
challenge. They mentioned that individuals may have different priorities and urgent needs,
such as accessing basic necessities, healthcare, or employment. These needs could potentially
impact their willingness or availability to participate in the study. P4 expressed her opinion

as:

“(MUI13).....I have recognised that their priority is meeting their basic needs such as

accommodation, food or earning money somehow. That’s why when it comes to
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psychological problems, I don’t think that they have enough awareness toward their

mental well-being or psychological conditions. ...”

3.3.2.3. Solution:

Since the FG participants were given a brief presentation about the intervention study,
they were already informed about the design of this study which was designed as an online
therapy session. The participants agreed that online delivery of NET would mitigate the
negative impact of address changes of participants and help to maintain the continuity of the

therapy sessios.

3.3.2.4. Criteria:

The participants mainly focused on the eligibility criteria for Syrian participants in
this study. They emphasised that while the Syrian population in Turkiye may face
challenging living conditions, it is important to note that not every Syrian living in Turkiye is
subject to living in poor conditions. The participants expressed that it is feasible to find six
participants who speak Turkish and meet the eligibility criteria for the study. Furthermore,
the participants highlighted the significance of the recruitment process and the importance of

establishing clear eligibility criteria in advance. P1 indicates that:

“(MU30) I think... the most important thing here is that... who is going to be these 6
participants...and... deciding their eligibility criteria. These all must be considered in
advance. They must have internet access in a long run...and also...they must be the
ones who can adjust your research process. | think, first and foremost, it is really

important to think carefully about whom to participate in this research.

3.3.2.5. Demographics:
Location: The participants raised the issue of different language usage in different regions of

Turkiye. For example, in the southeast of Turkiye, local people speak Arabic or Kurdish in
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their daily lives. As a result, Syrians resettled in these regions may have learned these
languages better than Turkish. The participants concluded that the location of the participants
should also be taken into consideration as well. P1 stated that:
“.....(MU44) However, Syrians, especially those living in the southeast of Turkiye,
have learnt to speak Kurdish as this is the local language here (Batman
province).....(MU45) On the other hand, Syrians living in the west of Turkiye or some
places in the southeast of Turkiye can speak Turkish.”
Age: Participants indicated that young adult Syrians would be more suitable for this study, as
they are relatively more active in daily life and more fluent in the Turkish language. That's

why the participants agreed that an age range must be established before recruiting the

participants. As expressed by P1:

“(MU48)...0nly older Syrians couldn’t learn the Turkish language. They still don’t
know Turkish...Plus, the Syrians....who are between 20-45 ages can speak Turkish
better than the older ones. From this point of view, age range can be set for this
study...”
Employment: The FG participants highlighted that Syrians who have a job and economic
relief would be more suitable for this study. It was mentioned that this population is also
more fluent in the Turkish language, open to new experiences, and have adjusted to social life
in Turkiye better. As stated by P5:
“(MU40)...(Syrians who) are relatively in the business life, somehow...err.. They
have to be a part of it. They have to work to earn money. If they have to work, they

have to learn the language.”

Education: The participants indicated that Syrians having educational backgrounds would be
more suitable for this study. The meaning units mentioning the educational background of

participants has layered meanings and goes under the “employment” subcategory as well. To
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illustrate, P3 stated his opinion as following which goes under both employment and

education subcategories:

“(MU33)... The participants indicated that Syrians literate (in latin alphabet) would
be more suitable for this study. The meaning units mentioning the educational
background of participants have layered meanings and fall under both the

"employment” and "education™ subcategories. ”

3.3.2.6. Traumatic Events:
The participants developed their arguments around the notion that traumatic events
experienced by Syrians might have an impact on the recruitment process. This category is
divided into three subcategories. These subcategories are Suitability, Challenges, and

Classification of experienced traumatic events.

Challenges: One participant highlighted a potential difficulty for the researcher in recruiting
Syrians who have had traumatic life experiences, as the ongoing impact of these experiences

might still be affecting them.

Suitability: It is stressed that the mere existence of traumatic experiences would pose a
challenge for the researcher, but it would also provide an opportunity for the participants who

are seeking psychological help..

Classification: In this subcategory, the participants engaged in a profound argument
regarding the differentiation of negative life experiences of this population from their war-
related traumatic life experiences. Specifically, the negative life events experienced by this
population before and after migration were extensively discussed in terms of their direct and
indirect connection to the Syrian civil war. The participants subsequently reached a

consensus that a comprehensive understanding of the characteristics of these negative life
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events is crucial in order to classify them as war-related traumatic experiences. As expressed
by P5:
P5:“(MUI102): ... I think that’s why it is really necessary to understand the content
and the details of the events.”
3.3.3. Code “Therapy”
The participants engaged in a discussion regarding the design and structure of the
intervention study of NET. They formulated categories related to language, online delivery,

challenges, and cultural differences under the overarching code of "Therapy”.

3.3.3.1. Language:
This category is further divided into four subcategories, which capture the similarities
and differences among the meaning units. The participants developed their arguments around
the following subcategories: Translator, Turkish Language, Mother Tongue, and

Productiveness.

Translator in therapy: The participants engaged in an extensive argument regarding the
benefits and disadvantages of using a translator during the intervention study. However, various
disagreements emerged, and a common view on the use of a translator during the delivery of
NET could not be reached. The disagreements were expressed in the group discussion as
following:
P3: “(MU54) The bond between a patient and therapist gets weaker gradually.
Additionally, if the translator does not know anything about the therapy process... this
is the worst. Sometimes, later on, the patient and translator become having their own
conversations and I feel (as a psychologist) left out and lose control.”
P5: “(MUG68) If I speak for my profession (social worker) when visiting Syrians at
their homes, we are always escorted by a translator... The conversations taking place

there (home visits for fieldwork) and therapeutic dialogues are different. Because in
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fieldwork, a translator and the Syrian households can speak among
themselves...However, I don’t think that these kinds of things could emerge in a

therapy session.”

P5: “(MU61)... I guess we cannot say anything like not having a translator in a
therapy session is better than having one...Or vice versa.”

Therapy language as Turkish: The participants reached a conclusion that if Turkish were to
be set as the therapy language, Syrian participants in NET sessions must have a good
command of the language to express themselves explicitly. P5 expressed that:

“P5: (MU61)... If we expect these people to express themselves freely and interpret

their sincere inner feelings to the outer world, they must speak Turkish very well....”

Using Mother-tongue in therapy: The participants engaged in an extensive discussion
regarding the use of the mother tongue during therapy sessions for Syrian participants. They
did not express any concerns about using a translator in therapy during this discussion.
Consequently, using a translator and using the mother tongue were formed as two separate
subcategories. The participants concluded that it is always better and easier to have a therapy
session in a mother tongue to convey feelings and thoughts easily as stated above:

“P5: (MUS5S8)...1t is always easy to express yourself and your feelings. It is far more

comfortable. You can convey your feelings to the other person easily.

Productiveness: The participants discussed whether the preferred language would affect the
productivity of therapy sessions, considering the use of the mother tongue in the presence of a
translator or a second language such as Turkish for Syrian participants. They concluded that
instead of solely focusing on the preferred language, it is essential to consider the

participants' ability to benefit from the therapy as P2 indicates:
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P2: (MU50) When a Turkish person goes under therapy, we don’t expect 100%
productiveness from a therapy... So, we should completely focus on what these people
can gain most from the therapy.... (MU52).

3.3.3.2. Online Delivery:

In this category, there are no subcategories as the participants unanimously agreed on
the convenience of online delivery for NET participants. Despite the acknowledgment of
online delivery as a convenient technique by the participants, challenges for Syrian
participants, such as equipment supply for remote delivery of NET, were later raised and
discussed in detail. One participant expressed her opinion around the convenience of online

gatherings from her own experience in this FG research as following statement:

Pl: “(MU26) Speaking for myself, I am attending this group discussion via the
internet and computer. So, it provides great convenience... (MU27) I think we all

agree on this topic. Is there anyone who disagrees?

P1 did not get any objection, but even though online delivery was acknowledged as a
convenience technique by the participants, in later discussion, challenges for Syrian
participants, for example in equipment supply for remote delivery of NET, were raised again
and discussed in detail.

3.3.3.3. Challenges:

The participants recognise that while online delivery of NET would be a great
convenience for the participants, accessing online therapy equipments (computer, phone,
headphone, internet etc.) may be difficult. They acknowledge that this population generally
lives in poor conditions in Turkiye, making it challenging to provide them with the necessary

equipment.

3.3.3.4. Cultural Differences:
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The participants focused their arguments on the cultural differences that the therapist
may encounter, specifically regarding sex differences, while conducting the sessions. Male
participants of the FG shared examples from their professional experiences, highlighting how
sex differences can create barriers when working with this population. They mentioned that
female Syrians often do not want to speak or have interviews with male workers. When they
asked about whether this problem would cause a barrier for this research as the researcher is a
female, they agreed that sex difference would not cause a challenge for this research. As

mentioned by P5:

“(MU72) They (female Syrians) don’t want to talk with men workers (in fieldwork)...
(MU75) However, I haven’t seen any male Syrians refusing to speak with women
professionals, though. (MU76) I don’t think this would be a problem for Miss A... (for
the researcher).”

3.3.4. Code “Remarks”
In the last section of the FG discussion, the participants were asked to provide any

advice or attention for the research team to consider that had not been discussed.

3.3.4.1. Cultural differences:

The participants shared their opinions and perspectives on the Cultural Differences
category, discussing potential challenges that may arise when working or studying with
Syrians.

Awareness: The participants emphasised the importance of being aware of cultural
differences when working with this vulnerable population.

Trust Issue: The participants highlighted the trust issues they have encountered when
working with the Syrian population. Drawing from their own professional experiences, they
emphasised the sensitivity and importance of establishing a trustworthy relationship with this

vulnerable group. P3 expressed her opinion as:
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“MUS1)...They fled from a country having a political disturbance and they were not
safe, there. Trust is a very delicate and important issue for them. (MU82) We are
doing interviews with these people but we are, almost all of us here, employed under a
governmental institution. They may have some concerns about the information they
have shared or going to share with us. Like, Where will this information go? ...Who
will receive this information?...(MU83) We must be sure that we have clarified
everything about the situation and process for these people. If we could accomplish it,
we could minimise any possible problems.”

Perception toward Mental Health: The participants highlighted that mental health problems
are not always recognised as health issues or are generally viewed as a punishment from
Allah or a source of shame within the community. The participants provided advice to the
research team regarding this misperception and its impact on working with the population,

emphasising the need for sensitivity, cultural understanding, and education about mental

health within the community.

3.4. Discussion

This exploratory study has identified several challenges and obstacles that need to be
addressed before conducting an intervention study. The insights and potential solutions
provided by the discussion are valuable in helping the research team overcome these
challenges. The FG discussion emphasised that the successful delivery of NET in this context
is seen as a promising technique. However, the recruitment process is crucial, particularly in
terms of the participants’ ability to speak Turkish. It was acknowledged that many Syrians in
Turkiye face communication problems as Arabic is not commonly used in the country (Bicer,
2017). It was concluded that even though the number of Syrians fluent in Turkish is narrow,
there are Syrians living in Turkiye who are fluent in Turkish. Therefore, it is highlighted that

the research team can implement strategies to identify and recruit Syrians who have a good
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command of the Turkish language. It is concluded by ensuring that participants have a
sufficient level of Turkish proficiency, the therapy sessions can be conducted effectively,
allowing for better engagement, and understanding of the intervention. It was raised that
frequent address changes among the Syrian population can pose a significant barrier for
researchers or professionals trying to maintain therapy sessions. However, the current study's
design as remote sessions provide a potential solution to mitigate this challenge, particularly
considering the impact of Covid-19 pandemic during the time of this research. By utilising
remote therapy sessions, the research team can overcome the obstacle of address changes,
allowing for flexibility in conducting sessions, as participants can join from their current
location without the need for physical proximity.

The scale and complexity of the ‘Syrian crisis’ have made it challenging to provide
adequate assistance and support to all those in need. Unfortunately, the COVID-19 pandemic
also posed a challenge to carrying out these endeavours (UNICEF, 2020). The FG
participants, who have considerable professional experience with Syrians in Turkiye, have
also expressed concerns about Syrians' unmet basic needs, which could act as a barrier to
reaching to this population for the intervention study. The FG participants discussed that
Syrians may not be willing to participate in this study, as their priority is to meet their basic
needs such as accommodation, food, and money. It was also concluded among the
participants that it is possible to find six Syrians who speak Turkish fluently and have some
economic relief, as not all Syrians in Turkiye are living in difficult conditions. Therefore,
they agreed that eligibility criteria should be established for potential participants and the
researcher should implement this during the recruitment process. The eligibility criteria were
set for the age range are 20-45, as these Syrians living in Turkiye tend to be more active in
daily and business life, which could facilitate their fluency in Turkish and adaptation to the

research process. Another eligibility criterion discussed was relative economic relief. It was
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mentioned that this would help address concerns related to vital and economic needs that
could potentially have a negative impact on the recruitment and therapy process. Falconnier
(2009) has also highlighted the relationship between access to mental health services and
seeking help among low-income individuals, emphasising that they are less likely to access
such services and show fewer improvements compared to middle-income individuals. The
FG participants also emphasised that literate Syrians in Turkish would be more suitable for
the main study, as they have adapted to the Turkish community more easily. The location of
potential participants must be taken into consideration, as in some regions of Turkiye, local
people speak different languages such as Kurdish and Arabic. Thus, Syrians living in these
regions may use these languages as well. The nature of experienced traumatic events was also
extensively discussed focusing on their classification. However, this discussion veered away
from the aim of the FG research, prompting the main researcher to intervene. The researcher
summarised the discussion and the group concluded that detailed knowledge of the
characteristics and content of the life experiences is necessary for proper classification.
Regarding the therapy language, the participants did not reach a consensus on whether using
a translator or conducting the session in Turkish, or in their mother tongue would be more
productive for the intervention study. The main concern raised during this discussion
revolved around the challenge of conveying feelings to a therapist through a translator and
the difficulty of expressing oneself in a second language. While the effectiveness of NET
with the use of a translator has been demonstrated in various refugee populations worldwide
(e.g., Neuner et al., 2004; Stenmark et al., 2013), it was predicted that using a translator could
pose a challenge for the intervention study. Because use of a translator during sessions,
considering the diverse range of Syrian Arabic dialects, may make it difficult to pair Syrian
participants with suitable translators. This could potentially create another complication for

the research process.
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Even though online delivery of NET was acknowledged as convenient for the
participants, obtaining technological equipment was considered as a challenge. The FG
participants advised that potential participants should be informed in advance about their
access to the required equipment and the internet. Additionally, the participants further
emphasised the importance of being aware of cultural differences when engaging with this
population, as any overlooked situation may be sensitive in the Syrian culture. It was also
highlighted the significance of building trustworthy relationships, as individuals who have
fled conflict areas to foreign countries often possess an insecure worldview due to the
dangerous and uncertain environments they have experienced. The discussion also focused on
the distorted perception of mental health and treatment among Syrians, which could pose
challenges for the intervention study in various aspects, ranging from the recruitment process
to treatment. This aligns with existing literature that extensively demonstrates the Syrian
population’s distorted perception of mental health. The participants expressed concerns about
how Syrian people's perception of mental health problems might create challenges for the
recruitment of the intervention study. Overall, the participants provided valuable insights and
advice that had not been previously addressed in the discussion. Their professional
experiences highlighted the importance of cultural awareness, building trust, and addressing
the Syrian population's perception of mental health to overcome challenges and conduct a
successful intervention study. Along the lines of mental health stigma in Arabic culture, a
study conducted by Llosa et al. (2014) with refugees in camps in Lebanon reported a
significant treatment gap. Despite the availability of free and well-promoted health services,
the study found that the mental health treatment gap in the camp was as high as 96%. The
findings of the study emphasise the need to address mental health stigma and its impact on
help-seeking behaviours in Arabic culture. Similarly, studies have shown that Syrians

residing in Turkiye have reported a high prevalence of mental health problems (e.g., Kaya et
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al., 2019). This population also exhibits limited knowledge and awareness of psychological
problems and their treatments, coupled with a high stigma towards mental health problems
(Hassan et al., 2016).

This study has identified and shed light on the potential obstacles that may arise
during the implementation of NET in this context. However, it is important to acknowledge
the limitations of this study. The data was analysed using the CA method, wherein the
researcher employed analytical constructs to derive answers to the research question (White
& Marsh, 2006). As the researcher read through the document, she divided the text into MUs
and then formed codes, categories and subcategories regarding similarities and differences. In
this process, when she was constructing these layers, she might miss out on other
perspectives and different meanings of the text. Therefore, the researcher’'s own
interpretations and biases may have influenced the analysis and findings. To address this
potential risk, the main researcher collaborated with an independent researcher who also took
a role as a moderator in the FG. They specifically reviewed certain meaning units that could
fall under multiple categories or subcategories by watching the video recording of the FG
research. This collaborative approach aimed to ensure a robust classification of the MUs
under relevant and appropriate categories. Another limitation is that the findings are based
on the perspectives and experiences of the FG participants, and thus may not capture the full
range of challenges and perspectives within the Syrian population in Turkiye. The sample
size of the FG was also limited, which may impact the generalisability of the findings. The
reliance on self-report data from the FG participants introduces potential biases, such as
social desirability bias or individual interpretations of the questions. It is important to
consider these limitations when interpreting the results of this study and to conduct further
research using diverse methodologies to gain a more comprehensive understanding of the

challenges and potential solutions for implementing NET with Syrians in Turkiye. Rather
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than conducting face-to-face individual interviews, a group interview was preferred for this
study to capture the dynamics of group interaction among professionals with different
experiences. From this perspective, the group discussion was centred around the experiences
of the recruited professionals. However, it is important to acknowledge that other
professionals working with Syrians may have distinct experiences. While this raises
questions about the external validity of the generated data, the researcher made efforts to
recruit participants from diverse backgrounds to enhance the representativeness of the group.
Nevertheless, the social nature of FG research inherently possesses this unique strength, as
the dynamics of FGs are never the same. It is also important to consider that participants in
this focus group study may have possessed disagreement on some topics discussed. Due to
the group dynamic where participants are strangers to each other, some individuals may
choose to withhold their opinions or not fully disclose their true thoughts, which could limit
the collection of diverse data. Also, the moderators of FG might affect the group dynamic and
the given answers. One of the moderators posed the questions in the line with the semi-
structured interview questions. After some questions, the group remained silent for a long
time. In these circumstances, the moderator gave examples or put general comments on the
question to clarify it. These attempts might change or reroute the participants’ statements.
This exploratory study has shed light on the potential obstacles and challenges
involved in implementing a specific therapy technique that has not been previously applied to
the Syrian war-affected population in the Turkish context. The findings of this study also
provide insights into the challenges that future studies may encounter when conducting
research with Syrians. This preliminary research serves as an instructive study for planning
other psychological interventions aimed at investigating mental health interventions in this

conmtext.
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3.5. Conclusion

In this FG study, it has been concluded that NET may be a promising technique for
reducing mental health problems of Syrians. The significance of the recruitment process for
potential participants was emphasised and eligibility criteria were set. These criteria include
being between the ages of 20-45, fluent in Turkish, being literate, having economic relief,
having access to equipment such as computer, phone and the Internet, and residing in the
western region of the country. Despite the diverse nature of the Syrian population in Turkiye,
this FG study serves as a roadmap for addressing potential obstacles and ensuring a smoother
research process and reliable results. The recruitment process for the subsequent study will be

carefully considered tahing into account the findings of this research.
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Chapter 4: Feasibility and effectiveness of Narrative Exposure
Therapy in the Syrian refugee population and the potential role of

it in Self-Concept Clarity

4.1. Introduction
4.1.1. Background of Syrian Civil War, Numbers, and Emergency

The “Arab Spring’ movement initially emerged as a series of small-scale anti-
government protests. However, it swiftly spread across the Arab world, reshaping the
political landscape of North Africa and the Middle East and impacting the lives of millions
not only in the region but also worldwide. Originating as a call for democracy, freedom, and
human rights in Tunisia, the movement subsequently extended to other nations such as Libya,
Yemen, and Syria (Campante & Chor, 2012), triggering a cascading effect throughout the
region. Commencing as uprisings against the Assad government due to political, economic,
and social unrest within the nation, the Syrian Civil War erupted in March 2011, catalysing a
devastating conflict that forcibly displaced millions of Syrians to neighbouring countries
(Naja et al., 2016). As outlined in Section (1.2.), by the end of 2021, the Syrian Civil War had
resulted in the internal displacement of 6.9 million Syrians, with an additional 5.7 million
Syrians seeking refuge in neighbouring countiress. Reports indicated that over 15.3 million
Syrians impacted by the war would require some form of humanitarian assistance (UNHCR,
2023c).

Owing to the escalating conflict in the region, it was reported that over 3,000 Syrians
fled to neighbouring countries daily throughout 2014 (Zetter & Ruadel, 2014). The
substantial influx of Syrians created an overwhelming challenge in meeting the basic needs of
both the newly arrived Syrians and the citizens of the host countries. This situation led to a

significant strain on the host countries' resources, causing considerable difficulties and
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insufficient capacity to manage the substantial social and economic burden. Despite the
economic aid provided by the US government, Canada, and European countries to the host
nations, these efforts have proven inadequate in addressing the refugees' fundamental,
mental, and psychosocial requirements, rather than being regarded as successful initiatives
(Yalim & Kim, 2018). For instance, a 2022 study, titled the "Return Intention Survey,"
revealed that 90% of Syrians were unable to fulfill their basic needs in the resettlement
countries.

The mental well-being of refugees poses a significant challenge for both mental health
professionals and policymakers in host countries. Research has consistently demonstrated
that resettled refugee populations exhibit significantly higher levels of mental health
disorders, including PTSD, depression, and other comorbid conditions, compared to the non-
war-affected population of the resettled country. A noteworthy meta-analysis conducted by
Steel et al. (2009) revealed a PTSD prevalence of 30.6% among refugees from 40 countries,
significantly surpassing the 3-5.5% prevalence rate among the non-war-affected adult
population. Refugees, who have already endured the weight of war and its psychologically
devastating aftermath, encounter additional physical, economic, psychological, and social
challenges upon resettlement, making adaptation to the new country's system, culture, and
lifestyle particularly difficult. Consequently, this situation presents added difficulties for both
refugees and the residents of host countries. A study by Akcapar and Simsek (2018) in
Turkiye highlighted the adaptation issues faced by Syrian refugees, as well as the social
struggles experienced by Turkish citizens in accepting these refugees, leading to disharmony
and disruption within the society. Undoubtedly, such disharmony adversely affects the mental
well-being, safety, and prospects for the future of the refugee population, hindering their
successful integration into the new country. It is widely acknowledged that in addition to

formulating effective policies and programs to meet the basic needs of this specific
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population, addressing their mental health requirements is vital for facilitating their
adjustment to the new country. This approach would promote their self-sufficiency in daily
functioning within a shorter timeframe, subsequently alleviating the long-term burden on the
host countries in facilitating the vulnerable population's integration into society.

4.1.2. Syrian Refugees in Turkiye

Following the outbreak of the Syrian Civil War, Turkiye implemented an "open door"
policy, offering "temporary protection™ rather than official "refugee” status to Syrians
affected by the conflict due to its approximately 900-kilometer border with Syria. Since 2011,
Turkiye has experienced a significant influx of Syrians fleeing the conflict. Additionally, in
2016, to manage the large influx of Syrians seeking entry into the EU, Turkiye and the EU
reached an agreement stipulating that Syrians not eligible for asylum attempting to cross from
Turkiye to Greece after March 2016 would be returned to Turkiye (European Commission,
2016). Consequently, with this policy in place and the agreement with the EU, Turkiye
currently hosts the world's largest refugee population, with 3.6 million Syrians (UNHCR,
2021a).

While a small portion of Syrians are housed in seven refugee camps located in five
different cities, primarily near the Syrian-Turkish border, reports indicate that over 3.5
million of them have dispersed across 81 provinces of Turkiye as of 2020 (Department
General of Migration Management, 2022). Numerous studies conducted in various Turkish
cities have investigated the resettlement and adaptation process of this population. The
findings have underscored the significant challenges faced by Syrians in acclimating to
Turkish society and lifestyle, encompassing social, economic, educational, cultural, and
psychological aspects. These challenges have stemmed from societal discrimination,
unemployment, language barriers, and the traumatic life experiences associated with the

Syrian civil war, as well as the pre- and post-migration processes (Apak, 2014; Cakir, 2017;
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Erdogan, 2018; Yildirimalp, 2017). Given the considerable number of Syrians affected by the
war that Turkiye is hosting, comprehensive investigations into the needs and challenges of
this population are imperative to facilitate the establishment and enhancement of policies
aimed at promoting their integration into Turkish society.

4.1.2.1. Post Migration Stressors of Displaced Syrians in Turkiye:

It is widely recognised that refugees forced to flee their home countries undergo
various traumatic experiences, not only due to the ravages of war but also as a result of re-
traumatisation stemming from substandard living conditions in the countries they seek refuge
in (Brune et al., 2002). In other words, apart from the direct impact of war, refugees grapple
with post-migration stressors including challenges related to accommodation, acculturation,
language barriers, cultural loss, unemployment, financial strain, exorbitant housing costs,
meager wages, marginalisation, lack of social support, uncertainty about their future, and the
fear of repatriation (Bogic et al., 2015; Eisenbruch, 1991; Kaya & Kirac, 2016). Moreover, it
has been emphasised that various contextual factors, encompassing social, economic, and
political dimensions in the resettlement countries, significantly influence these post-migration

stressors for refugees (Zetter & Ruaudel, 2014).

Taking a closer look, as previously mentioned, the significant influx of Syrians into
Turkiye has presented challenges for both the Turkish government, attempting to manage the
rapid societal transformation and demands, and for the Syrians themselves, who have fled
conflict-ridden areas in search of a secure environment to rebuild their lives and heal from the
traumatic aftermath of war. A growing body of research has documented that Syrians
resettled in Turkiye contend with an array of post-migration stressors that impact their daily
functioning and integration into the community. For instance, a study by Esin et al. (2014)
conducted among 248 Syrians residing in Istanbul revealed that low income, inadequate

living conditions, limited access to clean water and sanitation facilities, heating issues, and
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overcrowded living environment were some of the prevalent post-migration stressors
experienced by this population. Furthermore, concerns about family members back home,
separation from or loss of loved ones, challenges accessing healthcare and employment, loss
of cultural identity and social support, as well as prejudices held by Turkish citizens blaming
Syrians for straining the government's resources and disrupting societal security, were
reported among the other stressors faced by Syrians in Turkiye (Cantekin and Gencoz, 2017;
Human Rights Watch, 2016; Tastan et al., 2017). Research indicates that post-migration
challenges are closely associated with a dose-response relationship, suggesting that a greater
incidence of PTSD, depression, and anxiety is linked to cumulative exposure to trauma,
including post-migration living difficulties in resettled refugees (Beiser & Hou, 2001; Porter
& Haslam, 2005; Silove et al., 1997). Despite Turkiye 's efforts to manage these post-
migration difficulties and its formulated policies aimed at addressing the needs of Syrians,
there remain significant gaps in adequately assisting their resettlement and integration
process. Considering all these factors, it is inevitable that this population continues to grapple
with mental health issues due to the cumulative post-migration challenges they encounter in

Turkiye.

4.1.2.2. Mental Wellbeing of Displaced Syrians in Turkiye:

The impact of war, combined with pre-migration and post-migration stressors, often
subjects Syrians affected by conflict to a spectrum of physical, emotional, cognitive, and
behavioural challenges (De Jong et al., 2003; Hassan et al., 2016; Mollica et al., 2004). As
outlined in Chapter 2, our Systematic Review has revealed that numerous studies have
focused on investigating prevalent mental health issues among Syrian refugees in host
countries across various regions of the world. According to our findings, the prevalence of
PTSD is up to eight times higher, with rates of depression and anxiety up to seven times

higher among externally displaced Syrians than in the general population. Notably, Syrians
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residing in Turkiye face an elevated risk of developing PTSD and depression. Corresponding
with the study conducted by Karaman and Ricard (2016), Syrians resettled in Turkiye
exhibited a higher prevalence of mental health issues compared to other refugees in Western
nations. The reasons behind the heightened susceptibility of Syrians in Turkiye to mental
health problems have been previously discussed in section 2.4. Hence, the findings of these
studies underscore the significance of closely examining the mental health challenges
encountered by conflict-affected Syrians. They emphasise the necessity of evaluating the
existing psychological intervention programs aimed at promoting their mental well-being.
These findings stress the urgency for implementing appropriate and effective mental health
interventions to address the pressing mental health needs of the Syrian population affected by

conflict, particularly in Turkiye.

4.1.2.3. Post-Traumatic Stress Disorder among displaced Syrian Refugees in
Turkiye:

Refugees undergoing various phases of migration are prone to encountering traumatic events
and cumulative stressors, thereby increasing the risk of developing PTSD (Fazel et al., 2005).
Given the intricate link between traumatic stressors and PTSD, Syrians who have resettled in
Turkiye face an escalated risk of developing PTSD due to the multifaceted traumatic
experiences they encountered during the pre-migration, migration, and post-migration phases.
For instance, a study conducted by Ozen and Cerit (2018) among Syrian refugees employed
in Turkish Non-Governmental Organisations (NGOs) highlighted that the most prevalent pre-
migration traumatic events included being forcibly displaced from Syria, exposure to
bombings and gunfire, witnessing the destruction of homes, being confined indoors due to
street chaos, and witnessing the death of a friend. These traumatic life events were found to
be strongly correlated with the development of PTSD. Moreover, research has revealed that

the prevalence of PTSD among 781 Syrians residing in a camp in Turkiye was 83.4%
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(Acarturk et al., 2018), whereas it was 41.8% among 354 Syrians living in the city of Kilis,
Turkiye (Jefee-Bahlou et al., 2014). These statistics, in conjunction with the findings from
our systematic review, further reinforce the understanding that Syrians living in Turkiye are
more susceptible to experiencing heightened levels of PTSD. The potential rationales

underlying these outcomes have already been extensively discussed in detail in section 2.4.

4.1.2.4.  Other Mental Health Problems among displaced Syrian Refugees:
Research has emphasised the heightened prevalence of comorbidities between PTSD
and other mental health disorders among displaced Syrians affected by war (e.g., Chung et
al., 2018b; Chung, 2021). Studies have illustrated that Syrian refugees forced to flee their
homeland grapple with a broad spectrum of emotional disturbances, including feelings of
sadness, anger, fear, hopelessness, emotional suppression, and disinterest, as well as
psychological issues such as depression and anxiety. These have been identified as the most
prevalent mental health challenges faced by Syrian refugees (Ben Farhat et al., 2018; Gross &
John, 2003; Hijazi & Weissbecker, 2015; Tinghog et al., 2017; UNHCR, 2014). Alongside
the mental health concerns and their intersection with PTSD, literature also highlights that
this population contends with various other health issues, including chronic pain, headaches,
sleep disorders, and alterations in self-perception and self-efficacy (Chung et al., 2021;
Ghumman et al., 2021; Stremme et al., 2020).
4.1.2.5. Barriers to Reaching Mental Health Services for Syrian Refugees:
When working with culturally diverse populations, it is crucial to carefully consider the
significance of social and cultural components in understanding the experience, expression,
diagnosis, evaluation, and treatment of mental health issues. Within Syrian culture, it is
common to manifest psychological distress as somatic symptoms, often leading to indirect
expressions of mental health concerns (Hassan et al., 2015). Consequently, many individuals

may remain unaware of the availability of psychological services in their host country,
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hindering their ability to seek help. For instance, a study conducted in Germany revealed that
Syrian refugees resettled in the country exhibited more reluctance towards seeking
psychological assistance, despite reporting greater daily dysfunction compared to German
citizens (Schlechter et al., 2021). Consequently, individuals are inclined to associate their
psychological issues with physical ailments and might perceive sharing personal experiences
and feelings as unrelated to their psychological well-being. Moreover, societal labeling of
psychological disorders as "mad" or "crazy" can result in shame and stigmatisation, creating
additional barriers to openly discussing psychological distress (Hassan et al., 2016).
Consequently, these negative attitudes and stigmatisation toward mental health problems are
likely to impede this population's access to mental health services. Furthermore, the language of
the host country serves as an important cultural context that significantly influences access to
mental health services, particularly for recently resettled individuals. For instance, a study
conducted in Turkiye determined that language barriers posed the most significant challenge for
Syrians residing in camps when seeking help for their psychological issues (Sahlool et al.,
2012). Conversely, in Jordan, where Arabic is the predominant language, Syrians reported
minimal cultural differences following resettlement and accessed more accessible mental health
services (Basheti et al., 2015). Thus, the language barrier could significantly impede access to
mental health services. Moreover, the inadequacy of mental health programs and resources
provided by host countries poses an additional challenge. While counseling and psychological
support services are broadly available in Turkey, specific mental health services for this
population remain limited due to the priority placed on meeting their basic physical needs (e.g.,
Karaman & Ricard, 2016). This prioritisation is comprehensible, considering Maslow's
hierarchy of needs theory. According to Maslow, the fulfillment of physiological needs must
precede the pursuit of other levels of needs, including security, social, self-esteem, and self-

actualisation. Consequently, as host countries prioritise meeting the basic life needs of Syrian
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refugees, dedicated psychological and counseling programs and services may be insufficient in
providing specialised treatment for trauma and stress resulting from war. This situation creates
an additional obstacle for individuals in need of accessing psychological support.

4.1.3. Psychological Interventions for displaced Syrian Refugees

The profound impact of war and migration on the mental health of Syrian war victims
who have immigrated to other countries remains challenging to fully comprehend.
Nevertheless, it is imperative to identify their mental health needs and provide culturally and
socially appropriate treatment methods for these individuals (Yalim & Kim, 2018).
Numerous intervention programs have been developed and implemented to address mental
health issues among war-affected displaced communities worldwide, as detailed in section
3.1. However, the effectiveness of psychological treatments specifically tailored to the
culturally diverse and non-Western Syrian refugee population remains a subject that has not
been extensively explored.

4.1.4. Western Healthcare in Non-Western Population:

The deficiency of culturally sensitive psychological support tailored to non-Western
individuals underscores a pressing concern. Considering the heightened likelihood that
immigrants may be exposed to more traumatic events and susceptible to experiencing an
array of psychological challenges, the effectiveness of Western-centered psychological
treatment methods provided to these individuals is brought into question. While studies have
demonstrated the effectiveness of Western-based psychological talking therapies, their
applicability within non-Western cultures remains uncertain, as these specific cultures may
not fully accept or comprehend these therapeutic approaches (Bhugra et al., 2014).

Culture significantly influences the conceptualisation, interpretation, and expression
of symptoms and coping mechanisms related to psychological issues (Helman, 2007). For

instance, among African communities, there is a belief that disturbing their deceased
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ancestors could manifest as symptoms such as headaches or insomnia, seen as a source of
wisdom and guidance (Bemak & Chung, 2015). Consequently, cultural beliefs and customs
can influence how trauma and mental health problems are conceptualised and expressed. In
the treatment of PTSD, the application of Western techniques to non-Western populations has
faced criticism (Kazlauskas, 2017; Slobodin & de Jong, 2015), as these techniques have not
demonstrated cultural sensitivity in addressing the mental health problems of refugees.
Considering these criticisms, the adaptation or utilisation of culturally sensitive therapy
techniques holds crucial significance in providing effective treatments for this population
(Benish et al., 2011). As is the case with other refugee populations, Syrian refugees, coming
from an Eastern culture with its unique structure, are no exception. Therefore, the provision
of culturally sensitive and effective treatments is of paramount importance for this
traumatised population. In addition to culturally adapted and effective Western therapies,
NET has gained recognition as a promising psychological technique in the treatment of PTSD
and its comorbid disorders, particularly for conflict-affected refugee populations originating
from diverse contextual backgrounds. Since NET is based on the oral tradition and historical
storytelling, which holds universal value across cultures (Robjant & Fazel, 2010), it has been
found to be highly applicable across various cultural contexts (e.g., Bichescu et al., 2007;
Hensel-Dittman et al., 2011; Neuner, 2004).
4.1.5. Narrative Exposure Therapy

The effectiveness of various therapies, EMDR, CBT, and TFCBT has been
extensively examined, demonstrating significant success in reducing PTSD symptoms and
other comorbid disorders in refugees (Giannopoulou et al., 2006; Sandstrom et al., 2008).
However, these interventions are often perceived as costly, time-consuming, and not readily
accessible in post-conflict areas, particularly where urgent mental health interventions are

required within a limited timeframe. Consequently, NET, developed by Schauer et al. (2005),
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has emerged as an effective and time-efficient therapy for addressing the potential mental
health issues of refugees residing in post-conflict regions. NET is regarded as a "culturally
universal" approach, as it is based on a narrative that is deemed to be an integral part of every
culture (Schauer et al., 2005). The therapy entails emotional exposure to traumatic memories
and the reorganisation of these memories into a coherent chronological narrative (Robjant &
Fazel, 2010). NET has also been adapted into various versions to cater to different groups.
The children’s version of NET, known as KIDNET, has been designed for children aged eight
years and older who are either experiencing PTSD or are at a high risk of developing it.
Furthermore, an extension of NET, known as FORNET, has been developed to aid
perpetrators in regaining control over their behaviours (e.g., Crombach & Elbert, 2015).
4.15.1. Theoretical Background of NET:

NET incorporates elements of TT and TF-CBT. In the course of NET treatment, the
recovery of trauma victims is pursued through two primary approaches: first, by achieving
exposure and habituation, as targeted in TF-CBT, CBT for PTSD, and second, by
restructuring a cohesive narrative through TT (Schauer et al., 2005). TT aims to construct a
comprehensive life story from birth to the present and concentrates on a lifespan narrative
(Markved et al., 2014), while PE aims to facilitate safe confrontation with thoughts and
memories that have been avoided by the individual since the traumatic event occurred (Foa et
al., 2007). While NET primarily focuses on the habituation of intrusive symptoms during the
reconstruction of autobiographical memories of traumatic experiences, TT does not prioritise
habituation. In contrast, PE and TFCBT have been extensively studied and are acknowledged
as gold standards by the Institute of Medicine (2008) for the treatment of PTSD. The crucial
theoretical distinction between NET and PE lies in NET's emphasis on developing a coherent
narrative for trauma survivors and integrating fragmented traumatic memories into this

cohesive account.
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NET is founded on a theoretical understanding of autobiographical memory (Conway,
2001b), intrusive symptoms (Brewin et al., 2010), and fear networks (Foa & Kozak, 1986). It
is hypothesised that trauma survivors avoid contemplating any details of the traumatic event
represented in the fear network, and those suffering from PTSD encounter difficulties with
the autobiographical context. This imbalance between 'hot' and ‘cold’ memory impedes the
cohesive reconstruction of the details of the event, as the fear network remains highly
activated (for further elaboration on fear network, see section 1.1.4.1.1), making it

challenging for individuals to construct a chronological life story (Schauer et al., 2011).

In summary, NET theoretically strives to integrate the fragmented details of traumatic
events into a coherent narrative with a chronological order by associating physiological,
sensory, cognitive, and emotional responses with the event's contextual details (time, context,
space). This process involves a full activation of the fear network through vivid imagination
and detailed narration of the event, leading to the reconstruction of autobiographical memory
and the reinterpretation of the trauma as a past event, reassuring the individual of their current
safety (Bichescu et al., 2007; Schauer et al., 2011).

4.1.5.2. Therapeutic Process of NET:

NET is structured around four key phases, as identified by Schauer et al. (2011):
diagnosis and psychoeducation, construction of a lifeline, narration of the lifeline, and
rereading and signing of the document. The initial phase involves diagnosing trauma
spectrum disorders through a clinical interview, followed by a session dedicated to
"psychoeducation.” During this phase, the patient is introduced to the theoretical
understanding of PTSD, its symptoms, the concept of trauma memory, the rationale and
procedure of NET, and an outline of the treatment plan. Subsequently, the construction of a
lifeline, represented by a rope on a flat surface, takes place in the second session. Here, the

patient is encouraged to identify significant life events from birth to the present, symbolising
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positive events with flowers, negative events with stones, and instances of aggression or
violence with sticks, while candles represent the loss of loved ones. The third phase entails
narrating the lifeline, involving the patient recounting their life story from birth to the
occurrence of the first traumatic event. Throughout this process, the therapist assists the
patient in reconstructing fragmented traumatic memories and integrating them into a coherent
life narrative. The therapist guides the patient between the present and the past, encouraging
the expression of feelings, sensory information, and somatic responses to promote
habituation. Detailed notes are taken during the session, capturing the entire narration. Each
subsequent session begins with the review of the previous session's narration. If necessary,
the patient and therapist collaboratively amend or supplement the narration, subsequently
continuing with the following phase. The final session involves revisiting the complete
narrative from the initial to the last session, culminating in the signing of the documented
narrative by both the therapist and the patient. This document can also serve as a record for

human rights purposes.

Various studies have examined the length of NET sessions to demonstrate its effectiveness in
terms of session numbers. While the severity and complexity of trauma significantly
influence the duration of the sessions, as outlined in the NET manual, the number of sessions
typically ranges from five to ten, each lasting between 90 to 120 minutes (Schauer et al.,
2011). Additionally, it has been suggested that the minimum number of sessions for refugees
should be at least four, and for survivors of torture, the recommended number of sessions

should be between eight and twelve (Schauer et al., 2005).

4.1.5.3. Evidence-based effectiveness of NET:
The effectiveness of NET has been well-documented, supported by substantial
evidence demonstrating a significant reduction in PTSD symptoms. Neuner et al. (2004)

conducted the first study comparing the efficacy of NET with other interventions among 43
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conflict-affected Sudanese refugees resettled in northern Uganda. The participants were
divided into three groups: one group received a single session of psychoeducation, the second
group received psychoeducation and three sessions of supportive counseling, and the third
group received psychoeducation and three sessions of NET. Data were collected at multiple
intervals, including pre-test, post-test, 4-month, and 1-year follow-ups. The analysis indicated
a notable difference between the groups, with the group receiving NET displaying reduced
avoidance symptoms and improved daily functioning at the one-year follow-up. Another
Randomised Controlled Trial (RCT) was conducted by Bichescu et al. (2007) with Romanian
political detainees, comparing the effectiveness of NET with only psychoeducation. The
results demonstrated a significant improvement in PTSD symptoms among participants who
underwent NET. Several additional studies have been carried out to compare NET with other
techniques, such as Stress Inoculation Training, Group Interpersonal Therapies, and
meditation relaxation, to ascertain its effectiveness in various contexts, including among
earthquake survivors and firefighters (Alghamdi et al., 2015; Hensel-Ditmann et al., 2011;
Schaal et al., 2009; Zang et al., 2013). Findings from these studies consistently indicate that
NET yields significantly better outcomes in reducing PTSD symptoms compared to

alternative interventions.

NET has demonstrated its efficacy not only in the treatment of PTSD but also in various
other psychological disorders, including borderline personality disorder, depression, anxiety,
dissociation, sleep disorders, and suicidal thoughts (Halvorsen et al., 2014; Orang et al., 2018;
Pabst et al., 2014; Stenmark et al., 2013; ; Steuwe et al., 2016; Weinhold et al., 2017).
Furthermore, the effectiveness of NET has been bolstered by neurophysiological research, which
has revealed its impact on brain structure reorganisation and modification, leading to reduced
PTSD scores. Schauer et al. (2006, 2007) found that NET had a lasting effect on the

reorganisation of brain structure, as evidenced by oscillatory brain activity six months after the
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therapy in patients receiving NET. Moreover, Adenauer et al. (2011) reported that NET was
associated with increased top-down regulation in the brain, resulting in enhanced parietal and
occipital activity in response to aversive pictures post-therapy, which indicated a reduction in
fear-response and symptoms of PTSD and depression.

4.15.4. Therapeutical Aims of NET:

NET was initially developed to alleviate symptoms of PTSD, particularly those
resulting from armed conflicts, torture, and various forms of organised violence, affecting
individuals from low- and middle-income countries. As its application expanded within
therapeutic settings, it was observed to have a positive therapeutic impact on a diverse range
of ongoing trauma experiences, such as sexual violence, domestic violence, emotional
neglect, and others, in various settings, including high-income countries (Robjant & Fazel,
2010; Neuner et al., 2010). With the provision of empathy, active listening, unconditional
positive regard, and sincerity of the therapist, patients are encouraged to recount the details of
the traumatic event, including physical, emotional, contextual, and sensory components, with
the goal of integrating these fragmented elements into a cohesive narrative tied to the present
moment (Schauer et al., 2011). The therapeutic objectives of NET include the active
chronological reorganisation of autobiographical memory, the use of imaginal exposure to
activate fear memory, the association of physiological, cognitive, emotional, and sensory
reactions with the time, space, and context of the event, the cognitive reassessment of
behaviours and responses, the reinterpretation of the traumatic event, and the revisiting of
positive life experiences to adjust fundamental assumptions. Finally, NET aims to facilitate

the restoration of dignity for survivors through the process of testimony.

4.1.5.5. Political-Human Right Aims of NET:
According to UNHCR (2023a), more than 108 million individuals have been

displaced as a result of human rights abuses and violations. Considering this substantial



130

number of victims, this displaced population requires interventions aimed at safeguarding and
upholding their human rights and helping them regain the dignity that was shattered by their
traumatic experiences. One of the elements of NET involves the creation of a written
document detailing an individual's entire life, which is then revisited during the final session.
This process serves to achieve these broader objectives. It allows survivors to testify about
their traumatic life experiences, which may have been difficult express due to feelings of
shame, guilt, or emotional distress. With the guidance and support of the therapist, survivors
are encouraged to give voice to their experiences, constructing a comprehensive narrative that
encompasses their life history (Schauer et al., 2011). This written and signed document,
representing a coherent testimony of the survivor's life experiences, can be used for social
and political documentation of human rights violations (Bichescu et al., 2007). It can serve as
a valid form of evidence that survivors can utilise for legal purposes or advocacy efforts to

assert their rights.

4.1.6. Memory

Memory is defined as a dynamic mechanism that is adaptable, permeable, malleable,
continuous, and constructive over time (Hunt, 2010; van der Kolk, 1998). Tulving (1993)
classified five different types of memory systems, including episodic, semantic, procedural,
perceptual representation, and short-term memory. According to Tulving, episodic memory
records personal experiences that an individual is consciously aware of, while the semantic
system stores knowledge about the world and retrieves it as needed. Procedural memory
represents motor skills and falls under the category of declarative memory, while perceptual
representation memory stores non-verbal and unconscious knowledge linked to the senses.
This is classified as implicit memory. Lastly, Tulving described short-term memory as having
limited capacity to store and recall information. These memory systems are viewed as

hierarchically relational and depend on each other for the storage and retrieval of knowledge
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(Tulving, 1993; Tulving & Schacter, 1990). However, due to the intricate nature of memory
and extensive research in the field over the years, various definitions have emerged. Although
some of these terminologies may overlap in meaning, they are represented by different terms
(for instance, the term "declarative” memory is also referred to as “explicit” memory). In a
broader context, Tulving (1972) described explicit memory as long-term memory, which he
divided into two types: episodic and semantic memory. To detail it more, episodic memories
allow individuals to store and retrieve autobiographical knowledge related to "the content,
place, and time of the event,” coding perceptions, physical sensations, cognitions, and
emotions during the event. Research has indicated that individuals with PTSD often
experience impairment in episodic memory function, leading to difficulties in recalling events
or experiencing flashbacks (McNally, 1997; Zlomuzica et al., 2018). This understanding of
episodic memory has led to the development of psychological interventions for PTSD,
particularly focusing on "autobiographical memory,” which is interrelated with both episodic
and semantic memory systems, encompassing overarching life periods, general events, and
event-specific knowledge (Conway & Pleydell-Pearce, 2000; Levine et al., 2002; Tulving,
2002).

4.1.6.1. Autobiographical Memory:

The type of memory that individuals have about their own personal past is referred to
as "autobiographical memory" (AM). At the top of its hierarchical structure lies the "memory
of lifetime periods," encompassing the major themes that an individual has experienced
throughout their life (Schauer et al., 2011). AM is a long-term and declarative memory that
represents a complex mental depiction of the self (Conway, 2001a; Conway & Pleydell-
Pearce, 2000). While AM is closely associated with Tulving's concept of "episodic memory,"

the distinction between them lies in their functions, durations, and activations in the brain.
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Episodic memory contains knowledge about the sensory-perceptual details of recent
experiences, lasting for short periods of time (minutes or hours) unless they are linked to
more durable and enduring autobiographical knowledge. On the other hand, AM is relatively
long-lasting and encompasses knowledge about specific personal events (episodic memory)
as well as general knowledge about the self (semantic memory), aiming to maintain and
pursue realistic self-goals. Impairment in autobiographical memory, whether neurologically
or psychologically, can lead to distortions in the stability and continuity of the self, as one of
the functions of AM is to anchor the self in remembered and actual experiences of memories.
Neuroanatomically, episodic memory is more closely associated with the posterior region of
the brain, especially the occipital and posterior parietal lobes, as well as certain parts of the
temporal lobes where sensory-perceptual networks are situated (Conway, 2001b). In contrast,
AM is represented by different regions of the brain, including networks in midbrain structures
such as the hippocampus and amygdala, as well as the temporal, occipital, and frontal lobes

(Conway & Fthenaki, 2000).

4.1.6.2. Memory Reconsolidation and NET:

According to the Emotional Processing Theory (see section 1.1.4.1.1.), traumatic
events that elicit high emotional arousal hinder the integration of contextual information and
details into the memory system (Brewin et al., 2010). Consequently, memories of the
traumatic experience are often recalled in fragmented form, lacking a coherent whole. This
fragmentation of traumatic events can lead to disconnected details, unfinished expressions,
and repetitions of words. Individuals suffering from PTSD may experience symptoms such as
avoiding cues or reminders of the event, intrusive thoughts, and a sense of loss in their life

narrative (Park et al., 2020; Schauer et al., 2005; 2011).

Drawing on the theoretical foundation of NET, which aims to integrate contextual

information of a traumatic event into the memory system, the technique focuses on the PTSD
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theories of Emotional Processing Theory, Dual Representation Theory, and the concept of
Fear Network (Kangaslampi et al., 2015). The developers of NET propose linking implicit
(sensory-bodily-emotional) memory, which is disconnected from contextual information, to
explicit (episodic) memory to reconstruct autobiographical memory and reduce the symptoms
of PTSD (Schauer et al., 2015). To achieve this integration, the NET therapist encourages the
individual to discuss the traumatic event, engaging with the narrative on physiological,
emotional, cognitive, and meaning-making levels. The therapist poses questions or provides
feedback to activate sensory and perceptual information of the event (hot memory), guiding
the individual to transition between the past and the present to promote the integration of hot
and cold memory through exposure and habituation. By addressing all levels of the fear
structure (for example of questions to target elements of fear/trauma structure, see Appendix
F), the individual can reduce physical and affective reactions to the traumatic event and
derive meaning from the experience by revisiting fragmented memories within their
appropriate context and creating a coherent narrative of the event (Bichescu et al., 2007;
Mgrkved et al., 2014; Robjant & Fazel, 2010). Examples of such guiding questions may
include asking about sensory elements and cognitive aspects related to the event both in the
past and the present, facilitating a comprehensive exploration and integration of the traumatic

memory.

4.1.7. Self

The concept of the "self" is a central and complex topic in psychological literature,
encompassing multidimensional aspects such as personality, self-evaluation, culture, and
developmental processes. Although the idea of the "self" is multifaceted, it has been
employed to denote various interconnected terminologies in the literature, including self-

esteem, self-efficacy, self-complexity, self-awareness, self-confidence, and self-concept
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clarity. In the context of this study, the focus will be on exploring the concept of self-concept
in subsequent chapters.
4.1.7.1.  Self-Concept Clarity:

Rosenberg (1979) defined 'Self-Concept' (SC) as the complete set of an individual's
thoughts and emotions regarding themselves as an entity. In contrast, Zimbardo (1988)
suggested that the SC is a dynamic cognitive construct that represents and interprets various
intrapersonal and interpersonal processes. Conversely, "Self-Concept Clarity” (SCC) is
characterised as "the degree to which an individual's SC is clearly and confidently defined,
internally coherent, and stable over time" (Campbell et al., 1996, p. 141). Although SC and
SCC might appear to be related terms, their components and functions set them apart. While
SC is seen as an adaptation to different social roles and the corresponding behavioural
expectations from an individual (Goffman, 1959; Snyder, 1974), SCC is more closely
associated with maintaining the consistency of the SC even under stressful circumstances

(Linville, 1985; 1987).

Despite the relatively limited research attention on SCC, scholars have concentrated
heavily on its practical usefulness, particularly after the 1980s, and a significant portion of
research has focused on developing measures to assess this concept. Seminal studies by
Campbell et al. (1990; 1991) played a critical role in conceptualising and operationalising the
SCC construct, emphasising the confidence and temporal stability of self-descriptions.
Subsequently, a considerable body of research has explored various aspects of SCC. Research
findings have revealed a correlation between low SCC and poor psychological adjustment,
including negative mood, personality traits, low self-awareness, anger, violence, and anxiety,
as well as psychological issues such as high levels of anxiety, psychosis, and trauma-related
disorders. Moreover, high SCC has been linked to positive psychological functioning, such as

well-being, positive mood, extraversion, and self-esteem (Campbell et al., 1990; 1996; 2003;
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Cicero et al., 2013; 2017; De Cremer & Sedikides, 2005; Diehl et al., 2001; Diehl & Hay,
2007; 2011; Hanley & Garland, 2017; Nezlek & Plesko, 2001; Ritchie et al., 2011; von

Collani & Werner, 2005).

4.1.7.2.  Trauma Memory and Self:

Numerous theories have underscored the role of AM in the continuity of self,
supported by empirical evidence suggesting that AM and self are interconnected functions
with a dynamic and reciprocal relationship (Bluck, 2003; Bluck & Levine, 1998). Individuals'
perceptions, goals, and beliefs regarding themselves are shaped by their recollections of the
past, and, in turn, their perceptions of their present selves are influenced by the content of

their recollections and how they remember them (Wilson & Ross, 2003).

In the context of PTSD, intrusive images and flashbacks represent the most vivid
manifestations of the disorder, and it has been reported that dissociation and memory
fragmentation are central symptoms of this condition. Foa et al. (1993) highlighted post-
trauma symptoms as impediments to the successful processing of trauma-related information,
leading to disorganised memory representations, incoherent narratives of traumatic events,
and disruptions in self-consistency and continuity. For instance, Lifton (1967) observed that
survivors of the Hiroshima bombing experienced a loss of self-continuity in their daily
existence and cultural context due to this catastrophic event. According to Singer et al.
(2013), the connection between memory and narrative is crucial for healthy psychological
and daily functioning in the long term. However, traumatic life experiences disrupt the
continuity of daily life and fracture the ongoing narrative of the self, which serves to link an
individual's past, present, and future (Brison, 1999). Therefore, the posttraumatic self can be
comprehensively explored by examining how its inner continuity is shattered by the traumatic
event and how it is subsequently narrated. Memory reconsolidation plays a critical role in the

organisation of self. Thus, it is believed that memories that are processed and narrated during
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therapeutic interventions ultimately lead to a transformation of the self, facilitating a
successful integration and transformation between memory, self, and narrative (Lane &
Garfield, 2005; Whelton, 2015).

4.1.7.3. NET and Self:

Cognitive theories of trauma suggest that our fundamental beliefs about ourselves and
the world are stored and organised within cognitive structures known as ""schemata™ (Epstein,
1991). Following the experience of a traumatic event, individuals' capacity to integrate
traumatic information into their existing schema often results in the generalisation of
knowledge from the traumatic experience into new maladaptive beliefs. For example,
individuals may start perceiving the world as an unsafe place and themselves as vulnerable
and helpless beings (Shalev et al., 1996b). Consequently, individuals who have undergone
trauma frequently feel like outsiders, sensing a difference from others, and experiencing
confusion about the meaning of life (Courtois & Ford, 2009), as trauma disrupts the
continuity of their life story and autobiographical memory. Therefore, individuals with
fragmented life stories would benefit from a narrative approach that encompasses not only
the traumatic events but also their entire life story, including significant positive and negative

life events, to integrate these fragmented memories.

With its foundational principles of testimony and habituation, NET provides a
transformative and therapeutic approach to linking the past and present, allowing for the
reconstruction of the disconnected and unsettled sense of self caused by the disruptive impact
of a traumatic event, which is unfamiliar to existing schemata during the narrative process
(Neuner & Schauer, 2020; Weine et al., 1998). Despite the theoretical emphasis on the role of
NET in the readjustment of the sense of self, no study has yet attempted to investigate the
impact of NET on the self, even though this role of NET has been emphasised theoretically in

numerous research and reports..
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4.1.7.4. Scoping Review of Self related research in NET:

This scoping review aimed to highlight the existing gap in the literature regarding the
investigation of self-related scales used in RCTs of NET. The review process commenced in
June 2020, utilising databases such as Web of Science, Scopus, PubMed, and various other
relevant websites. The search strategy involved the use of Medical Subject Headings
(MeSHSs) with the key terms "Narrative Exposure Therapy" and "Randomised Controlled
Trials." The inclusion criteria specified studies published in English between the years 2005

and 2020.

Following the initial search, a total of 205 studies were identified. Subsequently, the
exclusion criteria were applied, eliminating duplications, qualitative studies, systematic
reviews, and research that did not encompass both key terms. Studies focusing on NET
interventions for children (KIDNET) were also excluded from the list during the screening
process. Consequently, 23 research papers that incorporated NET as an intervention tool met
the predefined inclusion criteria.

In a comprehensive analysis of the selected studies, the scales utilised in the pre- and
post-tests were thoroughly examined to determine whether any of them investigated self-
related concepts in conjunction with the implementation of NET. A meticulous review of the
scales was conducted, resulting in the identification of a total of 49 different scales, as
detailed in Figure 3.

Figure 3

Steps of scoping review to identify eligible studies having self-related scales in NET research

205 studies have been identified
by database and website search

169 studies excluded
l - > - Duplications
- Systematic Reviews

- Qualitative Studies




36 studies screened

|

23 studies included

49 different scales identified

Self-related scales

= Short Form of Changes in Outlook
Questionnaire (CiQQ-S) - (2 studies)

N

o
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13 studies excluded

- KIDNET

Other scales

= Clinician Administered PTSD Scale- 20 item (7 studies)
- Hamilton Rating Scale (7)

- Scale of Post-Traumatic Stress Symptoms (2)

- Hospital Anxiety and Depression Scale (4)

- Brief Cope Scale (3)

- Post-Traumatic Stress Scale (3).

In the course of the scoping review, it was revealed that none of the listed studies

specifically employed a self-related scale to investigate alterations in SC before and after the

administration of NET treatment. However, the "Short Form of Changes in Outlook

Questionnaire” (CiQQ-S) was identified as the only scale that contained items seemingly

designed to assess changes in SC. Interestingly, this scale was utilised in only two of the

studies included in the review. Specifically, the studies conducted by Zang et al. (2013) and

Zang et al. (2014) focused on evaluating the efficacy of NET treatment in Chinese earthquake

survivors. The CiQQ-S was employed in these studies to assess both positive and negative

posttraumatic changes in self. Although no difference was found between the control and
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NET groups' CiQQ-S scores in Zang et al.'s (2013) work, the results of Zang et al.'s (2014)
study indicated a significant increase in CiQQ-S-Positive scores in the NET group compared
to the control group. Although the scoping review did not identify any NET studies
specifically designed to elucidate changes in SC post-treatment, the findings of Zang et al.
(2014) suggest that, in addition to its efficacy in addressing PTSD symptoms, NET may also
contribute to positive changes in SC. However, these conclusions should be carefully
interpreted, considering the limitations of both studies. Neither study assessed the 'group x
time interactions," and both had small sample sizes, which are prone to type 2 errors.
Consequently, given the lack of data in the literature and the potential limitations of the
existing studies, this scoping review successfully draws attention to the existing gap in the

literature, underscoring the absence of direct investigations into the impact of NET on SC.

4.1.8. Rationale of the intervention study

The ongoing conflicts in the region have resulted in the displacement of millions of
Syrians, with a substantial portion seeking refuge in Turkiye, making it the largest host of
refugees globally (UNHCR, 2021a). In light of this, it is imperative to address the pressing
psychological needs of this population in addition to providing humanitarian aid. Our
comprehensive literature review highlighted the heightened risk of psychological distress
among Syrian refugees in Turkiye, emphasising the critical need for tailored mental health
interventions. Despite the Turkish Government's efforts to develop health action plans,
various obstacles have hindered the effective integration of mental health services into
primary and community care, leading to unmet mental health needs among Syrian refugees in
Turkiye. Moreover, Turkiye itself has been subject to a series of traumatic events, both
natural and man-made, underscoring the importance of evidence-based and structured
trauma-focused mental health policies for trauma survivors. Given its development for

trauma-affected populations, NET is considered a practical and effective intervention that
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could address the scarcity of mental health services and the high demand for support in the
short term. To address this gap, this study aims to assess the effectiveness of NET in reducing
PTSD, depression, anxiety, and general stress among displaced Syrian populations.
Additionally, the study seeks to investigate the feasibility of implementing NET within the
Turkish context, considering the lack of prior research on this topic. Furthermore, recognising
the role of NET in the reconsolidation of AM and its potential impact on SCC, our study aims
to explore the relationship between NET and SCC. By addressing these critical research
questions, it was aimed to contribute to a deeper understanding of the potential benefits of
NET and its implications for the psychological well-being of displaced Syrian populations.

This study sought to answer the questions below:

1. Is NET feasible in the Turkish context?
2. Can NET be effective in the displaced Syrian population as it has been in other
refugee populations in reducing traumatic stress?
3. Can NET be effective in reducing depression, anxiety, and general stress in the
displaced Syrian population?
4. Does NET have a potential role in the regulation of SCC?
4.2. Method
The primary focus of this study is to explore the feasibility and effectiveness of NET
within the displaced Syrian refugee population currently residing in Turkiye. Given its nature
as a feasibility study, the aim is to assess the suitability of implementing the NET
intervention within the Turkish context. Additionally, as an effectiveness study, it seeks to
determine the extent of change and improvement in the designated variables, specifically in
the reduction of PTSD, depression, anxiety, and stress, as well as the enhancement of SCC
within this particular population. To examine these objectives, a Single Case AB design was

employed to continuously monitor, measure, and track clinical changes over time. The goal
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was to ascertain whether significant changes in symptoms occurred in response to the

intervention, both subjectively and objectively.

4.2.1. Research Philosophy

This study is structured as a mixed method research and naturalistic Single Case
Design (SCD). Mixed method research integrates elements of qualitative and quantitative
research approaches to achieve comprehensive understanding and validation (Johnson et al.,
2007, p:123). This approach adheres to distinct ontological and epistemological stances in
contrast to purely qualitative or quantitative methods. The ontological standpoint strives to
comprehend “the nature of reality” (Creswell, 2003), characterised by two contrasting views:
objectivism and subjectivism. Objectivists consider reality as independent of social actors
(Bryman & Bell, 2011), positioning the researcher as an external entity detached from the
study. In contrast, subjectivists perceive reality through the participants' perspectives (Ansari
et al., 2016), emphasising the role of human involvement, including the researcher(s), in the
exploration of reality. Despite these divergent positions, in mixed methods research, a
researcher can assume an ontological stance that lies between these two extremes (Ansari et
al., 2016). Regarding epistemology, it addresses the question of "what is the relationship
between knowledge and the researcher?" (Creswell, 2003). If the researcher maintains a
detached stance while pursuing knowledge, this reflects a "positivist” approach that regards
knowledge as a singular objective reality. On the other hand, when the researcher becomes
involved in the process of acquiring knowledge, this corresponds to a "phenomenological”
path (Ansari et al., 2016), which suggests that knowledge can only be explored through the
lens of personal experience. Similarly to the ontological position, it is possible for a
researcher to position themselves between these two epistemological paradigms. At this
juncture, critical realism recognises that the most effective approach to acquiring knowledge

involves the use of both qualitative and quantitative methodologies (Pratschke, 2003). This
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epistemological approach was introduced by Roy Bhaskar in the early 1970s during the
widespread criticism of the dominance of the positivist paradigm (Bukowska, 2021). Critical
realism positions itself as an alternative to positivism, which focuses on regularities and law-
like forms, as well as interpretivism, which centers on hermeneutics. Critical realism
advocates for the utilisation of mixed methods, emphasising the existence of an external
reality in both the natural and social sciences (Gorski, 2013). Accordingly, critical realism
employs qualitative methods to provide an in-depth explanation of the phenomenon of
interest (Bhaskar, 1998), and it also employs quantitative methods to test theories regarding

the occurrence of causality under specific conditions (Mingers, 2004).

This study has adopted critical realism as an epistemological position, recognising that
case studies can investigate complex phenomena and concepts, necessitating the utilisation of

multiple research methodologies to address various research questions (Easton, 2010)

4.2.2. Rationale for Single Case Design

Single case studies have played a groundbreaking role in the history of psychology.
Early pioneers in the field of psychology, such as Ebbinghaus (1913), Pavlov (1927), Skinner
(1938), and Watson (1925), emphasised the pivotal importance of time series designs
involving single subjects or organisms. However, during the course of history, RCTs have
been esteemed as dominant and recommended research designs, considered the gold standard
for evaluating the effectiveness of interventions. RCTs involve randomly assigning
participants to different clinical trials (Akobeng, 2005; Lobo et al., 2017). The advantages
and significance of RCTs are evident as they aim to control various potential biases, measure
the effect size and confounding factors, ensure strong internal validity through randomisation,
and are recognised as rigorous tools for establishing a cause-effect relationship between an
intervention and its outcome (Booth & Tannock, 2014; Hariton and Locascio, 2018). Despite

their considerable importance, it is essential to acknowledge the limitations of RCTs. For
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instance, the selection of participants may exclude a significant number of potential
candidates or be too selective based on the study's clinical sample (Schulz et al., 2010).
Moreover, ethical concerns arise, particularly in the context of double-blinding control, where
neither the research nor the control group participants are informed about the treatment being
administered. Additionally, RCTs may not always be feasible in everyday practice,
demanding substantial financial resources, time, and personnel (Morley, 2018). It is also
worth noting that the results of RCTs are typically reported as group means and standard
deviations, which might not adequately reflect the unique experiences of individual
participants within the group. This can pose challenges for clinicians who seek to apply these
group outcomes at the individual level (Morley, 2018).

As an alternative to RCTs, SCDs can offer an experimental approach that yields
rigorous outcomes in assessing the effectiveness of an intervention, serving as a suitable
bridge between laboratory research and practical applications (Borckardt et al., 2008;
Kratochwill et al., 2010; Kratoch & Levin, 2014) Unlike RCTs, SCDs focus on evaluating
each participant individually, although they often involve multiple subjects to replicate
outcomes (Morgan & Morgan, 2009). SCDs also provide an opportunity to explore outcomes
comprehensively through the integration of qualitative and quantitative methods (Gaya &
Smith, 2016).

SCD involves the systematic collection of the criterion variable over time, gathering
data under various conditions, and aiming to establish whether the introduction of an
intervention is directly responsible for the changes observed in the target variables (Morley,
2018). Different stages within SCDs are referred to as "phases,” denoted by capital letters,
with A representing the baseline (no intervention) phase and B/C/D... representing different
intervention phases. Various types of SCDs are employed to assess the effectiveness of an

intervention, depending on the research question. These include Interrupted Time Series (AB)
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Design, Reversal (ABA) Design, Multiple Baseline Design, Changing Criterion Design, and
Alternating Treatment Design.

The ABA design is recognised as a robust experimental design since it manipulates
the intervention by withdrawing and reintroducing the treatment (Morley, 2018).
Experimental control is more effective in ABA designs compared to AB designs, as it
demonstrates the experimental effect in the transition from A to B and again from B to A.
However, the ABA design has faced criticism due to its design that concludes with a baseline
phase (Kazdin, 2011), leading to ethical concerns regarding the well-being of the subjects. In
practical terms, if the intervention has positively impacted the participant's behaviour,
withdrawing the intervention and returning to the baseline condition could potentially worsen
the participant's condition (Tate & Perdices, 2019).

AB designs involve two phases: Phase A and Phase B. In Phase A, no intervention or
manipulation is administered, and the target behaviour is continually and frequently assessed
to predict its future patterns in the absence of intervention. Following systematic evaluation
of the target behaviour, the intervention is introduced in Phase B, where the behaviour is also
continuously assessed under controlled conditions. By comparing the data from both phases,
it can be determined whether the intervention has produced any change in the target
behaviour as predicted (Tate & Perdices, 2019). Although AB designs do not establish a
cause-effect relationship, they demonstrate a correlation between dependent and independent
variables (Barlow et al., 2009). AB designs are particularly suitable in clinical settings where
treatment reversal is unlikely. However, they have faced criticism for their limited
replicability, making it challenging to firmly establish the reliability of the change in the
target variable, especially considering the potential influence of external factors on the

independent variable (Byiers et al., 2012). Nevertheless, AB designs can yield reliable data
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on the effectiveness of an intervention, particularly when time and resources are limited
(Kazdin, 2011).

Given these considerations, SCD was chosen as the methodology for this study,
aiming to investigate the effectiveness and feasibility of a specific clinical intervention that
cannot be reversed. The AB design was utilised in this study to address ethical concerns,
manage time and resources efficiently, and appropriately address the research questions. To
mitigate the aforementioned limitations, the intervention was replicated across at least three
subjects (cases), with each case having at least three baseline measurements to establish
stability before introducing the intervention. This approach aimed to improve replicability
and control for potential external factors that could affect changes in the target behaviour.
4.2.3. Participants

4.2.3.1. Convenience Sampling Strategy and Rationale for Sample Size:

Determining the number of participants in SCD is crucial yet challenging as it directly
impacts the ability to establish replicability and, consequently, the external validity of the
study. Morgan and Morgan (2009) have recommended a minimum of three replications of
treatment effects across individual cases for single-case designs (SCDs). Hence, it is
suggested that a sample size of 3 would suffice to address the research questions. However,
to account for potential dropouts or withdrawals from the research, 6 cases (with two
representations for each case as a standard) would be more suitable to ensure the continuity
and stability of the research. After establishing the sample size, an FG was conducted to
identify and address any potential obstacles that might affect the implementation of the NET
in the specific target population. These potential obstacles encompassed cultural differences,
language barriers, economic concerns, and technical requirements. Consequently, the
inclusion criteria for participants in this study were established based on the insights gleaned

from the FG discussion (see Chapter 3). Subsequently, potential participants were selected for
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inclusion using a convenience sampling strategy, taking into account their availability,

accessibility, and decision to participate (Stratton, 2021).
4.2.3.2.  Inclusion Criteria:

The FG study did not only emphasise the pivotal role of the recruitment process in
identifying appropriate NET participants but also enlightened the researcher about potential
obstacles and challenges, offering viable solutions based on the professional experiences
shared by the FG participants. The inclusion criteria for NET participants were meticulously
designed in accordance with the insights derived from the this discussion. Nevertheless,
several fundamental inclusion criteria were predetermined for the purpose of this study.
Given the objective of investigating the profound impact of the Syrian Civil war on
participants' mental health and, consequently, the efficacy of NET, it was specified that
Syrian refugees must have experienced at least one war-related adverse life event, should not
be currently taking any psychotropic medication, and should not be undergoing any other
form of psychotherapy simultaneously. The latter two criteria were deemed essential to
ensure the internal validity of the study by mitigating any external factors that might
influence the effectiveness of NET. Additionally, the age criterion was established as 18 or
above, considering that this study aims to deliver NET to adult participants. The choice of
language for this study was predetermined to be Turkish, primarily to investigate the
effectiveness and feasibility of NET within the Turkish context and, secondarily, because
Turkish is the native language of the researcher. Accordingly, the outcomes of the FG also
supported the delivery of NET in Turkish. Based on these criteria and the findings from the

FG, participants were selected if they met the specified inclusion criteria:

1- Being a Syrian refugee resettling in Turkiye

2- Have been affected by at least one war-related adverse life experience



147

3- Being 18 years old or above

4- Being literate and fluent in Turkish

5- Being able to give informed consent

6- Not being on psychotropic medication

7- Not receiving any other psychotherapy during the study

8- Being able to attend online NET sessions

9- Having technical equipment (computer, internet, headphone, etc.) for online
sessions and being able to use them

10- Having economic relief

11- Being located in the west of Turkiye, (or located in other regions of Turkiye
but being able to speak Turkish fluently)

4.2.3.3. Demographics of the participants:

In this study, four female and two male participants were recruited, with an age range
of 19 to 33 and a mean age of 24. However, one male participant withdrew from the study
before providing consent, and two female participants dropped out during the NET sessions.
Consequently, the study continued with one male and two female participants, each of whom
had experienced a varying number of war-related traumatic life events. The demographics of

the participants are shown in Table 7.
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NET participants’ demographics
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Demographics

Participants Age Gender Marital ~ Education Year of settlement in ~ Types of Traumatic Experiences

(Pseudonym)  (years) Status Turkiye

Participant 1~ 23 Female Divorce  Secondary school 2016 Natural disasters, fire or explosion,
traffic accident, exposure to a poisonous

Banu d substance, physical assault, sexual
assault, being in the war zone and
staying under heavy gunfire

Participant2 26 Female Married  University 2011 Natural disasters, fire or explosion,

_ being in the war zone and staying under

Sibel heavy gunfire

Participant3 33 Male Married  University 2013 Natural disasters, Serious accident at
work, home, or during recreational

Hamza activity, fire or explosion, being in the
war zone and staying under heavy
gunfire

Participant4 19 Female Single University Student 2013 Natural disasters, fire or explosion,

Nurcan

being in the war zone and staying under
heavy gunfire



(withdrawn)
Participant 5
Mila

(withdrawn)
Participant 6

Muhammed

(withdrawn)

22

23

Female

Male

Single

Single

University Student

High School

2013

149

Natural disasters, fire or explosion,
being in the war zone and staying under
heavy gunfire
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Table 8

Frequency of measurements for each participant

BT B2 B3/Ss1 S2 S3 S4 S5 S6 S7 S8 S9 S10 S11 S12 FU

Participant
Scales
Banu IES-R v v v v v v VY v v v v v v
DASS-21 v v v v Vv v VY v v v v v v
SCCS v v v v v v v
Sibel IES-R v v Y v v vy v vy Y Y v Y v
DASS-21 v v v v Y v Y v v v v v v
SCCS v v v v v v v
Hamza IES-R v v v v v v v v v v v v v v v

DASS-21 v v Y v v vy vy v vy Y v v v v v
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SCCS v v v v v v v
Nurcan IES-R v v v v v v v

DASS-21 v v v v v v v

SCCS v v v v
Mila IES-R v v v v

DASS-21 v v v v

SCCS v v v v

Note. IES-R- Impact of Event Scale-Revised; DASS-21-Depression, Stress, and Anxiety Scale; SCCS-Self Concept Clarity Scale; B- Baseline;

S- Session; FU- Follow-up
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Characteristics and Psychometric properties of measurements
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Measure Aim No. of  Scoring Scale Item Range Clinical Subscales Reliability Reliability
items Direction (Example) Cut-off (Internal (Internal
Consistency)- Consistency)-
Original measure  Turkish version

LEC-5 Evaluates 17 6-point - “Physical assault (for - - - -
the existence nominal example, being
of attacked, hit, slapped,
potentially kicked, beaten up)”
traumatic
life events
that have
been
experienced
during a
lifetime

IES-R Assesses 22 5-point Higher “I found myself 0-88 33 Intrusion, 0=0.96 a=0.94
subjective likert scores acting or feeling like (Weiss, Avoidance, (Total scale) (Total scale)
distress indicate back at that time” 2004) And 0=0.94
caused by higher levels Hyperarousal  (intrusion) (Corapcioglu et
traumatic of post- 0=0.87 al., 2006)
events traumatic (avoidance)

stress 0=0.91
(hyperarousal)
(Creamer et al.,
2003)

DASS-21  Measures 21 4-point Higher “I could not seem to ~ 0-42 9 Depression 0=0.91 a=0.87
depression, Likert scores experience any (Doubl  (depression)  Anxiety (depression) (depresion)
anxiety, and indicate positive feeling at ed 7 (anxiety) Stress 0=0.84 (anxiety) a=0.85 (anxiety)
stress higher levels  all” (depression) when 14 (stress) 0=0.90 (stress) 0=0.81 (stress)

of “I felt scared without  scoring  (Lovibond (Lovibond & (Saricam, 2018)
depression, any good reason” ) & Lovibond, Lovibond, 1995)
(anxiety) 1995)



SCCS

Evaluates to
what extent
a people’s
beliefs,
attitudes and
values
toward
themselves
are clearly
and
confidently
defined,
stable and
consistent

12

5-point
Likert

4-point
Likert in
the
Turkish
version

anxiety, and
stress

Higher
scores
indicate
higher
clarity,
confidence,
and stability
in self-
concept

“I found it difficult to
relax” (stress)

“Sometimes I feel
that | am not really
the person | appear to
be”*

“In general, | have a
clear sense of who |
am and what [ am”

12-60

0=0.86 (Campbell

et al., 1996)

153

a=0.89
(Sumer &
Gungor, 1999)

Note. *Reversed scoring
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4.2.3.4. Rationale, Validity, and Reliability of Measurements

Life Events Checklist (LEC-5): LEC-5 was developed as a self-report questionnaire to
assess the presence of potentially traumatic life events experienced throughout one's lifetime.
Comprising 17 items, the questionnaire adopts a 6-point nominal style response, allowing
respondents to indicate multiple responses simultaneously (Weathers et al., 2013). Initially
designed to be used alongside the Clinician-Administered PTSD Scale for DSM-1V to aid in
the diagnosis of PTSD, it has been found to be suitable for use with various other measures
(Gray et al., 2004). While the original LEC demonstrated favorable psychometric properties,
no specific data on the psychometric properties of LEC-5 are currently available.

The key distinction between LEC and LEC-5 lies in the modification of one item
("Sudden, unexpected death of some close to you" was revised to "sudden accidental death™)
and the addition of a response (“part of my job™) within the response category (Weathers et
al., 2013).

During the recruitment phase of this study, the LEC-5 questionnaire was administered
to potential participants to assess their eligibility, considering the study's focus on exploring
the efficacy of NET in a population of Syrian refugees affected by war-related life
experiences. The selection of this scale was based on its comprehensive examination of war-
related traumatic life experiences, including items such as "combat or exposure to a war-zone
(in the military or as a civilian)", "assault with a weapon (for example, being shot, stabbed,
threatened with a knife, gun, bomb)", and “captivity (for example, being kidnapped,
abducted, held hostage, prisoner of war)" in addition to other adverse life events. Moreover,
the availability of the Turkish version of the LEC-5 in existing literature facilitated its
application within the target population, making it the most suitable choice among various

other scales.
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Impact of Event Scale-Revised (IES-R): The IES-R (Horowitz et al., 1979) emerged
in the literature just prior to the release of the DSM-III. Initially conceived as a self-
measurement tool for trauma assessment, it comprised two subscales: intrusive thoughts and
avoidance, founded upon Horowitz's Emotional Processing Model (Horowitz, 1976).
Subsequently, the release of DSM-III introduced a model of PTSD categorised into three
symptom clusters, necessitating the incorporation of an additional new subscale, namely
physiological hyperarousal (Beck et al., 2008). Criticisms directed at the scale, citing its
failure to fully capture PTSD as defined in the DSM-I11I and its lack of assessment of
hyperarousal, rendered the revision of the scale imperative (Larsson, 2000). In response to
these critiques and for a more effective and precise assessment of PTSD, the IES-R was
refined (Weiss & Marmar, 1997).

Widely used across various literature and translated into numerous languages from its
original English version, the IES-R has been validated as a gold standard tool for measuring
PTSD (Christianson & Marren, 2012). While not intended for diagnostic purposes, it has
demonstrated the ability to distinguish individuals with and without PTSD, supported by
evidence of its validity (Beck et al., 2008), as well as exhibiting high reliability with a
Cronbach's alpha (o)) of 0.96 for the total scale (Creamer et al., 2003). Comprising a 5-point
Likert scale with 22 items, the IES-R evaluates three constructs of PTSD (intrusion,
avoidance, and hyperarousal) over the past seven days. The psychometric properties of the
Turkish version of IES-R were investigated by Corapcioglu et al. (2006), demonstrating
robust validity and high internal consistency (a = 0.94). Owing to its sensitivity to change
(Creamer et al., 2003), which facilitates accurate and repeated measurements from
individuals, its concise number of items that minimises the risk of familiarity and fatigue
during repeated testing, and its widespread use in assessing PTSD symptoms, coupled with

its demonstration of good validity and reliability in both the original and Turkish languages,
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the IES-R was considered a suitable instrument for evaluating weekly PTSD scores for each
participant in this study.

Depression, Anxiety, and Stress Scale-21 (DASS-21): Despite the conceptual and
symptomatic distinctions traditionally drawn between anxiety and depression, extensive
overlaps have been observed between the two, particularly during the assessment of these
concepts using measurements (Clark & Watson, 1991a). These overlaps have prompted
researchers to critically examine and develop clinically validated and reliable assessments for
both depression and anxiety. Clark and Watson (1991b) proposed that the two constructs can
be differentiated from each other based on unique features such as the absence of positive
mood (specific to depression) and physiological hyperarousal (specific to anxiety).
Concurrently, Lovibond and Lovibond (1995) conducted a series of studies focusing on the
psychometric evaluation of a questionnaire designed to assess the core symptoms of
depression and anxiety. Recognising the need for an additional construct (stress) to enhance
the discernibility between the two, they developed a 42-item self-report Depression, Anxiety,
and Stress Scale (DASS-42) (Lovibond & Lovibond, 1995). DASS-21 represents a shortened
version of DASS-42. Both DASS-42 and DASS-21 have been widely employed in various
settings to assess depression, stress, and anxiety, demonstrating high validity and internal

consistency (Brown et al., 1997; Henry & Crawford, 2005).

Comprising 7 items for each subscale, DASS-21 evaluates depression, anxiety, and
stress, with scores ranging from 0 to 42 for each construct. The scores of DASS-21 are
doubled to obtain DASS-42 scores, with higher scores indicating greater distress across the
three symptom clusters. The psychometric properties of the Turkish version of DASS-21
were examined by Saricam (2018), revealing robust validity and high internal consistency (a
= (.87 for depression, o = 0.85 for anxiety, and a = 0.81 for stress). Consequently, DASS-21

was selected for this study as a suitable instrument to evaluate each participant's depression,
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anxiety, and stress scores for the following reasons: it enables discrimination between
subscales, provides a practical and convenient application with its consolidated format
assessing depression, anxiety, and stress in one measure, has a limited number of items that
reduces the risk of respondent familiarity and fatigue during repeated testing, and exhibits

strong validity and reliability in both the original and Turkish languages.

Self-Concept Clarity Scale (SCCS): Building on previous research, Campbell et al.
(1993) asserted that SCC should be distinctly defined and constructed independent of self-
esteem, emphasising its significant role in the definition and perception of the self. This
construct is instrumental in subdividing knowledge concepts, including beliefs about one's
specific roles, values, and personal goals, as well as their organisation (Campbell et al.,
1996). To differentiate the concept of SCC from self-esteem, identity, and other related
terms, and to evaluate the extent to which individuals' beliefs about themselves are founded
on a clear and definite representation, the SCCS was developed, demonstrating robust
validity and high internal consistency (a. = 0.86) (Campbell et al., 1996).

Comprising 12 self-report items, the SCCS utilises a 5-point likert scale, producing
scores ranging from 12 to 60. Notably, the questionnaire incorporates reverse scoring for
certain items, implying that the numerical scoring operates in the opposite direction. The
psychometric properties of the Turkish version of SCCS were examined by Sumer and
Gungor (1999), revealing its validity and high internal consistency (o = 0.89).

In this study, SCC was assessed at specific time points, aiming to observe anticipated
changes over time rather than on a weekly basis. Scores were obtained during each baseline
phase, at the first, middle, and final sessions, as well as during the follow-up phase. The
decision to employ SCCS was grounded in several factors: its unique capacity to differentiate
from other self-related terms, aligning with the objectives of the study, its robust validity and

reliability demonstrated across various settings in existing literature (e.g., DeMarree &
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Bobrowski, 2017; Matto & Realo, 2001), and the availability of a Turkish version of SCCS
with reliable psychometric properties for application.

Change Interviews (CIs): Cls were employed to evaluate each participant's
perception of the NET sessions over the course of the study. Cls facilitated the exploration of
participants' perspectives on the changes observed, as well as the factors that either facilitated
or hindered the process of change (Elliot et al., 2001). As such, Cls were conducted one
month after the completion of the NET sessions, aiming to gain insights into the participants'
experiences with the NET technique and to assess its feasibility and effectiveness within this
specific context.

The interviews were conducted by an independent researcher to ensure the
participants could freely and candidly express their thoughts, without the influence of the
therapist. Employing a semi-structured format, the interviews addressed specific questions
outlined in the Change Interview Questionnaire provided in Appendix G. This approach was
adopted to facilitate an environment conducive to honest reflection and comprehensive
feedback from the participants. Considering these factors, this qualitative method was
instrumental in capturing nuanced changes that might have been overlooked by the
quantitative measures. This approach reflects the mixed-method approach embraced in this

study, thereby enhancing the comprehensiveness of the research findings.

4.2.4. Procedure

4.2.4.1. Ethical Approval: In all research involving the collection of data from
human subjects, it is imperative to uphold fundamental ethical principles that recognise and
respect the essential humanity of the individuals involved (Oliver, 2010). As such, ethical
approval was obtained for the recruitment of human participants in this study. The Research
Ethics Committee within the Division of Psychiatry and Applied Psychology (now Division

of Mental Health and Clinical Neurosciences), Faculty of Medicine and Health Sciences, at
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the University of Nottingham granted approval for this study on 20th July 2021 (Ethics
Reference No.: 2022-2816-1, See Appendix C). During the course of the study, modifications
were made, necessitating the submission of an additional amendment to the initial ethics
application. These alterations encompassed adjustments in the number of baseline
measurements, the inclusion of follow-up measurements, and the extension of session
durations (reviewed to be between 60-120 minutes). The revised ethics application was
thoroughly reviewed and subsequently approved on 18th January 2022 by the same
committee. (see Appendix H).

In accordance with the ethical guidelines outlined by the British Psychological
Society Code of Human Research Ethics (The British Society, 2018), Informed Consent (IC)
was obtained from each participant before the commencement of the study (refer to Appendix
). Prior to their involvement, participants were provided with comprehensive information
regarding the research procedures through the Participant Information Sheet (PIS) (see
Appendix J). The research team diligently adhered to the regulations stipulated in the
University of Nottingham General Data Protection Regulation (GDPR) of 2018, which aims
to ensure the enhanced protection of personal data used and stored in research. Furthermore,
the Study Outline (Appendix K) and Data Management Plan (Appendix L) have been
meticulously delineated.

Ethical implications associated with the online delivery of NET (e-NET) were
extensively discussed by Kaltenbach et al. (2020), prompting the authors to introduce a
practical guideline for e-NET, which was duly considered during the design of this study.
Nonetheless, several ethical concerns required careful deliberation and the establishment of a
comprehensive plan prior to the study's commencement. One of the primary ethical concerns
centered around the online delivery of NET was the potential risk of participants

experiencing dissociation and intense stress without the physical presence of a therapist. To
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mitigate this, participants were asked to provide the contact information of someone close to
them, who would be physically present in the same location during the sessions, facilitating
immediate assistance in collaboration with the therapist. Additionally, participants were
advised to have mint gum and a bottle of water on hand during sessions to alleviate
sensations of dissociation or dizziness. Another critical concern pertained to the participants'
well-being between the weekly sessions, considering the possibility of psychological trauma
symptoms emerging following the narration of distressing life experiences during sessions.
While the study aimed to address these issues during sessions, the potential for unexpected
psychological distress after sessions was acknowledged. Participants were briefed on the
likelihood of such occurrences and instructed to promptly contact the researcher via email if
they experienced any concerning symptoms. Furthermore, participants were provided with a
contact information of an independent researcher, ensuring immediate support if the primary
researcher was unavailable.

Signposting of participants’ wellbeing was another ethical priority. Participants were
contacted by the researcher at 3 and 6-month intervals following the completion of the NET
sessions, facilitating a check-in to assess their coping mechanisms and overall well-being in
the aftermath of the sessions. This proactive measure aimed to ensure that participants were
adequately supported after the intervention.

4.2.4.2. Informed Consent:

Each participant received a comprehensive PIS via email, providing them with
detailed and relevant information about the research, including the contact details of the
research team. Following this, any inquiries or concerns were addressed promptly by the
research team via phone or email, ensuring a clear understanding of the process and nature of

the intervention study. Subsequently, participants were sent the IC electronically.



161

Participants were given a week to review the IC and were requested to sign and return it
within two weeks. They were informed that failure to return the IC within the stipulated
timeframe would be interpreted as their decision not to volunteer and thus, would result in
their withdrawal from the study. While five out of six participants returned the signed CI as
required, one participant did not respond and subsequently lost contact with the researcher.
Consequently, it was acknowledged that the participant had chosen to withdraw from the

study.

4.2.4.3. Recruitment Process: The recruitment process of the study is outlined
below:
To reach potentially eligible participants, research advertisement leaflets were distributed
between August and December 2020. The leaflets, written in Turkish (see Appendix M),

invited volunteers to contact the researcher using the provided contact details if they were

!

The participants who contacted the researcher were assessed for their eligibility, as outlined

interested in participating in the study.

in the inclusion criteria (see section 4.2.3.2.). Upon confirming that they met the demographic
requirements, they were requested to complete the LEC-5. Prior to providing it, participants
were informed that it would be used to determine their eligibility for the study and that their
participation would be contingent upon meeting the specified criteria. This assessment

process was concluded in November 2021.

!

All participants were found to meet the eligibility criteria, and they were initially provided
with the PIS. Research-related inquiries, including communication preferences, online

session arrangements, video recording procedures, and anonymity protocols, were discussed



162

with the participants via email, text, or phone calls. Subsequently, the IC was shared with the
participants to outline their rights and responsibilities within the study, emphasising their
autonomy to withdraw from the study at any point and their voluntary participation

acknowledgment.

!

Five participants returned their signed ICs, confirming their voluntary participation in the
study. Subsequently, the NET sessions were initiated and conducted on a weekly basis for
each participant.

4.2.4.4. Withdrawal:

PIS explicitly stated that participants had the right to withdraw from the study at any time
and that their data would be deleted if they chose to withdraw and did not wish for their data
to be used. Participants were also informed that if their data had already been used for
analysis, it would not be feasible to retract their data from the study, and their data might be
utilised for the study's dissemination. These circumstances were made clear to participants

before they provided their consent.

While initially planning the SCD, it was acknowledged that recruiting three participants
would be sufficient to address the research questions related to the intervention of the NET
study. However, considering the potential challenges in recruiting eligible participants,
especially Syrian refugees committing to weekly sessions, it was anticipated that participant
withdrawal was a possibility. Consequently, the decision was made to recruit six participants,
with the inclusion of two representatives for each case, to ensure the continuity and
successful execution of the research. As predicted, three participants withdrew from the study
at different stages. One participant withdrew before the commencement of the NET sessions

by failing to confirm their participation and return the consent form. Despite attempts by the
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researcher to establish contact, the participant did not respond, leading to the assumption that
they had chosen to abandon the study, in accordance with the terms outlined in the PIS. Two
other participants withdrew from the study during the delivery of the NET. One participant
withdrew after completing Session 2, giving a reason of her busy exam period at her
university. The other participant withdrew before Session 6 due to health issues (tested
positive for Covid-19 twice) that hindered their ability to continue the sessions. Both
withdrawals were acknowledged, and the participants were offered the opportunity to share
their reasons for withdrawal and any additional support needed. Consequently, the NET
sessions were successfully completed with the remaining three participants.

4.2.4.5. Confidentiality and Anonymity:

This study is conducted in strict adherence to the ethical guidelines outlined by the
DPAP, University of Nottingham. These guidelines emphasise crucial ethical considerations
in research, particularly the assurance of complete participant anonymity, the safeguarding of
personal identifiers in demographic data, the secure handling of data collection and analysis,
and the protection of confidentiality during the dissemination of results. Given the study's
focus on collecting personal data, particularly concerning participants' traumatic and stressful
life experiences, the research team takes full responsibility for maintaining their

confidentiality throughout all stages of the research.

To uphold confidentiality, participants were given the option to choose pseudonyms of
their preference, which were subsequently utilised throughout the study, including in forms,
online questionnaires, video recordings, transcripts, translations, and all other research-
related documents. Any identifiable details were meticulously removed and anonymised by
the researcher. Furthermore, participants were instructed to ensure they were in a private and
confidential space during the online sessions. It was explicitly communicated that these

sessions could be shared and discussed with supervisors only, when necessary, with the
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utmost consideration for protecting the participants' confidentiality. Participants were fully
informed that their anonymity would be safeguarded at every stage of the study and
throughout the dissemination of the research findings.

4.2.4.6. Data Collection Process:

In response to the limitations imposed by the COVID-19 pandemic, the intervention
study was restructured to facilitate the online delivery of the NET sessions. To ensure the
effective delivery of the sessions and to acquire a professional qualification, | underwent a
16-hour training program provided by the Eremo Institute in January 2021. This training,
conducted by the developers of NET, was supplemented by additional supervision sessions in

March and April 2021.

To adhere to the study protocol and guarantee the effective and robust delivery of
NET, the researcher meticulously followed the NET manual developed by Schauer et al.
(2011) and implemented the e-NET guidelines introduced by Kaltenbach et al. (2020). These
established protocols and guidelines were instrumental in guiding the online delivery of the
intervention, allowing for the smooth implementation of the study protocol, and ensuring the
standardisation and quality of the NET sessions. The Data Collection process is outlined in

Figure 4.
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Figure 4



Data collection process of NET study

Recruitment and consent of the participants

-

Participants were asked to complete IES-R, DASS-21 and SCCS for three
baseline measurements via the online survey links called "Jisc"

-

-~

™~

During the baseline process, participants were asked to create a Microsoft
365 account and obtain a mobile or dekstop application of Microsoft Teams
(MST) (or for Skype Business)

-

Technichal checks and test calls were conducted with each participants to
ensure if the participants could successfully connect the sessions via MST

-

After resolving technical difficulties and being sure that the connection is
running successfully for both parties, the date was set to launch the NET
sessions for each participant

-

-~

Participants were asked to complete IES-R, DASS-21 and SCCS before the

first session (as there was no intervention yet, these measurements were
counted as the last baseline measurements)

-

-~

™~

Weekly NET sessions were launched and the scheduled measurements were
taken before the sessions

-

One month after the completion of the NET sessions, follow-up
measurements were gathered, semi-structured change interviews were
conducted by the independent researcher with each participants.

4.2.4.7. Data Storage and Security:

166
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Data for the NET intervention study was collected through weekly online surveys
conducted via the "Jisc online surveys" platform. The University of Nottingham IT Team
granted the researcher access to this platform, allowing the creation of an account specifically
for the study. Once participants completed the questionnaires, the data on the Jisc platform
was promptly downloaded and securely stored in password-protected files within the
researcher's UoN OneDrive. Subsequently, the data was deleted from the Jisc platform to

ensure data security and privacy.

The storage and processing of video recordings, session narrations, transcripts in both
Turkish and English, therapist's observational notes, subjective notes, data analysis, and other
research-related documents were also securely managed using the same cloud storage system,
with each file being filed under the respective participant pseudonyms. This meticulous
process was undertaken to safeguard the participants' identities comprehensively.
Additionally, fidelity checks of the sessions were conducted by the principal supervisor,
ensuring adherence to the fidelity checklist. Password-protected files were exclusively
accessible to the researcher and were partially shared with supervisors solely for fidelity
checks.

The research team assumes full responsibility for protecting the participants' rights,
privacy, and research data throughout and after the study. In compliance with the University
of Nottingham GDPR 2018, all data generated from this study is set to be securely disposed
one year following the completion of the research, in accordance with the established data
retention policy.

4.2.4.8. Protection of Research Participants:

As highlighted by Kaltenbach et al. (2020), the risk of dissociation during e-NET is

minimal, but participants might inadvertently harm themselves due to a loss of control over

their bodies. Additionally, the process of memory reconsolidation during therapy might lead
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participants to recall traumatic events more vividly, potentially triggering flashbacks,
heightened arousal, irritability, nightmares, and distress. To prepare participants for these
possible reactions, they were strongly encouraged to promptly communicate with the
researcher if they experienced any such responses. Throughout the sessions, the therapist or
researcher diligently monitored any signs of excessive physiological and emotional distress
that were observable through the online platform. Participants were frequently asked about
their bodily sensations and emotional states to identify and address any emerging concerns. In
cases where participants exhibited bodily reactions, the researcher employed specific
techniques recommended by Kaltenbach et al. (2020), which focused on sensory engagement
to prevent dissociative responses. These techniques guided participants to focus on
movements, sounds, sights, and tastes, helping them remain grounded during the sessions and

prevent any distressing reactions.

Prior to the study, participants were informed of the potential risks and reassured that
they would be provided with guidance and support during and after the sessions. Ensuring the
participants' well-being remained a top priority throughout the research process, with follow-
up contact conducted via phone at three and six months after the intervention to monitor their
coping mechanisms and provide additional assistance, particularly concerning their
psychological well-being.

4.2.4.9. Debriefing of Participants:

Participants received comprehensive debriefing about the research, including the
contact details of the research team and avenues for voicing any concerns or queries
encountered during the study. This information was reiterated to participants upon
completion of the sessions to ensure their continued awareness of the available support. In
addition to research-specific guidance, participants were equipped with the contact

information of relevant non-governmental organisations in Turkiye, which could offer
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additional assistance in terms of socioeconomic and psychological support. This provision
aimed to further facilitate access to comprehensive resources beyond the scope of the study,

emphasising the importance of holistic well-being for the participants.

4.2.4.10. Compensation:

Participants were not provided with compensation for travel expenses as the NET
sessions were conducted remotely, and they were not reimbursed for their time dedicated to
the study. The matter of participant compensation was carefully deliberated with the
supervisors, considering the ethical implications of the study's clinical nature, which aimed to
closely resemble real-world therapeutic practice. Consequently, it was determined that no
form of compensation would be offered, emphasising the voluntary nature of participants'

involvement without any external inducements.

4.2.4.11. Risk/Role to Researcher:

Given the nature of the NET sessions involving the recounting of distressing life
experiences, there was a possibility of emotional strain on the researcher. With the sessions
scheduled concurrently and on a weekly basis for each participant, the cumulative exposure
to the participants' unique and traumatic war-related narratives could potentially be
overwhelming. To effectively manage these challenges, the researcher maintained regular
communication with the supervisors and scheduled monthly, or more frequent, if necessary,
supervisory meetings. These meetings served as a platform to discuss any emotional impact
or risk factors associated with the prolonged exposure to distressing content during the NET
sessions. Such proactive measures aimed to safeguard the well-being of the researcher and

ensure a supportive research environment.

4.2.4.12. Dual Role of Researcher:



170

The acknowledgment of the dual role of the researcher in the study is essential,
particularly concerning the integrity of the NET delivery, clinical outcomes, and the
subsequent interpretation of the results. The influence of therapist "therapeutic allegiances”
on study outcomes has been a topic of extensive debate in the literature, with some meta-
analyses indicating a link (e.g., Robinson et al., 1990) and others not finding such a

relationship (e.g., Gaffan et al., 1995).

The concept of "Allegiance Bias" in psychotherapy underscores the potential
contamination of intervention outcomes due to the researcher's theoretical and treatment
preferences (Luborsky et al., 1975), emphasising the risk of inadvertently influencing
research findings. Leykin and DeRubeis (2009) have further underscored several factors that
could exacerbate this risk in psychological therapies, including inadequately trained
researchers, insufficient adherence to ethical practice, mishandling of missing data, and
excessive enthusiasm for particular study outcomes, particularly in the context of randomised
controlled trials. These considerations emphasise the critical importance of maintaining a
rigorous and unbiased approach throughout the research process.

As a researcher with a dual role and a keen awareness of the risk of allegiance bias, this
study was designed to mitigate that potential influence. To address this, the researcher
engaged in NET supervision meetings with supervisors whenever issues arose. Additionally,
the researcher participated in various online NET supervision meetings facilitated by the
developers of NET, which included open clinical consultation sessions and email exchanges
to discuss any potential biases or dilemmas that emerged during the NET sessions. Leykin
and DeRubeis (2009) suggested that Allegiance Bias could be alleviated by employing
multiple clinicians to deliver a specific therapy technique. Unfortunately, this option was not
feasible for this research due to the language requirement (Turkish) and the researcher's

unique ability to conduct the sessions within this particular context. Furthermore, considering
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the absence of prior studies on NET in Turkiye or with Syrian refugees, using a translator for
therapy sessions in Arabic was briefly considered. However, this approach introduced other
ethical and methodological complexities. Additionally, the researcher diligently maintained
observational notes, documenting both objective and subjective experiences during the
delivery of NET and the subsequent data analysis process. These notes served as a point of
reference to effectively manage any potential Allegiance Bias in the event of missing data.
Moreover, to facilitate a more comprehensive evaluation and analysis of outcomes, change
interviews were conducted by an independent researcher to capture the participants'
perspectives on the changes resulting from the NET sessions. Additionally, treatment fidelity
checks were conducted by the principal supervisor to ensure that NET was consistently
delivered with all its essential components. In conclusion, despite the researcher's dual role as
both a therapist and a researcher, the aforementioned measures were implemented to
minimise the risk of allegiance bias in this study.

4.2.4.13. Delivery of NET sessions:

The NET intervention was administered following the standardised short-term NET
manual developed by Schauer et al. (2011). This manual aimed to facilitate the integration of
complete autobiographical memory by establishing connections between the hot and cold
aspects of each memory, ultimately inhibiting the fear response through exposure to
traumatic memories. Moreover, the remote NET sessions were conducted in accordance with
the e-NET guidelines highlighted and recommended by Kaltenbach et al. (2020). As a result,
the NET manual and the e-NET guidelines were amalgamated for the purposes of this

research.

The NET sessions were structured to be delivered over 8-12 sessions, each lasting
between 60 to 120 minutes for every participant. A visual representation of the steps involved

in the NET intervention is outlined in Figure 5.
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Figure 5

Steps of NET intervention

Session 1: Psychoeducation

The participants were provided with "Psychoeducation," which is one of the pillars of NET. They
were given information about traumatic life experiences, PTSD, specific and comorbid psychological
problems that they might experience. The session also focused on the normalisation and legitimisation

of the symptoms, a description of trauma symptoms, and an explanation of the nature and process of
NET, including how it works.

W

Session 2: Lifeline Creation

The participants were invited to create a lifeline from birth to the present, symbolising positive and
negative life events using flowers and stones (and sticks for violence), and naming them with their
place and date, with the guidance of the therapist. As the sessions were conducted online, the lifeline
was constructed using a shared whiteboard*, allowing both the participant and therapist to make
adjustments together.

W

e ™

Session 3: First Narration

The participants began narrating the symbols on the lifeline, starting from the first life event. The first
traumatic event on the lifeline was discussed in this session. The assessment of the traumatic event
included examining the time and setting, location, and activity, establishing the beginning of the
incident. The session involved narrating the "Hot™ memory, connecting it with the "Cold™ memory,
and activating the fear structure, targeting the elements of the fear structure, including sensory,
cognitive, emational, and physiological aspects. After managing and reducing the fear response, the
session concluded. Following the session, the therapist documented the session's narration to review
with the participant at the beginning of the next session.

- J

W

e D

Session 4 and Subsequent Sessions: Renarration and Narration

The therapist read the narration from the previous session, making any necessary additions or
adjustments. The session proceeded with the narration of the subsequent life events, adhering to the
therapeutic targets established in the previous sessions. After each session, the therapist documented
the session's narration. This framework was followed in subsequent sessions until the final session.

- /

0

Final Session: Reading the whole narration

The testimony was read to the participant from first to the last event on the lifeline, and final
corrections were made if necessary. Finally, both the patient and therapist signed the written testimony.
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Note. Scheduled measurements were taken before the sessions via Jisc Online survey links.

* Participants’ lifelines created on a whiteboard can be found in Appendix N.
4.2.4.14. Treatment Fidelity of NET:

Fidelity checks in this study were conducted by the researcher's principal supervisor.
These checks aimed to evaluate the extent to which essential intervention components were
delivered comprehensively and consistently by an interventionist trained to administer the
intervention (Sanetti & Kratochwill, 2009). The purpose of the fidelity checks was to bolster
confidence in methodological strategies, such as reliability, replicability, and the consistent
delivery of the intervention, and to assess the changes in the target behaviour resulting from
the intervention. Additionally, they were used to determine whether the intervention was
delivered as intended. The fidelity checks for each participant were conducted after the
completion of the NET sessions. As the NET sessions were conducted online, video
recordings of the designated sessions, along with English translations, were shared with the
supervisor. The Fidelity Check Lists for the Psychoeducation, Lifeline, Narration, and Final

sessions can be found in Appendix O-S.

4.3.  Analysis

For the systematic evaluation of trends, levels, and stability of the measurements,
Visual Analysis (VA) was employed for each participant, both within and across the baseline
and intervention phases. VA has historically emphasised the clinical significance of graphed
data over statistical significance (Kazdin, 2011; Tate & Perdices, 2019) and is considered the
gold standard for SCDs (Kratochwill et al., 2010; Smith, 2012). However, Parsonson and
Baer (2015) have criticised VA for its subjectivity, highlighting the need for appropriate
statistical tests that involve judgments about complex theoretical assumptions. Thus,

Simulation Modelling Analysis (SMA) was also used in this study for statistically evaluating
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the significance between autocorrelated streams and detecting any actual changes (Type-I and
Type-11 Errors).

SMA is a form of bootstrapping methodology aimed at illustrating whether statistically
significant differences exist between various types of data sets (Borckardt et al., 2008). It
provides acceptable control of the Type-I and Type-II error rates with short streams of
autocorrelated data (Borckardt & Nash, 2014). In this study, SMA was applied to analyse the
temporal relationships between IES-R, DASS-21, and SCCS outcomes. Additionally,
Jacobson and Truax's (1991) Reliable Change Index (RCI) and Clinically Significant Change
(CSC) were also applied to assess whether the changes were reliable and clinically
meaningful between the pre-, post-, and follow-up phases of the intervention.

Finally, the CI conducted with each participant were analysed using the qualitative
method of Content Analysis to examine the participants’ experiences during the NET sessions
and to investigate the treatment changes in conjunction with the quantitative data. This
mixed-method approach facilitated data triangulation, enhancing the validity of the findings,
and providing a deeper understanding of the results.

4.3.1. Visual Analysis

Effective visual displays are crucial for SCDs as they serve as the primary source for
analysing and interpreting the study. Unlike the summaries of statistics typically reported in
group-based research, visual displays showcase the entire data set over time in an x-y plot
format, enabling examination and judgments about the impact of the independent variable on
the dependent variable (Morley, 2018). Unlike group-based research, VA is concerned with
identifying any changes in trends and variability within the data set, particularly the
characteristics of changes upon the introduction of the intervention (Chiang et al., 2015;

Morley, 2018).
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A “trend” signifies a systematic change in the central value (mean/median) of the
data, while “variability” pertains to the standard deviation or range within the dataset.
Interpreting variability in the data plot involves considering various factors, including the
duration of phases and the scale of patterns observed between phases (Morley, 2018). VA has
faced criticism for its perceived lack of formal rules and decision-making criteria, rendering it
highly subjective and prone to error, particularly when the impact of an intervention is not
immediately evident (DeProspero & Cohen, 1979; Harbst et al., 1991; Lenz, 2013; Wolery &
Harris, 1982). To address these concerns, Furlong and Wampold (1981) introduced a four-
step system for conducting VAs, aiming to overcome these challenges. These steps consist
of: (1) examining the data for stability, trend, and level within and across phases; (2)
determining whether there is an intervention impact by inspecting different phases; (3)
evaluating the significance of clinical change by examining the intervention effect, whether it
is temporary, permanent, or delayed; and (4) assessing the replicability of the results. On the
other hand, VA has also faced criticism for its lack of statistical inferences, which require
normality of distribution and independence of observations (Barlow et al., 2009). Considering
the high presence of autocorrelation in time-series data, the application of statistical analysis
is deemed inappropriate as it violates the assumption that error terms in subsequent terms are
independent (Morley, 2018). In recent times, several researchers have explored alternative
methods to address this critique and mitigate the issue of error terms. Some non-parametric
tests for statistical analysis have been introduced for SCDs with small data sets to examine
differences between phases and compute statistics summarising non-overlapping data points
in the phases (Morley, 2018). The Percentage of Nonoverlapping Data (PND) (Scruggs &
Mastropieri, 2001) represents the percentage of data points in the intervention phase that
overlap with any of the values in the baseline phase. In other words, the number of treatment

phase data points surpassing the lowest data of the baseline is calculated, and the overall
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percentage denotes the PND value. PND is a straightforward statistic to calculate, but it has
faced criticism for its potential to result in a Type Il error (Lenz, 2013), particularly when
there is a highly abnormal data point in the baseline phase, which can lead to a low PND
(Morley, 2018). To address these limitations, an alternative method, the Percentage of Data
Points Exceeding the Median (PEM) (Ma, 2006) was introduced. PEM uses the median value
of baseline data as a reference point and computes the percentage of data points in the
intervention phase that surpass the median value. PEM is less likely to cause a Type Il Error
(Lenz et al., 2012) but has been found to be more prone to making a Type | error, implying
the presence of an intervention effect when none exists (Wolery et al., 2010). To address
these challenges, Fisher et al. (2003) proposed the Conservative Dual Criterion (CDC)
method, which demonstrates effective strategies for detecting the intervention effect, as well
as Type | and Type Il errors. This method has been found to be highly valuable even when
dealing with highly autocorrelated single-case data (Morgan & Morgan, 2009). The CDC
method adjusts the baseline phase by computing the Standard Deviation (SD). The adjusted
baseline mean is then modified by adding or subtracting one SD from the baseline mean.
Subsequently, the adjusted baseline trend is plotted in the treatment phase, enabling the
researcher to determine how many points meet the dual criteria (beyond or above the limits of
the two lines representing the adjusted baseline mean and trend). This process allows for a
conclusion to be drawn regarding the presence or absence of a treatment effect. The direction
of the adjustment plays a crucial role in this process. For example, if the intervention is
anticipated to reduce the response or frequency in the target behaviour, the baseline trend is
adjusted downwards (baseline mean minus SD). Conversely, if the intervention is expected to
increase the response or frequency in the target behaviour, the baseline trend is adjusted

upwards (baseline mean plus SD).
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Parker and his colleagues (2011) developed a test called Tau-U to control data with a
trend in the baseline. This test combines two non-parametric tests: Kendall’s rank correlation
test (Tau) and the Mann—-Whitney U statistic, which is used to analyse the non-overlap of all
pairs statistic. In essence, this test integrates nonoverlap between phases with intervention
phase trends and can adjust any trends observed in the baseline. Even though Tau-U is a
robust test and easy to compute with several software programs, it primarily focuses on the
association between variables. Since this research involves an intervention and aims to assess
its effectiveness and focus on behaviour change, the Percentage of PND is chosen to address
these inquiries. On the other hand, as Tau-U presumes a consistent directional increase or
decrease in the relationship (monotonic) between two variables, the PND method is
considered the most suitable approach for this study, assuming that any alterations in
behaviour can be attributed entirely to the intervention (Morley, 2018). Thus, this study
applied Furlong and Wampold’s (1981) Four-step VA model to investigate trends and
variability in the data sets for SCDs, Fisher et al.’s (2003) CDC model to estimate the change
between phases, and Ma’s (2006) PEM model to investigate the treatment effect. However,
even though each model was employed to detect the treatment effect in this study, PEM was
chosen as the primary outcome for VA. There are a couple of reasons behind this choice.
Firstly, PEM utilises the median of the baseline phase as a clear reference point for
comparison. Consequently, it relies less on subjective or arbitrary criteria to determine what
constitutes a change. It is a straightforward method to calculate and understand as it can
simply demonstrate the percentage of data points exceeding the median. PEM also
demonstrates sensitivity to alterations in the data distribution. For example, when there is an
evident and significant change in data values in the treatment phase, PEM is likely to identify
these changes, making it a suitable method for detecting significant treatment effects. Above

all, it provides more robust data when working with small sample sizes, such as small-n
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research designs and SCD as employed in this research. Unlike some other statistical tests,
PEM does not rely on the assumption of a normal distribution, which can be problematic
when data is scarce. Considering all these reasons, PEM is considered the primary method of

analysis to investigate the treatment effect.

4.3.2. Simulation Modelling Analysis

Conventional parametric and nonparametric statistics assume that observations are
independent. However, this assumption is not valid for observations in single-case time series
designs as the observations are largely serially dependent. This serial dependence is called
"Autocorrelation”. Autocorrelation refers to the idea that the value of one observation is
interrelated with one or more of the subsequent observations. Thus, later observations can be
influenced by earlier ones (Borckardt et al., 2008).

Under many circumstances, autocorrelation poses a significant risk of producing a
Type | error. SMA for time series designs is a statistical bootstrapping approach that
considers autocorrelation in a data set. In other words, SMA aims to detect the correlation
between two variables and reduce the likelihood of making a Type | error. With short data
streams (between 5 and 15 data points per phase), SMA provides more power than
conventional statistics (Borckardt et al., 2008), and it has a user-friendly software program

available for free for both Windows and Macintosh users (can be found at

http://clinicalresearcher.org/software.htm). The most frequently employed method in SMA is
the calculation of lag-1 autocorrelation, which estimates the Product-Moment Correlation
coefficient between a series in each phase (S1, S2, S3....Sn) and a series of the same points
starting from the subsequent point (S2, S3, S4....Sn) (Tate & Perdices, 2019).

Given this knowledge, in this intervention study, SMA was employed to investigate
the temporal relationship between variables to explore if a change occurring in one variable

leads to a change in another. A lag represents an observation taken at a one-time point and in


http://clinicalresearcher.org/software.htm
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this study, a “lag” refers to a measurement taken in a particular week. If the significant
Pearson-r value (p > .05, -1 <r < +1) is greater than zero (r > 0), this indicates that changes in
Variablel precede changes in Variable2. If the significant r values are below zero (r <0), this

indicates that Variablel and Variable2 change in opposite directions (Borckardt, 2006).

The following pairs of scales and subscales were analysed to see if there is any cross-

correlation (temporal relationship) between them:

IES-R and DASS-Depression

o IES-R and DASS- Anxiety

o IES-R and DASS-Stress

o Depression and Anxiety

o Depression and Stress

o Anxiety and Stress

. SCCS and IES-R

o SCCS and DASS- Depression
o SCCS and DASS- Anxiety

. SCCS and DASS- Stress

4.3.3. Reliable Change Index and Clinically Significant Change

Jacobson and Truax (1991) highlighted a method to investigate two important
questions in SCDs, especially those commonly asked in clinical treatments, regarding pre-
treatment and post-treatment scores of an individual on a standard measure. These questions
revolve around: (1) whether the change in an individual’s pre-treatment and post-treatment
standard measure scores is reliable; and (2) whether this change is clinically significant. In

other words, is this change distinguishable for the clinical population?
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This two-step method aims to assess the reliability and significance of the change
occurring at the individual level. The first question investigates the statistical reliability of the
change (not attributed to measurement error), called RCI, and is based on the confidence
intervals around the pre-treatment score (£1.96, 95% confidence interval). Jacobson offered a
relatively straightforward calculation for computing the values of RCI, as demonstrated in
Figure 6.

Figure 6

Calculation of RCI

Pr e-(reatment score — P()St-tf eatment SCOTL‘)
SE

RCI=(

diff
SE, . =V 2xSEM’

SEM = standard error of measurement = SD x /(1 =)

Note. SEg4irr= Standard Error of the difference, SEM= Standard Error of Measurement

As shown in Figure 6, the standard error of measurement (SEM) directly affects the
reliability of the tests, meaning that the larger the SEM, the lower the reliability of the tests.
Accordingly, if the RCI value exceeds +1.96, we can be confident that the change is reliable
(at 95% confidence) and not attributable to measurement error.

In their second question, Jacobson and Truax (1991) investigated "to what extent the
change is clinically meaningful?" and they used the term "Clinically Significant Change" to
address this question. They proposed three statistical criteria for assessing the significance of

the clinical change. Each criterion is based on a cut-off score on the measurement and defines
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the effectiveness of the treatment as "dysfunctional/clinical” and "functional/non-clinical”. In
Criterion A, the score of post-treatment should fall outside more than 2 SDs from the mean of
the non-clinical group, in the direction of the non-clinical population. In Criterion B, the post-
treatment score should fall within 2 SDs of the mean of the non-clinical population, and in
Criterion C, the post-treatment score should fall closer to the mean of the non-clinical
population. Jacobson and Truax (1991) suggested that the selection of the criterion depends
on the distribution of the data and the degree of overlap. As the means of the clinical and
normative (non-clinical) populations' IES-R, DASS-depression, DASS-anxiety, DASS-stress,
and SCCS scores overlap within the 2 SDs, Criterion C was utilised in this study to analyse
CSC. Therefore, in this study, RCI and CSC methods were applied to investigate the
reliability of the changes in PTSD, depression, anxiety, stress, and SCC between pre-
treatment, post-treatment, and follow-up phases and to understand the clinical
meaningfulness of these changes if any were available. RCI and CSC values were calculated
by employing a simple Excel application called the "Leeds Reliable Change Indicator"
developed by Morley & Dowzer (2014).
4.4. Results

The results are detailed in different sections under this title. The first section indicates
the means and standard deviations of the questionnaires utilised to observe changes in
variables across different phases of the NET study intervention. The second section outlines
the VA outcomes, the subsequent section presents the results for SMA for each pair of
questionnaires (or subscales) (e.g., IES-R & Depression, SCCS & Anxiety). The following
section demonstrates the results for RCI and CSC for post-treatment and follow-up outcomes
for each measurement taken individually. The CI section provides information on the
participants’ subjective experiences with NET, outlined in a table. Lastly, within and across

case perspectives sections demonstrate the changes and findings of the intervention.
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4.4.1. Means, Medians, and Standard Deviations of Questionnaires
Table 10 demonstrates the mean and median values of each measurement for

each participant for the baseline and intervention phases.

Mean and SD values of Nurcan's IES-R and DASS subscales for the intervention
phase could only be calculated for 4 sessions (S2, S3, S4, and S5) as the participant dropped
out of the study in Session 6. Nurcan's SCCS for the intervention phase represents her score
in S2 (as SCCS was given to the participants at the beginning, middle, and end of the
intervention phase, this is the only score taken from her). Therefore, there are no SD and
mean values for her SCCS scores for the intervention phase. Additionally, Mila's IES-R,
DASS subscales, and SCCS scores were demonstrated only for Session 2 as the participant
dropped out of the study in Session 3. Therefore, no means and SDs were reported for the
measurements in her intervention phase.

4.4.2. Visual Analysis of Outcomes

Data collected repeatedly throughout the study were graphed and visually analysed
individually to inspect the changes in level, trend, and variability for each measurement
across phases and time points. To enhance the VA, Fisher et al.'s (2003) CDC was utilised,
and Ma's (2006) PEM models were applied to investigate the effect size (ES). Fisher et al.
(2003) generated empirical rules for determining how many points should meet the CDC to
conclude the intervention change, as demonstrated in Table 11. Scruggs and Mastropieri
(1998) suggested ranges of ES for interpreting the intervention effect. According to that
range, ES scores of "0.90 or above" indicate "high effectiveness," scores "between 0.70 and
0.89" indicate "moderate effectiveness,” scores "between 0.50 and 0.69" indicate

"questionable effectiveness," and scores "less than 0.50" are considered "not effective”.
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Mean and SD of measurements
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IES-R DASS-Depression* DASS-Anxiety* DASS-Stress* SCCS

Mean-Med Mean-Med (SD) Mean-Med (SD) Mean-Med (SD) Mean-Med (SD)
Phases Participants (SD)
Baseline Banu 45- 44 (2.6) 16.7- 16 (1.2) 15.3- 16 (1.2) 13.3- 14 (3.1) 22.3- 24 (3.8)
Intervention 41.33-42 (6.9) 11.6- 11 (2.8) 5.8-7 (4.1) 6.4- 4 (3.8) 34.2-32 (5.2)
Baseline Sibel 32-34(4.36)  22-26 (6.9) 25.3- 26 (3.1) 14.7-14 (1.2) 27.7- 28 (0.6)
Intervention 25.4-23(8.7)  12.2-10 (4.1) 15.4-15 (2.1) 9- 8 (3.9) 32.2- 32 (0.5)
Baseline Hamza 81.7-82(35)  32.7-36 (7.6) 38.7- 40 (2.3) 40.7- 42 (2.3) 28.7- 29 (1.5)
Intervention 72.4-81(17.7) 31.2- 38 (10.9) 32.7- 38 (10.3) 35.8- 42 (11.5) 31- 29.5 (3.4)
Baseline Nurcan 22- 24 (7.2) 14.7- 14 (2.3) 20- 16 (10.6) 24- 26 (5.3) 33- 32 (2.6)
Intervention** 13.5-14 (6.8)  12- 11 (3.6) 12-12 (3.6) 15- 15 (5.8) 32(-)
Baseline Mila 22.3-20 (8.7)  12-12(8.7) 14- 8 (3.5) 9.3-16 (3.1) 35.6 - 36 (2.1)
Intervention*** 10(-) 10(-) 12(-) 4 (-) 42 (-)
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Min- Max 0-88 0-42 0-42 0-42 -

Note. (*) Doubled when scoring. (**) according to four treatment sessions, (***) according to one treatment session, M: Mean, Med: Median,
SD: Standard deviation.
IES-R and DASS-Subscales- higher scores indicate higher levels of PTSD, depression, anxiety, and stress symptoms. SCCS- higher scores

indicate higher levels of SCC
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Table 11

Summary of criteria for change between phases

Number of points in the treatment phase ~ Number of points in the predicted

direction to conclude that there is a

change
) 5)
6,7 6
8 7
9,10 8
11,12 9
13 10
14 11
15,17 12

Figures 7A, 7B, and 7C represent changes in level, trend, and validity values of CDC

and PEM for Banu’s IES-R, DASS-Subscales, and SCCS.
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Figure 7A

Visual Analysis of Banu’s IES-R
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Note. Horizontal black line represents clinical cut-off for IES-R, dotted blue line represents
general trendline, red line represents the adjusted trendline (0.25 SD) of the baseline for
CDC, orange line represents the adjusted mean of the baseline for CDC, and dashed black
line represents the median of the baseline for PEM.

Interpretation of Banu’s IES-R trend, variability, CDC, and PEM: There is a
slight upward trend in the baseline phase, but a non-linear trend in the treatment phase. PTSD
scores of Banu incline to decline as the overall trendline represents. It can be seen in Figure

7A that there is variability in the treatment points, with spikes in Session 5 and Session 7.
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The treatment phase (including FU) has 10 data points. Fisher et al. (2003) suggested that
there must be at least 8 points in the predicted direction (below both lines of adjusted mean
and trendline of the baseline) to conclude that there is a change. In Figure 7A, there are 6 data
points below the two lines (adjusted mean and trendline), which indicates no change in the
treatment phase. PEM analysis was run to investigate the treatment effectiveness, and it was
found to be 0.70 (the number of points below the median of the baseline), which represents
"moderate effectiveness.".

Figure 7B

Visual Analysis of Banu’s DASS- Subscales
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Note. Horizontal black line represents clinical cut-off, dotted blue line represents general

trendline, red line represents the adjusted trendline (0.25 SD) of the baseline for CDC, orange
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line represents the adjusted mean of the baseline for CDC, and dashed black line represents
the median of the baseline for PEM.

Interpretation of Banu’s DASS-Depression trend, variability, CDC, and PEM:
There is an upward trend in the baseline phase, but a non-linear trend in the treatment phase.
Depression scores of Banu show a notable decline, as the overall trendline demonstrates. It
can be seen in Figure 7B-Depression that there is moderate variability, as there are no
significant spikes in the treatment phase. In Figure 7B-Depression, there are 8 data points
below the two lines (adjusted mean and trendline), which indicates a change in the treatment
phase. PEM analysis was run to investigate the treatment effectiveness, and it was found to
be 0.80 (the number of points below the median of the baseline), which represents "moderate
effectiveness.”.

Interpretation of Banu’s DASS-Anxiety trend, variability, CDC, and PEM: There
is a downward trend in the baseline phase, but a non-linear trend in the treatment phase.
Anxiety scores of Banu show a significant decline, as the overall trendline demonstrates. It
can be seen in Figure 7B-Anxiety that there is considerable variability, with significant spikes
at S6, S7, and S9 in the treatment phase. In Figure 7B-Anxiety, there are 10 data points below
the two lines (adjusted mean and trendline), indicating a change in the treatment phase. PEM
analysis was conducted to investigate the treatment effectiveness, and it was found to be 1.0
(the number of points below the median of the baseline), which represents "high
effectiveness”.

Interpretation of Banu’s DASS- Stress trend, variability, CDC, and PEM: There
is a downward trend in the baseline phase, but a non-linear trend in the treatment phase.
Stress scores of Banu show a significant decline, as the overall trendline demonstrates. It can
be seen in Figure 7B-Stress that there is moderate variability, with no significant spikes in the

treatment phase. In Figure 7B-Stress, there are 8 data points below the two lines (adjusted
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mean and trendline), indicating a change in the treatment phase. PEM analysis was conducted
to investigate the treatment effectiveness, and it was found to be .80 (the number of points

below the median of the baseline), which represents "moderate effectiveness."
Figure 7C

Visual Analysis of Banu’s SCCS

Banu-SCCS
ES: 1.0

45

40

35

30 - B

///)/' - —— - -

%) — — — = -
s 7 -
3 L LTSy upaSpp L g SR R e
7] o —
(%2}
S 20
vy

15

10

5
]
B1 B2 B3-51 s2 S5 S10 FU
Time points

Note. Dotted blue line represents general trendline, red line represents the adjusted trendline
(0.25 SD) of the baseline for CDC, orange line represents the adjusted mean of the baseline

for CDC, and dashed black line represents the median of the baseline for PEM.

Interpretation of Banu’s SCCS trend, variability, CDC, and PEM: There are
upward trends in both the baseline and treatment phases. SCCS scores of Banu show a
significant increase, as the overall trendline demonstrates. It can be seen in Figure 7C that
there is moderate variability, with no significant spikes in the treatment phase. In Figure 7C,

the treatment phase has 4 data points for SCCS. However, Fisher et al. (2003) suggest that
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there must be at least 5 data points in the predicted direction (above the adjusted trendline and
mean for SCCS, as higher points indicate high SCC) to inspect the changes between phases.
Thus, it becomes difficult to investigate the change in the treatment phase for Banu's SCCS.
PEM analysis was conducted to investigate the treatment effectiveness, and it was found to
be 1.0 (the number of points above the median of the baseline), which represents "high
effectiveness”.

Figures 8A, 8B, and 8C represent changes in level, trend, and validity, and values of
CDC and PEM for Sibel’s IES-R, DASS-Subscales, and SCCS.
Figure 8A

Visual Analysis of Sibel’s IES-R
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Note. Horizontal black line represents clinical cut-off, dotted blue line represents general
trendline, red line represents the adjusted trendline (0.25 SD) of the baseline for CDC, orange
line represents the adjusted mean of the baseline for CDC, and dashed black line represents

the median of the baseline for PEM.
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Interpretation of Sibel’s IES-R trend, variability, CDC, and PEM: There is a non-

linear trend in the baseline phase, but a slight downward trend in the treatment phase. PTSD

scores of Sibel demonstrate a decline, as the overall trendline represents. It can be seen in

Figure 8A that there is moderate variability in the treatment points, with a spike in Session 4.

The treatment phase (including follow-up) has 10 data points, and there are 7 data points

below the two lines (adjusted mean and trendline), which indicate no change in the treatment

phase for PTSD. PEM analysis was conducted to investigate the treatment effectiveness, and

it was found to be 0.9 (the number of points below the median of the baseline), which

represents "high effectiveness”.

Figure 8B

Visual Analysis of Sibel’s DASS- Subscales
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trendline, red line represents the adjusted trendline (0.25 SD) of the baseline for CDC, orange
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line represents the adjusted mean of the baseline for CDC, and dashed black line represents
the median of the baseline for PEM.

Interpretation of Sibel’s DASS-Depression trend, variability, CDC, and PEM:
There is a non-linear trend in the baseline phase, but a slight downward trend in the treatment
phase. Depression scores of Sibel represent a remarkable decline, as the overall trendline
demonstrates. It can be seen in Figure 8B-Depression that there is moderate variability in the
treatment points, with no significant spikes. The treatment phase (including follow-up) has 10
data points, and there are 7 data points below the two lines (adjusted mean and trendline),
which indicates no change for depression in the treatment phase. PEM analysis was
conducted to investigate the treatment effectiveness, and it was found to be 1.0 (the number
of points below the median of the baseline), which represents "high effectiveness."

Interpretation of Sibel’s DASS-Anxiety trend, variability, CDC, and PEM: There
is an upward trend in the baseline phase, but a slight downward trend in the treatment phase.
Anxiety scores of Sibel represent a remarkable decline, as the overall trendline demonstrates.
It can be seen in Figure 8B-Anxiety that there is moderate variability, with no significant
spikes in the treatment phase. In Figure 8B-Anxiety, there are 10 data points below the two
lines (adjusted mean and trendline), indicating a change for anxiety in the treatment phase.
PEM analysis was conducted to investigate the treatment effectiveness, and it was found to
be 1.0 (the number of points below the median of the baseline), which represents "high
effectiveness”.

Interpretation of Sibel’s DASS-Stress trend, variability, CDC, and PEM: There is
a non-linear trend in the baseline phase, but a remarkable downward trend in the treatment
phase. Stress scores of Sibel represent a remarkable decline, as the overall trendline
demonstrates. It can be seen in Figure 8B-Stress that there is moderate variability, with no

significant spikes in the treatment phase. In Figure 8B-Stress, there are 9 data points below
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the two lines (adjusted mean and trendline), indicating a change for stress in the treatment
phase. PEM analysis was conducted to investigate the treatment effectiveness, and it was
found to be 0.9 (the number of points below the median of the baseline), which represents

"high effectiveness."

Figure 8C

Visual Analysis of Sibel’s SCCS
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Note. Dotted blue line represents general trendline, red line represents the adjusted trendline
(0.25 SD) of the baseline for CDC, orange line represents the adjusted mean of the baseline

for CDC, and dashed black line represents the median of the baseline for PEM.

Interpretation of Sibel’s SCCS trend, variability, CDC, and PEM: There are
slight upward trends in both the baseline and treatment phases. SCCS scores of Sibel show an
increase, as the overall trendline demonstrates. In Figure 8C, there is moderate variability,
with no significant spikes in the treatment phase. Although the treatment phase has 4 data

points for SCCS, Fisher et al. (2003) suggest that there must be at least 5 data points in the
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predicted direction (above the adjusted trendline and mean for SCCS, as higher points
indicate high SCC) to inspect the changes between phases. As a result, it is challenging to
thoroughly assess the change in the treatment phase for Sibel's SCCS. PEM analysis was
conducted to investigate the treatment effectiveness, and it was found to be 1.0 (the number

of points above the median of the baseline), indicating "high effectiveness."”

Figures 9A, 9B, and 9C represent changes in level, trend, and validity, values of CDC

and PEM for Hamza’s IES-R, DASS-Subscales, and SCCS.

Figure 9A

Visual Analysis of Hamza’s IES-R
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trendline, red line represents the adjusted trendline (0.25 SD) of the baseline for CDC, orange
line represents the adjusted mean of the baseline for CDC, and dashed black line represents

the median of the baseline for PEM.
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Interpretation of Hamza’s IES-R trend, variability, CDC, and PEM: There is an
upward trend in the baseline phase, but a downward trend in the treatment phase. PTSD
scores of Hamza demonstrate a decline, as the overall trendline represents. It can be seen in
Figure 9A that there is moderate variability in the treatment points, with a notable decline in
Session S11. The treatment phase (including the follow-up) has 12 data points; however,
Fisher et al. (2003) suggest that there must be at least 9 points in the predicted direction
(below both lines) to conclude that there is a change. In Figure 9A, there are 7 data points
below the two lines (adjusted mean and trendline), indicating no change in the treatment
phase for PTSD. PEM analysis was conducted to investigate the treatment effectiveness, and
it was found to be 0.7 (the number of points below the median of the baseline), representing
"moderate effectiveness".

Figure 9B

Visual Analysis of Hamza’s DASS- Subscales
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Note. Horizontal black line represents clinical cut-off, dotted blue line represents general

trendline, red line represents the adjusted trendline (0.25 SD) of the baseline for CDC, orange
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line represents the adjusted mean of the baseline for CDC, and dashed black line represents

the median of the baseline for PEM.

Interpretation of Hamza’s DASS-Depression trend, variability, CDC, and PEM:
There is an upward trend in the baseline phase, but a downward trend in the treatment phase.
Depression scores of Hamza represent a decline, as the overall trendline demonstrates. It can
be seen in Figure 9B-Depression that there is moderate variability in the treatment points,
with a notable decline in Session S11. The treatment phase (including the follow-up) has 12
data points, and there are 3 data points below the two lines (adjusted mean and trendline),
indicating no change for depression in the treatment phase. PEM analysis was conducted to
investigate the treatment effectiveness, and it was found to be 0.4 (the number of points
below the median of the baseline), which represents "no effectiveness”.

Interpretation of Hamza’s DASS-Anxiety trend, variability, CDC, and PEM:
There is an upward trend in the baseline phase, but a downward trend in the treatment phase.
Anxiety scores of Hamza represent a remarkable decline as the overall trendline
demonstrates. It can be seen in Figure 9B-Anxiety that there is moderate variability as there
as there is a remarkable decline in Session S11. In Figure 9B-Anxiety, the treatment phase
(including FU) has 12 data points, and there are 8 data points below the two lines (adjusted
mean and trendline), which indicates there is no change for anxiety in the treatment phase.
PEM analysis was run to investigate the treatment effectiveness and it was found 0.6 (number
of points below the median of the baseline) which represents “questionable effectiveness”.

Interpretation of Hamza’s DASS- Stress trend, variability, CDC, and PEM:
There is an upward trend in the baseline phase, but a downward trend in the treatment phase.
Stress scores of Hamza represent a remarkable decline as the overall trendline demonstrates.
It can be seen in Figure 9B-Stress that there is moderate variability as there is a remarkable

decline in Session S11. In Figure 9B-Stress, there are 3 data points below the two lines



200

(adjusted mean and trendline), which indicate there is no change for stress in the treatment
phase. PEM analysis was run to investigate the treatment effectiveness and it was found 0.3

(number of points below the median of the baseline) which represents “no effectiveness”.

Figure 9C

Visual Analysis of Hamza’s SCCS
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Note. Dotted blue line represents general trendline, red line represents the adjusted trendline
(0.25 SD) of the baseline for CDC, orange line represents the adjusted mean of the baseline
for CDC, and dashed black line represents the median of the baseline for PEM.
Interpretation of Hamza’s SCCS trend, variability, CDC, and PEM: There is a
slight downward trend in the baseline, but an upward trend in the treatment phases. SCCS
scores of Hamza represent a slight increase, as the overall trendline demonstrates. It can be
seen in Figure 9C that there is moderate variability, with no significant spikes in the treatment
phase. In Figure 9C, the treatment phase has 4 data points for SCCS. However, Fisher et al.

(2003) suggest that there must be at least 5 data points in the predicted direction (above the
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adjusted trendline and mean for SCCS, as higher points indicate high SCC) to inspect the
changes between phases. Thus, it is challenging to investigate the change in the treatment
phase for Hamza's SCCS. PEM analysis was conducted to investigate the treatment
effectiveness, and it was found to be 0.5 (the number of points above the median of the

baseline), which represents "questionable effectiveness”.

4.4.3. Simulation Modelling Analysis Outcomes

SMA was used to investigate the cross-correlational relationship between the
variables, aiming to explore whether a change in one variable leads to a change in another.
Tables 11, 12, and 13 outline both significant and non-significant relationships between pairs
of questionnaires in detail.
SMA for IES-R and DASS-Depression

SMA was utilized to explore the cross-correlational relationship between the IES-R
and the DASS-Depression subscale. As shown in Table 12, the IES-R and DASS-Depression
scores exhibited a strong correlation for Banu in lag-1 (r=+0.67, p<0.05) and lag 0 (r=+0.88,
p<0.01), and for Hamza in lag 0 (r=+0.79, p<0.01). However, no relationship was observed at
any lag for Sibel’s IES-R and DASS-Depression (p>0.05).
SMA for IES-R and DASS- Anxiety

SMA was used to examine the cross-correlational relationship between the IES-R and
the DASS-Anxiety subscale. As depicted in Table 12, the IES-R and DASS-Anxiety scores
exhibited a strong correlation for Sibel in lag-2 (r=+0.55, p<0.01) and lag 0 (r=+0.79,
p<0.01), and for Hamza in lag-1 (r=+0.70, p<0.05) and lag 0 (r=+0.91, p<0.01). However, no
relationship was observed at any lag for Banu’s IES-R and DASS-Anxiety (p>0.05).
IES-R and DASS-Stress

SMA was employed to investigate the cross-correlational relationship between the

IES-R and the DASS-Stress subscale. As represented in Table 12, the IES-R and DASS-
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Stress scores were found to be highly correlated for Sibel in lag-2 (r=+0.62, p<0.01), lag-1

(r=+0.49, p<0.05), lag 0 (r=+0.47, p<0.05), and lag+2 (r=+0.41, p<0.05) and for Hamza in

lag-2 (r=+0.47, p<0.05), lag-1 (r=+0.59, p<0.05) and lag 0 r=+0.78, p<0.01). However, no

relationship was found in any lag for Banu’s IES-R and DASS- Stress (p>0.05).

Table 12

SMA Lag correlations between IES-R and DASS-Subscales

Participant Lag IES-R and DASS- Lag IES-Rand Lag IES-Rand
Depression DASS-Anxiety DASS-Stress
Banu -2 r=+0.16 -2 r=+0.26 -2 r=+0.19
-1 r=+0.67* -1 r=+0.27 -1 r=+40.25
0 r= +0.88** 0 r=+0.41 0 r=+0.50
+1  r=+40.42 +1  r=+0.34 +1  r=+40.35
+2 r=-0.35 +2  r=+0.06 +2  r=+0.04
Sibel -2 r=+0.35 -2 r=+0.55** -2 r=+0.62**
-1 r=+0.35 -1 r=+0.04 -1 r=+0.49*
0 r=+0.39 0 r=+0.79** 0 r=+0.47*
+1 r=+0.18 +1  r=+0.15 +1  r=+0.20
+2  r=-0.17 +2  r=-0.19 +2  r=-041*
Hamza -2 r=-0.19 -2 r=+0.08 -2 r=+0.47*
-1 r=+0.39 -1 r=+0.70* -1 r=+0.59*
0 r=+0.79** 0 r=+0.91** 0 r=+0.78**
+1  r=+0.43 +1  r=+0.37 +1 r=+051
+2 r=-0.25 +2  r=-0.17 +2  r=-0.04

Note. *= p<0.05, **=P<0.01, +/-

e Depression and Anxiety

= indicates the direction of the relationship
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SMA was employed to investigate the cross-correlational relationship between the
DASS-Depression and DASS-Anxiety subscales. As represented in Table 13, the DASS-
Depression and DASS-Anxiety scores were found to be highly correlated for Banu in lag 0
(r=+0.59, p<0.05), for Sibel in lag-2 (r=+0.78, p<0.01) and for Hamza in lag-1 (r=+0.58,
p<0.05), lag 0 (r=+0.89, p<0.01).

Depression and Stress

SMA was employed to investigate the cross-correlational relationship between the
DASS-Depression and DASS-Stress subscales. As represented in Table 13, the DASS-
Depression and DASS-Stress scores were found to be highly correlated for Banu in lag 0
(r=+0.39, p<0.05), for Sibel in lag-2 (r=+0.60, p<0.05), lag-1 (r=+0.71, p<0.05), lag 0
(r=+0.83, p<0.01), and lag+2 (r=-0.56, p<0.05), and for Hamza in lag 0 (r=+0.59, p<0.05)
and in lag+1 (r=+0.75, p<0.01).

Anxiety and Stress

SMA was employed to investigate the cross-correlational relationship between the
DASS-Anxiety and DASS-Stress subscales, and the results were presented in Table 13. As
represented, the DASS-Anxiety and DASS-Stress scores were found to be highly correlated
for Banu in lag-2 (r=+0.48, p<0.05), lag-1 (r=+0.78, p<0.05), lag 0 (r=+0.89, p<0.05), lag+1
(r=0.67, p<0.05) and in lag+2 (r=0.69, p<0.01). In other words, the temporal relationship
between Banu’s DASS-Anxiety and DASS-Stresstress scores were highly correlated in all
lags. On the other hand, this relationship for Sibel was found to be significant only for lag+2
(r=-0.66, p<0.05). Additionally, SMA analysis found correlations between Hamza’s DASS-
Anxiety and Stress in lag-2 (r=+0.44, p<0.05), lag-1 (r=+0.59, p<0.05), and lag 0 (r=+0.74,

p<0.05).
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SMA Lag Correlations between DASS subscales (Depression, Anxiety, and Stress)

Participant Lag Depressionand Lag Depressionand Lag Anxiety and
Anxiety Stress Stress
Banu -2 r=+0.31 -2 r=+0.36 -2 r=+0.48*
-1 r=+0.48 -1 r=+0.43 -1 r=+0.78*
0 r= +0.59* 0 r= +0.39* 0 r= +0.89*
+1  r=+0.45 +1  r=+0.43 +1  r=+0.67*
+2  r=+0.24 +2  r=+0.33 +2  r=+0.69**
Sibel -2 r=+0.78** -2 r=+0.60* -2 r=+0.39
-1 r=+0.39 -1 r=+40.71* -1 r=+0.36
0 r=+0.54 0 r=+0.83** 0 r=+0.58
+1  r=+0.27 +1  r=+0.55 +1  r=+0.49
+2 r=-0.18 +2  r=-0.56* +2  r=-0.66*
Hamza -2 r=+0.20 -2 r=-0.36 -2 r=+0.44*
-1 r=+0.58* -1 r=+0.14 -1 r=+0.59*
0 r=+0.89** 0 r=+0.59* 0 r=+0.74*
+1  r=+0.31 +1  r=+0.75** +1 r=+0.44
+2  r=-0.04 +2  r=+0.25 +2  r=-0.19

Note: *= p<0.05, **=P<0.01, +/-= indicates the direction of the relationship

e SCCSandIES-R
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SMA was employed to investigate the cross-correlational relationship between SCCS
and IES-R. As represented in Table 14, the SCCS and IES-R scores were not correlated for
Banu and Sibel (p>0.05). However, it was found to be highly correlated for Hamza in lag-1
(r=-0.43, p<0.01) and lag 0 (r=-0.33, p<0.01).

SCCS and DASS- Depression

SMA was employed to investigate the cross-correlational relationship between the
IES-R and the DASS-Depression subscale. As represented in Table 14, the SCCS and DASS-
Depression scores were found to be highly correlated for Banu in lag 0 (r=-0.94, p<0.01) and
for Hamza in lag+2 (r=+0.76, p< 0.05), but it was not found significant for Sibel (p>0.05).
SCCS and DASS- Anxiety

SMA was employed to investigate the cross-correlational relationship between the
SCCS and DASS-Anxiety subscale. As represented in Table 14, the SCCS and DASS-
Anxiety scores were found to be highly correlated for Banu in lag 0 (r=-0.91, p<0.01) and for
Hamza in lag+2 (r=0.76, p<0.05), but no significant correlation was found for Sibel (p>0.05).
SCCS and DASS- Stress

SMA was employed to investigate the cross-correlational relationship between the
IES-R and DASS- Stress subscale. As represented in Table 14, the SCCS and DASS-Stress
scores were found to be highly correlated for Banu in lag 0 (r=-0.84, p<0.05), for Sibel in lag-
2 (r=+0.57, p<0.05) and for Hamza in lag 0 (r=-0.32, p<0.01).

Table 14

SMA Lag Correlations between SCCS and IES-R, and DASS-subscales

Participant Lag SCCSand Lag SCCSand Lag SCCS Lag SCCS and
IES-R Depression and Stress

Anxiety

Banu -2 r=0.00 -2 =--0.73 -2 r=-089 -2 r=-053
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-1 r=-0.44 -1 r=-0.70 -1 r=-088 -1 r=-022
0 r=-0.65 0 r=-0.94** 0 r=- 0 r=-0.84*
0.91**
+1  r=-0.75 +1  r=-0.75 +1 r=-083 +1 r=-0.39
+2  r=-0.80 +2  r=-0.95 +2 r=-080 +2 r=-0.95
Sibel -2 r=-0.34 -2 r=+0.46 -2 r=-022 -2 r=+0.57*
-1 r=-0.28 -1 r=+0.22 -1 r=-059 -1 r=-037
0 r=-0.02 0 r=-0.47 0 r=-072 0 r=-0.55
+1  r=-054 +1  r=-0.95 +1 r=-084 +1 r=-0.79
+2  r=-0.00 +2  r=-0.70 +2 r=-019 +2 r=-0.95
Hamza -2 r=+0.87 -2 r=+0.34 -2 r=-016 -2 r=+0.73
-1 r=-043** -1 r=+0.56 -1 r=+030 -1 r=+0.14
0 r=-0.33** 0 r=-0.28 0 r=-024 0 r=-0.32**
+1  r=+0.59 +1 r=-0.15 +1 r=+0.11 +1 r=+0.14
+2 r=+0.13 +2  r=+0.76* +2 r=+0.76* +2 r=+0.73

Note: *=p<0.05, **=P<0.01, +/-= indicates the direction of the relationship

Note: Significant Negative r values show the reverse correlation between variables. However,

in this table, significant negative correlations indicate that the results are in the predicted

direction while SCCS scores increase and the symptoms of PTSD, Depression, Anxiety, and

Stress decrease.

4.4.4. Reliable Change Index and Clinically Significant Change Outcomes

The RCI and CSC scores were evaluated to investigate if the changes between pre-

treatment, post-treatment, and follow-up measures are reliable and clinically significant. The

RCI and CSC values are outlined in Table 15. Table 16 demonstrates the normative and

clinical group data used when calculating the RCI values. As the questionnaires were given to
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the participants in the Turkish format, The Turkish normative and clinical group data were
referenced and used while calculating the RCI values, except for the SCCS questionnaire as
there is no study exists investigating the Turkish clinical and normative group data for it.
Thus, Kusec et al. (2016)’s data were used instead to evaluate the RCI values for SCCS in

this study.

Table 15
RCI and CSC values (calculated with normative and clinical data present in literature for

each questionnaire).

Participant Time IES-R DASS DASS DASS SCCS
(depression) (anxiety) (stress)
Banu Posttreatment 0.80 2.96 1.89*%* 1.003 -7.3%*
(510)
FU 1.60 2.96 1.08 1.003 -14.5**
Sibel Posttreatment  2.17** 4.44% 1.62 0.40 -4.03%*
(s10)
FU 0.80 5.92* 1.35 0.60 -3.2%*
Hamza Posttreatment 4,9% 6.7* 3.23* 2.21* 0
(s12)
FU 4.45* 7.41* 3.50%* 3.21%* -5.6%*

Note. *Reliable Change, ** Reliable and Significant Change, FU: Follow-up

Note. Pre-treatment values entered in the excel application represent the median value of the
baseline for each participant. Post-treatment refers to the final NET session and Follow-up

refers to the measurements taken a month after completing the NET sessions.

The RCI was calculated by using the formula indicated in Figure 6 and the excel
application mentioned in section 4.3.3 to investigate if the RCI value is greater than 1.96. The
RCI value greater than that (equates to the 95% confidence interval) reflects that the change
is reliable.

Reliable and Clinically Significant Change in PTSD



208

As demonstrated in Table 15 the changes in IES-R scores for post-treatment and
follow-up were not found to be reliable and clinically significant for Banu. However, the
change between Sibel's pre-treatment and post-treatment IES-R scores represents a reliable
and clinically significant change (RCI=2.17). On the other hand, the change between Hamza's
pre-treatment and post-treatment IES-R scores shows only a reliable change (RCI1=4.9),
without reaching clinical significance. Similarly, his pre-treatment and follow-up scores for
the IES-R represent a reliable change (RCI=4.45) but not a clinically significant one for
PTSD scores.

Reliable and Clinically Significant Change in Depression

As indicated in Table 15, the changes in DASS-Depression scores for post-treatment
and follow-up were not deemed reliable and clinically significant for Banu. However, the
change between Sibel’s pre-treatment and post-treatment for DASS-Depression demonstrates
a reliable change (RC1=4.44), and the change between her pre-treatment and follow-up also
exhibits a reliable change (R=-5.92). Similarly, for Hamza, the change between his pre-
treatment and post-treatment for DASS-Depression shows only a reliable change (RC1=6.7)
without reaching clinical significance. Likewise, his pre-treatment and follow-up scores
indicate (RCI=7.41) only a reliable change for depression scores.

Reliable and Clinically Significant Change for Anxiety

As demonstrated in Table 15, the change in Banu’s DASS-AnXxiety between pre-
treatment and post-treatment was found to be reliable and clinically significant (RCI1=1.89).
However, the change between her pre-treatment and follow-up scores do not demonstrate
reliability or clinical significance. The changes in DASS-Anxiety scores for post-treatment
and follow-up were not found to be reliable and clinically significant for Sibel. For Hamza,

the change between his pre-treatment and post-treatment for DASS-Anxiety shows only a
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reliable change (RC1=3.23) but lacks clinical significance. Similarly, his pre-treatment and
follow-up scores indicate (RCI=3.50) only a reliable change for DASS-Anxiety.
Reliable and Clinically Significant Change for Stress

As demonstrated in Table 15, the changes in DASS-Stress scores for post-treatment
and follow-up were not found to be reliable and clinically significant for Banu and Sibel.
However, the change between Hamza’s pre-treatment and post-treatment for DASS-Stress
shows only a reliable change (RC1=2.21), but it was not clinically significant. Similarly, his
pre-treatment and follow-up scores represent (RCI1=3.21) only a reliable change for DASS-
Stress.
Reliable and Clinically Significant Change for Self-Concept Clarity

As demonstrated in Table 15, the change in Banu’s SCCS between pre-treatment and
post-treatment was found to be reliable and clinically significant (RCI1=-7.3), and the change
between her pre-treatment and follow-up scores was also found to be reliable and clinically
significant (RCI= -14.5) for SCCS. The changes in SCCS scores for pre-treatment and post-
treatment (RCI= -4.03) and pre-treatment and follow-up (RCI= -3.2) were found to be
reliable and clinically significant for Sibel. However, the change between Hamza’s pre-
treatment and post-treatment for SCCS shows no significant change. However, his pre-
treatment and follow-up scores represent (RCI=-5.6) reliable and significant change for

SCCS.
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Table 16

Normative and Clinical Data referenced when calculating the RCI and CSC values

Measure Subscale Study Population N Score Cronbach o Mean and SD
Range
(Lowest-
Highest)
Impact of  Total Corapcioglu Clinical Group 104 0-88 0.94 x =43.04 (+16.83)
Event et al. (2006) (Participants applied to a mental and
Scale- neurological disorders hospital in
. Istanbul, diagnosed with PTSD)
Revised
(IES-R) Normative Group 65 X =16.65 (x15.91)
(Participants applied to a mental and
neurological disorders hospital in
Istanbul, not diagnosed with PTSD)
Depression, Depression  Saricam Clinical Group 101 0-42 0.87 X = 10.83 (£5.55)
Anxiety, (2018) (Patients who went for treatment to a
d St psychiatry clinic due to psychological
an ress and psychiatric problems in Turkiye)
Scale
(DASS-21) Normative Group 220 X = 5.88 (+4.33)
(Formation education certificate
program students from different
faculties in Turkiye)
Anxiety Saricam Clinical Group 101 0-42 0.85 X = 10.39 (5.18)
(2018) (Patients who went for treatment to a

psychiatry clinic due to psychological
and psychiatric problems in Turkiye)


https://wumbo.net/symbols/x-bar/
https://wumbo.net/symbols/x-bar/

Stress

Saricam
(2018)

Normative Group
(Formation education certificate
program students from different
faculties in Turkiye)

Clinical Group

(Patients who went for treatment to a
psychiatry clinic due to psychological
and psychiatric problems in Turkiye)

Normative Group
(Formation education certificate
program students from different
faculties in Turkiye)

220

101

220

0-42

0.81

% = 5.37 (+3.88)

% = 7.90 (3.93)

% = 11.85 (+4.59)
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Self-
Concept
Clarity
Scale
(SCCS)

Total

Kusec,
Tallon, &
Koerner
(2016)

Clinical Group

(Participants with high Generalised
Anxiety Disorder were recruited via
flyers and online advertisements)

Normative Group
(Participants with low Generalised
Anxiety Disorder were recruited via
flyers and online advertisements)

54

69

0.89

(for Turkish
SCCS,
Sumer &
Gungor,
1999)

% = 31.13 (£9.87)

% = 43.91 (£9.14)
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4.4.5. Change Interviews

Cls were conducted with each participant to inquire about their experiences with NET
sessions by an independent researcher. An independent researcher was preferred to minimise
the risk of influence of the main researcher on participants’ responses regarding their NET
experiences. The independent researcher, a Turkish social worker familiar with the interview
process, posed semi-structured interview questions to each participant via an online MST
meeting. The semi-structured change interviews lasted between 32 and 61 minutes.

The change interviews aimed to further interpret how change occurred in the NET
intervention for each participant. The Qualitative Content Analysis method was used to
analyse the interviews and gain a deeper understanding of the participants' subjective
experiences related to the NET sessions (detailed information on Content Analysis was given
in the section 3.2.4.1.). The data collected from the Cls enabled us to conduct mixed-method
research for this study, aimed at supporting or challenging the results of the quantitative SCD.
As a result, a deductive approach was employed for the Content Analysis of the Cls. Broadly,
deductive Content Analysis is utilised as the analysis is conducted based on prior knowledge,
and the study's objective is theory testing (Kyngas & Vanhanen, 1999). Since the Cls sought
to reassess and investigate the changes identified in SCD (prior knowledge), deductive
Qualitative Content Analysis was considered the most suitable approach for analysing the
change interviews.

The Content Analysis of the Cls was conducted using Erlingsson and Brysiewicz’s
(2017) method in this study. Each change interview was transcribed and translated into
English, with the text then segmented into MUs. These MUs were identified based on their
primary meanings and grouped under "codes" according to their similarities and differences.
Subsequently, the codes were further organised into categories based on their underlying

meanings. No subcategories were established in this study. Table 17 presents the number of
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MU, codes, and categories formed for each interview question (subject), consisting of 159
MUs, 37 codes, and 6 categories across the Cls of the three participants. Additionally, Table
18 illustrates examples of each participant's responses to the interview questions. To ensure a
reliable interrater agreement, the primary and independent researchers examined the MUs,
codes, and categories, seeking similarities and differences in their findings. The interrater
agreement was established at a minimum of 80% similarities between researchers before the
analysis commenced. Ultimately, the primary and independent researchers reached a notable
94.6% agreement. Disagreements primarily pertained to the allocation of certain MUs to
categories and the labeling of categories representing specific MUs. These discrepancies were
resolved through collective discussions among the researchers, leading to the final version of

the Content Analysis.

Table 17

Content Analysis of Change Interviews: Number of Meaning Units, Codes, and Categories

Categories Codes (number of MUs) Categories Codes (number of
MUs)
Therapeutic Facing Fears (2) Emotional Joy (4)
Experience Hope (2) Experience Surprised (6)
Courage (3) Determination (1)
Trustbuilding (3) Desperation (6)
Sense-making (8) Overwhelmed (2)
Informative Psychoeducation Optimism (3)
(6) Hesitation (2)

Valuable Lifeline (4)




Tough Life Journey (2)

Truthfulness (3)

Feasibility Helpful (7) Effectiveness of
Practical (4) NET
Suitable Time Structure (3)
Unsuitable Time Structure (3)

Gradual Change (6)

Symptoms Multifaced feelings (2) Self-Concept
Experienced Burden of Trauma (2)

Symptoms Severity (6)

Isolation (3)

Recalling Past (7)

Deploration (2)
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Feeling strong (5)
Feeling better (7)
Changed worldview
()

Increased awareness
()

Increased functioning

(8)

Self-Growth (8)
Self-Acceptance (3)
Feeling Accomplished
(4)

Self-Evaluation (6)

Self-Expression (6)

Note: MU=Meaning Unit, the numbers bricked after codes represent the quantity of MUs

going under a particular codes
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Content of Change Interviews
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Interview Question

Banu

Sibel

Hamza

How are you feeling generally?

Looking back now, what was
therapy like for you?

How did you get on with having
therapy via a video link?

...I am much better than before. I
mean, | used to never talk about
my past in any way. | couldn't
talk. I was afraid, but contrary to
my fears, it felt good to tell what |
experienced.

The therapy process taught me
that I also have good memories.
Before, | thought I did not have
any good memories, but therapy
reminded me that | have good
memories too...

It was nice but | would prefer it to
be face-to-face. Because |
normally spend a lot of time on

The therapy sessions started well
and ended well. As the sessions
progressed, | started to feel better
and now | feel better than
before...

It has brought to light many things
that were covered up and not
talked about for many years. | did
not know anything about the
therapy process. | had a different
perception, this has changed.
Some pieces also fell into place. |
learned a lot of things that I did
not know about trauma, now | am
explaining what | went through
with more logical reasons....

We did not have any connection
problems, so it went well. It was
easy for me to attend the sessions

| was always avoiding facing my
fears. | could not share it with
anyone. Because no one would
listen, no one would care. I've
always been stuck with what I've
been through, but a lot of things
have changed over time....

It taught me not to give up and to
be strong. I used to be angry and
hateful every day, but now |
approach things more rationally
and try to understand the causes of
the problems and find solutions.

I'm already accustomed to online
meetings because of my job.
Therefore, it was not a problem



NET has a psychoeducation
component. This is where the
therapist talked to you about what
happens in our minds when we
experience traumatic stress and
how the therapy is meant to help
with that- did it make sense to
you?

Can you recall any of it/what was
the most important thing you
remember/anything else?

Looking back now, what did you
make of the lifeline?

the phone, | wouldn't want to use
the phone as a therapy tool.
Physical intimacy with the
therapist would be better.

Yes. It's been useful. It was
educational and helped me to
answer the questions in my mind
about the therapy process.

I would not directly describe any
event | had been through. This
was always difficult for me. But
the therapist accompanied me step
by step on this path and | was able
to explain my experiences in
detail. This is an experience | will
never forget.

The stones were more than
flowers. But even if they were
negative events, they became very
meaningful for me to have them in
my lifeline.

from home in the evenings. It did
fit well with my schedule...

It was very meaningful and useful.
Some things started to grab my
attention more. I didn't know the
underlying causes of what | was
experiencing before, but now I can
see them clearly.

There is a moment in my past that
affects me a lot. When we worked
on this again in therapy, it brought
awareness to some things. When |
relived that moment, | realised
how ridiculous it was.

We had a long lifeline and | saw
how many events | had buried in
the past for a long time, that 1 did
not realise.

| was surprised to see that | had
gone through so much at the age
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for me to carry out the therapies
like that. It even made things
easier. During the sessions, | was
at home in the evening and the
home environment felt more
comfortable...talking behind the
screen felt more comfortable.

In fact, at first, | was confused
about how the therapies would
progress, but then everything
became clear with the information
given. It has also given me
awareness about the situation I am
in.

The physical reactions |
experienced in my body while
describing the events... I felt like I
was reliving the moment of the
event. This was so weird. This
applies to both positive and
negative events.

| realised how strong a person |
am. Because there were very sad
events on this line and not
everyone can easily handle what 1
went through... My life was
always in pieces. But in this line,



You were asked to fill in two
questionnaires during each
session, what did you make of
them?

You were also asked to fill ina
questionnaire at different times
after the therapy sessions
regarding your perception towards
yourself, what did you make of it?

The therapy was structured/time
limited — how was that for you?

What was it like having someone
reread your narrative back to you
each session?

What was it like talking about the
context (i.e., specific details of
each event such as what did rooms

| was trying to focus on the last
seven days, but it was a bit
difficult for me to fill out the
questionnaires as they reminded
me of past events.

| don't remember those questions.
This happens to me often because
| am so forgetful.

It was better for me that the
therapy sessions were time-
limited, because | often have
trouble concentrating.

It's interesting, but it sounds good

to listen to what I've been through.

There were times when | really
struggled. Because it was difficult

of 26. It was just like a movie
strip.

| evaluated the emotions and
feelings that | had experienced in a
week.

| was able to express myself while
answering those questions. These
questions allowed me to evaluate
myself.

I wish | had more time. | would
like to talk about some things in
more detail.

I was really surprised at those
moments. | always questioned
myself “Did I really tell all of
this?” Because I am normally very
forgetful.

| experienced bodily reactions
during the sessions that were like
what | experienced during the
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it all came together
chronologically, and my life story
was complete... This line made me
feel like: “T am not an ordinary
person.

In the beginning, the polls were
boring and tiring. But then my
prejudices were crushed. Even if
questions lead me to think about
myself.

| tried to be faithful to my
thoughts about myself. Actually, 1
was surprised too, | thought that
there would be no change in my
perspective on myself, but it has
completely changed.

The time limit was convenient for
me. It was enough for me to talk
comfortably. That's how I planned
what | was going to say.

I was hearing what | went through
from someone else not from
Hamza's head. In fact, this was
both enjoyable and painful.

I always felt like | had a chest
keeping locked my bad memories.



look like etc) of each trauma
event?

If you have noticed a change, how
important is this to you?

Were you surprised by the
change(s)?

How would you describe your
“self” before and after NET
sessions? Is there any change(s)?

Do you think is there anything that
has helped you to understand your

“self” better during NET sessions?

Do you think change is due to the
therapy, or other things (i.e.,
things that happened outside
therapy room that might have
influenced the outcome)

for me to go into details, | had
been avoiding...

I no longer blame myself for what
I've been through. Now, |
understand that what | went
through was not my fault, but the
result of some things I had to live
with.

I never thought that 1 would
experience such a change. | was
hopeless, | thought there would be
no change.

It's completely different.
Previously, there was a person
who was constantly upset about
her life. But now | am not.

Yes, the therapist's supportiveness.
The feeling that | was not
alone...That helped me
understand myself better.

There was no other significant
event in my life apart from the
therapy sessions. So, | definitely
think therapy is responsible for the
change in me.

event. It was as if | was living that
moment again in my body.

| feel eased like a bird.

Yes, definitely! Some changes
took me by surprise.

I think there is, but people around
me should notice it, not me.

The Lifeline... It helped me
understand myself and what I've
been through more clearly.

This is a difficult but good
question. I cannot give a clear
answer. But I think the impact of
therapy is more.
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| felt like it was time to open this
chest.

Now I look at the world from a
different perspective. | realised
that | started to approach things
more logically.

It was quite surprising. | used to
be so pessimistic that | had no
hope for anything. But now I do.

I was like a grumpy old person.
But now I'm not like that, | take
care of my health and | take
advantage of opportunities.

Especially the lifeline and re-
readings gave me the opportunity
to make a deep analysis of my life
and myself.

I think both. it is reciprocal but the
main trigger for the changes is
therapy. For example, | moved out
during therapy, changed my job,
and changed my lifestyle. All of
these, I think, is because NET
offered me a different perspective.



Was any aspect of therapy
particularly helpful?

Was any aspect of therapy
unhelpful?

Anything unexpected or took you
by surprise?

Was there any point where you
thought you could not carry on? If
so, what helped you to complete
therapy?

| think the therapy was very useful
with all its components.

No, it wasn’t. But due to the
nature of therapy, some bodily
reactions | had when | talked
about the past made me feel
uncomfortable, but this is a
positive thing according to what |
learned from the therapist.

No, nothing.

No, there was not. | was always
determined to go all the way
through.

Psychoeducation has been
especially helpful in making sense
of my experiences. Lifeline
brought awareness to my
experiences. .. the therapist's
summary of what | said allowed
me to witness what | had
experienced from someone else’s
mouth.

There was nothing unhelpful, but
the therapy went in a different
direction than | expected. |
thought the therapist was going to
give me some advice for my life
problems...but apart from that, it
was a good journey for me.

I did not think therapy would be
that good. We had sessions for
more than 3 months, but it feels
like time just flew.

No. I said to myself that | would
go all the way, and so did I.
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Sometimes we allocated 10
minutes to an event, sometimes 1
hour for another. That flexibility
was nice. It was also helpful to
have my experiences read to me
before each session.

No, there was nothing unhelpful.

No.

Before starting the sessions, |
thought a lot about whether |
could spare time for that. |
considered withdrawing before
starting, but then a force pushed
me, and | decided to continue.
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4.4.6. Results from Within-Case Perspective
Banu

The stability of variations around Banu's IES-R baseline mean suggested predictability
for the improvements observed during the treatment phase. Figure 7A depicted an initial
upward trend in her PTSD scores during the baseline, indicating a progression in her PTSD
symptoms. However, the overall trendline demonstrated a decline in PTSD symptoms, with
notable spikes during sessions 5 and 7. In session 5, despite narrating her most challenging
negative life events on the lifeline and appearing reticent, emotionally distant, and notably
stressed, in this session she had nearly the lowest PTSD score during the treatment.
Subsequently, in session 6, following a demanding week ruminating on these negative events,
her PTSD score exhibited an increasing trend, likely influenced by the previous session.
Session 7 recorded her highest PTSD score, possibly exacerbated by her hospitalisation due
to severe migraine attacks, which led to a three-week break between sessions 6 and 7. Her
medication managed the attacks, but she still required emergency services for unbearable
pain. Given this health context, her increased PTSD score in session 7 could be attributed to
her compromised health. Post-treatment and follow-up phases did not reveal reliable and
clinically significant changes in her IES-R scores when compared to the pre-treatment phase.
CDC analysis corroborated the absence of change in PTSD scores, and the PEM analysis
suggested a moderate treatment effect.

Regarding Banu's DASS-21 subscales, acceptable variations around the baseline mean
were observed for depression and stress, but not for anxiety. These findings posed a challenge
in interpreting the improvements in anxiety scores during the treatment phase. The baseline
trendlines for each subscale demonstrated an upward trend for depression and downward
trends for anxiety and stress (Figure 7B). However, spikes in anxiety scores during sessions

6, 7, and 9 were observed, with session 7 exhibiting a rise similar to the PTSD scores,
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possibly related to her migraine attacks. Notably, in session 9, Banu's reduced anxiety and
stress scores corresponded with her successful application to the Turkish Red Crescent,
triggering an elevated positive mood. CDC analysis indicated a change in the treatment phase
for depression, anxiety, and stress, with the treatment effect classified as high for anxiety but
moderate for depression and stress. Although post-treatment and follow-up phases showed no
reliable and clinically significant changes for her depression and stress scores, her anxiety
score exhibited reliable and clinically significant change during the post-treatment phase.
The SCCS outcomes for Banu displayed an upward trend in both the baseline and
treatment phases, indicating an enhancement in her SCC. Her baseline phase exhibited
reasonable variations around the baseline mean, ensuring stability for comparison with the
intervention phase. The number of SCCS points in the treatment phase fell below the
suggested count by Fisher et al. (2003), making it challenging to interpret changes during this
phase. Nevertheless, Banu's SCCS scores demonstrated a high treatment effect, signifying
reliable and clinically significant changes during the post-treatment and follow-up phases.
SMA analysis indicated a significant temporal relationship between Banu's PTSD and
depression scores for lag-1 and Lag0, depression and anxiety for lag0, depression and stress
for lag0, and anxiety and stress for all lags. Additionally, a negative relationship was found
between Banu's SCCS and depression, anxiety, and stress scores at lag0, signifying outcomes
in the expected direction. This implied that increased SCC scores were associated with
decreased stress scores. In summary, Banu's PTSD demonstrated no change during the
treatment, with no significant change observed in the treatment phase. Notably,
improvements were observed in Banu's depression, stress, and anxiety, indicating a high
treatment effect for anxiety and stress. However, no reliable and clinically significant change
was evident in Banu's depression and anxiety between the baseline and post-treatment as well

as the baseline and follow-up phases. Her external life events, such as chronic migraine
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attacks, nightmares, job loss, and family problems, appeared to have impact on her well-
being, likely triggering symptoms of PTSD, depression, anxiety, and stress during the
intervention and follow-up phases. Furthermore, Banu's SCCS scores highlighted a high
treatment effect, indicating improved SCC through the NET intervention. Qualitative data
further revealed that she felt a notable improvement in her symptoms of PTSD, depression,
anxiety, and stress. Her statements, such as "I no longer blame myself for what | have been
through," and "I never thought that I would experience such a change,” provided explicit
evidence of the subjective reduction in her symptoms during the treatment.
Sibel

Variations around the mean value of Sibel’s PTSD scores during the baseline period
were within a reasonable range, allowing for the prediction of changes during the treatment
phase. Figure 8A illustrates a slight upward trend in the baseline, indicating an increase in
PTSD symptoms. However, the overall trendline for PTSD showed a decrease during the
treatment phase. Notably, there was a spike in Sibel’s session 4, representing the highest IES-
R score among all the sessions, including the baseline phase. During this session, she narrated
her struggle with discrimination at her workplace due to her identity and outlook (wearing
hijab). She described feeling undermined and overlooked by her boss, leading to heightened
stress, sleep problems, low mood, and anger. This stressful life event likely triggered her
PTSD symptoms, counteracting the potential improvement seen during the treatment.
Notably, no break was given between the sessions, and the NET sessions continued a weekly
basis. While the CDC analysis suggested no change in Sibel’s treatment for PTSD, the PEM
analysis indicated a high treatment effect for NET on her PTSD symptoms. Moreover, her
PTSD scores in the post-treatment phase were found to be reliable and clinically significant
compared to the pre-treatment phase. However, no reliable and clinically significant change

was observed during the follow-up session. The increased IES-R scores during the follow-up
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phase could be attributed to her mourning period following the recent loss of her grandfather.
Sibel’s scores exhibited questionable and reasonable variations for depression, making it
challenging to establish a stable baseline for interpreting improvements during the treatment
phase. Conversely, the variations observed in her anxiety and stress scores were reasonable
and acceptable, allowing for a stable baseline to interpret changes during the treatment phase
for these variables. Illustrated in Figure 8B, Sibel’s depression, anxiety, and stress scores
displayed notable upward trends during the baseline phases but indicated downward trends in
the overall trendline, signifying improvements in these measures. Correspondingly, when the
CDC analysis was conducted for the DASS-subscales, changes were observed in the
treatment phase for anxiety and stress, but no significant change was found for depression.
However, the PEM analysis suggested that the NET intervention was highly effective in
treating depression, anxiety, and stress. Furthermore, while a remarkable change was noted
for Sibel’s depression scores during the post-treatment and follow-up sessions, no significant
and clinically relevant change was detected for either anxiety or stress scores during these
periods. As previously discussed, the absence of notable changes during the follow-up
session might be attributed to the recent loss of her beloved grandfather, with whom she
shared a close relationship.

Sibel’s SCCS scores exhibited acceptable variations around the baseline mean,
ensuring the stability required for predicting changes during the treatment phase. While a
slight upward trend was evident during the baseline, the overall trendline indicated an upward
trajectory, signifying improvements in Sibel’s SCC. However, since the number of SCCS
points in the treatment phase fell below the recommended threshold by Fisher et al. (2003),
interpreting the changes during this phase was challenging. Nonetheless, the PEM analysis

underscored a strong treatment effect of NET on enhancing SCC. Additionally, reliable and
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clinically significant changes were observed for Sibel’s SCCS in both the post-treatment and
follow-up phases.

The SMA analysis revealed significant temporal relationships between Sibel’s PTSD
and anxiety scores for lag-2 and lag 0. Furthermore, correlations were observed between her
PTSD and stress scores for lag-2, lag-1, lag 0, and lag+2, between depression and anxiety for
lag-2, between depression and stress for lag-2, lag-1, lag 0, and lag 2, and between anxiety
and stress for lag+2. Notably, a negative relationship was identified solely between Sibel’s
SCCS and stress scores in lag-2, confirming an anticipated correlation where increased SCC
scores corresponded to decreased stress scores.

In summary, the findings suggest that while Sibel's PTSD symptoms remained
unchanged throughout the treatment phase despite the apparent effectiveness of NET, there
was a reliable change in her PTSD scores in the post-treatment phase, although it did not
reach clinical significance. Notably, improvements were observed in Sibel’s depression,
stress, and anxiety, demonstrating a high treatment effect for each. However, changes were
only observed for anxiety and stress during the treatment phase. Although her depression
symptoms exhibited a reliable change in both post-treatment and follow-up sessions, the
changes were not clinically significant. It is hypothesised that her work-related challenges
and the loss of her grandfather significantly impacted her PTSD, depression, anxiety, and
stress, particularly during the intervention and follow-up phases. Moreover, Sibel's SCCS
scores indicated a high treatment effect, signifying an improved SCC, which was also found
to be reliable and clinically significant during the NET. Qualitative data revealed that Sibel
experienced a sense of improvement as the therapy progressed. However, she highlighted that
the therapy unfolded differently from her expectations. While she anticipated receiving
advice from the therapist regarding her life problems, the therapy took a different trajectory

than she had expected. Despite this, she found the therapy beneficial in gaining a better



226

understanding of herself, as evident from her statement, "...but the therapy went in a different
direction than | expected. | thought the therapist was going to give me some advice for my
life problems...but apart from that, it was a good journey for me." Although Sibel did not
explicitly discuss the severity of her symptoms during the sessions, her comments implied
that she had gained a clearer understanding of herself and her experiences. While she
remained uncertain about the precise impact of NET on her well-being, she acknowledged
that the therapy had a meaningful effect on her.

Hamza

It was observed that the variations around Hamza’s baseline mean value were
acceptable, ensuring stability for investigating changes in the treatment phase for PTSD
scores. As illustrated in Figure 9A, a noticeable upward trend in the baseline was followed by
a downward trend in the overall trendline for PTSD scores, suggesting a potential
improvement in his symptoms. While the CDC analysis did not demonstrate any change in
the treatment phase for PTSD, moderate effectiveness was found for the NET intervention.
However, the RCI and CSC analyses indicated a reliable change in Hamza’s PTSD scores in
both the post-treatment and follow-up phases.

Hamza's treatment phase exhibited moderate variability over the initial ten sessions,
followed by a significant decline in his PTSD scores after Session 10. This period coincided
with a series of significant changes in his life, including relocating to a new neighbourhood
where he and his family felt more secure, exploring new job opportunities, and pursuing his
Turkish citizenship application, which had previously been hindered by his sense of
hopelessness. These positive developments, infused with hope for a better future, likely
influenced his outlook and contributed to the alleviation of his pessimistic thoughts and
feelings of despair. In his ClI, Hamza attributed a great deal of his progress to the NET

sessions, indicating that the changes were influenced by both the therapy and external events.
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He noted, "I think both. It is reciprocal but the main trigger for the changes is the therapy. For
example, | moved out during therapy, changed my job, and changed my lifestyle. All of
these, | think, is because NET offered me a different perspective.” The rapid decline in his
PTSD symptoms following Session 10 could be attributed to a delayed response to therapy,
which is commonly observed in patients with PTSD (Foa et al., 1999; Foa et al., 2005; Onyut
et al., 2005).

Hamza's DASS-21 subscales displayed acceptable variations around the mean value,
ensuring the stability of anxiety and stress scores for investigating improvements during the
treatment phase. However, the variations in depression scores were moderate, making it
challenging to establish a stable baseline for comparison. Notably, the overall trendline for all
subscales depicted a significant and consistent downward trajectory, indicating improvements
in all symptoms. Correspondingly, a rapid decline in all subscale scores was observed after
session 10, again, possibly reflecting changes in Hamza’s perception of the world and
lifestyle, as expressed by himself. Despite no change being identified in the intervention
phase for depression, anxiety, and stress symptoms, the PEM analysis suggested questionable
effectiveness for anxiety, while indicating ineffectiveness for depression and stress.
Intriguingly, a reliable but not clinically significant change was found for depression, anxiety,
and stress scores in both the post-treatment and follow-up phases.

The variations around Hamza’s SCCS were deemed acceptable for stability during the
baseline phase, facilitating the interpretation of changes in the intervention phase. An initial
slight downward trend in the baseline was followed by a slight upward trend in the overall
trendline, suggesting a change in the expected direction, indicating an improvement in SCC.
However, interpreting changes in the treatment phase for SCC was challenging due to the
insufficient number of points, falling below the recommended number suggested by Fisher et

al. (2003). Additionally, NET demonstrated questionable effectiveness in improving SCC.
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Nevertheless, reliable and clinically significant change was observed during the follow-up
phase.

SMA results demonstrated a significant temporal relationship between Hamza’s IES-R
and depression for lag 0; IES-R and Anxiety for lag-1 and lag O; IES-R and stress for lag-2,
lag-1, and lag O; depression and anxiety for lag-1 and lag O; depression and stress for lag 0
and lag+1; anxiety and stress for lag-2, lag-1, and lag 0; SCCS and IES-R for lag-1 and lag 0;
SCCS and depression for lag+2; SCCS and anxiety for lag+2; SCCS and stress for lag 0.
These relationships highlighted the complex interplay among the various psychological
measures, suggesting the interconnected nature of Hamza's experiences and symptomatology.

Consequently, the NET intervention did not lead to a discernible change in Hamza’s
PTSD, depression, stress, and anxiety, despite the notable declines in trends during the
treatment phase. The findings suggested that NET seemed ineffective for addressing Hamza’s
PTSD, depression, and stress, and its efficacy was questionable for anxiety and SCC.
Surprisingly, reliable changes were reported for PTSD, depression, anxiety, and stress in both
the post-treatment and follow-up phases, with a reliable and clinically significant change
noted for SCC during the follow-up phase.

In light of these results, the significant improvements in Hamza's symptoms toward the
end of the therapy were attributed to the late decline in his scores, which reflected positive
changes. In his ClI, Hamza emphasised how the NET sessions were instrumental in alleviating
his PTSD symptoms, stating, “I was always avoiding facing my fears. I could not share it
with anyone... but a lot of things have changed over time.” He also expressed subjective
improvements in his depression symptoms, remarking, “I was like an old grumpy person. But
now I'm not like that, I take care of my health and I take advantage of opportunities...”. The
delayed improvement in symptoms may be associated with his initially high scores in PTSD,

depression, anxiety, and stress. For instance, as illustrated in Figure 9A, Hamza’s PTSD
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scores fell within the severe range for IES-R (above 44), surpassing the cut-off point of 26
(Sterling, 2008). Similar observations were noted for his DASS scores, where he exhibited
extreme severity for depression, anxiety, and stress (above 28, 20, and 34, respectively)
(Lovibond & Lovibond, 1995).

4.4.7. Results from Across-Case Perspective

The overall interpretation of the within-case results suggests that the implementation of
NET for PTSD yielded some degree of change among the participants. The outcomes
indicated a range of results, with high to moderate treatment effects observed for PTSD
symptoms. While the reliable and clinically significant changes varied across the cases, a
reliable change in PTSD symptoms was generally reported.

Regarding depression scores, the findings presented mixed results for the changes
observed during the treatment phases and the effectiveness of NET. However, the results for
anxiety and stress scores appeared promising in terms of change and the efficacy of NET
across all cases. Notably, no clinically significant changes were reported for stress among any
of the participants. Conversely, the intervention of NET on SCC demonstrated a strong
potential for high effectiveness, with reliable and clinically significant changes observed
among all participants. These results suggest that NET may have a significant impact on
enhancing participants' SCC, potentially contributing to positive changes in their overall
well-being.

4.5. Discussion
4.5.1. Summary and Discussion

This study had several key objectives: (1) to assess the effectiveness of NET in
reducing PTSD symptoms among the displaced Syrian population, (2) to evaluate the
feasibility of implementing NET in the Turkish context, (3) to examine the impact of NET on

reducing depression, anxiety, and general stress among the displaced Syrian population, and
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(4) to investigate the potential role of NET in enhancing SCC. It is worth noting that this
study represents the first attempt to explore the feasibility and effectiveness of NET in
addressing the mental health challenges faced by war-affected Syrians residing in Turkiye,
while also examining the potential relationship between NET and the enhancement of SCC.
4.5.1.1. Feasibility and Effectiveness of NET in PTSD:

The results anticipated that the implementation of NET would lead to a reduction in
PTSD symptoms. Although not all participants exhibited consistent downward trends or
reliable and clinically significant changes in their post-treatment phases, the results
demonstrated varying degrees of improvement across different parameters. Notably, the ESs
of NET in mitigating PTSD symptoms were indicative of moderate to high treatment effects.
Furthermore, reliable and clinically significant changes were observed in the post-treatment
and follow-up phases for two participants. The Cls also revealed symptom improvements
among participants, expressed through feelings of strength and well-being, positive shifts in
worldview, heightened awareness, and improved functioning. These promising findings align
with previous research highlighting the positive impact of NET on reducing PTSD symptoms
in patients (e.g., Neuner et al., 2004; 2008). Despite the slight change observed in the PTSD
scores of one participant, the qualitative data revealed that all participants reported significant
enhancements in their daily functioning, work-related activities, and social interactions. The
disparities between the quantitative measurements and the qualitative change interviews
could potentially be attributed to the delayed effects of NET. In other words, although the
participants continued to experience some PTSD symptoms, the process of reconstructing
fragmented memories through NET and establishing coherent narratives may have positively
influenced their self-perception and functionality in their daily lives. This raises the question
of how NET can enhance participants' functioning even when symptoms persist. One

plausible explanation for this observation is rooted in one of the central theoretical
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frameworks of NET, known as the "fear network" (Lang, 1979; Foa et al., 1989) (for further
details, see section 1.1.4.1.1.). The activation of the fear network during NET sessions, aimed
at integrating sensory perceptual elements of traumatic events into contextual knowledge,
may potentially lead to an exacerbation of PTSD symptoms. This phenomenon can be
attributed to the low threshold of activation of the fear network, which has a powerful nature
and interconnected neural elements, enabling the activation of various sensory perceptual
information linked to the traumatic event (Schauer et al., 2011). Additionally, the concept of
"delayed response” in NET, stemming from its exposure-based nature, suggests that
improvements in symptoms may continue to manifest even after a significant period, with
some studies demonstrating sustained improvements up to 9-12 months (Foa et al., 1999; Foa
et al., 2005; Onyut et al., 2005). Consequently, the engagement with the fear network and the
retelling of the ongoing life narrative might have triggered an intensification of PTSD

symptoms, potentially more severe than before due to the process of habituation and reliving.

The observed results may also be influenced by external factors and confounding
variables inherent in the therapeutic process of NET. Adverse external events experienced by
participants during the intervention were noted to correspond with upward spikes in PTSD
scores, suggesting an exacerbation of symptoms. Furthermore, therapeutic outcomes in PTSD
scores could be influenced by variables such as the therapist's experience, therapeutic
alliance, modality and delivery of therapy, participant motivation, and severity of symptoms
(Bachelor et al., 2007; Hersoug et al., 2001; Lantz, 2004; Moore, 2006). The online delivery
of NET may have hindered the establishment of an authentic and empathetic therapeutic
relationship, which could influence the successful habituation to traumatic experiences and
the activation of the fear network, thereby impacting therapeutic outcomes for PTSD scores.

Moreover, the severity of PTSD symptoms at the baseline phase can contribute to a

delayed and reduced response to treatment, as evidenced by the case of Hamza, who reported
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extreme levels of PTSD symptoms initially, with a gradual decrease observed near the end of
the NET sessions. Previous research by Barawi et al. (2020) has indicated that higher baseline
PTSD symptoms are associated with a slower recovery, further emphasising the influence of
initial symptom severity on treatment response.

In summary, the findings suggest that NET has demonstrated a notable impact on
reducing PTSD symptoms among the war-affected Syrian population in Turkiye. Despite the
factors influencing the outcomes of the study, these promising results indicate the feasibility
of implementing NET in the Turkish context.

4.5.1.2. Feasibility and Effectiveness of NET in Depression, Stress, and
Anxiety:

The study's secondary aim was to examine the effectiveness and feasibility of NET in
addressing symptoms of depression, anxiety, and stress, given their high comorbidity with
PTSD. The analysis of weekly measurements, pre-, post-, and follow-up data, alongside
qualitative data from Cls, indicated a mixed impact of NET on depression, but a potential
effectiveness in reducing symptoms of anxiety and stress, particularly in the post-treatment
and follow-up phases. While the quantitative data demonstrated mixed results for depression
but promising results for anxiety and stress, Cls revealed that increased courage especially
when facing with traumatic experinces, hope, changed positive worldview, feeling
accomplished and optimistic view toward the world after NET which are closely linked with
the redunction in these mental health problems. However, participants also reported feelings
of desperation, being overwhelmed, and experiencing isolation during the sessions. Taking
into account these statements and the mixed improvement observed in depression, it's
possible that ongoing symptoms of PTSD may have contributed to sustained depressive
symptoms. This relationship could be attributed to the commonalities between PTSD and

depression, with various studies suggesting that PTSD is typically more severe and may lead
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to the development of secondary depression in trauma survivors (Bleich et al., 1997;
Davidson et al., 1989). These findings appear to contrast with earlier research suggesting the
role of NET in reducing depression severity (e.g., Alghamdi et al., 2015; Bichescu et al.,
2007; Stenmark et al., 2013). On the other hand, the observed effectiveness of NET in
addressing anxiety and stress symptoms among the majority of participants aligns with the
core principles of exposure and habituation in CBT, which has been recommended as a
primary treatment for anxiety by authoritative bodies such as the Clinical Division of the
APA (Chambless & Hollon, 1998). Consequently, the positive outcomes in anxiety and stress
reduction support the existing body of research on the effectiveness of NET in these domains

(e.g., Brady et al., 2021; Zang et al., 2013).

It is crucial to acknowledge that external factors and common elements, such as life
events, the therapeutic process, and the influence of the therapist, may have contributed to the
results observed for depression, similar to the findings on the moderate effectiveness of
PTSD treatment in the study population.

In summary, the study indicates promising effectiveness of NET in addressing
depression, anxiety and stress symptoms among war-affected Syrians in Turkiye. These
results suggest the feasibility of implementing NET in the Turkish context.

4.5.1.3. The role of NET in Self-Concept Clarity:

The third aim of the study was to investigate the potential influence of NET on SCC.
Through repeated measurements during the pre-, mid-, post-treatment, and follow-up phases,
alongside qualitative data from Cls, the study demonstrated that NET had a substantial and
positive impact on SCC. The quantitative results indicated high effectiveness, reporting
reliable and clinically significant changes for participants in the post-treatment and follow-up
phases. The Cls also evidenced the improvements in self-growth, self-acceptance, feeling

accomplished, positive self-evaluation and self-expression which indicate the potential
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impact of NET on SCC. Therefore, altogether these outcomes strongly support NET have a
beneficial effect on SCC, aligning with the therapy's objective of creating a cohesive life
narrative and facilitating the construction of meaning from fragmented memories, a crucial
aspect of the self (Markved et al., 2014; Schauer et al., 2011; Bichescu et al., 2007).
Although previous studies have not directly examined the impact of NET on SCC, as it was
documented with the scoping review conducted under this study (see section 4.1.7.4.), this
relationship has been acknowledged taking into account the theoretical anchor of NET. The
finding of it is in line with the work of Stenmark et al. (2013), which indicated an indirect
positive change in self-perception and self-regulation attributable to improvements in
physical health, psychological symptoms, daily functioning, and overall quality of life in

patients undergoing NET.

In summary, the study provides compelling evidence that NET can have a positive and
constructive influence on SCC. These results contribute valuable insights to the research field
of NET, offering unexpected but meaningful knowledge on the therapy's broader impacts
beyond the targeted symptoms.

4.5.2. Implications and Research Strengths

Experiencing and expressing traumatic stress, along with its psychological symptoms,
can be significantly influenced by various factors, such as environmental risks, ethnoracial
backgrounds, and contextual differences, including challenges related to accessing mental
health care and cultural attitudes toward mental health problems (Ford et al., 2015; Norris et
al., 2002; Regel & Joseph, 2017; Kirmayer et al., 2011). Despite the evidence supporting the
effectiveness of NET in various refugee and war-affected populations, this study is the first to
examine its effectiveness in the Syrian refugee population. Additionally, it is the first to
investigate the feasibility of implementing NET in the Turkish context, where it has not been

utilised before. The combination of the study's findings provides support for the potential
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effectiveness and feasibility of NET in reducing the symptoms of PTSD, anxiety, and stress
in the displaced Syrian refugee population living in Turkiye. The results suggest that NET
can serve as a valuable therapeutic technique for addressing PTSD in Turkiye and that it can
be readily integrated into clinical practice, offering promising treatment outcomes within this
specific context. It is crucial for Turkish policymakers to take proactive steps in developing
structured mental health care programs that can effectively introduce this short-term and cost-
effective, yet clinically impactful, technique to this particular population and context.
Moreover, the successful intervention and delivery of NET by locally trained lay counselors
have been demonstrated in various contexts, as supported by existing research in the literature
(e.g., Neuner et al., 2008; Jacob et al., 2014; Schauer & Schauer et al., 2010). Considering
this facilitating aspect of NET, it can be administered by lay counselors to a greater extent
within this population and context, particularly where the need is urgent, but resources may
be limited. Therefore, the user-friendly nature of NET provides practicality and effectiveness
that can be readily applied within this context in a timely manner.

This research has underscored a significant finding related to the positive impact of
NET on SCC, which had not been previously explored. Therefore, this study provides a novel
perspective on the influence of NET on SCC, adding to the growing body of evidence on this
topic. A key strength and rationale of this study were its use of SCD, which allowed for in-
depth observation and analysis of each participant. This approach was instrumental in
examining how the participants' symptoms of PTSD, depression, anxiety, and stress evolved
during the NET sessions, as well as their perception of various components of the NET
technique, such as creating a lifeline, habituation, narration, and the review of their life story.
Consequently, this study has shed light on various significant points concerning the
participants' subjective experiences. For instance, it became evident that while habituation

and reliving traumatic events were among the most challenging aspects of the sessions, the
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creation of a lifeline and viewing it from a Gestalt perspective, which involved perceiving it
as a whole, and the process of rereading the entire life story emerged as the most rewarding
and enjoyable elements of the therapeutic process, as expressed by the participants in the
interviews. By employing a naturalistic design, which served as an alternative to group
designs, the data could be interpreted and analysed at an individual level. Furthermore,
certain adaptations were made during the therapeutic process in response to the participants'
needs. For instance, one participant expressed a desire to discuss a recent loss, and 10
minutes were allocated to this discussion, enabling a more holistic understanding of how this
event affected the participant's well-being and symptoms before moving on to the subsequent
life event within the lifeline. This flexibility in the therapeutic process can be attributed to the
inherent characteristics of NET and the application of SCD, underscoring the importance of
tailoring therapy to individual needs. Such adjustments would not have been possible within
the constraints of a rigidly structured therapy technique or group analysis, highlighting the
value of personalised and nuanced approaches in therapeutic interventions.

The qualitative data collected in this study has provided valuable insights into how
NET has contributed to the enhancement of daily functioning, work-related capabilities, and
social bonds among the participants. This positive impact can be attributed to several factors,
such as the transformative nature of the therapy, which involves the construction of coherent
life narratives, the integration of fragmented memories, and the empathic listening provided
during the sessions. Furthermore, the alleviation of self-blame and the facilitation of
emotional expression have likely played a crucial role in the observed improvements in the
participants' well-being and functionality, alongside the reduction of PTSD symptoms. Even
though some participants continued to experience residual PTSD symptoms during and
towards the end of the intervention, the utilisation of a mixed research design has emerged as

one of the most significant strengths of this study. This combined approach has facilitated a
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comprehensive understanding of the subjective experiences and perspectives of the
participants, shedding light on the nuances and complexities of their therapeutic journey. By
integrating qualitative and quantitative data, the study findings have been reinforced,
enhancing the overall validity and reliability of the study's outcomes. This approach has
enabled a more comprehensive evaluation of the therapeutic process, allowing for a deeper
exploration of the participants’ responses to the NET intervention and the ways in which it
has influenced their daily lives and psychological well-being. As a result, the study has
provided a more holistic understanding of the impact of NET, highlighting its multifaceted
effects on the participants' functioning and quality of life.

The adaptation of the study to the remote delivery of NET in response to the
challenges posed by the Covid-19 pandemic has not only allowed for the continuity of the
research but has also revealed the potential of online therapy in reaching displaced
populations effectively (Kaltenbach et al., 2021; Olthuis et al., 2023). Initially perceived as a
potential obstacle, the utilisation of e-NET has emerged as a key strength of the study,
particularly in the context of providing mental health support to disadvantaged and displaced
individuals. With only a limited number of studies focusing on the efficacy of one-on-one
video sessions for e-NET, the current research has significantly contributed to the growing
body of evidence supporting the effectiveness of online therapeutic interventions, particularly
in the context of trauma survivors and refugee populations. In light of the findings from this
study, which demonstrate the successful delivery of e-NET to participants living in resource-
limited environments, the implications extend beyond the specific context of Syrian refugees
in Turkiye. The study's outcomes serve as an important initiative, highlighting the potential
applicability of e-NET delivery to other trauma survivors, especially those who may face
barriers to accessing traditional in-person therapy (Kaltenbach et al., 2021; Olthuis et al.,

2023). By showcasing the feasibility and potential effectiveness of e-NET in improving
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mental health outcomes, this research contributes to the ongoing discourse on the integration
of digital platforms in mental health interventions, particularly in challenging and resource-
limited settings. As a result, the study does not only add to the limited literature on e-NET but
also underscores the potential for the widespread adoption of remote therapy as a viable and
valuable option for trauma survivors and individuals facing similar challenges worldwide
(Kaltenbach et al., 2021; Olthuis et al., 2023). Furthermore, another strength of this study is
the fidelity checks that were conducted by the principal supervisor after. These checks were
outlined as a matrix covering each participant and core sessions of NET (psychoeducation,
lifeline, narration and renarration) to increase the reliability, replicability, the consistent
delivery of NET. In other words, the sessions were monitored to see if the intervention was
delivered abide by the NET manual (for further information see section 4.2.5.14).
4.5.3. Limitations

Even though the current study has yielded promising results, it is not without its
limitations. Firstly, the use of the SCD method in this study may have presented certain
challenges in achieving stability in the baseline for accurately rating performance and comparing
changes during the treatment phase (Lobo et al., 2017). While efforts were made to attain
baseline stability for measurements taken from each participant, occasional difficulties arose, as
evidenced in specific instances (refer to Figure 7B-Stress, Figure 8A, Figure 8B-Stress),
hindering a more confident determination of the treatment effect for some participants. This
challenge has also made it difficult to discern whether the change observed during the treatment
phase was primarily due to the effectiveness of the intervention or external factors. Additionally,
the relatively short length of the baseline, consisting of only three measurements taken from each
participant over approximately two weeks, may not fully reflect their true performance. A more
extended baseline period with a greater number of data points might have provided a more

precise reflection of participant performance. Despite providing clear and unambiguous evidence
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for specific cases, the primary limitation of SCD is its potential limitation in generalising
findings due to its reliance on small sample sizes (Kratochwill et al., 2013). Although efforts
were made to mitigate this limitation by initially recruiting at least six participants, the
withdrawal of three participants during the study ultimately resulted in a smaller sample size
than anticipated. Undoubtedly, this has impacted the interpretation and generalisability of the

study's outcomes.

To complement the results of the SCD, a mixed-method approach was employed,
integrating qualitative content analysis to capture participants' subjective perspectives on the
changes they perceived following NET. While this approach was adopted to foster more robust
outcomes, it is important to acknowledge that content analysis has inherent limitations, such as
potential biases during the coding and interpretation of data. These factors should be carefully
considered when interpreting the qualitative findings alongside the quantitative results. The
number and duration of the sessions could be another factor potentially influencing the results.
Since this study was structured as a time-limited project, the number of sessions was confined to
between 8 and 12 weekly sessions. However, this restricted timeframe may have limited the
extent of participants’ share and details of their narratives. For instance, one participant had more
than 40 symbols, primarily stones, in his lifeline, with sessions scheduled for 12 weeks, each
lasting up to 2 hours. Consequently, only three-four symbols were addressed and worked on
during each session. However, when the subsequent events involved negative life experiences,
the allowed time for a session limited the thorough exploration of events, including the process
of reliving, habituation, and narration. Moreover, as noted earlier, the treatment effect of the
NET technique may manifest even six months after therapy (Jongedijk, 2014). Therefore, a more
extended number of sessions may better reflect behavioural changes. A specific example of this
limitation in our study is apparent in the case of one participant, Hamza. As demonstrated in

Figures 9A and 9B, whose treatment effect appeared to show up around Session 10. Given that
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the behavioural change occurred toward the end of the therapy, it has limited the ability to
ascertain the future trajectory of his progress. Another limitation relates to the relatively brief
follow-up period, where measurements were taken only a month later. In interpreting the
outcomes of symptom improvements, it is crucial to consider the theoretical underpinnings of
NET and the broader literature on trauma, which shed light on the concept of ‘delayed response’
in trauma treatment. For instance, Bremner et al. (1993) highlighted the delayed onset of PTSD
symptoms in Vietnam veterans, suggesting that traumatic experiences may lead to delayed
responses to trauma treatment. Given NET's focus on addressing trauma-related symptoms
stemming from fragmented memories, van der Kolk et al. (1995) also discussed how fragmented
memories and dissociation could contribute to delayed recall and processing of traumatic

experiences.

In assessing the efficacy of NET, it is essential to acknowledge the constraints imposed
by the observation period of our analysis, which spanned 10-12 weeks of treatment with a one-
month follow-up in this study. This limited timeframe presents challenges in fully capturing the
complexities of NET's therapeutic process and the gradual unfolding of its effects over time,
especially considering that the weekly measurements may not adequately reflect progress,
particularly in NET where improvements in PTSD may manifest after a significant period of
time (Shauer et al. 2011). Therefore, the short duration may not allow for a comprehensive
understanding of how clients’ trauma histories respond to NET, particularly considering the
longitudinal and delayed nature of trauma recovery. Additionally, the one-month follow-up
period may not provide sufficient insight into the durability of treatment outcomes or the long-
term maintenance of therapeutic gains. Moreover, our utilization of SCD techniques within this
timeframe adds another layer of limitation. While SCDs offer valuable insights into individual
treatment trajectories, they inherently focus on a small number of cases, potentially limiting the

generalizability of findings. In the context of NET, where each client's trauma narrative and
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response to therapy is unique, extrapolating broader conclusions from individual cases may pose
challenges. Despite these limitations, we endeavoured to maximize the depth of our analysis
within the confines of the observation period and the single case design methodology. By
meticulously documenting each client's progress and experiences throughout treatment, we
aimed to elucidate the immediate and short-term impacts of NET on trauma symptoms and
psychosocial functioning. Additionally, it's important to acknowledge another source of
weakness in this study, which could have affected the effectiveness of NET and the
generalizability of the outcomes: the participants' conditions in meeting the PTSD diagnosis.
While NET has primarily been evaluated for patients meeting the criteria for PTSD (Shauer et
al., 2011), not all participants in our study exceeded the cut-off score of the IES-R measurement
for the diagnosis of PTSD. Therefore, it is unfortunate that the study did not exclusively include
patients all meeting the PTSD criteria as indicated. While this study did not fully meet the
inclusion criteria for NET, it also explored the promising improvements of NET even within
patients with low levels of symptoms. However, the current study being based on a small sample
of participants with low thresholds of PTSD symptoms, as seen in the cases of participants who
withdrew during the initial phases of NET, could have led to the high rate of dropouts (half of
the participants) in this research, as subjects with symptom severity under the clinical threshold

and dropping out from treatment are closely related (Swift & Greenberg, 2012).

The original plan was to conduct the NET sessions on a weekly basis, which was
mostly achieved. However, due to various unforeseen circumstances such as hospitalisation,
relocation, or bereavement of the participants, there were occasional breaks of up to 3 weeks
between sessions. While these life events are an inherent part of reality, it is recommended to
give break no more than a fortnight between consecutive NET sessions (Robjant & Fazel,
2010) to facilitate the successful reconstruction of memories, event reorganisation, and the

continuity of the narrative. Having a break of more than 2 weeks may have potentially
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impacted the participants' progress by disrupting the potential gradual reduction in symptoms.
As previously mentioned, the number of measurements for SCCS was insufficient and did not
meet the recommended threshold of 5 points for the treatment phase outlined by Fisher et al.
(2003) for interpreting changes between phases. While three data points for SCCS in the
treatment phase were considered sufficient to observe changes and prevent the "maturation
effect,” the fact that it fell below the recommended threshold is undoubtedly one of the most
significant limitations of this study. Despite the practicality of conducting e-NET, it is
essential to address the limitations it posed in our study. During video calls, the lifeline of
each participant was created on a whiteboard, with the therapist placing and replacing
symbols based on the participant's instructions since they joined the sessions primarily via
their phones. This inability to physically interact with the symbols may have resulted in
reduced engagement and interaction during the sessions, potentially affecting the participant's
connection to the symbols and lifeline. Additionally, zooming in on the symbols of events
during the sessions might have restricted the holistic view of the lifeline, further diminishing
engagement. The dual role of the researcher as both therapist and investigator in the NET
sessions may have also introduced certain limitations. This arrangement could have
influenced the outcomes of the study due to the researcher's heightened commitment to the
research, data collection objectives, and her relationship with the participants, possibly
affecting their perception of the researcher’s authority. Ethical dilemmas arising from the
potential conflict between these roles were carefully managed by maintaining objectivity and
transparency remained a priority throughout the research process.
4.5.4. Future Directions

This study placed significant emphasis on examining the feasibility and potential
effectiveness of NET in reducing PTSD symptoms and its comorbid disorders in Syrian

refugees residing in Turkiye. While the results have provided promising insights, it is
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imperative to note that further research is required to establish the replicability and
generalisability of the findings. Future studies could consider employing similar research
designs, such as SCD, or utilise controlled trials to offer more comprehensive outcomes.
Additionally, comparative studies between NET and other trauma-focused therapy techniques
in this context and population would enhance the understanding of the efficacy of NET in
comparison to existing interventions.

Long-term investigations focusing on the extended follow-up periods could provide
insights into the delayed effects of NET in reducing PTSD symptoms, an aspect that this
study was unable to explore due to the limited duration of the follow-up phase. The
participants were included among those who have rather economical relief following
purposive sampling, due to inclusion criteria set in the preliminary FG research. Future
research endeavors should aim to include a more diverse representation of the Syrian refugee
population by conducting studies within larger community settings and utilising random
sampling techniques.

While this study suggests the feasibility of implementing NET in the Turkish context
for the treatment of PTSD and related psychological issues, the cultural disparities between
Syrian and Turkish populations necessitate further investigation. Contextual differences
between the two cultures may influence the generalisability of the findings from the war-
affected Syrian refugee population to the broader Turkish community. Thus, future research
should focus on examining the effectiveness of NET in the Turkish population, particularly
considering the varying trauma types and cultural nuances between the two populations.

Furthermore, the study has shed light on the significant relationship between SCC and
NET, offering new insights into the NET research domain. Consequently, future research
should delve deeper into the interplay between SC and the NET technique. By exploring this

relationship more comprehensively, researchers can gain a more distinguished understanding
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of the role of NET in promoting positive self-regulation and overall psychological well-
being.
4.6. Conclusion

The current study has demonstrated the promising potential of the NET technique in
reducing symptoms of PTSD, depression, anxiety, and stress within the war-affected Syrian
population in Turkiye. Notably, this research represents the first of its kind to investigate the
impact of NET on displaced Syrian refugees and its feasibility within the Turkish context.
Furthermore, this study has contributed to the existing body of knowledge by shedding light
on the relationship between NET and SCC, revealing a gradual improvement in SCC during
the NET intervention. This unique exploration of the connection between NET and SCC
represents an unprecedented contribution to the field, offering valuable insights that serve as
a crucial starting point for future research endeavors and clinical applications. By elucidating
the potential benefits and limitations of NET in the context of displaced populations, this
study lays the groundwork for further investigations aimed at enhancing our understanding of
trauma-focused therapeutic interventions and their implications for psychological well-being

in similar populations.
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Chapter 5: General Discussion and Conclusion

While the discussion, future direction, and limitation sections have already been
thoroughly addressed in their relative chapters, further significant implications of this
research will be expounded upon in the subsequent chapters.

5.1. Implications of Mental Health Research in Syrian Refugees

The enduring Syrian refugee crisis has spurred extensive research into the mental
health of the displaced Syrian population. Scholars have earnestly sought to grasp the
prevalence of mental health issues within this community, along with the impediments that
the Syrian refugees face in accessing mental health services. Additionally, intervention
studies have been conducted to propose effective treatment models for this vulnerable group.
Notably, the contributions of Acarturk et al. (2018), Yurtsever et al. (2018), and Silove et al.
(2017) have been pivotal in investigating various dimensions of the mental well-being of
Syrian refugees. These studies have brought to light the high incidence of mental health
problems among this demographic, underscoring obstacles such as language barriers, cultural
disparities, and a dearth of mental health professionals and resources, all of which hinder
their access to necessary services. Building upon the existing literature, the systematic review
conducted in this thesis aims to provide a comprehensive synopsis of current research,
pinpoint research gaps, and establish a foundation for further inquiry. The findings of this
review are extensive, encompassing clinical, policy, resource allocation, and research
considerations in the mental health for Syrian refugees. By outlining evidence on the
prevalence and determinants of mental health issues, the findings offer crucial insights for
policymakers to prioritise and formulate mental health strategies, allocate resources, and
facilitate the implementation of evidence-based interventions for this community. Allocating
resources towards community-based projects, training mental health professionals, and

providing accessible and culturally sensitive mental health therapies would undoubtedly help
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identify and tackle the mental health challenges faced by this population, ultimately
enhancing their overall well-being. Furthermore, authorities and policymakers can leverage
these research findings to promote mental health services in collaboration with humanitarian
and refugee organisations. This study emphasises the significance of integrating mental
health services into local and international humanitarian efforts. Humanitarian agencies
working with the Syrian refugee population can use these findings to develop programs, train
their staff, and integrate mental health and psychosocial support within their services. Given
Turkiye's significant role in hosting the largest refugee population globally, such
collaboration may facilitate the implementation of effective and sustainable mental health
initiatives for this community. Moreover, the findings of this research can contribute to
reducing the stigma associated with seeking and receiving mental health assistance among
Syrian refugees, while also raising awareness about the mental health challenges faced by this
vulnerable group. By disseminating the results and fostering a greater understanding of their
mental health needs, it is possible to foster empathy, support, and social inclusion for this
marginalised population.

In conclusion, stakeholders, including clinicians, policymakers, researchers, and
humanitarian organisations, can collaboratively utilise these implications to improve mental
health outcomes and promote the well-being of displaced Syrians.

5.2.  Implications of NET in Syrian Refugees

The findings of this research highlight that NET holds promise as an effective
therapeutic approach for the war-affected displaced Syrian population. Since the narrative
component of NET is based on TT offering a lifeline creation to represent experienced
traumatic and other significant events (Schauer et al., 2011), this approach has the potential to
empower this population, who experienced a loss of power and control due to the impacts of

war, to become the narrators of their stories in many aspects. For instance, controlling and
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owning their lives and sharing their stories with others may help gain power in relationships
and foster societal repair (Bichescu, 2007; Schauer et al., 2011). In addition to that, beyond
its therapeutic aims, the testimonial aspect of NET also serves for documenting human rights
violations and protecting the dignity of individuals by an autobiographical report obtained at
the end of the therapy (Schauer et al., 2011; Neuner et al., 2002). Therefore, Syrian refugees
who have endured detrimental and traumatic events may utilise these documents for legal
purposes, such as filing accounts of human rights violations or seeking asylum. They can
obtain these testimonials through NET sessions, which create a therapeutic, confidential, and
supportive environment, safeguarding their dignity and human rights while aiding in the
development of a more coherent and less fragmented sense of self and memory.

The study findings also underscore the need for mental health professionals and
humanitarian organisations to recognise the practicality and potential effectiveness of NET in
this context. It emphasises the importance of designing and implementing therapeutic
interventions and employing NET as a tool to meet the mental health needs of this
population. Especially in conflict areas, NET offers a valuable opportunity for practical
dissemination through locally trained professionals, ensuring successful and effective
delivery. Considering the evidence on the practicality and effectiveness of NET delivered by
trained lay counselors/professionals in various research (e.g., Jacob, 2014; Neuner et al.,
2004), clinicians and mental health providers in Turkiye or any other country working with
this population may consider delivering NET with lay counselors to successfully address the
mental health needs of this population, especially when resources are limited. Therefore,
policy and program development agencies should consider including NET techniques in their
action plans and programs when designing psychological support for this population and the

training of the professionals working with Syrian Refugees.



248

NET involves the integration of traumatic memories into a coherent narrative.
Engaging in this systematic process during NET sessions may equip Syrian refugees with
enhanced resilience and coping mechanisms to deal with their past traumas and current
challenges. Consequently, this may help them actively and functionally engage with society,
as the debilitating impact of trauma-related symptoms may have significantly reduced their
social integration. NET can also help strengthen and enhance the social support networks of
this population by facilitating the sharing of their narratives with a therapist, as it encourages
participants to express their unspoken memories and repressed but unrestful feelings.
Additionally, since NET focuses on the regulation of secondary emotions, such as feelings of
shame, social pain, and guilt, ultimately regulating these emotions fosters connections within
society, evokes empathy, and increases understanding among individuals who share similar
experiences (Jordan, 2000; Schauer et al., 2011). Accordingly, again, through the process of
engaging in the narration of their life experiences, individuals may regain a sense of
empowerment and control over their own lives and a strong connection with society, which
might have been lost due to trauma-related experiences (Resick & Schnicke, 1992; Wilson,
2006). Since it is supported by active and empathic listening of the therapist, NET allows for
restructuring, correcting, and healing of social relationships (Elbert et al., 2015; Schauer et
al., 2011).

This study also has the potential to address the long-term impacts of trauma in this
population. NET, as a therapeutic tool, may offer a valuable intervention to target long-term
impacts of trauma, such as isolation, comorbid psychological disorders, substance abuse, and
self-harm. By addressing these long-term consequences, NET has the potential to contribute
to the healing and recovery of Syrian refugees in the long run. Therefore, one of the most
significant implications of this study could be the mediating role of NET in contributing to

the overall well-being, sense of self, and successful integration of Syrian refugees into society
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with its facilitative role in communication and emotional regulation, and enhanced coping
strategies helping and extending the repair of collective social structures of trauma and
shattered perception toward the social world where the survivors of trauma withdraw from
meaningful social relationships (Katsounari, 2015; Mollica et al., 2004; Robjant & Fazel,
2010; Schauer et al., 2011).

In conclusion, the implications drawn from this research underscore the potential
benefits of NET as a therapeutic approach for the war-affected displaced Syrian population.
By recognising its testimonial and human rights aspects, its potential to address the long-term
impacts of trauma, contribution to the sense of self, overall well-being, and successful
integration into society, offering hope for healing and recovery in the face of significant
challenges, NET can notably meet the mental health needs of Syrian Refugees.

5.3.  Implications for Self-Concept Clarity

The study's significant findings, highlighting the notable effectiveness of NET on
SCC, contribute valuable insights to the existing literature, addressing a previously
unexplored gap, as evidenced in the comprehensive scoping review conducted in this
research. The implications of these results are extensive and hold the potential to significantly
influence the application of NET in practice and guide future research in this invaluable
therapeutic approach. Foremost, in light of the positive impact of NET on SCC, mental health
practitioners should acknowledge NET as a valuable therapeutic tool when working with
individuals with SC issues. Because the findings increase the credibility of NET as an
effective intervention not only for trauma-related psychological concerns but also for issues
pertaining to the self. Consequently, an increased adoption of NET in both practice and
research is highly anticipated. Additionally, this study sheds light on the strong correlation
between the self and narration, supporting and enriching existing psychological theories such

as Narrative ldentity Theory (McAdams, 1985) and Narrative Therapy (White & Epston,
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1990). This association underscores that narratives serve not only as a means of
communicating experiences but also as fundamental elements in shaping and comprehending
the self. From this perspective, it can be posited that NET may also impact Posttraumatic
Growth (PTG), involving the discovery of meaning and the experience of positive
transformation following highly challenging life circumstances. PTG refers to the positive
psychological changes that transpire after enduring profound life challenges (Tedeschi &
Calhoun, 1995; 2004). The principles of PTG align with the core tenets of NET, as discussed
below, and the study's findings suggest that NET may contribute to the process of
posttraumatic self-continuity and personal growth. This notion is further supported by Zang
et al. (2014)’s study indicating the potential positive influence of NET on PTG among
survivors of the Sichuan earthquake and by Hijazi (2014) in a preliminary RCT conducted
with Iraqi refugees. Despite NET not originally being intended to target PTG, the findings of
this study further support and affirm its potential to foster PTG following devastating life
experiences.

The phenomenon of how traumatic experiences shape self-formation and self-
development is complex. Previous research on PTSD and theoretical models of traumatic
stress syndromes has revealed that individuals respond to trauma in diverse ways (Bonnano,
2004; Wilson & Drozdek, 2004; Wilson et al., 2001). While up to 90% of the population
experiences at least one traumatic event during their lifetime, not all individuals develop
PTSD. Survivors' reactions to trauma are multifaceted and influenced by various variables
such as environmental support, coping skills, and the type of trauma experienced (Center for
Substance Abuse Treatment, 2014; Kinzie, 2015). Establishing and reinforcing relationships
that sustain a sense of posttraumatic self-continuity are crucial components of the
transformative process of finding meaning after trauma (Wilson, 2006). Furthermore, it is

asserted that the continuous feeling of self is based on two simultaneous points: the
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perception of continuity and sameness of oneself in time and space, and the perception of
continuity and sameness of how others recognise the self (Erikson, 1950). Considering the
principles of NET, such as its time and space-specific lifetime creation, which help
individuals to develop a coherent and organised narrative of their life story and comprehend
their life as a whole with both positive and negative experiences (Schauer et al., 2011), and
the therapeutic relationship between the therapist and survivor characterised by reciprocity,
trustworthiness, and consistency, it is conceivable that NET may have both a direct and
indirect influence on PTG. This study presents an opportunity for researchers to further
investigate the role of NET in facilitating PTG, building upon the precedent results.

In conclusion, the findings of this study showcasing the effectiveness of NET on SCC
are groundbreaking and hold implications for both practice of NET and future research.
Mental health professionals should consider utilising NET for individuals with SCC issues,
and researchers can explore the broader impact of NET on different aspects of self.
Additionally, the study's insights into the link between the self and narration can inspire
investigations into the role of NET in promoting PTG.

Overall, this research has the potential to make a valuable contribution to the
expanding body of literature on trauma-focused interventions and their applicability in
diverse populations. The multifaceted approach of this study, which includes data gathered
from the systematic review, focus group, and intervention study, has generated valuable
insights and added to the existing literature. It also paves the way for the development of
future mental health implications for this vulnerable population. Importantly, the promising
results of this study should encourage Turkish authorities and mental health services to
develop appropriate policies and programs that incorporate the delivery of NET as an
evidence-based intervention to address the mental health needs of Syrian refugees within the

Turkish context. Furthermore, this research serves as an important call for researchers and
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practitioners to deepen their understanding of the mental health challenges faced by Syrian
refugees and provide support for their well-being.
5.4.  Implications of NET in the context of Turkiye

The observation that many psychological interventions may not be universally
applicable, as they were primarily developed for Western, Educated, Industrialised, Rich, and
Democratic (WEIRD) societies, emphasises the critical importance of considering cultural
context when implementing such interventions (Henrich et al., 2010; Kleinman & Benson,
2006; Li et al., 2023). This study significantly presents compelling insights and promising
results regarding the effectiveness of NET in mitigating mental health population within two
distinct cultural contexts. One of the primary objectives of this study was to introduce the
NET approach to the Turkish context, where NET has not been previously practiced or
researched. Consequently, the significant and promising results of this study carry profound
and far-reaching implications across various domains. Considering the compelling challenges
faced by Syrian refugees in Turkiye, encompassing traumatic experiences, loss, displacement,
and acculturation stress (Alpak et al., 2015; Jefee-Bahloul, 2014; Kirmayer et al., 2011), the
integration of NET into existing mental health programs in Turkiye could offer an evidence-
based therapeutic approach that effectively targets trauma and facilitates healing and recovery
within this vulnerable population. This is especially critical, as unaddressed mental health
issues could exert additional pressure on host countries, leading to heightened reliance on
their social welfare systems and potentially engendering long-term challenges for both
refugees and host nations (UNHCR, 2013). Given Turkiye's pivotal role in hosting the largest
refugee population globally, addressing the mental health needs of refugees within the
country assumes paramount significance at the national level. This necessitates the training of
mental health professionals and the allocation of resources to ensure proficient and culturally

appropriate delivery of NET.
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Although originally developed to help individuals who have experienced traumatic
events in post-conflict areas (Schauer et al., 2011), the efficacy of NET has also been
demonstrated in individuals affected by other trauma-related life events, including
interpersonal violence and natural disasters (e.g., Bichescu et al., 2007; Ertl et al., 2011; Zang
et al., 2013). This presents a valuable opportunity for Turkish mental health professionals to
investigate this technique with individuals struggling with the psychological aftermath of
various trauma-related life experiences, extending its potential benefits beyond the refugee
population to the general population. Future studies are warranted to examine the
effectiveness of NET in diverse trauma-related life experiences, as contextual factors may
influence outcomes. However, considering the evidence in the literature, NET demonstrates
promise as an effective tool for addressing a range of trauma-related and other mental health
issues, as discussed in section 4.1.5.3. Moreover, the Contextual Model, proposed by
Wampold (2001) and further developed by Wampold and Imel (2015), underscores three key
factors that shed light on the adaptive value of trauma-focused interventions in various
contexts: the genuine relationship between therapist and client, the cultivation of
expectations, and the implementation of treatment strategies. These fundamental elements of
trauma-focused interventions are also deemed vital to a variety of psychological interventions
aimed at ameliorating impaired functioning in individuals. Considering NET as an evidence-
based trauma-focused intervention that encompasses these three core elements, including the
empathic bond between therapist and patient and the aspiration to construct new meanings for
the future, NET holds promise for application beyond trauma-related conditions. The
contextual approach further emphasises the significance of culturally tailored evidence-based
treatments, as they tend to be more advantageous for individuals within the target cultural

group (Wampold, 2015). Thus, the implementation of NET in the Turkish context, with both
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refugee and non-refugee populations, holds potential for positive and substantial effects in the
treatment of trauma-related and other psychological issues.

In conclusion, by demonstrating the feasibility and potential effectiveness of NET in
the Turkish context, the findings of this research pave the way for the investigation of this
technique in addressing mental health challenges within diverse populations in Turkiye.
Encouragement for future research is extended to explore its effectiveness in individuals with
varying trauma-related life experiences and psychological problems. This research offers
valuable insights into the use of NET and its implications for mental health interventions,
ultimately contributing to improved mental health outcomes for different populations in

Turkiye.

Reflexivity

Throughout this study qualitative and quantitative methods were employed. The
intervention study of NET utilised a mixed-method approach for data collection and analysis
of SCD and Content Analysis of Cls. Recognising the concept of reflexivity in qualitative
research, it is essential to reflect on the study's design and outcomes, acknowledging the
influence of the researcher and intersubjective elements. Reflexivity, as described by Finlay
(2002a), involves examining how the researcher's own perspective and interactions with
participants can shape the research process and outcomes. In qualitative research, possessing
an empathic ability to relate to social and psychological realities while remaining open to
changes in one's standpoint is crucial (Attia & Edge, 2017). As the researcher, therapist, and
central figure of this research, my position and attitudes may have influenced participants'
responses, data collection, and the interpretation of findings (Finlay, 2002b).

In the developmental approach to research methodology, Attia and Edge (2017) have
proposed two interrelated characteristics of reflexivity: prospective and retrospective

reflexivity. Prospective reflexivity concerns the impact of the researcher as a human being on
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the research process. Conversely, retrospective reflexivity focuses on how the research itself
has influenced the researcher. Considering the three levels of focus in reflexivity introduced
by Wilkinson (1998), these characteristics are explored below at the personal, professional,
and disciplinary levels:

Personal Level: This involves examining the individual motivations, possessed knowledge,
and how these factors might have influenced research findings and expectations. It requires
introspection into the researcher's personal biases, experiences, and values that may have
subtly shaped the research process.

Professional Level: Here, the researcher's professional skills, dynamics, and communication
with participants are evaluated to understand how they might have impacted the research
process. Reflecting on one's expertise, ethical considerations, and interpersonal skills during
data collection and analysis is essential for a comprehensive understanding of the study's
dynamics.

Disciplinary Level: This level examines the researcher's stance in theory, field, and
methodology, and how these factors might have influenced the overall research approach. It
entails considering the broader disciplinary influences on the research, including theoretical
frameworks, methodological paradigms, and ethical considerations that might have guided or
constrained the study. By critically engaging with these levels of reflexivity, the researcher
can gain a deeper awareness of the intricate ways in which their positionality and engagement
have shaped the research process and outcomes. This reflective practice contributes to the
transparency and rigor of the research, enhancing its credibility and validity within the

broader academic discourse.
Prospective Reflexivity
Personal: Throughout my research journey, | encountered numerous challenges that tested

my resilience, yet | also discovered sources of inspiration that fueled my determination to
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persist until the completion of my study. Commencing my PhD in December 2019 coincided
with the onset of the global Covid-19 pandemic, presenting immediate hurdles as | settled in
the United Kingdom, far from my home, friends, and loved ones, including my husband.
Compounded by the absence of my supervisor, nearly a year, | faced a significant lack of
guidance during a critical phase of my research. Despite the limited time | spent under Nigel's
mentorship, his introduction me with the NET technique left a profound impact on me,
prompting my decision to become proficient in NET and incorporate it into my PhD research.
Even before embarking on my doctoral journey, | was resolute in my commitment to conduct
research involving Syrian refugees, drawing from my three years of experience as a
psychologist in a social service in my home country, Turkiye. This experience equipped me
with a deep understanding of the mental health challenges faced by this vulnerable
population. The tragic image of three-year-old Syrian boy Alan Kurdi, whose lifeless body
washed ashore in my hometown of Bodrum in 2015 while attempting to flee by sea with his
family, left an indelible mark on me. Witnessing the struggles of many displaced individuals
further fueled my determination to contribute to the betterment of the lives of those who have
endured the ravages of war and faced additional hardships as refugees. Additionally, my
personal experiences, including the turmoil of sending my brother to the conflict zone at the
Turkiye -Syria border for his military duty in 2016 and surviving multiple earthquakes that
instilled fear, provided a deep understanding of the ongoing trauma prevalent in Turkiye.
Acknowledging Turkiye 's unique geopolitical and socio-political context, with the potential
for further traumatic events, underscored the urgency of introducing a trauma-focused
therapy technique tailored to this specific context. Thus, my research proposal was shaped by
these deeply personal encounters and observations.

During my first-year confirmation review, | experienced firsthand the terror of an

earthquake in Izmir, which struck just minutes after my online interview with my internal
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examiner and collapsed several buildings around my apartment. This harrowing event left me
grappling with anxiety, plagued by nightmares and sleepless nights for weeks. Recognising
that many individuals in Turkiye have endured similar traumatic events, such as the
devastating Turkiye -Syria earthquakes happened in Febraury, 2023, strengthened my
rationale to introduce a trauma-focused therapy technique that could effectively address the
mental health needs of individuals in the Turkish context. For this reason, NET emerged as
the most fitting approach, aligning seamlessly with my research objectives and contextual
considerations.

My personal motivations and unwavering dedication significantly influenced the
trajectory of my research, shaping the selection of therapy techniques, the target population,
and the overarching context of my study. I am confident that my passion and steadfast
commitment will remain pivotal in conducting this research with utmost sincerity and
effectiveness.

Professional: Navigating the challenges of securing appropriate training in the NET
technique during the COVID-19 lockdown and restrictions on social gatherings presented a
significant obstacle for me. However, the online training and workshops offered by the NET
Institute, under the guidance of renowned experts of it such as Maggie Schauer, Elisabeth
Kaiser, and Katy Robjant, proved to be a pivotal resource for advancing my NET skills. This
comprehensive virtual training equipped me with the necessary skills to conduct effective
NET sessions and provided essential guidance, albeit in a format that deviated from my
preferred in-person sessions. On the other hand, the transition to an online intervention study
brought forth unforeseen hurdles, especially in the context of engaging with a
socioeconomically and culturally diverse participants, which necessitated innovative
solutions such as creating a digital lifeline on a shared whiteboard to replace physical lifeline

construction. Despite adeptly handling the technological intricacies, the absence of in-person
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interactions with participants did pose occasional challenges and impacted my professional
motivation. Furthermore, the unexpected withdrawal of three participants during the study's
recruitment phase initially tested my perseverance. However, my unwavering dedication to
the continuity of the research and the resilience exhibited by the remaining participants
bolstered my resolve as both a researcher and therapist. Their continued commitment to the
NET process and the positive feedback provided during the Cls emphasised the significance
of my presence during sessions, fostering an environment conducive to open communication
and trust. The diligent maintenance of reflective diaries throughout the NET sessions,
coupled with my meticulous approach, significantly fortified the data analysis process. The
integration of data from therapy sessions with external information about incidents occurring
between sessions expanded the scope of the data analysis, enabling a more comprehensive
understanding of the study's findings. My multifaceted role as a researcher and NET therapist
facilitated a nuanced interpretation of the research outcomes, underscoring the impact of my
professional perspective on the research process, data collection, and the ultimate success of
the study.

Disciplinary: The intervention section of this research is underpinned by the philosophical
framework of critical realism, as detailed in section 4.2.1, emphasising the incorporation of
mixed methods to capture the underlying realities in both natural and social sciences. This
study represents a valuable contribution to the understanding of the feasibility and efficacy of
a novel technique in a new cultural and contextual environment. While this perspective
entails a broader philosophical stance, the research implementation primarily prioritised my
role as a researcher, intending to comprehensively explore the existing and unexplored
aspects. Given that the application of NET in this particular context and culture is
unprecedented, and its effectiveness has been demonstrated in various settings, my research

was guided by an anticipation of positive outcomes, aligning with the empirical domain of
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critical realism. Furthermore, acknowledging the multi-layered theoretical mechanisms
influencing the research outcomes, particularly the link between NET and SCC, and
recognising the intertwined nature of reality with human perception and behaviour, I opted
for the SCD approach. This approach facilitated a detailed observation, interpretation, and in-
depth analysis of the research data.

In the role of a researcher and psychologist with expertise in the field, I was mindful
of the potential power dynamics during interactions with participants within and between
sessions. These dynamics may have influenced participants' responses and experiences during
the intervention phases. To mitigate any associated issues, | remained cognisant of my
position as a NET therapist, consistently demonstrating empathy, cultural sensitivity, non-
judgmental listening, and flexibility. Establishing clear boundaries was also crucial to
maintaining a professional relationship during sessions. Despite these precautions,
participants may have perceived me as an authority figure, potentially impacting their

responses during data collection and their level of engagement with the intervention.

Retrospective Reflexivity

Personal: As previously mentioned, my motivation to undertake this study originated from
various sources, particularly my empathy for the disadvantaged population who have faced
numerous challenges. As | delved deeper into their experiences and struggles, the narratives
shared by each participant played a significant role in deepening my empathy and enhancing
my understanding of their hardships. This heightened awareness has made me more attuned
to the diverse needs of this population, strengthening my resolve to make a positive impact
through my research. However, it is crucial to acknowledge that conducting research in a
trauma context was emotionally demanding at times, given the sensitivity of the topics shared
and the distressing narratives of the participants. To manage this burden, I made a conscious

effort to engage in socialising and leisure activities to alleviate the strain on my mind. Despite
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the challenging emotional impact of witnessing such detrimental life experiences, | viewed
this research as an opportunity for personal growth. It taught me how to cope with the
emotional toll of the research process and build resilience in managing difficult situations.
Moreover, engaging in research in a field that | am passionate about has brought a profound
sense of personal fulfillment and satisfaction. Knowing that my work can contribute to the
well-being of others and advance the field of refugee mental health has provided me with a
strong sense of purpose. This sense of purpose has been a driving force throughout the
research journey, motivating me to overcome obstacles and continue with unwavering
determination. In conclusion, while the emotional demands of conducting research in a
trauma context were challenging, my passion for the topic, empathy for the participants, and
the potential for personal growth and contribution to the field have fueled my motivation and
commitment to this study.

Professional: Conducting this multifaceted study, incorporating various research approaches,
has played a crucial role in deepening my understanding of my role as both a researcher and
therapist. It has provided me with invaluable insights into my limitations and strengths,
fostering personal and professional development. Working in a sensitive and emotionally
demanding context posed challenges, but overcoming these obstacles and successfully
completing the research has significantly strengthened my problem-solving abilities and
coping mechanisms. This enhanced self-awareness will undoubtedly inform and shape my
future research endeavors and clinical practice. Throughout this research journey, | have
honed various skills, including research design, data analysis, utilisation of therapeutic
techniques, and proficient cross-cultural communication. These skills will serve as invaluable
assets in my future career as a researcher. Undertaking a systematic review, conducting focus
group discussions, and implementing an intervention study for my PhD underscore my

expertise and unwavering commitment to the field of psychology, particularly in the realm of
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refugee mental health. I am confident that this research will bolster my credibility as a
researcher and therapist, opening doors for further collaboration and career advancement
within academia. Moreover, this research endeavor has the potential to create networking
opportunities and foster collaborations with other researchers, mental health professionals,
and organisations engaged in refugee mental health and trauma work. Publishing my findings
in reputable academic journals and presenting them at conferences have likely garnered
recognition within the academic community, affirming my contributions and expertise. This
recognition may enhance my confidence, strengthen my professional reputation, and
potentially lead to invitations for participation in related projects and collaborative initiatives.
In conclusion, conducting this comprehensive study has been a transformative
experience, enriching my professional skill set and contributing to my growth as a dedicated
researcher and therapist. | am eager to leverage these experiences and opportunities to make
meaningful contributions to the field of psychology and the overall well-being of vulnerable
populations in the future.
Disciplinary: Working with Syrian refugees residing in Turkiye has been a transformative
cross-cultural experience for me. This opportunity has significantly enriched my cross-
cultural competence, enabling me to work effectively with diverse populations in various
contexts. Establishing relationships with each participant while delivering the NET sessions
has been a pivotal aspect of the research process. These connections with the participants
have profoundly influenced my engagement with the data collection process, allowing me to
identify my strengths and limitations as a researcher. Acknowledging my own position in the
research as a researcher and psychologist has led to enhanced research skills, particularly in
terms of transparency and credibility, facilitating the conduct of robust and insightful
research. Throughout the research journey, | have taken a reflective approach, viewing the

study through the lens of a researcher, which, in turn, has influenced my investigations
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("ontology" - what is knowable about the world) and my worldview (“epistemology" -
assumptions about the nature of knowledge) regarding this subject (Holmes, 2020). This self-
awareness has been instrumental in shaping my understanding of the dynamics at play during
the research process, allowing for a more nuanced interpretation of the collected data and the
participants' narratives. By recognising my role in the research, | have been able to navigate
the complexities of the study with increased sensitivity and cultural awareness, ultimately

contributing to the depth and richness of the research findings.

Conclusion

One of the primary objectives of this study was to examine the prevalence and
demographic factors related to PTSD, depression, anxiety, and stress among displaced
Syrians. Furthermore, it sought to evaluate the feasibility and potential effectiveness of NET
in the Syrian refugee population within the Turkish context. The systematic review
uncovered notably elevated rates of PTSD, depression, anxiety, and stress among displaced
Syrians in comparison to the general population, with rates being 8-9 times higher. Gender
and socioeconomic status were identified as key predictors of mental health problems,
particularly for female Syrians in Turkiye. The severity of symptoms was found to be linked
to the number of traumatic events and post-migration challenges. Additionally, while the
prevalence of anxiety was highest in the US, Turkiye exhibited the highest prevalence of
PTSD and depression, with Germany reporting the lowest rates of these mental health
problems among externally displaced Syrian populations.

The FC discussion, serving as a preliminary study, aimed to recognise barriers and
challenges that could hinder the implementation of NET. It sought to devise practical
solutions to address these obstacles and inform the design of the intervention study. The

discussion emphasised the critical importance of the NET participant recruitment process,
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highlighting criteria such as age, Turkish language proficiency, educational background,
access to economic resources, and geographic location within Turkiye.

Concerning the NET intervention study in the displaced Syrian refugees in Turkiye,
varying degrees of improvements were observed, with moderate to high treatment effects for
PTSD symptoms. Although not all participants exhibited reliable and significant clinical
changes, some participants demonstrated notable improvements. The study also indicated
positive outcomes for depression, anxiety, and stress symptoms, suggesting the potential
efficacy of NET in addressing these psychological problems among Syrian refugees in
Turkiye. A noteworthy finding was the significant role of NET in enhancing SCC, which
demonstrated substantial effectiveness for all participants. Therefore, the study concluded
that NET shows promise as a therapeutic technique to alleviate trauma-related psychological
issues among displaced Syrian refugees in the Turkish context, while also exerting a positive

influence on SCC.
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Appendices

Appendix A: Journal Guidelines- JAD-Reports
Journal Guidelines

Description
The Journal of Affective Disorders Reports is an open access companion journal to Journal of
Affective Disorders that publishes papers concerned with affective disorders in the widest

sense: depression, mania, mood spectrum, emotions and personality, anxiety and stress.

Manuscript Submission

The Journal of Affective Disorders Reports now proceeds totally online via an electronic
submission system. Mail submissions will no longer be accepted. By accessing the online
submission system, https://www.editorialmanager.com/jadr, you will be guided stepwise
through the creation and uploading of the various files. When submitting a manuscript online,
authors need to provide an electronic version of their manuscript and any accompanying

figures and tables.

The author should select from a list of scientific classifications, which will be used to help the
editors select reviewers with appropriate expertise, and an article type for their manuscript.
Once the uploading is done, the system automatically generates an electronic (PDF) proof,
which is then used for reviewing. All correspondence, including the Editor's decision and
request for revisions, will be processed through the system and will reach the corresponding

author by e-mail.

Once a manuscript has successfully been submitted via the online submission system authors
may track the status of their manuscript using the online submission system (details will be

provided by e-mail). If your manuscript is accepted by the journal, subsequent tracking
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facilities are available on Elsevier's Author Gateway, using the unique reference number

provided by Elsevier and corresponding author name (details will be provided by e-mail).

Review Articles and Meta-analyses (up to 8000 words, excluding references and up to 10

tables/figures).

For futher information visit https://www.sciencedirect.com/journal/journal-of-affective-

disorders-reports/publish/quide-for-authors.
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THE JOANNA BRIGGS INSTITUTE

JBI Critical Appraisal Checklist for Studies Reporting Prevalence Data

Reviewer Date

Author Year Record Number

Yes No Unclear Not
applicable

O

1. Was the sample frame appropriate to address the target
population?

2. Were study participants sampled in an appropriate way?

3. Was the sample size adequate?
4. Were the study subjects and the setting described in
detail?

S. Was the data analysis conducted with sufficient coverage
of the identified sample?

6. Were valid methods used for the identification of the
condition?

7. Was the condition measured in a standard, reliable way
for all participants?

8. Was there appropriate statistical analysis?

0 O B8 .0 4O 0 O .O
B OB B B B B B B El
O O 8 B0 O O O B O
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9. Was the response rate adequate, and if not, was the low
response rate managed appropriately?

Overall appraisal: Include D Exclude D Seek further info D

Comments (Including reason for exclusion)
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Journal Guidelines

Description

International Journal of Social Sciences (1JSS) is a double-blind peer-reviewed, international,
multidisciplinary, social fields. 1JSS aims to be a leading peer-reviewed platform and an
authoritative source of information for analyses, reviews and evaluations related to social

sciences and other relevant disciplines.

The primary target audience of the journal is researchers or practitioners.

The Journal follows a double-blind peer-review process, whereby authors do not know
reviewers and vice versa. Double-blinde peer review is a method used to make sure scientific
publications are produced with the highest quality. Appropriate papers are sent to
independent reviewers for evaluation. Reviewers, receive author’s article with no mention of
their identity including their work and ethnicity. The authors as well are not informed about

the reviewers’ identity.

Manuscript Submission

International Journal of Social Sciences (1JSS) receives all manuscript online through, only.
Therefore, manuscripts must be submitted via the journal's online submission system. Our
Manuscript system allows for rapid submission of original and revised manuscripts, as well
as facilitating the review process and internal communication between authors, editors and

reviewers via a web-based platform.

Papers that are submitted to the 1JSS for publication should not be under review at other

journals. Submission of a manuscripts indicates that it reports unpublished work and that is
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not under active consideration for publication elsewhere, nor been accepted for publication,

nor been published previously (except in abstract form).

For futher information visit https://www.sobider.net/?pnum=6&pt=Guide+for+Authors.
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Appendix E: Focus Group Semi-Structured Interview Questions

Focus Group Structure and Questions

After giving general information about the purpose of the main research, the first moderator
(independent researcher) explains the purpose of this group discussion, what is expected from the
group participants and the rules of the group. After that the psychoeducation about the nature,
structure, function and effectiveness of NET for about 10 minutes will be given and the following
questions will be asked to the group. While the first moderator asks these questions, the second
moderator (the researcher of this study) takes notes of the group discussion.

General Questions:

- What do you think in general about delivering this new therapy technique to Syrian Refugees?
(positive and negative aspects)

Accessibility and communication questions:

- What can be the conveniences/difficulties that we might encounter in reaching the participants to
carry out this research?

- What can be the conveniences/difficulties that the participants might experience in reaching/using
the mobile devices (phone or computer)?

- What can be the conveniences/difficulties that the participants might experience in accessing the
internet?

- What can be done to deal with these difficulties (if there is any)?

- To what extent do you think it is possible to reach participants who can speak Turkish
moderately/fluently?

- What do you think about delivering the therapy sessions in Turkish? (Advantages and
disadvantages)

- What can be the other communication problems (except language and online communication) that
we might experience with this population?

Other:

- Is there anything else you would like to add about Syrian Refugees living in Turkey in terms of our
research aim?

- Do you think is there anything we should consider or especially be careful about when delivering
this therapy technique to this group?

- Anything else you would like to add?
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Appendix F: Example questions targetting elements of fear structure in NET

Element of fear
structure

Past

Present

Sensory

"What did the mutilated body lock like?"
“Could you smell the dead bodies?"
“Could you hear the others screaming?”
“Could you feel the gun in your back?"
“Did you feel the pain in your legs?"

“Do you have the pictures of the mutilated b
ies in your mind right now like it was then?
What can you see?”

“Can you see the soldier right now like he we
then? What does he look like?"

“Can you smell the dead bodies right now like
you could smell them then?"

“Do you feel the gun in your back right now lix
you felt it then?"

“Can you feel the pain in your legs right now
like it hurt then? How does it feel?”

Cognitive

“Did you think that you would die at this mo-
ment?"

“What did you think then; what now?"

Emotional

“Did you feel intense horror at that moment?”

“Can you feel the horror right now, like it felt
then?"

Physiological

“Did your heart beat fast at that moment?”
“Did you sweat a lot at that time?"

“Can you feel your heart beating fast right now,
like it was beating then?”

“Are your hands sweating right now, like they
were sweating then?”

(Retrived from Schauer et al., 2011, p.49)
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Appendix G: Change Interview Structure and Questions

Interviewer introduces himself and say something such as “Following on from your therapy
with Fatma, | would like to find out about your thoughts about it. | have several questions to
ask you today as part of this interview. It's important to say that today is not a therapy
session and so we won'’t be discussing your difficulties, that was something you did with
Fatma. Today the plan will be to go through the following questions that | have down here, is
that ok? [interviewer does not follow up on clinical material just remind client that interview is

not for discussing difficulties].

{-Before we do this, |1 would like you to fill in 3 questionnaires that you will probably
remember completing before. [ask client to complete IES-R, DASS 21, SCCS].}
This is an opportunity to gather a further data point on any of your measures if you wanted

to.

General questions

. How are you feeling generally?

Feasibility and acceptability questions

. Looking back now, what was therapy like for you?
. How did you get on with having therapy via video link for you?
. NET has a psychoeducation component. This is where Fatma will have talked to you

about what happens in our minds when we have experienced traumatic stress and how the
therapy is meant to help with that — did it make sense to you?
. Can you recall any of it/'what was the most important thing you remember/anything

else?
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. Looking back now, what did you make of the lifeline?

. You were asked to fill in two questionnaires during each session, what did you make
of them?

. You were also asked to fill in a questionnaire at different times after the therapy

sessions regarding your perception towards yourself, what did you make of if?

. The therapy was structured/time limited — how was that for you?
. What was it like having someone reread your narrative back to you each session?
. What was it like talking about the context (i.e., specific details of each event such as

what did rooms look like etc) of each trauma event?

Change questions

. Have you noticed any change(s)?

. If you have noticed a change, how important is this to you?

. Were you surprised by the change(s)?

. How would you describe your “self” before and after NET sessions? Is there any
change(s)?

. Do you think is there anything that has helped you to understand your “self” better

during NET sessions?
. Do you think change is due to the therapy, or other things (i.e., things that happened

outside therapy room that might have influenced the outcome)

Helpful or unhelpful aspect questions
. Was any aspect of therapy particularly helpful?

. Was any aspect of therapy unhelpful?

Anything unexpected or took you by surprise?
. Was there any point where you thought you could not carry on? If so, what helped

you to complete therapy?
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18/01/2022
Supervisor:
Applicant : Fatma AYSAZCI

Project: Project Id The feasibility and effectiveness of Namative Exposure Therapy for the treatment of traumatic stress in the displaced Syrian population
residing in Turkey and its influence on self-concept clanty

Your amendment ref: DPAP - 2022 - 2816 - 1 has been approved. Please conduct your study following your approved procedures or vou will be operating outside
your ethical approval.

yours sincerely

Professor David Daley

Go-Chair of DoPAP Ethics Subcommittee

Mok it

Professor Amanda Griffiths

Co-Chair of DPAP Ethics Subcommittee
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Appendix I: Consent Form

University of

NOttmg ham School of Medicine
UK | CHINA | MALAYSIA University of Nottingham
Medical School

Nottingham

NG7 2UH

Participant Consent

STUDENT RESEARCH PROJECT ETHICS REVIEW
Division of Psychiatry & Applied Psychology

Project Title: The feasibility and effectiveness of Narrative Exposure Therapy for the treatment of
traumatic stress in the displaced Syrian population residing in Turkey and its
influence on self-concept clarity

Researcher: Fatma AYSAZCI (EATMA.AYSAZCIl1@nottingham.ac.uk)

Supervisors: Prof Thomas SCHRODER (lwzts@exmail.nottingham.ac.uk)

Dr Nigel HUNT (lwznch@exmail.nottingham.ac.uk)
Ethics Reference Number: [insert when your project has received ethical approval]

Please read below items and click on either YES or NO boxes relevant to your answer.

YES NO
O O

1- Have you read and understood the Participant Information sheet
that given to you by the researcher on (insert date)?

2- Have you understood that participation in this study is voluntary,
and you are free to withdraw at any time without giving a reason?

3- Have you understood that if you withdraw from this study, we will
no longer collect any data from you, but we will keep the information
that we have already obtained as we will use your data (obtained
before your withdrawal) for the final analysis?

4- Do you give permission for video recordings (in Microsoft Teams)
of your therapy sessions and interviews?

5- The content of the therapy sessions would be discussed with the
researcher’s supervisor and the data collected in the study may be
looked at by authorised individuals from the University of
Nottingham. Do you give permission for these individuals to have
access to the records obtained during the research?

6- Do you understand that the narrations of the sessions will not be
used as data during this research?

7- Have you understood that your personal details will be kept
confidential and anonymous in this study?

8- Do you know how to contact the researcher if you have questions
about this study?
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9- | agree that this research could be used in a further academic = =
research report or publication. (We will make sure that your
anonymity is protected ).
O O

10-1 agree that my quotes can be used in this study and further
research or publication. (We will make sure that your anonymity
is protected).

11-1 confirm that  am 18 years old or over.

12-1 agree to take part in this study about “The feasibility and
effectiveness of Narrative Exposure Therapy for the treatment of
traumatic stress in the displaced Syrian population residing in

Turkey and its influence on self-concept clarity

* |If you would like to have a summary of the research findings, please insert your email
address here: ‘ ‘

Name of Participant: ‘ Date: ‘

a “By clicking this button, | indicate that | understand what the study involves,
and | agree to take part.”
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Appendix J: Participant Information Sheet

University of
N{]ttll]ghﬁ[ﬂ School of Medicine

PARTICIPANT INFORMATION

STUDENT RESEARCH PROJECT ETHICS REVIEW
Division of Peychiatry & Applied Pesychology

Project Title: The fessibility and effectiveness of Marretive Exposure Therapy for the treatment of
traumatic stress In the displaced Syrian population residing = Twkey and is influence on salf-

concept dlarity
Researcher/Student Fatma AYSAFCI (FATMA AYSAZCH Enottngham.ac uk )
SupervisoriChief Investigator: Prof Thomas SCHRANFER (lweisfiiexmall.natingham.sc.uk)
Second Superviser: Or Migel ©. HUNT) {wznchifexmel nottingham.ac.uk |
Independent Researcher: Sahin CAKAR (sahncakanfioutiook. com |

Phone: +9053T0217235
Ethles Referance MNumbear: [nzs when your projact has recelved athical spproval]

Thank you for showing an intesest in my research project. My name is Fatma &ysazcl and | am a
ful-tirme PhD stwdant in “Clinical Peychology' at the Unbeeraity of Mottingham. Before starting rmy
FhD, | worked a3 a psychologest in social service in Turkey for 3 years, mainby with Syrian
Refugees. and | am still carmydng cull my reseanch interest with this population.

We imvite you to take part in a research sbudy to understand the effectivensss of a spacific
peychological intervention in the displeced Syrian population reskding in Turkey.

What Is the purpose of this study?

Thiz sbudy aima o understand whether a apecific peychological treatment, Marretive Exposure
Therapy (MET), is effective in the displaced Syrnan population in reducing their psychologcal
problema. MET is an approgch that aims to focws on & life span story from barth to presant of
those having negative and unfavourable life exparences. NET has been found as an effective
treatrent in reducing peychological problemns and burdens of negative life experiences in refuges
populatisns from different beckgrounds. Howewer, no study has investigated the effectivensas of
MET i the Syrian population. So, we would like to answer the guestion of whethar NET is as
affactive in the Syrian displeced population &s it has been I other refuges populstions.
Additienally, we also would like to know that whether this treatmeant hes a potential role in the
regulation of cne's stable and conelstent perception towards himaelf or herssif.

A the Syrian population face to face with the biggest refuges crises in owr century and are living
through different phases of migration, they are at a high risk of suffering from peychological
disorders. That s why, with the resulls of this study, we might be abla to offer an effectie
peychological treatment for this populstion and help them to reduece the burdens of war and
displacamant. This study will also sarse as an academic assessment for the researcher's doctoral
degrea from the Linhersity of Mottingham.

Why have | been Invited?
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fiou are invited because as & Synan refuges residng in Turkey you might need paychological
support due to war-retated negative life expenances. To reach out to potential resaarch
participants, we have distributed cur research sdvertisemeant leaflats via social media (Twitter and
Facabook). The research leaflet had reachad to you and you have contected the research team
o participets i this study.

Do | have to take part?

involved at any tme. You are free to withdraw at any point before or during the study without
giving a reason. if you withdraw, we will no longer collect army information from yow, but we will
keep the information about you that we have already obtained. Becausa this information may
have already been used insome analysi and may still be wsed in the final siudy analysis. To
safeguard your rights, we will use the minimurm of personally identifiable mformation (e.g., name-
which will be replaced with a pseudonym-, age, gender, contact detalls, someone cdoses’ contact
dateds). [f you do decids to take part, you will be given thie information sheet to keep and asked
io sion 8 consent farm.

What will | be asked to do?
i are gli end dacide 1o fake n this & .

1. ¥ou will recebve this shest and a conaant form (Wa e-mail) whech must be read carefully. Yaou
are gsked to sign and send back the consent form to the researcher again via e-mad. if you do
maf reply our amall in & week, we will sand you a reminder to sign and sand back to the
dacumeant. i we cannet hear from you for a weaek later this reminder or if you indicate thet you do
maf want to consant, we will not be keeping any contect details of you and we will delste them
from carr recards which signify that you no longer be considered as a partcipant in this reseanch,
and we will not get in toweh with you anymore.

2 i you have no objections after reading this infosmetion sheet and signing and sending back to
the consent form, you will be one of the paricipants of this research. You will be asked to
complete three guestionnaires {via an onlime surveys link which will be shared with you).

3 As the Covid-19 pandemic has restricted trevelling and gatherings, wea will conduct the
sessond via an online communication channel called “Microsoft Teams (MST), which is an
onlineg meeting channel. We will ask you to create a Microsoft 385 account (f you do not have
any) and abien a moble or desktop application of MST, which is free of charge, 1o have MET
sEgs0nd throwghout the research. The ressarcher of this study and the University's Information
Technology team will help you if you expedence any difficulies with this apglication. The
razearcher wil get in towch with you to st a time for the NET seesions sfter being sure &l
technical sattings work well for both partes. We will also ask you to share the contact detals of
someons clome fo you in case any emergency cocurs (a.g., disseciation, intense disiress or
intemet loss} during the sessiona. This informetion neither will be usad &3 data in this research
mar will b2 shared with any other parlies. Thess contact details will b2 kept under passwaord
protected files and will be trested confidentally as any other rasearch data. The obtained contact
datels will be destroyed a yesr later after the study finishes.

4. Then, your MET sessions will be launchad and will continue &3 a waekly schaduled time for
WO,
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£ %o will be asked to complete different questionnaires at different point of imes before and
aftar the MET sessions (via the online swrveys link which will be shared with you). ¥ou will recalve
a notification each time when you &re asked to complets thess guestionnaires.

& In the first sesaion, you will be given detailad nformation about specific paycholegcal problems
that refugees might suffer, the nature and the process of NET and how it works.

T Mext, you will go on with the therapy seasions wheare you will create a Meline from birth to
present {in & sharad whiteboard acreen that both you and the theraplst can do edustments on i)
with the halp of the theraplst, symbolization of positive and negsative life events on it and narration
of theas symbolized life events.

8 The therapest will write down each session's narretion after the session finishes and the
narration of the previous session will be reed to you by the therapest &t the beginning of the next
SEOE0N.

i Subsequent sessiona will continue In the same structure where you and the researchear work on
your lifeline narration together.

10, During and after the completion of the MET sessions, an independent researcher will hava an
interview with you to ask about your experances regarding your MET sessions.

each session will last betwaan 60-90 minutes.
What will happen to the Information | provide ¥

Anyone who fakes part in this research will remain entirely anomymous, For staring and handling
your data anonymaushy, you will be gsked to chooss & pssudonym that must not identify you. This
paeudonym will be used on &ll study matedals {including guastionnaires, only Turkish versions. of
written narretions, audio recordings) through &l phases of the research (data colbection, data
analysis end outcomes). The gquestionnares that you complete [with pseudomyma) vie an online
surveys link will be downloaded and transferred to pessword pratectad files and they will be
dalated from the online survey servers. Your online MET sessions and Interviews will be recorded
in Microsoft Teams &3 a video format. If you are uncomfortable with video recordings, please
natify the researcher beforehand as video recording is essential for this research. Thesa
racordngs and all deta collected (including someons close's contact detalls) will b2 kept under
password-pratectad files in the ressarcher's institutionsl digital storage where anly the researcher
can gain accesa. We will nof keep any physicel coples of these documents. All data will ba
collected and stored following the Univeraity's Code of Conduct and Research Efhice and data
protecton regulations. More information is provided below (in secton “Data Protection®). The
content of the sessions would be discusaed with the researcher’s superviscrs mentioned above.
Mo revealing information about participants or content of the namations will b2 shared with aother
partiea. All data collected during this research will be dispelled a year after the completion of this
raseanch.

The inferrmetion that you provide will be usad to write & dissertation for the fulfilment of a doctoral
dagraa in Clinical Peychology. There is a possibiity that this research could be used in a further
rapart or publication. We mey Bke to quote what you say in a report or & publication. We will make
gure that your anonymity is protected. But If you do not wish us to do so or if you have any
questions, plaass let us know.

Are there any possible disadvantages or rlsks in taking part?

Farticipation in this study is unlkaly to causs you any harme Howewver, ag you will be sshked to
give detalled information about your good and bad life experences during each MET session, you
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ara Wkaly to experience hgh boddy and emoticnal arousals. You might feel bad and sed regarding
your negetive life expariencas as you might fesl goad and happy regarding your positive e
expenences. You and your therapdst will work on it together. You will be bed by the researcharn’
therapést This = whet we aim in the MET sessions. These arousals will ke coverad in a sesaion
with the halp of the therapist. Mo sassion will be finished before you go back to your normal
emotional and bodily stabus. However, somatimes unexpecied situations might acour when you
lzave the tharapy, and you might remember some deteds of a negative e expenence which
makee wou feel bad. or you might feel uncomfartable efter the sagaions. If you expenance
something simdar, we advise you to reach the researcher from the above addresses. The
rasearcher ragularly checks her emalle and anable the e-mail notifications. If you stll cannot
raach the ressarcher, then please get in touch with the indepandant ressarchar (Sahin CAKAR)
wig either emall or phone call from the contact details (an emergency helpline anly to use B this
razearch) indicated above. We will arrangse & seasion for you as socon &s pessible, In 48 howrs at
the least.

Will the research be of any personal benefit to you?

Ewen though MET is en effective approach for the trestment of peychalogical distress of refugees,
wi cannod quarantes is effectveness in advence, as the Syrien populetion may have somea
distinctive featwres (a.g., saventy and number of negative Me axpenences). Howsevear, we are
expecting it to be beneficial ard effective i the Syrian displaced population as well. Therefore,
you will be given frea therapy sesalons abming to reduce your psychological problems.

i you wish to know about the summary of the research cutcomes, we can e contactad &t the
abave addresses.

Whe s erganising and funding the research?

This reaearch & baing organised by the University of Mottinghem and is part of a doctoral
ragearch praject. The researcher = founded by the Republe of Turkey Ministry of National
Education threaghaut her doctoral education.

Data Protection

We will follow ethical and legal practice and all nformaticn will b2 handled in confidence. Undar
the UK Data Protaction kaws the University is the Data Comtroller (legally responsible for the data
security] and the Chief Investigator of thie study (named above) s the Data Custedian (manages
access to the data). This means we are responsible for looking after your Information and using it
proparly. Your rights to access, change or mawe your information are limited as we need to
manage your information in specific waye to comply with cartain kaws and for the research o be
rellable and sccurate. To safeguard your rights, we will use the minimurm persanally identifiabla
information possile.

o can find out mare about how we e your inforrmetion and reed our privacy notice &t
e niottingham. e ukiutiliies/privecy sspx
(If wou wish fo resd ouwr povacy nobica in Twkish, please consull the ressarcher]

W would like your parméssian 1o use anormymised data in future studiss, and ta share aur
reseanch data (e.g., in onling databases) with other researchers i other Universities and
organisations both Inside and outside the European Union. This would be used for research
haalth and soclal care. Sharing research dats is impaortant to allow peer scruting, re-use (and
therefore avolding duplcation of research) and to understand the bigger piciure in pasticular areas
of research, Al persanal information that could kdentify you will be removed or changad before the
information s shared with other researchers or results are made public.



347

University of

Nottingham

The data collacted for the study will be keoked at and stored by authonsed persons from the
University of Mottingham who are organising the research. They may also be looked &t by
authornsed people from regulatery organisations to check that the study is being carried out
correctly. All will heve a duty of confidentiality to you &8s a research participant and we will do aur
bast o meet this duty.

Al the and of the project, all rew data will be kept securely by the Liniversity under the terma of its
date protection policy after which it will be disposed of sacuraly. The data will not be kept
elsewhere and will be destroyed a yeer later after the atudy finishes.

If you hawve any questons or concems, please do not hesitate to ask. We can be contacted befora
and after your participation &t the emell addresses above.

What If there Is a problem?

if you hawve any queries or compdaints, please contact the student’s supeevisor'chief immaestigatar in
thi first instance. If this doas not resobve your query, please write 1o the Administrater o the
Diviston of Paychiatry & Applied Peychology's Resaarch Ethics Sub-Committes

adrian. pantryinotingam. ac.uk wie will pass your query to the Chair of the Commities,

if you remain unhappy and wish to compdain formally, you should then contact the Faculty of
kedical and Health Sciences Ethécs Committes Administrator, Faculty Hulb, Medicing and Health
Sciences, E41, E Floor, Medical Schood, Ouesean's Medical Cantre Campus, Mottingham University
Hospitaks, Mottingham, NGT 2UH or wa E-mail: EMHS-ResearchEthicsifnotinghem. sc.uk

Az mentioned elsawhere, the number of NET sessions i designed as B-12 waakly sessiona. Wea
will check you and your paychological well-being perodically after completing the MET sessions.
Addition ta that If you experience someathing unpleasant after the sessions, wea advise you to
reach the researcher from the above addresses. The researcher regulardy checks her emala and
enabe the e-mal notifications. If wou stll cannat resch the reseercher, then please get in towch
with the independent researcher (Sahin CAKAR) via either email or phone call from the contact
dateds (an emargency helpling only to wse in this research) indicated above. We will arrange a
segseon for you 85 soon as possile, in 48 hours at the least. An independant researcher
conductng the changs Interviews will monitor you and signpost to an appropriate resource if
macesgany. i we think that yvou might nesd further peychological support, we will iry to help you.
You might be direcied to one of the below addresaes that would offer you paychological support
in Turloey:

-5 American Medical Secie Associatlon G :

In bday 2019, SAMS launched a Mental Health and Peychosocial Support (MHPSS) centra

in Gaziantep, Turkey, providing ndividual and group counselling sesslons, group

activities., and workshops to wulnerable individuala who had endured varicus freumatic

expenences dus to the engoing conflict i Syria. The centre provides sanaces free of

change throughout the week_

Address: Micahitler Mah. 10031 Nolu Sok YASEM ISM. NO42/203 Gaziantep, Turkey

: Turke BME-LEE.nat

Phone: +d 342 502 08 38 [ +#0 342 502 08 30

Webalte: hilpe:{fwwew sams-use natfukey

-Re and Seekhers Assistance and Solldanity Association :

It was established in 2014 in Istanbul to find a solution o peaple whio left their country and

maad ntarnational protection. it has different unite under its roof supgart finding solutions

o refugess’ wital neads, basic problems, psychological preblers and speed up thelr

integration with soclety as fest as possitle. In the Mental Health Unit of RASAS, cinical
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paychologists and psychiatrists give peychological help and free medicine suppaort s also
given. Besides individeal sasslons, group sessions are alao given.

Addresa: Turgut Rels Mah Fatih Bulven Mot Sultanbeyilstanbul
Phone: +805538005820
Ermel: mfofimulteciler.ord.ir

‘Waebslite: hitps:multeciar.org.irfeng!
-The Assoclation for Sail with As Seekers and iz (SGEDD-ASAM):

SE00-ASAM's vision Is to create & place where all asylem seekears and mégrants can
anjay their fundamsantal rights and services and Bve in & harmony with the host
community. SE00-A5AM sirives for creating a safe place and enauring wel-beaing for
asylum saskers and refugees.

The Head Guarter of SEDD-ASAM s in Ankara. However, it has many offices located in
differant provinces of Turkey. The contact detalls of the nearest office can be found In the
following link: clen egdd. ong. tr'? id=11

E-rraill: d.arg.Ar

Website: hiipsisgdd.orgir
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Appendix K: Study Outline

STUDY OUTLINE

The feasibility and effectiveness of Narrative Exposure Therapy for the treatment of
traumatic stress in the displaced Syrian population residing in Turkey and its
influence on self-concept clarity

Rationale: Since the civil war started in Syria, thousands of people displaced to save their
lives. At the end of 2019, the United Nations High Commissioner for Refugees (UNHCR)
reported that at least 5.6 million Syrian had been externally displaced (UNHCR, 2020). Being
exposed to war-related life experiences and living through different phases of migration,
refugees are faced with various and common psychological disorders. Post-Traumatic
Stress Disorder (PTSD) is the most common mental health problem in refugees, and it is
comorbid with other psychological disorders such as depression and anxiety. It is reported
that nearly 13.1 million people from Syria need humanitarian (UNHCR, 2018) and
psychological assistance. World Health Organization (WHO) (2015) reported that the
number of refugees who are suffering from severe mental illness and in need of
psychological treatments is approximately 600.000 and another 4 million may be suffering.
However, considering the vast influx of Syrian refugees in resettlement countries, addressing
the mental health difficulties generally is not a priority.

A variety of psychological interventions such as Trauma-Focused Cognitive Behavioral
Therapy and Eye Movement Desensitization and Reprocessing are found to be highly
successful at reducing the symptoms of PTSD. However, these interventions are not easily
accessible, costly, or time-consuming, especially in the post-conflict areas where
psychological help might be needed urgently. Narrative Exposure Therapy (NET) has also
been evidenced as an effective intervention for the treatment of PTSD (NICE, 2018). NET
aims to form a lifeline from birth to the present and focuses on a life span narrative and
offers a safe confrontation with thoughts and memories that have been avoided by the
person since a traumatic event occurred. Even though NET is evidenced as one of the most
effective interventions for the treatment of PTSD in different refugee populations, no study
has investigated the feasibility and effectiveness of NET in the Syrian displaced population.

Due to the ongoing conflicts in the area since 2011, 3.6 million of the Syrian population are
seeking safety in Turkey. Turkey now has the largest refugee population in the world
(UNHCR, 2020). The Turkish Government has developed health action plans for this
population; however, budget limitations have hampered the integration of mental health into
primary and community care. That has resulted in unmet mental health care needs and a
treatment gap for Syrian Refugees residing in Turkey. Few studies have tried to offer
effective evidence-based psychological interventions for this population residing in Turkey.
For example, Problem Management Plus (PM+) project developed by WHO has been
adopted for Syrian Refugees in Turkey (e.g., Fuhr et al., 2020). PM+ aims to combine
problem management skills for adults having common mental health problems and exposed
adversity in the community. To our knowledge, this is the only evidence-based project/study
that has been offered as a psychological intervention for Syrian Refugees living in Turkey.
Except for psychological guidance and counselling delivered by local mental health services,
there is no structured and adopted commonly used psychological intervention for this
population in Turkey. That is why evidence-based, structured and practical psychological
intervention needs to be offered and implemented in this country for the treatment of mental
health problems of Syrian Refugees. As mentioned above, NET is evidence-based and
manualized short-term intervention that has been used for the treatment of posttraumatic
stress and other related mental health problems in refugee populations. In this direction,
firstly, as NET has not been delivered or studied in Turkey, this research aims to understand
the feasibility of NET in the Turkish context. Secondly, as the effectiveness of NET has not
been studied in the displaced Syrian population, this study aims to understand its
effectiveness in reducing traumatic stress, depression, anxiety, and general stress in this
population. Lastly, as NET is built upon a theoretical understanding of autobiographical
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memory (which contains the dimensions of self-knowledge and conceptual self), this study
also aims to understand the potential influence of NET in self-concept clarity.

Research Questions:

1. Is NET feasible for the displaced Syrian population in the Turkish context?

2. Can NET be effective in the displaced Syrian population as it has been in other refugee
populations in reducing traumatic stress?

3. Can NET be effective in reducing depression, anxiety, and general stress in the displaced
Syrian population?

4. Does NET have a potential role in the regulation of self-concept clarity?

Participants and Access: Eligible participants will be adult Syrians (age of 18 or over)
reseftled in Turkey due to the Syrian civil war. There is no gender restriction. Participants
must be literate and fluent in the Turkish language. Participants must not be using any
psychiatric medication, must not receive any simultaneous psychotherapy and must have
experienced at least one war-related traumatic event. The participants will be reached out
via research advertisement leaflets distributed via new social media accounts (on Twitter
and Facebook) created by this research. The leaflets will be shared with hashtags and tags
relevant to Syrian Refugees and their mental health problems.

Location of Data Collection: As the Covid-19 pandemic restricted travelling and
gatherings, NET will be delivered remotely by the researcher who was trained by EREMO
Institute in January and March 2021. The practical guideline of e-NET has been introduced
and published by Kaltenbach et al. (2020). Remote sessions will be held via an online and
virtual meeting application Microsoft Teams (MST) according to this guideline. Therapy
sessions are planned as between 8 to 12 weekly sessions as the length of the sessions
highly depend on the complexity and the severity of the participant's traumatic life
experiences. The duration of each session is planned between 60-90 minutes.

Data Collection Technique and Process: For ensuring the contextual feasibility of NET, a
group of local professionals (4-5 participants) will be gathered to investigate their view
regarding the practical feasibility of NET in the Syrian population residing in Turkey with
focus group research. A qualitative analysis of the transcript of the discussion will lead the
researcher to identify any challenges before conducting the intervention study. Drawing on
local knowledge, it will also be established whether any additions are needed to the
Kaltenbach et al. (2020) guidelines to deliver NET remotely to this population, and then an
intervention study investigating both acceptability and potential effectiveness of NET will
follow. If necessary, the amendments will be made for the ethics application of the
intervention study. The intervention study is designed as a series of single case-studies.
Potential Syrian participants will be asked to complete the Life Events Checklist-5 (LEC-5) to
identify the existence of traumatic events experienced. Before applying the LEC-b, they will
be asked to read and sign a preliminary consent form to inform that they might not
participate in this study if they do not meet the eligibility criteria. Eligible participants will be
given the Participant Information Sheet (PIS) and Consent Form (CF). After having their
consents, they will be asked to complete the Impact of Event Scale (IES-R), Depression
Anxiety and Stress Scale-21 (DASS-21) and Self-Concept Clarity Scale (SCCS) for the
baseline measurements (after having their consent and before the first session). Before
every session, they will be required to fill in IES-R and DASS-21 questionnaires. SCCS will
be applied after the first, mid and last session. All scales will be given in the Turkish
versions. The psychometric property of LEC-5 is not available as it aims to screen potentially
traumatic events in a respondent’s lifetime. Psychometric validities of the other instruments
in the Turkish context are as following: IES-Revised, Cronbach alpha (a)=.94 (Gorapgliodly,
et al., 2006); DASS-21, a=.91 for depression, .84 for anxiety, .90 for stress (Bilgel and
Bayram, 2009); SCCS, a=.89 (Stimer and Gungdr, 1999). Turkish versions of the scales will
be completed via Jisc Online Surveys. During the NET session, the researcher will
separately note down her observations as an expert experience of feasibility. Change
interviews will be completed by an independent researcher (a local social worker) to explore
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the feasibility and acceptability of NET, participants’ experience of NET and attribution of
changes, and, if necessary, to signpost individuals to further help.

Data Analysis: The quantitative data will be collected during weekly sessions (with the
questionnaires completed via Jisc Online Surveys) for examining the clinical changes
obtained by pre-post measurements. Qualitative data collected from the Focus Group
discussion will be analysed and summarised by the researcher. Qualitative data obtained
from the change interviews will be analysed using NVivo software.

Data Storage and Confidentiality: NET sessions will be recorded in Microsoft Teams to
accomplish fidelity check which will be done by the researcher’s supervisor. As a nature of
NET, the therapist (researcher) will write down the narration of each session to reread to the
participants in the next session. The written narrations, recordings of the NET sessions and
all relevant data obtained throughout the research will be stored under password protected
files, under the researcher’s institutional cloud storage (OneDrive). Parameters of
confidentiality during sessions and in the data collection and analysis process will be
explained to each participant in detail. They will be asked to choose a pseudonym which will
be used on all study materials. Participants will be informed about the content of the
sessions would be discussed with the researcher's supervisors. Participants will be assured
their identity will remain entirely anonymized, including any subsequent dissemination of the
research.

Participation in this study is unlikely to cause any harm. However, during NET sessions,
participants are likely to experience high bodily and emotional arousals. These arousals will
be covered in a session with the help of the therapist. No session will be finished before
participants go back to their normal emotional and bodily status. However, sometimes
unexpected situations might occur when they leave the therapy, and they might remember
some details of a negative life experience which makes them feel uncomfortable. If they
experience something similar, we advise them to reach us from the given contact details to
arrange a session as soon as possible. In case participants cannot reach us via email, an
emergency helpline (a new phone number only to be used for this research) will be obtained
by the independent researcher and will be available 24/7. We will arrange a session for them
as soon as possible, in 48 hours at the least.

Justification of final sample size: As the intervention study is designed as a series of
single-case studies, the sample size of 3 will enable to address of research questions.
However, considering any dropouts or withdrawals from the research, 6 cases (two
representations for each case is a standard for replication and reference in a case-series
study) will be suitable for the continuity and stability of the research.
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Data Management Plan

The feasibility and effectiveness of Narrative Exposure Therapy for the
treatment of traumatic stress in the displaced Syrian population residing in
Turkey and its influence on self-concept clarity

1. Data description

What data will you create?

Quantitative data will be generated by the measurements of the Life Events Checklist-5
(LEC-5) for the identification of the existence and the number of traumatic events
experienced; Impact of Event Scale-Revised (IES-R) for the assessment of traumatic stress;
Depression, Anxiety and Stress Scale (DASS-21) for the assessment of depression, anxiety
and general stress symptoms; and Self-Concept Clarity Scale (SCCS) for the assessment of
changes and stability in self-concept. As this quantitative (intervention) study aims to
investigate the feasibility and effectiveness of Narrative Exposure Therapy (NET) in the
Syrian Refugee population residing in Turkey, the Turkish versions of the scales will be
applied to the participants.

Qualitative data will be collected in two different phases of this research. The first one will be
gathered during Focus Group (FG) discussions, where an interview will be held with a group
of professionals working with the Syrian population in Turkey to identify any obstacles and
circumstances that might need to be considered before applying intervention (NET) study.
The qualitative data will be gathered from the transcripts of the group discussion. After FG,
the intervention of the NET study will be carried out, where quantitative data will be collected
as mentioned above. After NET sessions, the second qualitative data will be collected from
the change interviews where an independent researcher will ask participants about their
experiences about NET sessions. Thematic analysis (TA) will be utilised to collect qualitative
data from the change interviews which will be obtained by analysing each participant’s
transcript independently and identifying themes and subthemes. These qualitative data will

be analysed using NVivo software.

2. Data collection and/or generation

What are your methodologies for data collection/generation? How will you ensure data
quality? What data standards will you use?
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This research has a preliminary FG study. FG will be carried out to investigate the contextual

(practical) feasibility of NET in the Syrian Population living in Turkey with a group of
professionals. The qualitative data obtained from the group discussion will be transcribed
and analysed by the researcher. This study will be conducted in the Turkish language (as
this is a contextual study) which is also the native language of the researcher. For ensuring
the data quality of FG, an independent researcher (moderator 1) will lead the FG and the
main researcher (moderator 2) will join the group as an observer and for notetaking. Any
discrepancies that occur between two moderators will be discussed and if necessary, the
chief supervisor will be consulted with the translation of the transcript. According to the
results of FG, the research team will revise the intervention study’s outline (if necessary, the

ethics application as well) to deliver NET robustly to this population.

As the feasibility and effectiveness of the intervention study will be conducted with Syrian
displaced people residing in Turkey, the data collection will be carried out in the Turkish
language. The first scale (LEC-5) will be applied during the participant’s recruitment process
to identify trauma history. If they have experienced traumatic life experiences, they will be
eligible to participate in the study and they will be asked to complete |IES-R, DASS-21 and
SCCS for the first baseline measurements (just after having their consents). And the second
baseline measurements will be applied just before the first NET session.

As this study is designed as remote NET sessions, participants will be asked to have a
Microsoft 365 username and password that will allow them to use the online virtual meeting
channel Microsoft Teams (MST). MST is the organizational virtual meeting and learning
channel of the University of Nottingham (UoN). That is why remote NET sessions will be
carried out via MST. Online NET sessions (between 8 to 12 weekly sessions) will be
recorded in a video format via MST's record function. These recordings will be translated
into English from Turkish during the meeting with the help of MST's translation function
which allows users to have a conversation in a preferred language. Considering the
possible mistranslation risk of MST, as the researcher (Fatma Aysazci) is bilingual, she will
carefully check the translations of the sessions from Turkish to English. That would mitigate
the translation mistakes. After testing and being sure that the application works easily for
both parties, NET sessions will be started. The Turkish versions of IES-R, DASS-21 and
SCCS will be administered at the determined point of times during NET sessions. IES-R and
DASS will be applied before every session, and SCCS will be applied after the first, mid and
final NET sessions. These measurements will be completed by the 6 participants via Jics
Online Surveys at appointed times as mentioned above. The participant will get a notification

(a function of Jics Online Surveys) when they are asked to complete the questionnaires. The

2
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guantitative data gathered from measurements will be analysed using SPSS software

version 27. Thus, the outcomes from these three questionnaires will allow the researcher to
investigate the effectiveness of NET via the changes in a case and cross-case analysis in
the time of course. The translated recordings will be also used for the fidelity checks of NET
which will be carried out by the researcher's principal supervisor to ensure accuracy of the
delivery of NET and quality of data gathering. The narrations of each NET session will be
written down in a Word document by the researcher in Turkish as this is a part of the NET
protocol. These narrations will not be translated into the English language from Turkish,
because they will not be used and considered as data in this research. As a pillar of the NET
technique, these narrations (previous session’s) will be read to the participants by the
researcher at the beginning of each session.

Qualitative data for the intervention study will be generated from the researcher’s
(therapist’'s) notes of her observations and subjective expert experiences during the delivery
of NET and the participant’'s experiences about NET sessions by conducting change
interviews with an independent researcher. These change interviews will be recorded and
translated from Turkish to English by MST and transcribed by the researcher. This situation
(not being able to carry out the research in the English language) prevents the researcher
from using the UoN'’s Automated Transcription Service, which is fast, secure and cost-
effective.

Thus, the researcher will gather three perspectives (the researcher’s narrative data, the
participant's narrative data from change interviews and the participant's self-report data from
the questionnaires) which will allow the researcher to investigate the feasibility of NET in this

particular context.

3. Ethics & Privacy

Are there any ethical, commercial, or privacy issues that will affect the collection and storage
of your data?

This study will follow standard ethical procedures of the Division of Psychiatry and

Applied Psychology and the University of Nottingham. As the aim of the study is to collect
personal data regarding professional experiences and personal experiences of participants,
the research team has the responsibility of any ethical and legal implications during data
collection, data storage and security of the data collected.

Basic demographics of the participants will be collected and pseudonymised for FG and the
intervention of NET.
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For the intervention study, email addresses will be collected from six participants for
communication (setting therapy/interview times and dates). Additionally, at the beginning of
the study, Syrian participants will be asked to provide the telephone number of someone
close in case any emergency (intense distress, internet connection loss, etc.) occurs duning
the therapy sessions. This information will not be used for data analysis or publication. To
ensure confidentiality, each participant will be asked to choose a pseudonym that must not
identify them. The chosen pseudonyms will be used in forms, copies of questionnaires,
recordings, transcriptions, other research documents, and the electronic database
throughout the research. For Quantitative data collection via Jisc Online Surveys,
participants will be asked to enter their pseudonyms. Any identifiable details will be removed
from the study and anonymised. Participants will be made aware that their anonymity will be
protected throughout the study and in any dissemination of the research.

All data collected during this research {including the demographics, someone close’s contact
details, the transcripts of FG, data collected from scales via Jisc Online Surveys, video
recordings and narrations of NET sessions, Turkish and English versions of the transcnpts
of the change interviews) will be transferred into encrypted files. Parameters of
confidentiality of interviews and NET sessions will be explained to each participant in detail.
As the FG and NET therapy sessions and change interviews will be conducted remotely via
MST, the researchers will make sure that the meetings are being held in a confidential space
with a headphone, and it will be the researchers’ responsibility to check this case for
participants as well. Participants will be asked to read the Participant Information Sheet
(PIS) and read and sign the Consent Form (CF). Participants will be informed about the
content of the sessions and interviews will be discussed with the researcher's supervisors.
The research team will ensure that the instructions of the Data Protection Act 2018 will be
complied with, including GDPR requirements. This will include informing participants about
the relevant privacy information and ensuring appropnate safeguards for the storage of the

data.

4. Data storage and security

Where and how your dafa will be stored, backed up, fransferred, and secured during the
active phase {short to medium ferm) of research?

Quantitative data generated from the intervention study will be collected via Jisc Online
Surveys. The participants will receive a notification for completing the online surveys at
baseline measurements and before/after the sessions. Once they have completed the

surveys, the outcome data will be downloaded and deleted from the Jisc Online Survey

4
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servers. This data will be stored in password-protected files under the researcher's UoN
OneDrive. Licensed by UoN, OneDrive storage and processing services comply with 1SO
27001 intemational standards and B57799 British standards of information management
and security. It automatically backs up data, offers continual faillover support with a
maximum of one-hour data loss, and encrypts data both in transit and at rest. Along with the
data outcome obtained via the online survey server, the transcript and video recording of
F, basic demographics of the participants, and someone closes’ contact details. video
recordings and narrations of NET sessions, video recordings and Turkish and English
versions of transcripts of change interviews, and the therapist's subjective notes from the
sessions will also be stored in the researcher's institutional cloud storage, OneDrive. The
data stored in OneDrive will be kept in password-protected files under the pseudonyms
given to the participants. The content of the research will be shared with the supervisors of
the researcher with the pseudonyms of participants. The fidelity checks will also be
anonymised and transferred to password-protected files in the researcher's UoN OneDrive.
The video recordings will be erased from the researcher's UoN laptop as soon as they have
been transferred into password-protected OneDrive files.

All data collected will be freated confidentially and erased from the University's repository

(OneDrive) one year after the study is completed.

5. Data management, documentation, and curation

What are your principles, systems, and major standards for data management and creafion?
What metadata and documentation will you keep?

All data will be managed according to the University of Nottingham's data management
policy:

https:fiwaww nottingham ac uk/ibrary/research/research-data-management/index aspx ;

https://uniofnottm.sharepoint.com/sites/DigitalResearch/SitePages/Research-Data
Management-Policy .aspx

As the Covid-19 pandemic has restricted to face-to-face gatherings and this research is
designed as online interviews and therapy sessions, all data will be generated remotely via
an online communication channel (emails), survey service (Jisc Online Surveys), virtual
meeting application (MST) and storage platform (OneDrive). Once the participants are
recruited, they will be asked to read the PIS and read and sign the CF online (via e-mail) for

both the FG and Intervention study.
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In FG, the transcript and the video recordings, the documents obtained from the participants

(PI, Consent form and demographics) will be kept in the researcher's UoN OneDrive under
the password-protected files with their pseudonyms (Professional1, Professional2.....)

In the feasibility of the intervention study, as mentioned before, the questionnaires will be
completed before/after the sessions at determined point of times according to the study
outline. The questionnaires completed by the participants will only be accessed by the
researcher through a password-protected website:

https://uniofnottm.sharepoint.com/sites/JiscOnlinesurveysatUniversityofNottingham

The questionnaires will be downloaded from this website and they will be stored in the
researcher's UoN OneDrive under the password-protected files created for each participant
and labelled with their pseudonyms. Each file will contain each session’s video recordings,
narrations, transcripts and data outcome. Each participant’s file will be divided into
subsections labelled as “Forms” (PIS and CF), “Sessions” (session1, session2...) which will
include the video recordings and the narrations of the sessions and data outcomes collected
via Jics Online Surveys. Once each session is finished, the recordings will be transferred to
each participant’s file. The narrations of each session will be written in a Word document
(only in Turkish as these narrations will not be treated as data) and will be stored under
password-protected files of participants. Lastly, each participant’s file will have a “Change
Interview” subsection which includes transcripts, translations and the video recordings of
change interviews.

Any content in the files will be shared using pseudenyms (as labelled in the files) with the
supervisors via OneDrive for the fidelity checks. All identifiable information will be kept
separately from the research data and will be stored in separate password-protected files in
OneDrive. Any data generated during the research will be treated as confidential documents
and held securely following GDPR, 2018.

6. Data preservation

How will you ensure the long-term storage and preservation of data?

The researcher and her supervisors will be responsible for the protection of the participants'

rights, privacy and research data. The Research team, including the independent researcher
that will take place in FG and change interviews, will abide University of Nottingham General
Data Protection Regulation (GDPR), 2018. It replaces the Data Protection Act 1998 (DPA)

and introduces greater protections for how personal data is used and stored.
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The University of Nottingham uses Microsoft OneDrive for the storage of data. Study

datasets will be stored within the researcher's OneDrive under the password-protected files
of each participant as detailed in the “Data management, Documentation, and Curation”
section. The files will be accessible only to the researcher and can be shared with the
supervisors with pseudonyms. As mentioned above, this study will be carried out remotely
and there will be no physical contact with the participants. Thereby, there will be no physical
data formats (e.g., paper forms and datasheets) taken from the participants. That is why all
data will be stored in University’s licensed cloud storage OneDrive. These data will be stored
for a year after the research completed in the researcher's UoN OneDrive and then be
deleted according to the terms of The University of Nottingham GDPR, 2018.

7. Data sharing, publication and access

How will the data generated be shared and published?

This research will serve as an academic assessment for Fatma AYSAZCI's doctoral degree
from the University of Nottingham. The findings will be disseminated through articles in peer-
reviewed journals and conference presentations.

The participants will be informed that the research team may like to quote what they said in
a report or a publication. The research team make sure that participants’ anonymity will be
protected in case of dissemination of this research. Participants will be given an opportunity
to obtain a summary of the research outcomes if they desire. Datasets will not be published.
All data processing and sharing will adhere to the University of Nottingham Data Protection
Policy:

https://www.nottingham.ac.uk/governance/records-and-information-management/data-

protection/data-protection-policy.aspx

8. Roles & responsibilities

Who will be responsible for managing data, data security, data quality, and data security both

during the award and post-award?

The chief investigator Prof Thomas Schroder and the main researcher Fatma Aysazci will be
responsible for the storage and management of the data in this research. The overall
responsibility for data security is held by the University of Nottingham Chief information
security officer. Both research supervisors (Prof Thomas Schroder and Dr Nigel Hunt) will

have oversight of data management and security. They will also ensure and supervise the
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quality, accuracy and appropriateness of the data. In addition, the independent researcher will

obey the same rules and terms during his part in this research. He will also be responsible for

the security and confidentiality of the data he obtained.

9. Relevant policies

What are the relevant institutional, departmental or study policies on data sharing and data
security?

The University of Nottingham abides by the General Data Protection Regulation (GDPR).
The University is the Data Controller under UK Data Protection laws (legally responsible for
the data security). For further information:
https:/fwww.nottingham.ac.uk/utilities/privacy/privacy.aspx

Specifically, relevant policies include:

-University of Nottingham Research Data Management Policy

-Records Management Policy

-Records Retention Policy

-Data Protection Policy

-Data Handling Standards Palicy

-Information Security Policy

Participants’ contact details, all recordings and the data collected will be kept for a year after
the end of the study and the Chief Investigator Prof Thomas Schroder will be the data
custodian. All information will be destroyed, a year after the research completed. Data will
be archived within the University of Nottingham data repository. Any identifiable data will be

handled as described above.

10. IPR

Who will own the copyright and IPR of any data that you will collect or create? Will you
create a licence(s) for its use and reuse? If you are planning to

use existing data as part of your research, do any copyright or other restrictions determine
its use?

The data will be owned by the University of Nottingham and the intellectual property of the

research outcomes will remain within the University of Nottingham.

11.  Budgeting

What are the costs or funding required for capturing, processing, storing, and archiving your
data?

359
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The researcher has access to around £5000 research budget to cover all study expenses.
12.  Further Help
Would you like your plan to be reviewed by specialists in Libraries?

No.
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Appendix M: Intervention Study Advertisement Leaflet
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Appendix N: NET Participants’ Lifelines

Sibel’s Lifeline
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Appendix O: Fidelity Checklist (Psychoeducation)

Quality check — Remote NET protocol (Psychoeducation session)|

Pseudonym of the participant:

Session no.

Remote delivery: Checking if the participant is in a safe, confidential space.

Brief introduction of the therapist/researcher and her background

Asking brief introduction from the participant about himself/ herself
(Did the person experience the Syrian civil war in person, when did the
participant leave Syria, what does the participant do now in Turkey, etc)

Review of the session’s purpose and process

Initial participant education about traumatic event, its impact on memory and
body, symptoms of Post-Traumatic Stress Disorder, and comorbid disorders

Explaining difference between ‘hot’” and ‘cold” memonies, including
explanation of autobiographic memory.

Mormalization, legitimization, and descriptions of trauma reactions and
symptoms.

(e.g., explaining that trauma symptoms keep the person in a state of
vigilance unless the trauma is unresolved or explaining why avoidance
occurs in fraumatized people.

Explaining NET processes (i.e. habituation through exposure and
autobiographical integration).

Explaining overview of therapy sessions (e.g. content, number, length of
NET sessions etc.).

Discussing possible negative reactions and adverse events that might be
experienced during narration.

Asking participant to have a glass of water, cologne, or a mint gum/candy
near them during the sessions, just in case to use if dissociation emerges.

Reminding participant to have her/his meal before the session, not attending
sessions being hungry.

Explaining written narrations (testimony).

Explaining different feelings, bodily reactions, emotions, and behaviours
might be experienced out of sessions.

Ensuring participant knows the emergency contact and in which
circumstances he/she can reach the researcher/ independent researcher.

Invites questions and comments.

0 = never, 1 = sometimes, 2 = often, 3 = most of the time, 4 = always. ¥=yes, *x =no

Criterion: Both scaled items are scored 2 or above and no more than 3 items (20%) scored * = no



366

Appendix P: Fidelity Check (Lifeline)

Quality check — Remote NET protocol (Lifeline session)

Pseudonym of the participant:

Session no.

Remote delivery: checking video and sound, recording and sharing the
whiteboard.

Remote delivery: Does Microsoft Teams work for both parties or has an
alternative been found ?

Remote delivery: Checking if the participant is in a safe, confidential space.

Remote delivery: Ensures both the participant and the lifeline/whiteboard
are visible.

Review of lifeline instructions, including the meaning of the symbols
(flowers, stones, candles, and sticks).

A reminder of lifeline purpose and difference with narration sessions (i.e.
‘bird's eye view' versus exposure through detailed narration)

Facilitating building of the lifeline chronologically (such as asking what
happened next, do you remember anything particular before this event, efc )

Asking appropriate questions about the events (2.g., when and where, age).

Describing the event with a brief headline (\WWhat name does this symbol
have / What is the meaning of this event for the participant?)

Labelling: Putting sticky notes under/above the symbol that are briefly
describing the meaning and the details of the event (place, time, region etc)

Deviations from tasks are appropriately managed. (Such as labelling an
event together when the participant feels unable to name it or helping the
participant to place the symbols on the lifeline if any technical issues
emerge while using the whiteboard)

Invites reflection on the overall lifeline and process.

Ensure that the lifeline stays open, any comrections and additions can be
made during the sessions.

Review of how the lifeline will be used in future sessions, inviting for
questions, communicating the number of forecast sessions.

Ensuring to finish the lifeline creation in a session

0 = never, 1 = sometimes, 2 = often, 3 = most of the time, 4 = always. ¥'=yes, ®* =no

Criterion: 4 scaled items (80%) scored 2 or above and no more than 2 items (20%) scored * = no
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Appendix R: Fidelity Check (Narration)

Quality check — Remote NET protocol (Narration sessions)

Participant pseudonym:

Session no.:

Reading the previous session’s written narration.

Further details / comrections elicited in re-narration

Not interrupting further processing in re-narration.

Label of the event:

General context elicited.

Event-specific contextual information elicited (e.g., time, setting, location,
activity etc.).

Establishing and working through the incident from the participant's
imagination/ point of view.

Focusing on sensory information of the incident (e.g. shape and colours
of the objects, smell, pain etc ).

Generate memory cues with currently experienced sensory information.

Focusing on bodily reactions and locating them during the incident and
narration (then and now).

Reinforcing reality: ensuring the participant stays with the therapist in the
present when talking about the past (preventing avoidance, dissociation,
and flashbacks)

Focusing on experience “here and now”

Summary of the symbol/event

MNot stopping a session during the height of fear and anxiety.

Staying in trauma narration until arousal has subsided.

Ensuring the chronology has been adhered (preventing going back and
forth in time).

Mot mixing exposure and closure

Narration ends at a 'point of safety’.

0= never/not, 1 = sometimes/a little, 2 = often/partially, 3 = most of the time/mostly, 4 = always/fully.
+ = yes, #=no, N/A = not applicable in this episode.
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Appendix S: Fidelity Check (Final Session/ Renarration)
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Quality check — Remote NET protocol (Final session)

Pseudonym of the participant: Hamza

Session no. 12 Final
session

Whole written narration has been read to the participant

All final corrections are made

Ensuring recalling the narrative/testimony lost its arousing impact

Allow time for participant to make some comments on the written narrative

Peacebuilding, personal growth or appreciation experiences gained by
participant after hearing whole narrative

Asking about future plans and expectations

Signing the narration (by the therapist and participant)

Handing a copy of the narration to the participant (if desired)

0 = never, 1 = sometimes, 2 = often, 3 = most of the time, 4 = always. v'= yes, ¥ =no
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September 2020- "2-minute poster presentation™- "Investigation of the Effectiveness of
Narrative Exposure Therapy (NET) in the Syrian refugee population and the potential role of
NET on Self Concept Clarity: Mixed-Method Study", School of Medicine Research Impact

Forum, University of Nottingham, UK.

May 2021- Institute of Mental Health Research Day- “A Systematic Review of Prevalence
and Correlates of Post-Traumatic Stress Disorder, Depression and Anxiety in displaced

Syrian Population”. (Video presentation). University of Nottingham, UK.

March 2022- “Faces of War” International Conference- Online presentation- London, UK.

April 2022- Sue Watson Postgraduate Oral Presentation Event- “Feasibility and Effectiveness
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