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Abstract
Background: Refugees face multifaceted challenges resulting from pre-migration

trauma and ongoing post-migration stressors. This study examines PTSD symptoms,

trauma exposure, displacement experiences, adaptation challenges, daily stressors,

and coping mechanisms among Sudanese refugees in Saudi Arabia, following the

Sudan War (2023–2025).

Methods: A cross-sectional survey was conducted with 213 Sudanese refugees

residing in Saudi Arabia. Data were collected using a structured questionnaire that

included demographic details, standardized PTSD symptom checklists (assessing

intrusive memories, avoidance behaviors, hyper alertness, and emotional numbness),

and items evaluating exposure to violence, loss, displacement, adaptation

challenges, daily stressors, and coping strategies. Responses were quantified using

appropriate Likert scales, and results were tabulated to capture frequency and

percentages.

Results: The study sample was predominantly young (48.8% aged 18–25 years) with

a majority of female respondents (60.1%). A high proportion of participants reported

direct exposure to violence (53.5%) and displacement (90.1%), with 68.5%

experiencing significant loss. PTSD symptom frequency varied: intrusive memories

were reported as “always” by 24.9% of respondents, while avoidance behaviors,

hyper alertness, and emotional numbness were also commonly experienced. Daily

stressors related to language barriers, discrimination, and economic insecurity were

prevalent. Coping strategies were mainly based on family support and

religious/spiritual practices, which were perceived as highly effective. Social support

was primarily moderate to strong, whereas cultural influences played a significant

role in managing traumatic stress.

Conclusion: The findings reveal that Sudanese refugees in Saudi Arabia endure high

levels of trauma-related distress compounded by post-migration stressors. Social,

cultural, and familial supports are integral to mitigating PTSD symptoms. These

results highlight the need for targeted mental health interventions and

comprehensive support policies tailored to this vulnerable group.
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صلختسملا

اهل نوضرعتي يتلا تامدصلا نع ةجتان هجو الأ ةددعتم تايدحت نوئج لا لا هجاوي : ةساردلا ةيفلخ

دعب ام بارطضا ضارعأ يف ةساردلا هذه ثحبت . ةرجهلا دعب ةرمتسملا طوغضلا و ةرجهلا لبق

تايلآو ، ةيمويلا طوغضلا و ، فيكتلا تايدحتو ، حوزنلا براجتو ، تامدصلل ضرعتلا و ، ةمدصلا

نادوسلا برح بقع ، ةيدوعسلا ةيبرعلا ةكلمملا يف نيينادوسلا نيئج لا لا نيب ملقأتلا

2025).–(2023

ةكلمملا يف اًميقم اًينادوس اًئج لا 213 تلمش ةيعطقم ةيحسم ةسارد ءارجإ مت : ثحبلا قرط

مئاوقو ، ةيفارغوميد ليصافت لمش مظنم نايبتسا مادختساب تانايبلا تعمُج . ةيدوعسلا ةيبرعلا

، بنجتلا كولسو ، ةلفطتملا تايركذلا مييقتل ) ةدحوملا ةمدصلا دعب ام بارطضا ضارعأ صحف

تايدحتو ، حوزنلا و ، دقفلا و ، فنعلا لا مع لأ ضرعتلا ميقت اًدونبو ،( يفطاعلا دلبتلا و ، بهأتلا طرفو

تركيل سايقم مادختساب تاباج الإ ريدقت متو . ملقأتلا تايجيتارتساو ، ةيمويلا طوغضلا و ، فيكتلا

. ةيوئملا بسنلا و راركتلا ضرعل جئاتنلا بيوبتو ، بسانملا

عم ،( ةنس 25–18 ةيرمعلا ةئفلا نم ٪48.8) بابشلا نم بلا غلا يف ةساردلا ةنيع تناك : جئاتنلا

(٪53.5) فنعلل رشابم ضرعت ىلإ نيكراشملا نم ريبك ددع راشأ .(٪60.1) ثان الإ نم ةيبلغأ

وأ ءاقدص الأ وأ ةرس الأ دارف لأ ريبك نادقف نم مهنم ٪68.5 ىناع ثيح ،(٪90.1) حوزن براجتو

نيكراشملا نم ٪24.9 غلبأ ثيح ؛ ةمدصلا دعب ام بارطضا ضارعأ ةريتو تعونت . عمتجملا دارفأ

يفطاعلا دلبتلا و بهأتلا طرفو بنجتلا تايكولس تناك اميف ،" اًمئاد " ةلفطتملا تايركذلا ثودح نع

نام الأ مدعو ، زييمتلا و ، ةغللا زجاوحب ةطبترملا ةيمويلا طوغضلا تناك . ةعئاشلا ضارع الأ نم اًضيأ

تاسرامملا و يرس الأ معدلا ىلإ يسيئر لكشب ملقأتلا تايجيتارتسا تدنتسا . ةرشتنم يداصتق الا

ىلإ طسوتملا يف يعامتج الا معدلا ناك دقو . ةيلا ع ةيلا عف تاذ تربُتعا يتلا و ، ةيحورلا / ةينيدلا

. تامدصلا نع ةمجانلا طوغضلا ةرادإ يف اًريبك اًرود ةيفاقثلا تاريثأتلا تبعل امنيب ، يوقلا

نم ةيلا ع تايوتسم نم نوناعي ةيدوعسلا يف نيينادوسلا نيئج لا لا نأ جئاتنلا فشكت : جاتنتس الا

الا معدلا نأ امك . ةرجهلا دعب طوغضلا عم دادزت يتلا و ، تامدصلا ب ةطبترملا ةيسفنلا طوغضلا

ريشتو . ةمدصلا دعب ام بارطضا ضارعأ نم فيفختلل اًيساسأ دعي يرس والأ يفاقثلا و يعامتج
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معد تاسايس دامتعاو ةيسفنلا ةحصلا لا جم يف ةفدهتسملا لات خدتلا ةرورض ىلإ جئاتنلا هذه

ةفيعضلا ةئفلا هذهل اًصيصخ ةممصم ةلماش

، تامدصلل ضرعتلا ، ةيدوعسلا ، نيينادوسلا ، نيئج لا لا ، ةمدصلا دعب ام بارطضا : ةيحاتفملا تاملكلا

. ةيفاقثلا تاريثأتلا ، ةرجهلا دعب طوغضلا ، ةيسفنلا ةحصلا ، ملقأتلا تايلآ ، حوزنلا
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Chapter One

Introduction

1.1 Background

The mental health consequences of armed conflict, particularly post-traumatic stress

disorder (PTSD), have been widely documented among displaced populations globally.

The 2023–2025 Sudan war, characterized by widespread violence, displacement, and

human rights violations, has precipitated a severe humanitarian crisis, displacing over

8.6 million individuals within and beyond Sudan’s borders as of 2024 [1]. Among those

affected, Sudanese refugees in Saudi Arabia represent a vulnerable subgroup facing

compounded stressors, including trauma exposure, displacement, and acculturative

challenges in host environments. Research underscores that refugees from conflict

zones exhibit elevated rates of PTSD, with prevalence estimates ranging from 30% to

40% in populations exposed to prolonged violence [2].

Sudan’s history of protracted conflict has long-term psychosocial impacts, with studies

highlighting intergenerational trauma and limited access to mental health resources in

the region [3]. However, the mental health burden of Sudanese refugees in Saudi Arabia

remains understudied, despite the country hosting over 250,000 Sudanese migrants and

asylum-seekers as of 2023 [4]. Saudi Arabia’s non-signatory status to the 1951 Refugee

Convention exacerbates systemic barriers to healthcare access, leaving refugees reliant

on fragmented humanitarian services [5]. Cultural stigma surrounding mental health and
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a lack of trauma-informed care further hinder recovery, perpetuating chronic PTSD

symptoms [6].

Emerging evidence suggests that post-migration stressors, such as legal insecurity and

socioeconomic marginalization, significantly predict PTSD severity among refugees [7].

For Sudanese refugees in Saudi Arabia, these factors intersect with pre-migration

trauma, creating a unique risk profile. This study seeks to address critical gaps in

literature by examining PTSD prevalence, correlates, and intervention needs within this

population, contributing to tailored mental health policies and cross-cultural trauma

recovery frameworks.

1.2 Problem Statement

Sudanese refugees arriving in Saudi Arabia due to the Sudan War (2023–2025) face

multiple adversities. The abrupt disruption of their lives, including exposure to violence,

loss of family, and the breakdown of community structures, places them at a

heightened risk for developing PTSD. Current literature suggests that the refugee

experience, compounded by war trauma, significantly increases vulnerability to mental

health disorders; however, limited empirical data exists regarding this phenomenon

within the specific context of Sudanese refugees in Saudi Arabia. The absence of

contextualized assessments makes it difficult for practitioners and policymakers to

design targeted mental health interventions. Consequently, there is a crucial need to

investigate the mental health outcomes, particularly PTSD, in this vulnerable population,

and to identify sociocultural and environmental risk factors inherent in their

resettlement process.

1.3 Justifications

Studying PTSD among Sudanese refugees in Saudi Arabia is critical for several reasons:

 There is sparse literature on the psychological health of Sudanese refugees in

the Middle Eastern context. This study will contribute to filling that gap by
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providing localized data about PTSD prevalence and manifestations within this

group.

 Understanding the specific dimensions of PTSD in the context of forced

migration can help mental health professionals to design culturally appropriate

and effective interventions.

 The findings can guide policymakers and humanitarian organizations in the

allocation of resources, planning support services, and developing

comprehensive rehabilitation programs for refugees.

 By identifying key risk factors associated with PTSD, community leaders and

stakeholders can work towards improved mental health awareness, early

diagnosis, and stigma reduction among refugees, leading to better integration

and support systems.

1.4 Research Questions

What is the prevalence and severity of Post-Traumatic Stress Disorder (PTSD) among

Sudanese refugees residing in Saudi Arabia after the Sudan War (2023–2025), and how

do pre-migration traumatic experiences, post-migration stressors, coping mechanisms,

and sociocultural factors contribute to these mental health outcomes?

1.5 Objectives

1.5.1 General Objective:

To investigate the prevalence and severity of PTSD among Sudanese refugees in Saudi

Arabia following the Sudan War (2023–2025).

1.5.2 Specific Objectives:

1. To quantify how widespread PTSD symptoms are among Sudanese refugees in Saudi

Arabia and determine the severity of these symptoms.



10

2. To identify and document the types, frequency, and intensity of traumatic experiences

that refugees encountered during the Sudan War (2023–2025).

3. To investigate the challenges refugees face in adapting to life in Saudi Arabia,

including social isolation, discrimination, or economic instability, that might exacerbate

PTSD symptoms.

4. To explore the coping mechanisms refugees have adopted to deal with trauma and

assess how effective these strategies are in mitigating PTSD symptoms.

5. To understand how cultural beliefs, community support, and family networks affect

both the experience of trauma and recovery processes among refugees.

6. To gather insights that can be used to design culturally sensitive mental health

interventions and policy recommendations to support this vulnerable group.

Chapter Two

Literature Review

INTRODUCTION

Refugees are formally defined as people who have a “fear of being persecuted for

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

political opinion that is outside the country of his/her nationality” (9). Asylum seekers

are defined as people who state that they are a refugee but their claim for asylum has

not been definitively evaluated (UNHCR 2014). Apart from these groups, many more

people are displaced in their own countries because of war, civil conflict, or fear of

persecution. As of May 2022, more than 100 million people worldwide have been

forcibly displaced by war and conflict, of whom more than 27 million are formally

registered refugees and many more who are not registered (10). The vast majority of

these refugees live in community settlements, with ∼2.5 million people living in refugee

camps (10). Notably, as of 2019, fewer than 1% of identified refugees have been
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permanently resettled, which means many millions have been waiting for lengthy

periods in exile (10).

Much research attention has focused on posttraumatic stress disorder (PTSD) in

refugees (and internally displaced people) because this population has been subjected

to a disproportionate amount of trauma, as well as ongoing stressors during

displacement.

PREVALENCE OF PTSD IN REFUGEES

Studies report widely variable PTSD prevalence among refugees—from 0% to 99% and

4.4% to 86.0% (11)—largely due to methodological differences. Factors such as sample

size, timing of assessment, sampling methods, reliance on self-report versus clinical

interviews, and differing diagnostic criteria contribute to these discrepancies. For

instance, one meta-analysis found a 29% prevalence with clinical assessments versus

37% with self-reports, and methodological factors alone accounted for 12.9% of the

variance (12). Despite these variations, meta-analyses converge on an overall estimate

of about 30% for PTSD in refugees, which is substantially higher than the 3.9% observed

in general community samples as well as rates in host populations and nonrefugee

migrants (12). Additionally, studies focused on specific groups, like Syrian refugees,

report a rate of around 31%.

A related concern is complex PTSD, characterized by the core PTSD symptoms plus

additional difficulties in affect regulation, social relationships, and negative self-

concepts. Although research on complex PTSD has traditionally centered on individuals

exposed to prolonged childhood abuse, recent studies indicate that many refugees

exhibit these additional disturbances after severe, prolonged trauma (13). However,

estimating its prevalence remains challenging due to methodological issues, with

reported rates varying from 3.0% to 85.5% (13).
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RISK FACTORS FOR PTSD IN REFUGEES

Risk factors for PTSD in refugees fall into two main categories: trauma exposure and

ongoing postmigration stressors. Refugees often endure high levels of traumatic

experiences—such as war, interpersonal violence, and torture—that significantly

increase the risk and severity of both standard and complex PTSD (11). They frequently

face these traumas not only before fleeing but also during and after migration,

contributing to an elevated risk compared to nonrefugee populations.

Once resettled, refugees encounter additional stressors that further compound PTSD

risk. Legal and social challenges—such as prolonged detention, insecure temporary visa

status, limited access to resources, poverty, inadequate housing, discrimination, and

poor social integration—exacerbate mental health problems (14). In some cases,

postmigration stressors may even fully mediate the relationship between premigration

trauma and PTSD symptoms, a finding that has spurred debate on their relative

contributions.

Additional factors such as the constant fear of being returned to a hostile environment

play a key role—temporary visas that do not guarantee permanent protection are linked

to poorer mental health outcomes, including elevated PTSD risk and impaired emotion

regulation, especially in refugees with complex PTSD (15).

For refugee children and adolescents, cumulative trauma and ongoing

stress—compounded by family separation, detention, and visa rejections—are

significant predictors of PTSD. Although mental health may improve over time in

supportive community settings, these young refugees are particularly vulnerable when

exposed to persistent stressors. Moreover, the mental health challenges of refugee

youth are often exacerbated by parental PTSD, which can lead to harsh parenting

practices and subsequent psychological problems in children (16).

MECHANISMS OF PTSD IN REFUGEES
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While research on PTSD mechanisms in refugees is limited compared to other

populations, available studies suggest that neural, biological, and cognitive–social

processes all play a role. Neuroimaging research indicates that although refugees share

common PTSD-related neural networks with other groups, cumulative trauma and

ongoing postmigration stress can uniquely influence neural reactivity. For example,

studies have shown that trauma exposure and postmigration stress—not solely PTSD

symptoms—can drive altered activity in regions such as the insula and perigenual

anterior cingulate cortex (13), and that disrupted resting state connectivity in regions

like the thalamo–precentral cortex, amygdala, hippocampus, and prefrontal areas

correlates with both trauma load and PTSD severity. In addition, differences in white

matter integrity between key limbic and prefrontal regions further highlight variations in

neural processing associated with distinct PTSD symptom clusters (16).

Distinct refugee experiences, such as torture, can lead to specific structural and

functional brain alterations. Such exposures are linked to hyperactivity in regions like

the ventrolateral prefrontal and superior parietal areas (17) and may induce patterns of

hyper- and hypoconnectivity between intrinsic brain networks. These adaptations, which

may initially help regulate overwhelming emotions, can become maladaptive over time,

contributing to social withdrawal and impaired self-regulation (13).

On the biological front, dysregulation of the stress response is evident in refugees.

Cortisol measurements in displaced populations have yielded variable results—with

both elevated and dampened responses depending on the context, such as higher

morning cortisol linked to trauma exposure and PTSD symptoms and altered chronic

cortisol levels observed in asylum seekers (17). Some refugees with PTSD also exhibit

signs of enhanced glucocorticoid sensitivity, as indicated by increased receptor

expression in relation to FKBP5 levels. Furthermore, immune system disruptions, such

as heightened interleukin-6 levels and altered T cell representations, have been reported.

Genetic vulnerabilities, including risk alleles for the SLC6A4 gene and the COMT

Val158Met polymorphism, have been associated with heightened PTSD risk in trauma

survivors (18).
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Collectively, these findings underscore the complex interplay between cumulative

trauma, altered neural circuitry, dysregulated stress responses, and immune as well as

genetic factors in contributing to PTSD among refugees. Further research with larger

samples and replication studies is needed to refine our understanding and develop

targeted interventions.

Social Factors

Refugees frequently experience separation from family and their established social

networks, leading to isolation, loneliness, and a fragmentation of attachment systems

that are crucial for buffering against adversity (19). These disruptions are compounded

by repeated interpersonal losses due to war and trauma, which foster insecure

attachment tendencies and increase comorbidity with adult separation anxiety

disorder—factors that mediate the relationship between traumatic loss and PTSD (19).

Moreover, the persistent worry about the safety of separated family members, rather

than physical separation itself, exacerbates PTSD symptoms. In contrast, robust social

support in the host country offers a protective effect. For refugee children, inconsistent

or disrupted attachments—as a result of caregivers’ PTSD and its negative impact on

parenting—predict higher PTSD symptoms and further undermine their emotional well-

being (20).

TREATMENTS FOR PTSD

Trauma-focused psychotherapies are the frontline treatment for PTSD. These

interventions—including prolonged exposure, eye-movement desensitization and

reprocessing (EMDR), and cognitive processing therapy—employ cognitive behavioral

strategies wherein patients repeatedly engage with their trauma memories while

restructuring maladaptive beliefs. Meta-analyses indicate moderate-quality evidence for

these treatments, showing reductions in PTSD, anxiety, and depression. For instance,

one review reported a standardized mean difference of −1.03 (with a number-needed-to-
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treat [NNT] of 4–5) in high-income settings, while another review across higher- and

lower-income countries found an SMD of −1.08 (with an NNT between 6 and 7) (21).

Narrative Exposure Therapy (NET) is a trauma-focused approach tailored for refugees.

NET helps individuals construct a coherent life narrative that integrates multiple

traumatic events along with positive experiences. Although meta-analyses support

NET’s efficacy in reducing PTSD symptoms, some evidence suggests its effects may be

less robust than those of mainstream trauma-focused therapies such as prolonged

exposure and EMDR, particularly in low- and middle-income countries (LMICs) (22).

Because most refugees are hosted in LMICs where mental health resources are scarce,

scalable, task-sharing approaches have been developed. These include programs that

train nonspecialists using transdiagnostic treatment strategies. The World Health

Organization’s Problem Management Plus (PM+) is one such five-session program that

teaches skills in arousal reduction, problem management, behavioral activation, and

accessing social support. PM+ has shown promising results in resettled refugees in

Europe, although a large trial in a camp setting did not find significant improvements in

PTSD (23). Another scalable program, Self-Help Plus, is delivered in groups and has

been effective both in reducing PTSD symptom severity and in preventing PTSD among

refugees with subsyndromal distress (23). Moreover, the Common Elements Treatment

Approach (CETA) uses a modular framework—including trauma exposure

components—to personalize treatment. CETA has effectively reduced PTSD symptom,

although its traditional 8–12 session format may limit scalability; a shortened 5-session

version has shown comparable results (24).

For children and adolescents, trauma-focused psychotherapies—including adaptations

such as KIDNET—have also demonstrated efficacy in reducing PTSD symptoms (25).

School-based interventions, in particular, offer a practical delivery model and have

shown significant reductions in PTSD among young refugees. However, more research

is needed to optimize and scale these treatments in LMIC contexts, where evidence

remains limited.
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Barriers to Accessing Psychological Treatment for Refugees

Refugees face numerous obstacles in seeking psychological treatment for PTSD.

Logistical challenges—including limited healthcare access, financial constraints, lack of

interpreters, childcare responsibilities, and transportation difficulties—significantly

reduce treatment-seeking behaviors [26]. Additionally, high levels of mental health

stigma hinder help-seeking, with studies showing that refugees often exhibit more

stigma than other immigrant groups and host community members. Cultural

differences further complicate matters; refugees’ understanding of mental health is

typically grounded in their native cultural norms, which may not align with resettlement

country models. This cultural mismatch, coupled with low mental health literacy, can

impede recognition of psychological distress and discourage the uptake of

interventions [26]. Finally, experiences of interpersonal or persecution-related trauma

often erode trust in both people and institutional systems, leading to concerns over

confidentiality and further discouraging treatment-seeking [27].

Previous studies

A substantial body of literature has investigated the mental health outcomes of

refugees, with numerous studies highlighting a high prevalence of PTSD and associated

psychological disorders. One of the seminal works by Fazel, Wheeler, and Danesh (2005)

[28] conducted a systematic review and meta-analysis of refugee mental health. Their

study found that refugees are at a significantly increased risk for PTSD and depression

compared to the general population, largely due to exposure to multiple traumatic

events before, during, and after displacement. The study emphasized that the

cumulative effect of traumatic experiences plays a critical role in the onset and

persistence of PTSD symptoms .

Steel et al. (2009) [28] extended these findings by analyzing the association between

exposure to potentially traumatic events and mental health outcomes among conflict-
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affected populations. Their meta-analysis indicated that not only does the intensity of

trauma correlate with higher PTSD prevalence, but post-migration stressors—such as

social isolation and economic uncertainty—also contribute substantially to

psychological distress. The authors argued for the integration of interventions that

address both historical trauma and current living difficulties, underscoring the need for

comprehensive support services .

Silove, Ventevogel, and Rees (2017) [29] provided an in-depth review of mental health

challenges among refugees, identifying both risk and protective factors related to PTSD.

Their findings highlighted that while exposure to war-related trauma is a critical

determinant of PTSD, the presence of robust social networks and culturally relevant

community support can mitigate adverse psychological outcomes. This study

underscored the complexity of the refugee experience, suggesting that effective mental

health interventions must address not only individual trauma but also broader social

and cultural dimensions .

In a study focusing specifically on Sudanese refugees resettled in Australia, Schweitzer

et al. (2006) [30] explored the interplay between trauma exposure, post-migration living

difficulties, and social support. Their research revealed that higher levels of traumatic

exposure, compounded by ongoing post-migration stressors such as language barriers,

discrimination, and financial instability, were significantly associated with increased

PTSD symptoms. Importantly, their study illustrated that the availability of social

support acted as a buffering factor, reducing the severity of PTSD symptoms among

this vulnerable population .

Nickerson et al. (2014) [31] further contributed to this body of literature by qualitatively

examining the lived experiences of refugees suffering from PTSD. Their findings

pointed to the crucial role of narrative and communal sharing in processing trauma, with

many refugees reporting that engagement in culturally endorsed healing practices and

community activities significantly improved their mental health outcomes. This study

highlighted the importance of culturally sensitive approaches to mental health

treatment that not only address symptom reduction but also promote overall resilience
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and recovery .

Chapter Three

Methodology

3.1 Research Design

Descriptive observational cross-sectional community-based study.

3.2 Study Population and Sampling

3.2.1 Target Population

The study focuses on Sudanese refugees currently residing in Saudi Arabia, who arrived
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as a result of the Sudan War (2023–2025). This population is characterized by diverse

backgrounds in terms of age, gender, educational levels, and the traumatic experiences

encountered both before and after migration.

3.2.2 Inclusion Criteria

 Sudanese nationals who have been forced to flee due to the Sudan War

(2023–2025).

 Individuals currently residing in Saudi Arabia for at least three months.

 Adults aged 18 years and above who are able to provide informed consent.

3.2.3 Sampling Strategy

A convenient sampling technique is employed. An effort will be made to include

participants from various regions of origin in Sudan and different communities within

Saudi Arabia to capture a broad range of experiences. Additionally, snowball sampling

may be used to reach vulnerable populations who might not otherwise participate. The

anticipated sample size is determined based on a total coverage over a 3 months period

of data collection.

3.3 Data Collection Instruments

3.3.1 Structured Questionnaire

The primary data collection tool is a structured questionnaire divided into several

sections designed to address each study objective. The questionnaire is available in

both Arabic and English, ensuring linguistic accessibility. It is divided into the following

sections:

 Section 1: Demographic and Background Information

Captures personal details and refugee-related background data. This section

provides context for subsequent analyses and subgroup comparisons.

 Section 2: Assessment of PTSD Prevalence and Severity

Utilizes a set of standardized items based on validated PTSD scales (e.g., the
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PTSD Checklist [PCL]) that assess intrusive memories, avoidance behavior,

hyperarousal, and emotional numbing on a 5-point Likert scale (0=Never to

4=Always).

 Section 3: Pre-Migration Traumatic Experiences

Documents exposure to war-related events, including direct exposure to violence,

loss of loved ones, and forced displacement. This section employs both yes/no

items and scaled questions to quantify the intensity and impact of trauma.

 Section 4: Post-Migration Stressors and Adaptation Challenges

Explores challenges in adjusting to life in Saudi Arabia. Specific items include

assessments of language barriers, discrimination, and economic hardship, again

utilizing a Likert scale or multiple-choice format.

 Section 5: Coping Mechanisms and Their Effectiveness

Enumerates various coping strategies—such as social support, religious

practices, and professional mental health intervention—and asks respondents to

rate the perceived effectiveness of each approach on a scale from 1 (not

effective) to 5 (highly effective).

 Section 6: Sociocultural Influences on Mental Health

Investigates the role of cultural beliefs, community support, and family networks

by assessing agreement with culturally framed statements and the presence of

stigma regarding mental health support.

3.4 Data Collection Procedures

Data collection will be conducted through a self-administered questionnaire.

3.5 Data Analysis Methods

Quantitative responses will be coded and entered into statistical analysis software

(SPSS version 27) for descriptive and inferential analysis. The following steps will be

taken:

 Descriptive Statistics: Calculation of frequencies, percentages, means, and

standard deviations for demographic variables, PTSD symptom scores, trauma
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exposure, and stressor frequency.

 Inferential Statistics:

o Correlation analyses to examine relationships between pre-migration

trauma, post-migration stressors, and PTSD symptom severity.

o Regression analyses to identify significant predictors of PTSD severity

and to assess the impact of coping strategies on mental health outcomes.

o Subgroup comparisons (e.g., by gender, age, duration of stay) using t-

tests or ANOVAs to explore differences in PTSD prevalence and

associated risk factors.

3.6 Ethical Considerations

3.6.1 Informed Consent

Prior to participation, all respondents will receive clear information about the study’s

purpose, procedures, potential risks, and benefits. Informed consent will be obtained in

writing or verbally (as approved by the ethics board) with assurances that participation

is voluntary and that respondents can withdraw at any time without consequence.

3.6.2 Confidentiality and Anonymity

Data will be collected and stored anonymously. Personal identifiers will be replaced with

unique codes, ensuring that individual responses cannot be traced back to specific

participants. Access to data will be limited to the research team, and electronic files will

be secured on password-protected systems.

3.6.3 Psychological Support

Given the sensitive nature of the research, arrangements will be made to provide

psychological support or referrals for professional counseling if any participant

becomes distressed during the interview process. Information about available mental

health resources will be provided to all participants.

3.6.4 Ethical Approval
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Ethical approval for the study will be obtained from the Community Medicine

Department at Napata College.

Chapter Four

Results

A total of 213 refugees participated in the study, providing a comprehensive data set

regarding their demographic characteristics, experiences related to trauma and
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displacement, PTSD symptomatology, daily stressors, coping mechanisms, and the

influence of sociocultural factors.

Demographic Characteristics

The respondents were predominantly young, with nearly half (48.8%; n = 104) between

18 and 25 years of age. Those aged 26–35 years comprised 29.6% (n = 63), while

participants aged 36–45, 46–55, and 55 years or over accounted for 10.8% (n = 23),

4.7% (n = 10), and 6.1% (n = 13), respectively. Gender distribution indicated that 60.1% (n

= 128) of the sample were female, compared to 39.9% (n = 85) male.

Educational attainment among the participants was relatively high, with 59.2% (n = 126)

having completed university education, 17.8% (n = 38) receiving secondary education,

and 23.0% (n = 49) only achieving a basic level of education. When examining

employment status, a significant majority were not working (80.8%; n = 172), while only

19.2% (n = 41) reported being employed at the time of the study.

Regarding their experience as refugees, 60.1% (n = 128) had resided in Saudi Arabia for

12 months or longer, whereas 39.9% (n = 85) had been in the country between 6 and 12

months. Participants originated from various regions of Sudan. The largest proportions

came from Khartoum (39.0%) and Omdurman (24.4%), followed by Bahri (15.5%), Rabak

(6.6%), Al-Hasahisa (6.1%), Darfur (8.0%), Elfasher (4.7%), and several other regions

contributing smaller percentages.

PTSD Symptomatology

The study assessed PTSD-related symptoms using a standardized checklist with items

rated on a 5-point Likert scale (0 = Never, 1 = Rarely, 2 = Sometimes, 3 = Often, 4 =

Always).

 Intrusive Memories:

Respondents indicated that 13.1% (n = 28) never experienced recurring unwanted

memories of traumatic events during the past month, while 16.4% (n = 35) reported

experiencing them rarely. A further 30.5% (n = 65) experienced these memories
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sometimes, 15.0% (n = 32) often, and 24.9% (n = 53) always experienced such

intrusive recollections.

 Avoidance Behavior:

When asked about the avoidance of thoughts or feelings associated with traumatic

events, 14.1% (n = 30) reported never engaging in this behavior, 20.7% (n = 44) rarely

did so, 25.8% (n = 55) sometimes avoided such thoughts, 23.5% (n = 50) often did,

and 16.0% (n = 34) always avoided them.

 Hyper Alertness:

For symptoms related to hyper alertness – including constant on-edge feelings, easy

startle responses, and sleep disturbances – 15.5% (n = 33) of respondents indicated

they never experienced these symptoms, 16.9% (n = 36) rarely did, 24.4% (n = 52)

reported these symptoms sometimes, 18.8% (n = 40) often experienced them, and

24.4% (n = 52) always experienced such hyper alertness.

 Emotional Numbness:

In terms of emotional detachment, 19.7% (n = 42) of participants reported never

feeling detached from their surroundings or others, 20.7% (n = 44) rarely did, 22.1%

(n = 47) sometimes experienced emotional numbness, 19.2% (n = 41) often felt

detached, and 18.3% (n = 39) always experienced such emotional numbness.

Trauma Exposure and Displacement Experiences

The data on participants’ exposure to trauma during the conflict revealed that a slight

majority (53.5%; n = 114) had been directly exposed to or had witnessed acts of

violence (e.g., armed fighting, explosions, or violence against civilians), while 46.5% (n =

99) reported no direct exposure.

Regarding losses, a substantial 68.5% (n = 146) of respondents confirmed that they had

lost a family member, friend, or community member as a result of the conflict,

compared to 31.5% (n = 67) who had not experienced such losses.
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The vast majority of participants (90.1%; n = 192) indicated that they had been forced to

leave their home or community during the conflict, with only 9.9% (n = 21) reporting no

displacement. When asked to rate the traumatic nature of their displacement

experiences on a scale from 1 (least traumatic) to 10 (most traumatic), responses

varied. Notably, 33.8% of respondents (n = 72) rated their experience as the most

traumatic (a score of 10). Other ratings were as follows: 10.3% (n = 22) rated it as 1,

2.8% (n = 6) as 2, 6.1% (n = 13) as 3, 2.3% (n = 5) as 4, 7.0% (n = 15) as 5, 12.7% (n = 27)

as 6, 7.0% (n = 15) as 7, 11.3% (n = 24) as 8, and 6.6% (n = 14) as 9.

Adaptation to Life in Saudi Arabia

The level of difficulty experienced in adapting to life in Saudi Arabia varied among the

respondents. Approximately 20.7% (n = 44) reported no difficulty in adaptation.

Meanwhile, 37.1% (n = 79) indicated low difficulty, 32.9% (n = 70) experienced moderate

difficulty, and 9.4% (n = 20) reported very difficult adaptation.

Social Support and Daily Stressors

When assessing the level of social support available, 21.6% (n = 46) of participants

perceived the support as very strong, 17.4% (n = 37) as strong, and 43.2% (n = 92)

described it as moderate. In contrast, 12.2% (n = 26) reported weak support and 5.6% (n

= 12) very weak support.

Daily stressors were evaluated using a Likert scale (0 = never, 1 = rarely, 2 = sometimes,

3 = often, 4 = always) for three key dimensions: language or communication challenges,

discrimination or social exclusion, and economic insecurity. For language or

communication challenges, 27.7% (n = 59) of participants reported rarely experiencing

these issues, 20.7% (n = 44) sometimes, 28.2% (n = 60) indicated these challenges

occurred at a moderate frequency, while 15.0% (n = 32) reported experiencing them

both often and always. Discrimination or social exclusion was reported as “never” by

38.5% (n = 82), “rarely” by 19.7% (n = 42), “sometimes” by 23.0% (n = 49), “often” by

13.6% (n = 29), and “always” by 5.2% (n = 11). With respect to economic insecurity,

27.2% (n = 58) reported never encountering such issues, 18.3% (n = 39) rarely, 22.1% (n
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= 47) sometimes, 12.7% (n = 27) often, and 19.7% (n = 42) reported always experiencing

economic difficulties.

Coping Strategies and Their Effectiveness

Participants reported various coping strategies to manage stress and traumatic

memories. The most prevalent strategy was talking with family or friends, utilized by

64.6% (n = 137) of respondents. Other methods included engaging in religious or

spiritual practices (31.0%; n = 66), using distractions (media/hobbies) (29.2%; n = 62),

seeking professional mental health support (8.0%; n = 17), participation in community or

social activities (8.8%; n = 19), and, to a minimal extent, drug addiction (1.8%; n = 4).

Additionally, 8.0% (n = 17) reported using other methods.

The perceived effectiveness of these coping strategies was also evaluated on a scale

from 1 (ineffective) to 5 (very effective). In the case of talking with family or friends,

34.3% of respondents assigned a rating of 3, 28.6% rated it as 5, while smaller

proportions rated it as 1 (11.7%), 2 (14.1%), and 4 (11.3%). Professional support was

viewed as less effective, with 39.9% rating it as 1, 15.0% as 2, 22.1% as 3, 9.9% as 4, and

13.1% as 5. In contrast, religious/spiritual practices received predominantly high

effectiveness ratings, with 55.4% of participants rating them as very effective (score 5),

and the remaining ratings distributed across lower scores. For community participation,

35.7% rated its effectiveness as 3, with 19.7% rating it as 1, 15.0% as 2, 10.8% as 4, and

18.8% as 5.

Sociocultural Influences

The influence of cultural beliefs on coping with traumatic experiences was examined

using a statement with graded agreement responses. The responses indicated that

33.3% of participants strongly agreed, and 32.4% agreed that their cultural beliefs assist

them in dealing with traumatic experiences; 27.2% remained neutral, while a small

minority disagreed (5.6%) or strongly disagreed (1.4%).

Moreover, the role of family and community support in mental health was deemed

highly significant by the respondents. An overwhelming 73.2% considered the support
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from their community and family to be very important, 22.5% rated it as important, and

only 4.2% found it unimportant. In relation to cultural stigma associated with seeking

mental health support, 22.1% of respondents reported experiencing such stigma,

whereas 77.9% denied any stigma within their cultural community.

Table 1 Age distribution among participants
Frequency Percent

Age 18-25 104 48.8
26-35 63 29.6
36-45 23 10.8
46-55 10 4.7
55 and over 13 6.1
Total 213 100.0
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Figure 2 Highest level of education obtained by participants

Table 2 Employment status of participants
Frequency Percent

Employmen
t status

Working 41 19.2

Not working 172 80.8
Total 213 100.0

Table 3 Length of stay in KSA as refugees
Frequency Percent

12 months or older 128 60.1
6-12 months 85 39.9
Total 213 100.0
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Figure 3 Place of origin in Sudan

Table 4 PTSD Symptomatology
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0 (Never) 1 (Rarely) 2 (Sometimes) 3 (Often) 4 (Never)
N % N % N % N % N %

Intrusive Memories:
During the past month,
how often have you
experienced recurring,
unwanted memories of
traumatic events?

28 13.1 35 16.4 65 30.5 32 15.0 53 24.9

Avoidance behavior:
How often do you
avoid thoughts or
feelings associated
with traumatic events?

30 14.1 44 20.7 55 25.8 50 23.5 34 16.0

Hyper alertness: How
often do you feel like
you're constantly on
alert, startled easily, or
have trouble sleeping?

33 15.5 36 16.9 52 24.4 40 18.8 52 24.4

Emotional numbness:
How detached do you
feel from your
surroundings or
emotionally detached
from others?

42 19.7 44 20.7 47 22.1 41 19.2 39 18.3

Table 5 Exposure to or witnessing acts of violence during the conflict (e.g., armed
fighting, explosions, violence against civilians)

Frequenc
y Percent

Valid no 99 46.5
Yes 114 53.5
Total 213 100.0

Table 6 Loss of a family member, friend, or community member as a result of the
conflict

Frequenc
y Percent

Valid no 67 31.5
Yes 146 68.5
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Total 213 100.0

Table 7 Leaving home or community during the conflict

Frequenc
y Percent

Valid no 21 9.9
Yes 192 90.1
Total 213 100.0
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Figure 4 Rating the traumatic experience of displacement (1 = Least traumatic, 10 =

Most traumatic)

Table 8 Difficulty adapting to life in Saudi Arabia
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Frequenc
y Percent

Valid low difficulty 79 37.1
Not difficult at
all

44 20.7

somewhat
difficult

70 32.9

very difficult 20 9.4
Total 213 100.0
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Figure 5 The level of social support (from family, community, or organizations) available

in Saudi Arabia

Table 9 Daily Stressors: Indicate how often you experience stressors such as language

barriers, discrimination, or economic difficulties in your daily life (use a Likert scale: 0 =

never to 4 = always for each item)

0 (Never) 1 (Rarely) 2 (Sometimes) 3 (Often) 4 (Never)
N % N % N % N % N %

Language or
communication
challenges

59 27.7 44 20.7 60 28.2 32 15.0 32 15.0
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Discrimination or social
slavery

82 38.5 42 19.7 49 23.0 29 13.6 11 5.2

Economic insecurity 58 27.2 39 18.3 47 22.1 27 12.7 42 19.7

Table 10 Inventory of Coping Strategies: methods you have used to deal with stress and
traumatic memories.

Frequency Percent
Valid drug addiction 4 1.8

Engaging in other religious or spiritual
practices

66 31.0

Other 17 8.0
Participation in community or social
activities

19 8.8

Seeking professional support for
mental health

17 8.0

Talking to family or friends 137 64.6
Use of distractions (media hobbies) 62 29.2

Table 11 The effectiveness of coping mechanisms

1 (Ineffective) 2 3 4 5 (Very
effective)

N % N % N % N % N %
Talking with family or
friends

25 11.7 30 14.1 73 34.3 24 11.3 61 28.6

Professional support 85 39.9 32 15.0 47 22.1 21 9.9 28 13.1
religious/spiritual
practices

28 13.1 15 7.0 21 9.9 31 14.6 118 55.4

Community
participation

42 19.7 32 15.0 76 35.7 23 10.8 40 18.8

Table 12 My cultural beliefs help me deal with traumatic experiences.

Frequenc
y Percent

Valid I agree 69 32.4
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I disagree 12 5.6
I strongly
agree

71 33.3

neutral 58 27.2
strongly
disagree

3 1.4

Total 213 100.0

Table 13 Family and community support: How important is the role of your community
and family in your current mental health?

Frequenc
y Percent

Valid important 48 22.5
unimportant 9 4.2
Very
important

156 73.2

Total 213 100.0

Table 14 Cultural Stigma: Have you experienced any stigma associated with seeking
mental health support within your cultural community?

Frequenc
y Percent

Valid no 166 77.9
Yes 47 22.1
Total 213 100.0
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Chapter Five

Discussion

This study aimed to examine the prevalence and severity of PTSD symptoms, traumatic

exposure, displacement experiences, adaptation challenges, coping strategies, and the

role of sociocultural factors among Sudanese refugees in Saudi Arabia following the

Sudan War (2023–2025).

Demographic Characteristics and Trauma Exposure

The demographic data indicate a predominantly young sample, with nearly half (48.8%)

of respondents between 18 and 25 years. This youthfulness is consistent with migration

patterns reported among refugee populations, where younger individuals often

constitute a substantial segment (32). The gender distribution in our study (60.1%

female, 39.9% male) also aligns with other studies that have noted a higher

representation of females among displaced populations, which can influence the



36

observed prevalence of PTSD symptoms given gender differences in trauma processing

(33).

Furthermore, 53.5% of the respondents reported direct exposure to violence during the

conflict, and an overwhelming 90.1% experienced displacement. These figures reinforce

the cumulative nature of trauma in conflict settings. Similar rates of exposure to

violence and high displacement experiences have been documented by Schweitzer et al.

(34) among Sudanese refugees resettled in Australia, underscoring the pervasive

impact of conflict-induced displacement across different host countries. The high

prevalence of loss (68.5% experiencing the death of a family member, friend, or

community member) mirrors findings from meta-analyses which show that cumulative

traumatic events strongly predict PTSD symptoms (33).

PTSD Symptomatology

The study’s PTSD checklist results revealed a wide distribution in the frequency of

symptoms. Notably, approximately one-quarter of the participants reported

experiencing intrusive memories “always” (24.9%) or “often” (15.0%), while similar

patterns emerged for avoidance behaviors and hyper alertness. These findings are

consistent with those reported by Silove et al. (35), who noted that persistent and

pervasive PTSD symptoms are common among refugees due to both pre-migration

trauma and post-migration stressors. Emotional numbness was reported with a

somewhat lower frequency; however, nearly 40% of the participants experienced this

symptom “often” or “always,” echoing previous research that highlights emotional

dysregulation in post-traumatic settings (36).

Adaptation and Daily Stressors

While 20.7% of respondents reported no difficulty adapting to life in Saudi Arabia, a

substantial proportion still experienced low to moderate levels of adaptation challenges.

This finding is in line with other studies that demonstrate the significant impact of post-

migration stressors—such as language barriers, discrimination, and economic

hardships—on refugees’ mental health (36). Our data regarding daily stressors indicate
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that issues related to language and communication, discrimination, and economic

insecurity persist, which likely exacerbate PTSD symptoms. These ongoing stressors

have been similarly observed in studies among displaced populations in diverse

settings, underscoring the importance of post-migration factors in shaping mental

health outcomes (33).

Coping Mechanisms and Social Support

The predominant coping strategy reported was talking with family or friends (64.6%), a

finding that underscores the critical role of social and familial networks in mitigating

psychological distress. This reliance on interpersonal relationships for stress

management corroborates previous research, which has found that social support often

serves as a buffer against the adverse mental health effects of trauma (34,36). In

contrast, the low utilization of professional mental health services (8.0%) is concerning

but not unexpected, given that many refugees face barriers such as stigma, limited

access, and cultural incongruence with formal mental health systems (35).

The effectiveness ratings for coping strategies revealed that religious or spiritual

practices were rated highly effective by over half of the participants (55.4% rated as very

effective). This supports findings from previous studies where culturally grounded

spiritual practices were shown to enhance resilience and promote psychological well-

being among refugees (36).

Sociocultural Influences

Our findings also highlight the significant role of cultural beliefs in coping with traumatic

experiences. With 66% of respondents either agreeing or strongly agreeing that their

cultural beliefs help them deal with trauma, our results are consistent with Silove et al.

(35), who emphasized the protective effects of culturally rooted coping mechanisms.

Furthermore, the overwhelming importance placed on family and community support

(73.2% rating it as very important) aligns with the literature indicating that a strong

social network is crucial for mental health recovery in displaced populations (34).
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Interestingly, only 22.1% reported experiencing cultural stigma associated with seeking

mental health support, suggesting a potential area for intervention to improve

professional mental health service utilization without fear of stigma—a finding that

requires further exploration in the context of culturally sensitive practices (32).

Conclusion

A significant proportion of participants reported direct exposure to violence, high rates

of displacement, and substantial loss, all contributing to pervasive PTSD symptoms

such as intrusive memories, avoidance behaviors, hyper alertness, and emotional

numbness. In addition, daily stressors—including language barriers, discrimination, and

economic insecurity—compound the psychological toll, while social support (especially

from family and community) and culturally congruent coping mechanisms (e.g.,

religious practices) serve as critical buffers against mental health deterioration.

Limitations

Several limitations of the current study warrant consideration:

1. Sampling Method: The use of purposive and snowball sampling may limit the

generalizability of findings, as the sample might not be fully representative of the

entire population of Sudanese refugees in Saudi Arabia.

2. Self-Report Bias: Data were obtained via self-report measures, which may

introduce recall bias or social desirability bias, especially in discussions of

traumatic experiences and mental health symptoms.

3. Cross-Sectional Design: The study’s cross-sectional nature precludes

establishing causal relationships between traumatic exposures, post-migration

stressors, and PTSD outcomes.
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4. Cultural Nuances: While efforts were made to adapt the questionnaire culturally

and linguistically, subtle cultural differences might have influenced participants’

understanding of the questions and self-reporting of symptoms.

Recommendations

Based on the findings, the following recommendations are proposed:

1. Develop and implement culturally sensitive mental health programs that

emphasize both trauma-informed care and practical interventions to address

post-migration stressors.

2. Encourage community-based initiatives and family support programs that

leverage existing cultural and social structures, given their significant protective

role.

3. Conduct longitudinal studies to monitor the evolving mental health status of

refugees over time and to determine the long-term effectiveness of various

coping strategies.

4. Advocate for policy changes that improve access to employment, education, and

social services for refugees to alleviate daily stressors that exacerbate PTSD

symptoms.

5. Offer specialized training for mental health professionals and social service

providers to increase cultural competency and improve the delivery of mental

health services to refugee populations.
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Appendix

Study Questionnaire

Section 1: Demographic and Background Information

1. Basic Demographic Information:
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o Age: ______________________________
o Gender: ___________________________
o Marital Status: ______________________
o Educational Level: ___________________
o Employment Status: __________________

2. Refugee Background:
o Duration of Stay in Saudi Arabia (in months): _________
o Region of Origin in Sudan: _______________

Section 2: Assessment of PTSD Prevalence and Severity

Objective: Directly measure PTSD symptoms using standardized items.

Using a 5-point Likert scale (0=Never, 1=Rarely, 2=Sometimes, 3=Often, 4=Always):

3. PTSD Symptom Checklist:
o Intrusive Memories:

 “In the past month, how frequently have you experienced recurrent,
unwanted memories of traumatic events?”

o Avoidance Behavior:
 “How often do you find yourself avoiding thoughts or feelings

associated with the traumatic events?”
o Hyperarousal:

 “How frequently do you feel constantly on edge, easily startled, or
struggle with sleep difficulties?”

o Emotional Numbing:
 “How often do you feel detached from your surroundings or

emotionally disconnected from others?”

Section 3: Pre-Migration Traumatic Experiences

4. Trauma Exposure Inventory:
o Conflict Exposure:

 “Did you directly experience or witness violent events during the
conflict? (e.g., armed combat, explosions, violence against civilians)”
 Yes  [ ] No

 If yes, please briefly describe the events:
________________________________

o Loss and Bereavement:
 “Have you lost a family member, friend, or community member as a

result of the conflict?”
 Yes  [ ] No
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 Rate the impact of these losses on a scale from 1 (minimal impact)
to 10 (extreme impact): ________

o Displacement Experiences:
 “Were you forced to flee your home or community during the

conflict?”
 Yes  [ ] No

 “How traumatic was the displacement experience for you?” (Scale:
1 to 10): ________

Section 4: Post-Migration Stressors and Adaptation Challenges

5. Adjustment Challenges:
o “How challenging has it been for you to adjust to life in Saudi Arabia?”

 Extremely challenging
 Moderately challenging
 Slightly challenging
 Not at all challenging

6. Social Support and Isolation:
o “How would you describe the level of social support (from family,

community, or organizations) available to you in Saudi Arabia?”
 Very strong
 Strong
 Moderate
 Weak
 Very weak

7. Daily Stressors:
o “Indicate the frequency with which you experience stressors such as

language barriers, discrimination, or economic hardship in your daily life.”
(Use a Likert scale: 0=Never to 4=Always for each item)

o “Language or Communication Challenges: ________”
o “Discrimination or Social Exclusion: ________”
o “Economic Insecurity: ________”

Section 5: Coping Mechanisms and Their Effectiveness

8. Coping Strategies Inventory:
o “Which of the following methods have you used to cope with stress and

traumatic memories? (Select all that apply)”
 Speaking with family or friends
 Seeking professional mental health support
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 Engaging in religious or spiritual practices
 Participation in community or social activities
 Using distractions (e.g., hobbies, media)
 Substance use
 Other (please specify): ___________________

9. Evaluation of Coping Effectiveness:
o “On a scale from 1 (not effective) to 5 (highly effective), rate how effective

each strategy has been in helping you manage your stress and traumatic
symptoms.”
 Talking to Family/Friends: ______
 Professional Support: ______
 Religious/Spiritual Practices: ______
 Community Engagement: ______
 Other (please specify): ______

Section 6: Sociocultural Influences on Mental Health

10.Cultural Influences:
o “To what extent do you agree with the following statement: ‘My cultural

beliefs help me to cope with traumatic experiences.’”
 Strongly agree  [ ] Agree  [ ] Neutral  [ ] Disagree  [ ] Strongly

disagree
11.Community and Family Support:

o “How significant is the role of your community and family in your current
mental well-being?”
 Extremely significant
 Moderately significant
 Slightly significant
 Not significant

12.Cultural Stigma:
o “Have you experienced any stigma related to seeking mental health

support within your cultural community?”
 Yes  [ ] No
 If yes, please briefly describe: ____________________________

ةساردلا نايبتسا

ةساردلا ةيفلخو ةيفارغوميدلا تامولعملا :1 مسقلا
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: ةيساس الأ ةيفارغوميدلا تامولعملا .1
______________________________ : رمعلا o

___________________________ : سنجلا o
______________________ : ةيعامتج الا ةلا حلا o
___________________ : يميلعتلا ىوتسملا o

__________________ : فيظوتلا ةلا ح o
: ئج لا لا ةيفلخ .2

_________ :( رهش (بالأ ةيدوعسلا ةيبرعلا ةكلمملا يف ةماق الإ ةدم o
_______________ : نادوسلا يف أشنملا ةقطنم o

ةمدصلا دعب ام بارطضا ةدشو راشتنا مييقت :2 مسقلا

. ةدحوم دونب مادختساب ةرشابم ةمدصلا دعب ام بارطضا ضارعأ سايق : فدهلا
) ًامئاد = 4 ، ًابلا غ = 3 ، ًانايحأ = 2 ، ًاردان = 1 ، ًادبأ = 0 : طاقن 5 وذ تركيل سايقم مادختساب (

: ةمدصلا دعب ام بارطضا ضارعأ صحف ةمئاق .3
: ةلفطتملا تايركذلا o

ثادح لأ ةبوغرم ريغو ةرركتم تايركذ تهجاو ىدم يأ ىلإ ، يضاملا رهشلا "خلال
؟" ةمداص

: بنجتلا كولس o
؟" ةمداصلا ثادح بالأ ةطبترملا رعاشملا وأ راكف للأ كبنجت راركت ىدم ام "

: بهأتلا طرف o
يف ةبوعص هجاوت وأ ، ةلوهسب أجافتت ، مئاد بهأت ةلا ح يف كنأب كروعش ىدم ام "

؟" مونلا
: يفطاعلا دلبتلا o

؟" نيرخ الآ نع يفطاعلا لا صفن بالا وأ كطيحم نع لا صفناب كروعش ىدم ام "

ةمداصلا ةرجهلا لبق ام براجت :3 مسقلا

: ةمدصلل ضرعتلا نوزخم .4
: عارصلل ضرعتلا o

: لا ثملا ليبس ىلع ) ؟ عارصلا خلال فنع ثادحأ تدهش وأ ًةرشابم تضرعت له "
"( نييندملا دض فنع ، تاراجفنا ، حلسم لا تق

]  لا ]   معن
: زاجيإب ثادح الأ فصو ىجري ، معن ةباج الإ تناك اذإ

________________________________
: دادحلا و دقفلا o
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؟" عارصلل ةجيتن عمتجملا نم ًاوضع وأ ، ًاقيدص ، ةلئاعلا نم ًادرف تدقف له "
]  لا ]   معن

:( ديدش ريثأت ) 10 ىلإ ( ليئض ريثأت ) 1 نم سايقمب رئاسخلا هذه ريثأت مّيق "
" ________

: حوزنلا براجت o
؟" عارصلا خلال كعمتجم وأ كلزنم ةرداغم ىلإ تررطضا له "

]  لا ]   معن
________ :(10 ىلإ 1 نم : سايقم ) ؟" كل ةبسنلا ب حوزنلا ةبرجت ةمدص ىدم ام "

فيكتلا تايدحتو ةرجهلا دعب طوغضلا :4 مسقلا

ةبسنلا ب ةيدوعسلا ةيبرعلا ةكلمملا يف ةايحلا عم فيكتلا ةبوعص ىدم ام " : فيكتلا تايدحت .5
؟" كل

ًادج ةبعص o
ام دح ىلإ ةبعص o

ةبوعصلا ةليلق o
الإطلاق ىلع ةبعص ريغ o

وأ ، عمتجملا ، ةلئاعلا نم ) يعامتج الا معدلا ىوتسم فصت فيك " : ةلزعلا و يعامتج الا معدلا .6
؟" ةيدوعسلا ةيبرعلا ةكلمملا يف كل حاتملا ( تامظنملا

ًادج يوق o
يوق o
طسوتم o
فيعض o

ًادج فيعض o
وأ ، زييمتلا ، ةغللا زجاوح لثم طوغضل كتهجاوم راركت ىدم ددح " : ةيمويلا طوغضلا .7

". ةيمويلا كتايح يف ةيداصتق الا تابوعصلا
) دنب لكل ًامئاد = 4 ىلإ ًادبأ = 0 : تركيل سايقم مدختسا (

________ : لصاوتلا وأ ةغللا تايدحت o
________ : يعامتج الا داعبتس الا وأ زييمتلا o

________ : يداصتق الا نام الأ مدع o

اهتيلا عفو ملقأتلا تايلآ :5 مسقلا

و رتوتلا عم لماعتلل اهتمدختسا يتلا ةيلا تلا قرطلا يه ام " : ملقأتلا تايجيتارتسا درج .8
"( قبطني ام لك رتخا ) ؟ ةمداصلا تايركذلا

ءاقدص الأ وأ ةلئاعلا عم ثدحتلا o
ةيسفنلا ةحصلل ينهم معد نع ثحبلا o
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ةيحور وأ ةينيد تاسرامم يف طارخن الا o
ةيعامتج الا وأ ةيعمتجملا ةطشن الأ يف ةكراشملا o

الإعلام) لئاسو ، تاياوهلا : لثم ) ءاهل الإ لئاسو مادختسا o
تاردخملا يطاعت o

___________________ :( ديدحتلا ىجري ) ىرخأ o
ىدم مّيق ،( ًادج ةلا ّعف ) 5 ىلإ ( ةلا ّعف ريغ ) 1 نم سايقم ىلع " : ملقأتلا تايلآ ةيلا عف مييقت .9

". ةمدصلا ضارعأو رتوتلا ةرادإ ىلع كتدعاسم يف ةيجيتارتسا لك ةيلا عف
______ : ءاقدص /الأ ةلئاعلا عم ثدحتلا o

______ : ينهملا معدلا o
______ : ةيحورلا / ةينيدلا تاسرامملا o

______ : ةيعمتجملا ةكراشملا o
______ :( ديدحتلا ىجري ) ىرخأ o

ةيسفنلا ةحصلا ىلع ةيعامتج والا ةيفاقثلا تاريثأتلا :6 مسقلا

يتادقتعم يندعاست ' : ةيلا تلا ةرابعلا ىلع قفاوت ىدم يأ ىلإ " : ةيفاقثلا تاريثأتلا .10
"'. ةمداصلا براجتلا عم لماعتلا يف ةيفاقثلا

[ ]  ةدشب قفاوأ o
[ ]  قفاوأ o
[ ]  دياحم o

[ ]  قفاوأ لا o
[ ]  ةدشب قفاوأ لا o

كتحص يف كتلئاعو كعمتجم رود ةيمهأ ىدم ام " : يعمتجملا و يرس الأ معدلا .11
؟" ةيلا حلا ةيسفنلا
ًادج مهم o

مهم o
ةيمه الأ ليلق o
مهم ريغ o

ةيسفنلا ةحصلل معدلا بلطب ةطبترم راع ةمصو يأ تهجاو له " : ةيفاقثلا ةمصولا .12
؟" يفاقثلا كعمتجم لخاد
  لا [ ]  معن o

: زاجيإب رم الأ فصو ىجري ، معن ةباج الإ تناك اذإ
____________________________
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