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Abstract 

A high prevalence of depression and posttraumatic stress disorder (PTSD), as well 

as low access and utilization rates of Mental Health and Psychosocial Support Services 

(MHPSS) have been widely confirmed among Syrian refugees residing in Lebanon. In 

order to suggest culturally appropriate and feasible mental health support programs, 

however, it must first be examined how Syrian refugees conceptualize mental health and 

illness. This study, therefore, aimed to explore how depression and PTSD are believed to 

be caused, and what are the subsequent help-seeking behaviours and coping mechanisms 

employed. Following the phenomenological qualitative research design, semi-structured 

interviews based on vignette instruments were conducted with Syrian refugee adults who 

have sought refuge in Lebanon since 2011. The interviews were audio-recorded, 

transcribed, and analysed using a priory coding agenda. Forty participants were 

interviewed, the average age was M = 33.3 (SD = 11.8), 47% (n = 19) of the participants 

were male and 53% (n = 21) were female. Current life conditions and past traumatic 

events, were the most frequently reported causes of depression and PTSD. Help and 

healing were typically sought from family members and friends, as well as mental health 

care providers, and the coping mechanisms employed most frequently were active and 

social coping. Mental health initiatives should focus on awareness and de-stigmatisation of 

mental health through experienced Syrian refugees. Community level MHPSS should be 

delivered through psychosocial programmes as opposed to psychiatric and clinical settings. 

MHPSS need to be provided along-side initiatives that address the difficult socio-economic 

conditions. 

 

Keywords: Syrian Refugees; Lebanon; Mental Health; Depression; PTSD; Culture;
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CHAPTER I INTRODUCTION 

Lay causal beliefs, help-seeking behaviours and coping strategies for depression and PTSD 

among Syrian refugees living in Lebanon 

Problem Statement 

Lebanon has a long tradition of hosting refugees on its’ soil, many of whom face 

mental health disorders such as Major Depressive Disorder (from here on referred to as 

depression) and Post-traumatic Stress Disorder (PTSD), mostly as a result of the stresses 

experienced before and throughout the displacement process. Despite the high prevalence 

rates of these disorders, Mental Health and Psychosocial Support Services (MHPSS) are 

accessible to an estimate of only 1% of the refugee population, that can partly be explained 

by the associated cost of such services. Nevertheless, other factors such as cultural 

perspectives, differences in opinion, knowledge, awareness and the presence of social 

stigma also likely play a key role. The present study will therefore focus on exploring the 

underlying beliefs on causes of depression and PTSD, as well as the subsequent help-

seeking behaviours and coping mechanisms that Syrian refugees in Lebanon resort to.  

Refugees represent only 10% of the global migrant population of 258 million 

individuals (IOM, 2018), nevertheless they are more often exposed to worse forms of 

stressful events (e.g. persecution, torture, exploitation) before departure, during the travel 

and possibly even after arrival to their hosting country (World Health Organization, 

2018a). From the global refugee population of 25.9 million individuals, 26% (6.7 million) 

come from the Syrian Arab Republic (Syria) (UNHCR, 2019), and the vast majority (85%) 

are seeking refuge in the Middle Eastern region. Lebanon alone hosts an estimated 1.5 

million Syrian refugees, representative of the highest concentration of refugees per capita 

in the world (Reliefweb, 2019). Having endured eight years in sub-standard living 
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conditions, with no access to livelihoods, living below the poverty line of USD 

3.84/capita/day, and limited freedom of movement, (UNHCR et al., 2018), Syrian refugees 

face mental health issues (Al Ibraheem et al., 2017; Chu et al., 2013; Lindert et al., 2009). 

The most common mental health disorders that have been recorded among migrant 

and refugee communities are depression and PTSD (Turrini et al., 2017; Close et al., 

2016). When it comes to the prevalence of depression and PTSD rates among Syrian 

refugees, they vary greatly from country to country, nevertheless the overall rates are 

significantly higher than the hosting populations (Naja et al., 2016; Kazour et al., 2016; 

Karam et al., 2008; Farhood & Dimassi, 2012). Despite the high depression and PTSD 

prevalence rates among the Syrian refugee population, an estimate of only 1% utilize the 

available MHPSS when compared to 10% of the Lebanese general population (El 

Chammay et al., 2013; El Chammay et al., 2016; Kerbage et al., 2016). Lack of access is 

partly explained by the high cost and the limited availability of community-based service 

providers (El Chammy et al., 2013; El Chammay et al., 2016; Kerbage et al., 2016). 

MPHSS access and utilization may also be impacted by the cultural perspectives and 

preferences, differences in opinion, knowledge, awareness and the presence of social 

stigma towards such services among the Syrian refugee population (Hader, 2017; Satinsky 

et al., 2019; Hassan et al., 2015).  

Culture is a multi-layered concept which encompasses a broad range of issues, that 

contribute to a person’s view of themselves as an individual and as a member of a group 

(Gopalkrishnan, 2018). Concepts such as mind, mental health and illness are derived from 

meanings people have accorded to these terms based on their experiences and culturally 

determined beliefs about the nature of the human condition (Fernando, 2014). Majority of 

the current day mental health theory and practice have emerged from the Western cultural 
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and world-view, largely influences by reductionism, positivism and the Cartesian dualism 

of mind and body as separate entities (Gopalkrishnan, 2018). Whilst the Western 

understanding of mental health is backed up by a significant body of empirically tested 

conceptual tools and frameworks that have been documented to help alleviate mental 

health concerns, this does not mean that the Western model is cross-culturally applicable, 

and the most appropriate mode of intervention in non-Western cultures (Fernando, 2014; 

Gopalkrishnan, 2018).  

One conceptual framework is known as mental health literacy (MHL), and as a 

Western concept, it largely tests people’s ability to recognize symptoms of different mental 

disorders (Jorm et al., 1997) in line with standardized diagnostic manuals – such as the 

Diagnostic and Statistical Manual of Mental Disorders – 5 (DSM - 5). Aside from reliance 

on knowledge of symptomology, the MHL model incorporates three other aspects: 

perceptions of aetiology of disease, help-seeking behaviours, and coping and resilience 

(Jorm et al., 1997). The latter three aspects are likely to be much more informative of an 

individual’s understanding of mental health in a given context, than pure reliance of 

knowledge and recognition of symptoms (Gopalkrishnan, 2018). 

Understanding the culturally-specific aetiology of mental health disorders, also 

known as lay causal theories, is an essential starting point, which if ignored has been 

shown to result in higher frequency of misdiagnosis of refugees and migrants compared to 

the local population (Markova & Sandal, 2016; World Health Organization, 2018a). For 

example, Somali refugees in Norway understand depression to be caused by spiritual or 

religious influences (e.g. being a bad Muslim) or it is seen as an illness of thoughts caused 

by difficult life situations (Markova & Sandal, 2016). It is not considered a physical or a 

medical disease and as such, treatment is sought from family, friends, religious and 
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traditional healers instead of medical doctors and psychologists (Markova & Sandal, 

2016). 

Help-seeking is defined as any form of communication concerning a problem, with 

the aim to obtain support, assistance or advice (Slewa-Younan et al., 2017). The following 

cultural factors have been shown to impact help-seeking behaviours: emotional expression, 

shame, spirituality and religion (Hechanova & Waelde, 2017). For example, in the Chinese 

culture excessive, unbalanced and undisciplined expression of emotions is believed to be 

the cause of mental illnesses, and as such talk therapy is discouraged and believed to cause 

further pain and illness (Hechanova & Waelde, 2017). Furthermore, stigma is a significant 

problem especially in collectivistic cultures where government safety nets are minimal or 

non-existent, as individuals rely heavily on family and close social networks for survival 

and support (Gopalkrishnan, 2018). In Lebanon, where social safety net is not extended to 

refugees, the population is still largely reliant upon collectivist, family and social support 

networks for survival (UNHCR et al., 2018), stigma and shame therefore likely impact 

help-seeking behaviours of this population group.  Furthermore, in many cultures, 

including among Syrians, illness and suffering are seen as a normal parts of life which are 

directly linked to the concept of fate within their religion (Gopalkrishnan, 2018; Hassan et 

al., 2015). Medical and psychiatric interventions may thus not be solicited, except in severe 

forms, and support from religious leaders and reading of the Quran may be sought after 

instead (Hassan et al., 2015).  

Understanding the way a certain cultural group copes with adversity can directly 

affect the way mental health is promoted and mental health issues prevented 

(Gopalkrishnan, 2018). Although some Syrian refugees will seek support from mental 

health service providers, many will resort to culturally acceptable coping mechanisms such 
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as praying, seeking community support, distracting oneself in activities (Hassan et al., 

2015). Many Syrian refugees have spent more than 8 years living in difficult conditions 

with uncertainty about their future (UNHCR et al., 2018), and consequently turned to 

negative coping mechanisms such as drug use and alcohol consumption, which in turn 

worsen the psychological distress they experience (Hassan et al., 2015). Furthermore, the 

process of acculturation and the fact that so many Syrian refugees are experiencing mental 

health issues, is expected to influence their perception about mental health, and 

subsequently the coping mechanisms employed.  

Prior to determining the best means of supporting the vast Syrian refugee 

population in Lebanon, in tackling the high depression and PTSD prevalence rates, it is 

imperative to explore how mental health and illness are conceptualized by this population 

group. In order to do this, the present study will move beyond looking at presence or 

absence of MHL type of symptom knowledge, and instead focus on exploring how 

depression and PTSD are believed to be caused, the subsequent help-seeking behaviours 

and coping mechanisms employed. 

Rationale 

Although some of the culturally specific models of mental health used in the Syrian 

culture have been documented (Hader, 2017; Hassan et al., 2015), many Syrian refugees 

residing in Lebanon have spent more than 8 years living in a new set of circumstances, 

which are likely impacting the way mental health is experienced, understood and handled. 

As documented by humanitarian aid agencies who operate in Lebanon (UNHCR et al., 

2018), majority of the Syrian refugee population live in sub-standard conditions, with no 

access to livelihoods, surviving below the poverty line of USD 3.84/capita/day, and 

enduring limited freedom of movement. Officially, the Lebanese government has not 
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ratified the 1951 Convention relating to the Status of Refugees, and as such they are under 

no legal obligation to provide Syrian refugees with essential rights and services that 

refugee status holders would ordinarily be entitled to (Janmyr, 2016). As a result, many 

refugees do not have a legal residency status in Lebanon, and thus live in daily fear of 

arrest or, at the very least, extortion (UNHCR et al., 2018). Syrian refugees also face 

severe discrimination, they are perceived to be undesirable foreigners that are draining 

local resources and destabilizing the security, economic, socio-cultural, demographic and 

political arenas of the country (Janmyr, 2016). Although the government has not imposed 

an official camp confinement upon Syrian refugees, they do find themselves systemically 

segregated from the Lebanese community on multiple levels including the educational 

system, access to socio-economic opportunities, to legal status and rights, and to healthcare 

and welfare (UNHCR et al., 2018). Syrian refugee children study in separate classrooms 

from Lebanese children, whilst Syrian men and women are required to obtain a work 

permit in order to legally seek employment in Lebanon (UNHCR et al., 2018). The 

discriminatory perceptions and systemically divisive policies are partially in place to 

prevent the Syrian refugee population from settling in Lebanon permanently, and thus 

avoid altering the demographic balance and the political order in the country (Care 

International in Lebanon, 2018). Not surprisingly therefore, most refugees intend to return 

back to Syria once they deem that it is safe to do so (Care International in Lebanon, 2018), 

which indicates that in terms of the acculturation spectrum, this population group is 

pivoting between the separation and marginalization end (El Khoury, 2019).  

The acculturation model as proposed by Berry in 1974, consists of two dimensions 

in relation to acculturation: the extent to which the host culture is adopted or rejected, and 

the extent to which the culture of origin is maintained or rejected (El Khoury, 2019). 
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Separation and marginalization are acculturation strategies which are derived from the 

crossover of the two dimensions of Barry’s model, and are concerned with rejecting the 

host culture whilst trying to hold onto the culture of origin (El Khoury, 2019). When the 

separation strategy is employed, this is correlated with low psychological well-being and 

low sociocultural adjustment (Abou-Rayya, 2007; El Khoury, 2019). Combining the 

trauma experienced by refugees pre-migration, the stresses of the current living conditions, 

and the acculturation strategies being adapted by this population group, it is anticipated 

that the subject of mental health is experienced, understood and engaged with differently 

than before migration. Aside from exposure to chronic stress, uncertainty and traumatic 

events, the Syrian refugee population has also been exposed to the Western-driven 

psychological treatment methods through the programs run by the international 

humanitarian aid community (UNHCR et al., 2018). Collectively, these new experiences 

are expected to alter the pre-existing culturally specific models of mental health used by 

the Syrian refugee community in Lebanon, and this study therefore aims to understand 

what these models of mental health look like currently. The sampling methodology of this 

study takes into consideration the duration of refuge in Lebanon, allowing for it to be 

factored into the overall analysis of the information gathered. The study findings will in 

turn help determine the most culturally appropriate and affordable means of mental-health 

support for this population group, as the Western-driven psychological and psychiatric 

treatment methods may not be the most effective. 

The recent crises that have impacted Lebanon are also likely affect the mental 

health outcomes for the Syrian refugee population. On the 17th of October 2019, the 

Lebanese protests broke out, caused by peaking public frustration due to the lack of 

accountability by the Lebanese Government, and resulting in mass and targeted 
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demonstrations and civil uprisings nationally (World Food Programme, 2020). The 

protests were quickly followed by an economic crisis, which has affected the local 

currency and caused the value of the Lebanese Lira to become extremely volatile. The 

currency rate on the black market reaching up to 15,000 LL for one USD, while the official 

bank rate remains at 1,500 LL. Simultaneously, restrictions continue to be imposed by 

banks on people’s access to their funds, and operation times remain intermittent. Further to 

the Lebanese protests, on 20th February 2020, COVID-19 virus started spreading in 

Lebanon. Initial measures included safety procedures such as washing hands, but quickly 

evolved to a general lockdown of all private and public institutions and mandated physical 

distancing of the whole population of Lebanon since 15th March 2020. Since then, the 

closure of the country has been mandated by the government in an unpredictable manner, 

with often a very short notice period of 1 – 2 days maximum (World Food Programme, 

2020).  

The Lebanese protests, the economic crisis and the COVID-19 outbreak, have 

resulted in drastically increasing rates of unemployment across the Lebanese population as 

well as the Syrian refugees. Cost of items and services has increased significantly, 

impacting people’s, especially the most vulnerable Syrian refugees’ ability to meet their 

basic survival needs (e.g. food, rent, medication) even more so than before October 2019 

(World Food Programme, 2020). These drastic changes in the socio-economic status of 

refugees as well as Lebanese individuals is likely to exacerbate the separation and 

marginalization experienced by the refugee community as access to healthcare, economic 

opportunities and education will likely be prioritized for the Lebanese community in light 

of this multi-layered crisis. This in turn is likely to affect the mental health outcomes for 

the refugee population even further.  
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The main aim of this study is therefore to explore the underlying beliefs on causes 

of depression and PTSD, as well as the subsequent help-seeking behaviours and coping 

mechanisms that Syrian refugees in Lebanon resort to. Once this exploration has been 

completed, the study then aims to suggest culturally appropriate, and feasible mental health 

support programs, derived from knowledge of depression and PTSD though the Syrian 

refugee cultural lens. In order to do this, the present study will move beyond looking at 

presence or absence of MHL type of symptom knowledge, and instead focus on exploring 

how depression and PTSD are believed to be caused, the subsequent help-seeking 

behaviours and coping mechanisms employed. 

Purpose Statement 

The primary purpose of this study is to explore, the lay causal theories of 

depression and PTSD, the subsequent help-seeking behaviours and coping mechanisms 

used among Syrian refugees residing in Lebanon. Through gaining an insight on these 

factors, this study also aims to suggest culturally appropriate, and feasible mental health 

support programs that could be adopted by the humanitarian aid community supporting 

this population group.  

Significance  

Insight into the lay causal models, help-seeking behaviours and coping mechanisms 

for depression and PTSD among the Syrian refugee population in Lebanon could help 

tailor mental health and psychosocial support interventions provided by Lebanese and the 

international aid practitioners. The findings of this study will produce culturally specific 

insight of mental health, including key beliefs and fears, which can be used to tailor the 

means of service delivery (e.g. via Syrian community leaders), type of intervention (e.g. 
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bio-medical model vs. expressive arts therapy), and content of the intervention (e.g. 

focusing on building a client –therapist rapport based on culturally accepted methods).  

It would also help reduce rates of misdiagnosis among this population group, as 

research shows that migrant and refugee populations are more likely to be misdiagnosed 

when compared to their native counterparts (Markova & Sandal, 2016). Refugees from 

Arab origins are more-likely to present with a physical complaint for psychological 

disorders, due partly to the fact that Arab (including Syrian) idioms of distress do not 

separate between psychological and somatic experiences, since body and the soul are 

linked (Markova & Sandal, 2016; Hader, 2017). Furthermore, this population group might 

be using super-natural causes (e.g. Jinns and the evil eye) to explain the cause of their 

illness, which might be misunderstood as psychotic symptoms leading to a misdiagnosis 

(Markova & Sandal, 2016; Hader, 2017). Although the latter kind of misdiagnosis is more 

likely among mental health professionals foreign to the Middle Eastern culture, raising 

awareness of Syrian refugee explanatory models of depression and PTSD could benefit all 

practitioners working with this population group.  

Noting the scarcity of MHPSS providers, and the lack of financial capacity among 

the refugee population to afford such services, the outcomes of this research could be used 

by Civil Society Organizations (CSOs) and Non-governmental Organisations (NGOs) in 

order to tailor affordable, subsidized and informal psycho-social support projects. Such 

initiatives could be tailored based on the help seeking and coping mechanism channels 

identified by this study. Increase in culturally appropriate and affordable MHPSS could 

help address the mental health access gap and thus high depression and PTSD prevalence 

rates among Syrian refugees in Lebanon.   
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CHAPTER II LITERATURE REVIEW 

Refugees – an Overview 

Refugees represent only 10% of the global migrant population of 258 million 

individuals (IOM, 2018), nevertheless they are more often exposed to worse forms of 

stressful events (e.g. persecution, torture, exploitation) before departure, during the travel 

and possibly even after arrival to their hosting country (World Health Organization, 

2018a). Upon arrival, refugees face the difficult task of adapting to the new culture, 

environment, and often learning a new language (World Health Organization, 2018a). A 

great many will need to temporarily reside in several countries (countries of transit) before 

reaching their final destination, having to face the stressors in general and stressors of 

acculturation more than once, and living in conditions of uncertainty (World Health 

Organization, 2018a). As a result of the multiple stressors related to the migration process, 

refugees are twice as likely to face mental health issues (Al Ibraheem et al., 2017; Chu et 

al., 2013; Lindert et al., 2009), yet accessing the needed MHPSS is difficult for them 

(World Health Organization, 2018a). 

From the global refugee population of 25.9 million individuals, 26% (6.7 million) 

come from Syria (UNHCR, 2019), and the vast majority (85%) have sought and continue 

to seek refuge in the Middle Eastern region. Lebanon alone hosts an estimated 1.5 million 

Syrian refugees, representative of the highest concentration of refugees per capita in the 

world (Reliefweb, 2019). Having endured eight years in sub-standard living conditions, 

with no access to livelihoods, and limited freedom of movement, 69% of all registered 

refugees find themselves living below the poverty line of USD 3.84/capita/day (UNHCR et 

al., 2018). They face severe discrimination, are treated as undesirable foreigners who drain 

local resources and destabilize the security, economic and political arenas of the country 
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(Janmyr, 2016). Since 2011, a number of Ministries in collaboration the United Nations 

(UN) and NGOs have made considerable efforts to improve the quality of life of Syrian 

refugees in Lebanon through programs aimed at improving access to education, water and 

sanitation, purchasing power and healthcare (Government of Lebanon & United Nations, 

2020). However, the resources to meet the growing needs are limited. For example, two 

thirds of the refugee households have at least one family member with a chronic medical or 

mental health condition which affects their functionality and for which continuous support 

is needed (UNHCR et al., 2018). 

Prevalence of Mental Health Disorders Among Refugees 

The most common mental health disorders that have been recorder among migrant 

and refugee communities are depression and PTSD (Turrini et al., 2017; Close et al., 

2016). When it comes to the point prevalence of mental health disorders across the refugee 

population globally, depression rates range from 5-44% and Post-Traumatic Stress 

Disorder (PTSD) from 9-36% (Turrini et al., 2017). These figures are significantly higher 

than the average estimated life-time prevalence rates for both disorders as follows: 1-

16.9% for depression (Kessler & Bromet, 2013) and 1.3 – 8.8% for PTSD (Atwoli et al., 

2015). It is important to highlight that prevalence rates for both disorders vary greatly 

between countries and cultures, due to differences in assessment instruments, languages, 

geographic, socio-demographic and political contexts (Hofmann & Hinton, 2014). 

Mental health disorder prevalence rates among Syrian refugees appear to be similar 

to the global refugee figures, whilst also varying across different countries, for the same 

reasons as mentioned above. The recorded point-prevalence depression rates among Syrian 

refugees are as follows: 29.5% in Jordan (Gammouh et al., 2015), 44.1% in Netherland (Al 

Ibraheem et al., 2017) and 43.9% in Lebanon (Naja et al., 2016). When it comes to PTSD, 



BELIEFS, BEHAVIORS AND COPING STRATEGIES  
 

 

13 

the rates are: 11.4% in Germany (Georgiadou et al., 2018), 32.2% in USA (Javanbakht et 

al., 2019), and 27.2% in Lebanon (Kazour et al., 2016). Hofmann and Hinton (2014) 

recommend to compare prevalence rates of culturally similar groups within a multicultural 

country, in order to yield more meaningful results. Lebanon can be described as a 

multicultural country, with 18 official religious denominations, and a significant presence 

of Syrian, Iraqi and Palestinian refugees (World Health Organization, 2010). As such, it is 

important to compare the prevalence rates for depression and PTSD among Syrian 

refugees who reside in Lebanon, and Lebanese nationals. For Lebanese nationals, the 

depression life-time prevalence rates are estimated at 9.9%, and PTSD at 3.4%, these 

percentages are expected to rise with any exposure to war-related traumatic events1, noting 

the turbulent past and insecure future (Karam et al., 2008). In support of this point, 

Farhood and Dimassi (2012) demonstrate how depression and PTSD rates fluctuate 

depending on the location from where the study population sample was taken, and the 

extent to which the individuals within the sample has experienced one or more traumatic 

events. For example, 17.2% of the total sample of Lebanese civilians exposed to church 

explosions were symptomatic of PTSD, and 41.9% of depression (Farhood & Dimassi, 

2012). As such, it is not surprising to see that the depression and PTSD rates are higher 

amongst the Syrian refugee population, noting that all of them are refugees and thus are 

experiencing at least one of the ten war-related traumatic events that are associated with 

increased risks of developing mental health disorders, particularly PTSD (Karam et al., 

2008). Furthermore, PTSD and depression are highly co-morbid (Farhood & Dimassi, 

 
1 Kidnapping, being robbed or threatened at a gun-point, trauma experienced by a close 
person, death of a close person, witnessing atrocities, witnessing death or injury, doing 
rescue work, becoming a refugee, being a civilian in a war or terror region (Karam et al., 
2008). 
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2012; Karam et al., 2008). Despite the high depression and PTSD prevalence rates among 

the Syrian refugee population, an estimate of only 1% utilize the available MHPSS when 

compared to 10% of the Lebanese general population (El Chammay et al., 2013; El 

Chammay et al., 2016; Kerbage et al., 2016).  

Refugee access to MHPSS  

MHPSS aim to protect and promote psychosocial wellbeing through professional 

(e.g. psychological counselling and psychiatric services) and lay (e.g. community 

activities, basic psychosocial interventions) healthcare providers (Satinsky et.al, 2019). 

When it comes to refugees from Syria who reside in Lebanon, the lack of MPHSS 

utilization is partly explained by the high cost and the limited availability of community-

based service providers (El Chammy et al., 2013; El Chammay et al., 2016; Kerbage et al., 

2016). Basic psychosocial support services and financial subsidies in order to access 

formal mental health services provided by the UN and NGOs are also scarce in the face of 

the scale of mental health disorder prevalence (UNHCR et al., 2018). However, MPHSS 

access and utilization may also be impacted by the cultural perspectives and preferences, 

differences in opinion, knowledge, awareness and the presence of social stigma towards 

such services among the Syrian refugee population (Hader, 2017; Satinsky et al., 2019; 

Hassan et al., 2015).  

Culture and Mental Health 

A person’s view of themselves as an individual and as a member of a group is 

influenced by culture, a multi-layered concept which is governed by language, religion, 

gender, ethnic identity and race (Gopalkrishnan, 2018). The Western cultural world view 

has played and continues to play a large role in influencing the modern day mental health 

theory and practice (Gopalkrishnan, 2018), but it does not mean that it is representative of 
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different world cultures. When it comes to mental health, concepts such as mind, and 

psychological wellbeing are derived from meanings people have accorded to these terms 

based on their experiences and culturally determined beliefs about the nature of the human 

condition (Fernando, 2014). It is therefore essential to recognize that people from different 

cultures will understand mental health issues differently, and will likely take different steps 

when it comes to seeking help or engaging in a coping strategy (Fernando, 2014; 

Gopalkrishnan, 2018). As pointed out by Pickren (2014), it is the culture of the individual 

that teaches them the ways of living, including how one should take care of their health 

and wellbeing. Furthermore, culturally-specific practices and beliefs can be a source of 

strength, sustenance and resilience to refugee communities (Pickren, 2014), even if they 

are unknown to or disregarded by the Western medical model. In line with this perspective 

it is therefore argued that the Western-driven psychological and psychiatric interventions 

may not be cross-culturally applicable, nor most appropriate mode of intervention in non-

Western cultures (Fernando, 2014; Gopalkrishnan, 2018). 

One of many empirically tested, Western conceptual frameworks for investigating 

mental health is MHL, which encompasses individual’s knowledge and beliefs about 

mental health disorders, that in turn impact the way they are recognized, managed and 

prevented from re-occurring (Jorm et.al., 1997). In line with standardized diagnostic 

manuals – such as the DSM – 5, MHL largely tests people’s ability to recognize symptoms 

of different mental disorders (Jorm et al., 1997). Aside from reliance on knowledge of 

symptomology, the MHL model incorporates three other aspects: perceptions of aetiology 

of disease, help-seeking behaviours, and coping and resilience (Jorm et al., 1997). The 

latter three aspects are likely to be much more informative of an individual’s understanding 

of mental health in a given context, than pure reliance of knowledge and recognition of 



BELIEFS, BEHAVIORS AND COPING STRATEGIES  
 

 

16 

symptoms (Gopalkrishnan, 2018), and as such the study will largely focus on gathering 

information around these aspects as they apply to the Syrian refugee population in 

Lebanon. 

Perceptions of Aetiology of Disease 

Causality of disorders can be viewed at an individual, social or natural world levels 

(Gopalkrishnan, 2018), further to this, the attribution theory provides a means to 

understand and evaluate causal beliefs across the following three dimensions: control 

(internal or external), controllability (controllable or uncontrollable) and stability (stable of 

variable) (Weiner, 1985). Using the attribution theory alongside the causal one allows for 

the examination of the frame used by the individual to explain the aetiology of the disorder 

(Zimmermann & Papa, 2019). For example, the individual who believes that their 

depression is a result of a chemical imbalance in the brain is likely to evaluate it as 

internal, stable and uncontrollable (Zimmermann & Papa, 2019). In contrast, someone who 

recognises that depression is caused by an interaction between multiple external and 

internal factors (e.g. learned cognitive patters, socio-cultural pressures etc.) will more 

likely attribute the causes as unstable but controllable (Zimmermann & Papa, 2019). The 

way in which disorders are understood to be caused and attributed have important 

consequences on the individual’s affective response but also their subsequent behaviour 

(Zimmermann & Papa, 2019). For example, correlation studies show that individuals who 

attribute depression to neurobiological causes, are more likely to seek pharmacological 

treatment, whilst those attributing the disorder to psychological causes will seek 

psychotherapy (Beshai et al., 2019; Jorm et al., 1997; Zimmermann & Papa, 2019).  

The sociocultural context  and subjective experiences play a significant role in 

shaping the causal explanations of illness and health, and vary significantly across time, 
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living environments, demographic characteristics and lifespan events (Kuittinen et al., 

2017). For this reason, studies demonstrate that the way people understand and explain 

what is causing illness varies across cultures (Gopalkrishnan, 2018), and are often referred 

to as lay causal theories (Markova & Sandal, 2016). In the Western culture, mental 

illnesses are primarily thought to originate in the human mind, as a result of interaction 

between biological, psychological and social factors (Fernando, 2014). In contrast, for 

example, Somali refugees in Norway understand depression to be caused by spiritual or 

religious influences (e.g. being a bad Muslim) or it is seen as an illness of thoughts caused 

by difficult life situations (Markova & Sandal, 2016). It is not considered a physical or a 

medical disease and as such, treatment is sought from family, friends, religious and 

traditional healers instead of medical doctors and psychologists (Markova & Sandal, 

2016).  Similarly, Somali refugees in Finland primarily attribute mental health problems to 

evil spiritual influences (a.k.a jinns), life experiences (e.g. fleeing from war) and jealousy 

from polygamous relationships (Kuittinen et al., 2017). Some refugees from Arab origins 

have been recorded to present with a physical complaint for psychological disorders, and 

expect medical professionals to prescribe medication, not psychotherapy (Markova & 

Sandal, 2016; Hassan et al., 2015). This can partly be explained by the fact that most 

Arabic and Syrian idioms of distress do not separate between psychological and somatic 

experiences, as body and the soul are thought to be linked (Hassan et al., 2015).  

Studies of Syrian nationals displaced inside Syria (Hassan et al., 2015) and Syrian 

refugees residing in Greece (Ben Farhat et al., 2018) and Germany (Zbidat et al., 2020) 

shown that causes of mental disorders are believed to emanate from losses, violence and 

socio-economic pressures, as well as religious beliefs. The subsequent help-seeking 

behaviour include turning to social circles for help, advice and distraction and turning to 
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religious and traditional healers as a more culturally acceptable, and less stigmatising 

healing avenue (Ben Farhat et al., 2018; Hassan et al., 2015; Markova & Sandal, 2016; 

Zbidat et al., 2020).  

When it comes to Syrian refugees in Lebanon, only one study has been published 

which examines the causal beliefs of this population group in Wadi Khaled, North area of 

Lebanon (Al Laham et al., 2020). The study reported that stigma, fear and shame are 

heavily associated with mental health and among one of the bigger barriers to seeking 

mental health services (Al Laham et al., 2020). Causal beliefs of mental disorders were 

closely linked to religious beliefs, particularly the influence of the Jinn, as well as socio-

economic life circumstances in the area (Al Laham et al., 2020). People of Wadi Kahlaed, 

including Syrian refugees residing in this area, preferred to turn to religious healers as the 

first line of help, as they were perceived to be culturally acceptable in comparison to 

mental health providers in the area (e.g. NGOs) (Al Laham et al., 2020). Individuals who 

did turn to psychopharmacology or psychotherapy for help did so discretely and 

secretively (Al Laham et al., 2020).  

A study of the causal beliefs of mental health clinicians’ in America found that 

mental health disorders are conceptualized along a continuum between nonbiological 

disorders and highly biological (e.g. autism), and thus pharmacological interventions were 

believed to be more effective for biological causes, whilst psychotherapy for non-

biological (Ahn et al., 2009). The causal beliefs and subsequent preferred treatment options 

may contrast sharply with those of a client, especially when they come from a starkly 

different cultural background. This can lead to a client’s dissatisfaction with the mental 

health professional or the system as a whole, and lead the client to seek alternative 

treatment options that are more culturally acceptable to them. This has been evidenced in 
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Finland, where Somali refugees reported dissatisfaction with the mental health services 

offered to them, and would in some cases return to Somalia in order to get treatment 

(Kuittinen et al., 2017). Studies also show that a higher frequency of misdiagnosis is 

recorded among refugees and migrant communities when  compared to the local 

population (Markova & Sandal, 2016; World Health Organization, 2018a). Understanding 

the culturally-specific aetiology of mental health disorders, is therefore an essential starting 

point to providing efficient mental health services to people of different cultural origins 

(Kuittinen et al., 2017).   

Culture and Help-Seeking Behaviours 

Help-seeking is defined as any form of communication concerning a problem, with 

the aim to obtain support, assistance or advice (Slewa-Younan et al., 2017). Help-seeking 

can be aimed at obtaining professional assistance (e.g. qualified and legitimately 

recognized professionals in the relevant field), and/or non-professional support (e.g. help 

from informal social networks, or any non-qualified specialists) (Slewa-Younan et al., 

2017). The way in which people decide to seek help has been proven to vary across 

cultures (Gopalkrishnan, 2018). Examining Southeast Asian culture Hechanova and 

Waelde (2017) present a number of factors impacting help-seeking behaviours, such as: 

emotional expression, shame, spirituality and religion.  

In certain cultures, such as the Chinese, excessive, unbalanced and undisciplined 

expression of emotions is believed to be the cause of mental illnesses, and as such talk 

therapy is discouraged and believed to cause further pain and illness (Hechanova & 

Waelde, 2017). Similarly, and as part of their socialization process Syrian men are 

culturally socialized to suppress emotions, as display of emotions is associated with 

weakness (Hassan et al., 2015). For this reason, Syrian men might avoid seeking help from 
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mental health professionals that encourage expression of emotions, and resort instead to 

more culturally-acceptable coping strategies such as praying or seeking community 

support (Hassan et al., 2015). 

 Multiple studies of refugee and migrant populations residing in high income 

countries report a consistent trend of significantly delayed help-seeking behaviour for 

mental health disorders, with majority of cases only reaching out for professional help at 

severe stages of mental distress (Hagmayer & Engelmann, 2014; Markova & Sandal, 2016; 

Nguyen & Bornheimer, 2014). One of the key reasons behind this pattern is thought to be 

shame and stigma that surround the matter of mental-health among different refugee and 

migrant cultural groups (Gopalkrishnan, 2018). In the Asian culture, shame stems from the 

fear of damaging one’s own or family’s reputation as a result of being labelled as crazy by 

a mental-health professional (Hechanova & Waelde, 2017). Stigma is a mark of 

disapproval, disgrace or shame, which leads to discrimination, rejection and/or exclusion 

of an individual from their family and participation in different aspect of society 

(Gopalkrishnan, 2018). This is a significant problem especially in collectivistic cultures 

where government safety nets are minimal or non-existent, as individuals rely heavily on 

family and close social networks for survival and support (Gopalkrishnan, 2018). When 

seen in this context, it is not difficult to understand why individuals from such cultures 

would hide their symptoms, as being cast-out from the only support network available 

could be a matter of life or death (Gopalkrishnan, 2018). For example, in Syria, before the 

2011 war begun the need for mental health, clinical psychology and psychiatry services 

was not visible, as psychological disorders were heavily stigmatized and not well 

understood by the general population (Hader, 2017). In Lebanon, where social safety net is 

not extended to refugees, the population is still largely reliant upon collectivist, family and 
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social support networks for survival (UNHCR et al., 2018), stigma and shame therefore 

likely impact help-seeking behaviours of this population group and will be explored as a 

sub-factor impacting help-seeking behaviour and coping mechanisms.   

 In many cultures, including among Syrians, illness and suffering are seen as a 

normal parts of life which are directly linked to the concept of fate within their religion 

(Gopalkrishnan, 2018; Hassan et al., 2015). Islam, practiced by an estimated 87% of the 

total Syrian population, is understood as obedience to God’s will, and thus mental health 

disorders are seen as a test of faith and a chance to prove oneself (Hassan et al., 2015). 

Medical and psychiatric interventions may thus not be solicited, except in severe forms, 

and religious leaders and reading of the Quran may be sought after instead (Hassan et al., 

2015).  

Culture and Coping Mechanisms 

 Coping mechanisms are defined as the different actions taken by individuals in 

order to cope with every-day and acute, infrequent stressors in their lives – including 

stressors that affect their mental health (Gopalkrishnan, 2018). Understanding the way a 

certain cultural group copes with adversity can directly affect the way mental health is 

promoted and mental health issues prevented (Gopalkrishnan, 2018). Different cultures 

will normalize different stressors depending on their frequency or level of acceptance (e.g. 

coming-of age rituals considered by Western cultures to be sadistic or harmful) 

(Gopalkrishnan, 2018). Similarly, assessment of what is considered a stressor, and the 

subsequent resource allocation by a specific cultural group has been shown to vary 

significantly (Gopalkrishnan, 2018). 

Although some Syrian refugees will seek support from mental health services 

providers, many will result to culturally acceptable coping mechanisms such as praying, 
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seeking community support, distracting oneself in activities (Hassan et al., 2015). Many 

Syrian refugees residing in Lebanon have spent more than 8 years living in difficult 

conditions with uncertainty about their future (UNHCR et al., 2018). As such, many 

refugees feel hopeless and turn to negative coping mechanisms such as drug use and 

alcohol consumption, which in turn worsens the psychological distress they experience 

(Hassan et al., 2015). It can safely be assumed that majority of Syrian refugees in Lebanon 

are going through a process acculturation, albeit mostly adapting strategies such as 

separation and marginalization as a direct result of discriminatory perceptions and 

systemically divisive governmental policies (UNHCR et al., 2018), as described in the 

sections above. Separation and marginalization are in turn linked to negative mental health 

and social adjustment outcomes (El Khoury, 2019). This process and the fact that so many 

Syrian refugees are experiencing mental health issues, is expected to influence their 

perception about mental health, and subsequently coping mechanisms employed. As part 

of the acculturation process, many Syrian refugees and their children may have benefited 

from basic psychosocial support services (e.g. child friendly spaces), or psychological first 

aid (UNHCR et al., 2018), which may have affected their perceptions about mental-health.  

The Current Study Aims 

Prior to determining the best means of supporting the vast Syrian refugee 

population in Lebanon, in tackling the high depression and PTSD prevalence rates, it is 

imperative to explore how mental health and illness are conceptualized by this population 

group. In order to do this, the present study will move beyond looking at presence or 

absence of MHL type of symptom knowledge, and instead focus on exploring how 

depression and PTSD are believed to be caused, and the subsequent help-seeking 

behaviours and coping mechanisms employed. As demonstrated by the body of literature 
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discussed earlier, Western-driven psychological and psychiatric treatment methods may 

not be the most appropriate, nor affordable means of mental-health support for Syrian 

refugees residing in Lebanon. The main aim of this study is therefore to explore the 

underlying beliefs on causes of depression and PTSD, as well as the subsequent help-

seeking behaviours and coping mechanisms that Syrian refugees in Lebanon resort to. 

Once this insight has been established, the study then aims to suggest culturally 

appropriate, and feasible mental health support programs, derived from knowledge of 

depression and PTSD though the Syrian refugee cultural lens. Due to the exploratory 

nature of this study, no hypothesis is set at this point in time, and the research design 

adapted will be phenomenological, which is reflective of this point. 
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CHAPTER III METHODOLOGY 

Research Design  

 In order to study the lay causal theories of depression and PTSD, the subsequent 

help-seeking behaviours and coping mechanisms used among Syrian refugees residing in 

Lebanon, a phenomenological qualitative research design has been employed. A 

qualitative research approach was chosen, as a means to generate an initial body of 

knowledge, which is currently largely absent for Syrian nationals who are seeking refuge 

from war by having fled to Lebanon. Following the philosophical approach of 

constructivism, the aim of this research study was to begin the knowledge gathering by an 

in-depth exploration (Christensen et al., 2014) of how depression and PTSD are 

experienced by a number of individuals from the target population group. In doing so, this 

study hoped to contribute to the existing body of knowledge on causal beliefs among 

refugee populations worldwide and to encourage further research into the subject matter in 

a larger, more representative and generalizable manner.  

Data Collection and Sampling 

 The participants of the study were identified through an international non-

governmental organization that work with Syrian refugees in different areas of Lebanon. 

The organizations was approached by the researcher, the details about the study were 

provided, and a letter of support was obtained (see Appendix A). The organization agreed 

to identify potential participants that meet the study inclusion criteria, and make this initial 

contact with them. During the initial contact, the organization representative explained the 

study details, asked whether the individual is interested to participate and sought 

permission for their contact details to be shared with the researcher. Following this, the 

researcher contacted the potential participants in order to set a time for the interview. The 
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organisation premises were used to conduct some of the interviews, whilst others were 

done over the internet, using the Zoom application.  

Data was gathered in a semi-structured interview format, using vignette instruments 

(see Instruments section below). The duration of each interview ranged between 20 to 30 

minutes. The researcher was supported by a research assistant who has multiple years of 

experience in working with refugee populations, understands the culture and is able to 

speak in the Syrian Arabic dialect. All interviews were recorded after seeking permission 

from participants. All interviews were transcribed and translated from Arabic to English by 

the research assistant.  

  Snowball and thematic saturation sampling were used to identify participants and to 

ensure that all concepts, patterns and key themes have been captured (O’Reilly, 2012). At 

the end of each interviews, participants identified through the NGO were asked whether 

they knew of anybody else that would also be willing to participate in line with the 

inclusion criteria. In this way, snowball sampling was employed. In terms of thematic 

Coding Agenda for Causal Beliefs

Causal Categories Examples Coding Rules

Religious 
Layla/Louai's symptoms are caused by:

- the will of God/it is their destiny;
- being a "bad Muslim"/not following the religious faith properly

Rel_01_God/Destiny
Rel_02_Religious Disobedience

Supernatural Layla/Louai's symptoms are caused by the Jinn/Evil Eye/other 
magical creature/source Sup_Jinn/Evil Eye/Magic

Biological

Layla/Louai's symptoms are caused by:
- hormone imbalance;

- change in brain/mind chemistry;
- change in bodily function;

- inherited illness from parents/grandparents;
- use of mind or body altering drugs/alcohol/medication;

Bio_01_Hormones;
Bio_02_Brain Chemistry;
Bio_03_Body Function;

Bio_04_Inherited;
Bio_05_Drugs/Alcohol/Medication;

Cognitive 

Layla/Louai's symptoms are caused by:
- thinking too much/in a wrong way;

- change of perspective/outlook on life;
Cog_01_Thinking Wrong;

Cog_02_Change in Perspective;

Experiential
Layla/Louai's symptoms are caused by the past experience memories 

of incident/trauma that happened; Exp_Past Incident;

Social 

Layla/Louai's symptoms are caused by:
- loss and/or separation from family;

- not married/lack of spouse/loss of spouse;
- discrimination and stigma from the society and/or family;

- feeling of not being understood by family/society;

Soc_01_Loss/Separation from family;
Soc_02_Not Married/separated/lost spouse;

Soc_03_Discrimination/Stigma;
Soc_04_Not Understood

Psychological Layla/Louai's symptoms are caused by a mental disorder; Psy_Mental Disorder

Table 1 - Coding Agenda for Causal Beliefs 
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saturation sampling, a priory coding agenda was established (see Tables 1-4) at the outset 

of data collection, based on the existing body of knowledge on refugees worldwide, and 

findings of studies specific to Syrian refugees (Al Laham et al., 2020; Hagmayer & 

Engelmann, 2014; Hassan et al., 2015; Markova & Sandal, 2016; Zbidat, Georgiadou, 

Borho, Erim, & Morawa, 2020).  

 

 

Coding Agenda for Help-Seeking Avenues

Help-Seeking Categories Examples Coding Rules

Religious  Leaders Imams/Priests/Local Religious Leaders Rel_Help

Traditional Healers Al-fataha/ Darwish/ Moalj bel-koran Trad_Healers

Medical Doctors
General practitioner/family doctor (psychiatrist is not included in this 

category)
Med_Doctor

Mental Health Specialist Psychiatrist/psychologist/therapist/counsellor MH_Psy

Social Support Family/friends/colleagues/neighbours/community
Soc_Help

Isolation
Avoid seeing people/spending time with friends or spending more time 

alone.
Isol_Alone

UN/NGOs/Social Support 
Services

Turning to Civil Society Organisations for financial/medical/schooling aid UN_Aid

Coding Agenda for Treatment Mechanisms

Treatment Categories Examples Coding Rules

Religious  Practices Praying, reading the Quran, making religious vows, visiting a holy place Rel_Practices

Traditional Healing Obtain an amulet from a traditional healer to ward off evil spirits etc. Trad_Healing

Bio-medical Treatment
Going to a medical doctor to seek a medical solution to symptoms (e.g. 

nightmares, lack of appetite. 
*Psychiatrists are not considered inside this category;

Med_Doctor

Psychological Treatment Seeking treatment from a psychiatrist/psychologist/therapist or counsellor 
(e.g. anti-depressants/therapy etc). Psy_Treatment

Social Support as Treatment Talking with friends/attending family gatherings/talking to a neighbours 
about depression etc.

Soc_Support

Recreational Activities Sports, walking,  watching TV, painting etc. Rec_Activities
UN/NGOs/Social Services 

Support
Seeking financial or in kind aid from Civil Society Organisations to 

support with paying rent/affording medical bills etc. UN_Aid

Table 2 - Coding Agenda for Help-Seeking Avenues 

Table 3 - Coding Agenda for Treatment Mechanisms 
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Saturation, for the purposes of this study, is defined as the point during the data 

collection process, at which little or no new themes emerge in relation to the research 

purpose. The definition of the word “themes” refers to causal, help-seeking avenue, 

treatment methods, and coping strategies categories. The method proposed by Guest, 

Namey and Chen (2020), which calculates the base size, run length and new information 

threshold, was used to determine when the saturation of themes was reached. The base size 

refers to the minimum number of interviews that need to be analysed in order to determine 

the amount of information gathered (Guest et al., 2020). In this study the base size was set 

at 5 interviews, and the total base themes identified were 21 (see Table 5). Run length is 

defined as the number of interviews considered in order to search for and calculate new 

Table 4 - Coding Agenda for Coping Mechanisms 

Coding Agenda for Coping Mechanisms

Coping Categories Examples Coding Rules

Cognitive
Making/having plans, finding strength;
Change perspective/self-talk/motivation

Cog_Cope

Social
Making new friends/taking to friends

Talking to family/friends/spouse/partner
Social_Cope

Religious Praying and reading Holy Scripts Rel_Cope

Avoidance
Avoiding people/places/activities/reminders of past;

Leaving work/country/family;
Avoid_Cope

Emotional Crying/Laughing/Screaming etc; Emo_Cope

Activity
Listening or playing music; Meeting friends/going out;

Sports; Watching TV/movie; Cooking; Shopping
Act_Coping

Base Run - Saturation

Saturation Theme 1 2 3 4 5 Number of base 
themes 

Causality 4 4 0 1 1 10

Help-seeking Avenues 2 0 0 0 0 2

Treatment Methods 2 0 0 0 1 3

Coping Mechanisms 3 2 1 0 0 6

Total Base Themes 21

Table 5 Base Run Saturation 
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information (Guest et al., 2020). In this study the base size was set at 3 interviews, and for 

example, the total number of new themes identified after the first run were 8 (see Table 6). 

New information threshold is the limit expressed in percentage which is used to indicate 

that saturation has been reached (Guest et al., 2020). For this study, the new information 

threshold was set at 0% - in other words, when no new information is derived across the 

thematic areas (causality, help seeking avenues, treatment methods and coping 

mechanisms). As an example, refer to Table 7 in order to see how the new information 

threshold ratio was calculated after the first run of 3 interview. A decision was taken to 

only stop when the new information threshold reached 0% across all four categories 

simultaneously, due to the fact that the study aimed at exploring and identifying potentially 

First Run - Saturation

Saturation Theme 6 7 8
Number of new 
themes in a run 

Causality 1 0 3 4

Help-seeking Avenues 1 0 2 3

Treatment Methods 0 1 0 1

Coping Mechanisms 0 0 0 0

Total First Run Themes 8

Table 6 First Run Saturation 

New Information Threshold 

Saturation Theme Run 1 Base Run
New 

Information 
Threshold

Causality 4 10 40%

Help-seeking Avenues 3 2 150%

Treatment Methods 1 3 33%

Coping Mechanisms 0 6 0%

Overall Threshold 8 21 38%

Table 7 New Information Threshold - Run 1 
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new and previously unreported themes (outside of the priory coding agenda). Although, 

due to the use of priory coding agenda, this research study appears to be largely deductive 

in nature, it does aim also to search for any new, previously unidentified themes. To this 

extent, sampling will not be terminated when all the existing themes, in line with the priory 

coding agenda have been identified, but rather when there are no new themes emerging in 

general, irrespective of whether they form part of the existing coding agenda or are new in 

the sense that they have not been captured inside the priory. In doing so, this study hopes 

to overcome the shortcomings of the purely a priory thematic saturation (Saunders et al., 

2018), which requires the data collection to stop when themes have been identified in line 

with findings of previous and well established research studies.      

Purposeful maximum variation was used, in order to gather and analyse data from a 

wide range of Syrian refugees (e.g. both genders, different age ranges, different duration of 

refuge in Lebanon etc.), whilst ensuring the following inclusion criteria are observed: the 

participant must be a Syrian refugee who has sought refuge in Lebanon as a result of the 

2011 war; and must be 18 years or older. The reason for setting these inclusion criteria is 

that they directly speak to the purpose of the study, which is to examine how depression 

and PTSD are understood, and explained by this specific group of people. As such it is 

imperative that the participants are Syrian nationals who came to Lebanon seeking refuge 

as of 2011, when the war in Syria begun. Furthermore, since this study is concerned with 

adult mental health, no participants under the age of 18 years will be recruited. 

Instruments 

Data was gathered using two vignette instruments (see Appendices B and C), that 

tell a story of Layla or Louai with either symptoms of depression or PTSD. The vignette 

instruments were used in order to explore how both disorders are perceived to be caused, 
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and consequently what help seeking behaviours and coping mechanisms are adopted. This 

form of interview schedule was first developed by Jorm et al., (1997) in order to assess 

MHL among different population groups. Depression and schizophrenia were the focus of 

the original vignette, aiming to examine how well could a given individual recognize 

symptoms of the disorders and the associated help-seeking behaviours (Jorm et al., 1997). 

The vignette instrument also allowed researchers to make inferences about how knowledge 

and belief impact help-seeking practices and coping mechanisms (Jorm et al., 1997). 

Although several measures of similar nature have since been elaborated, formal 

examination of the psychometric properties of such measures has been scarce (O’Connor 

et al., 2014). Using the Census-based Standards for the Selection of Health Measurement 

Instruments (COSMIN) guidelines, O’Conner et al., (2014) assessed the quality, scope and 

psychometric properties of the available, peer-reviewed scale-based measures of MHL. 

They found that the majority of the MHL instruments address only one domain out of the 

nine of COSMIN and overall there is limited evidence of appropriate validity assessments 

(O’Conner et al., 2014). Nevertheless, the vignette instrument and its’ adaptations have 

been used extensively to assess MHL across different population groups and cultures 

(Chen et al., 2017; Erfanian et al., 2000; O’Conner et al., 2014;). Furthermore, adaptations 

of vignette instruments for measuring of beliefs and explanatory causal models of specific 

mental disorders have been used with refugee populations (Markova & Sandal, 2016; 

Hagmayer & Engelmann, 2014). Vignette instruments have been attempted to be adapted 

for use in the Lebanese context (Naal, 2018), however non to date have been used in 

published studies. Nevertheless, an adapted version of Jorm et al., (1997) vignette 

instrument appears to be the most appropriate measurement instrument for this study.  
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The original vignette begins with a story, which describes a person who presents 

with ICD-10 and DSM-IV criteria for major depression (Jorm et al., 1997). Following this, 

the reader is asked to answer multiple choice questions intended to probe for the 

respondent’s knowledge about: a) this specific mental disorder; b) assess for the help-

seeking behaviour and sources of help; c) assess for treatment options including use of 

medication, and other coping mechanisms (e.g. physical activity or relaxation) (Jorm et al., 

1997). In addition to this, the respondents are asked to rate how helpful or harmful the 

different help-seeking behaviours and treatment options are (Jorm et al., 1997). 

Considering that the original vignette focuses primarily on whether or not knowledge of a 

specific disorder is present, a modification of the tool was made in order to broaden its 

focus on the explanatory causal models, help-seeking behaviours and coping mechanisms 

associated with depression and PTSD, and not just the presence/ absence of knowledge. 

The tool was adapted based on the available body of knowledge (Al Laham et al., 2020; 

Hassan et al., 2015; Zbidat et al., 2020) about mental health disorder causal theories among 

the Syrian nationals, and similar vignette adaptations used with other refugee populations 

(Markova & Sandal, 2016; Erdal et al., 2011; Lee et al., 2017), and best practice guidelines 

for cross-cultural adaptation of tools (Beaton et al., 2000). Furthermore, during the 

adaptation process, care was taken to ensure that the vignette text and the subsequent 

prompts are relatable to the reality of the Syrian refugee experience. One of the main 

reported drawbacks of the vignette approach is that they can sometimes be on the 

hypothetical side, eliciting only hypothetical answers from the participants that do not 

represent reality (Erfanian et al., 2020). To overcome this drawback, the adapted 

instrument begins by asking the participant to share their own experience where they have 

encountered something similar to the story read out to them. If the participant had no prior 
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experience of similar nature, they were then asked to recall if they knew anybody in their 

circle of friends, family or acquaintances that had passed through an experience similar to 

Louai/Layla. Only in the event that they themselves had no prior experience, and they did 

not know anyone else who had, the participants were ask to engage hypothetically with the 

vignette story.  Finally, permission to modify and translate the original tool was obtained 

from the author – Anthony Jorm (see Appendix D).  

The modified instrument has been adjusted to be more reflective of the culture of a 

Syrian refugee residing in Lebanon (e.g. use of culture-specific idioms to describe 

depression and trauma symptomology in line with Hassan et al., (2015)). In the original 

vignette developed by Jorm et al., (1997), the readers were asked to explain what is 

happening to the character of the vignette in order to measure their knowledge of 

depression. Since this study is more concerned with exploration of causal models of 

depression and PTSD than presence or absence of knowledge, the vignette informs the 

reader that the main character (Louai/Layla) is exhibiting symptoms of depression/PTSD. 

Following the vignette story, several open-ended questions were posed to the participant 

about the causes of the disorder, and potential associated help seeking behaviours and 

coping mechanisms. For example: “what do you think is causing Louai’s depression?” and 

“if you were Layla, who would you turn to in order to get help and why?” The main 

vignetter characters (Layla and Louai) were assigned to participants randomly, in order to 

assess for any gender-based assumptions as they relate to causes, treatment options and 

coping mechanisms across both depression and PTSD. Once the modifications were made, 

the instrument was translated into the Arabic dialect used by Syrian nationals, and the 

construct and cross-cultural validity of the tool was tested during the pilot phase of data 

collection and reviewed by the researcher, the research assistant and the thesis advisor.  
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Piloting the Instruments 

During the pilot testing phase, the researcher and the research assistant interviewed 

a total of six individuals. The average age was M = 46.3 (SD = 19.1) years (range = 29 - 

72), 50% (n = 3) of the participants were male and 50% (n = 3) were female.  During the 

pilot phase, it became clear that certain questions were written from a technical 

perspective, and people who are not familiar with terminology used in the field of 

psychology would struggle to understand what is being asked of them. For example, the 

majority of the pilot-phase participants were not familiar with the term stigma, especially 

the Arabic translation of it “wassme”. To overcome this, a question was added to introduce 

the subject of stigma in an indirect way: “What do you think people would think about 

Layla/Louai if they knew she/he is experiencing depression/PTSD?” Furthermore, the 

definition of the term was added in order to make sure that all participants had a clear 

understanding of what stigma means. Finally, other colloquial terms used to mean stigma 

were added, for example “mou3ayara”. 

Aside from adjusting the instrument, the pilot interviews were very helpful in the 

practice of asking questions in a way that is not leading or forcing an answer out of the 

participants. Whilst transcribing the pilot interviews, the research team (\the researcher and 

the research assistant) became aware of instances where leading was taking place. To 

avoid this and to make sure that the protocol and the content of the interview adhere to the 

approved ethics guidelines, the language and terminology are clear, context appropriate 

and non-leading, a trial interview was conducted between the research team and the thesis 

advisor. This practice run also allowed for preparation in addressing typical challenges that 

might arise during data collection (e.g. social desirability, re-directing of difficult 

participants etc). 
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Correcting for Validity Threats 

 One of the key threats to validity in qualitative research is researcher bias, which is 

defined as the tendency for the person leading the study to only confirm and look for one’s 

own preconceived notions on the subject matter (Christensen et al., 2014). In order to 

correct for this bias, purposive sampling strategy was opted for which aimed to gather a 

sample representing maximum population variation (e.g. variation across genders, age 

groups, albeit from age 18 and above, socio-economic status and duration of refuge in 

Lebanon) (Christensen et al., 2014). In doing so, the researcher bias was reduced as 

varying target population sub-groups were anticipated to have varying opinions and ideas, 

that do not necessarily conform to the views and beliefs of the researcher.  Furthermore, 

the researcher used bracketing by writing down their own opinions and expectations (see 

Appendix E) and thus setting these aside temporarily in order to minimise their impact on 

the data collection and analysis (Fischer, 2009).  

 In order to ensure descriptive validity, investigator triangulation was used 

(Christensen et al., 2014), where the researcher and the research assistant both worked on 

collecting, transcribing, and translating the data in order to ensure its’ accuracy. The 

researcher ensured that the assistant fully understands the purpose of the study, including 

the possible study biases and the impact that these could have on the results generated. By 

involving a Lebanese research assistant, the researcher aimed to correct for potential 

language and cross-cultural biases. By recording the interviews, the research assistant was  

able to transcribe the participant’s accounts as close to the original description and 

phrasing as possible, using direct quotations and verbatims where appropriate. Research 

assistant’s support in this matter was of high value in order to ensure correct representation 
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and translation of the original phrasing, thus ensuring low-inference descriptor inclusion, 

and working towards strengthening interpretive validity.  

The findings were also be cross-checked against studies of similar nature through 

the established priory coding agenda (see Tables 1- 4) in order to conduct theory 

triangulation. Furthermore, the researcher aims to submit this study to a journal for peer 

review, which will allow for the quality of the findings to be critically analysed by 

individuals who are experts in this field of study, thus strengthening the theoretical validity 

of the research.  

 Due to the limitations in terms of the scope of this research study, the time and 

resource availability, it will not be possible to use additional research methods (e.g. 

participant feedback gathering, quantitative data gathering), which would allow for further 

data triangulation and validation of the results.  

Participants 

A total of 40 participants of Syrian nationality were interviewed. The average age 

was M = 33.3 (SD = 11.8) years old (range = 18 - 67), 47% (n = 19) of the participants 

were male and 53% (n = 21) were female. The majority of participants resided in South 

Lebanon 43% (n = 17), 25% (n = 10) in Beirut and Mt. Lebanon area, another 25% (n = 

10) in North Lebanon, and 8% (n = 3) in the Bekaa. On average, participants reported 

having lived in Lebanon for 7.9 years (range = 1-10 years, SD = 1.9), with the majority of 

the sample – 65% (n = 26) currently living in Sub-standard living conditions2. 

 
2 Sub-standard refers to living in a structure that is not built for long-term residential 
purposes (e.g. garage, warehouse, tented settlement, shop, farm, school etc.) (Government 
of Lebanon, & United Nations, 2020). 
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Data Coding and Analysis 

 Maximum variation sampling was used, with a priory coding agenda (see Tables 1-

4) established at the outset of data collection, based on the existing body of knowledge on 

refugees worldwide and finding of studies specific to Syrian refugees (Al Laham et al., 

2020; Hagmayer & Engelmann, 2014; Hassan et al., 2015; Markova & Sandal, 2016; 

Zbidat et al., 2020). Coding took place in parallel to data collection, in order to 

continuously monitor for the maximum saturation in themes. In doing so, the coding 

followed a deductive category application approach (Mayring, 2000), whilst making sure 

to note down and add any new emerging themes not captured within the a-priory coding 

agenda.  

Ethical Considerations 

This study was approved by the Ethics Committee of Haigazian University on 

08.02.202, protocol number TA.11.20 (see Appendix F), with an amendment to the 

original approval issued on 09.04.2021 (see Appendix G).  

Upon arrival to the interview, all participants were briefed once more on the 

purpose of the study, including the expected duration of the interview, the participant 

inclusion criteria were cross checked, and written participation consent was sought. For the 

interviews conducted online, the consent forms were emailed to participants and signed 

digitally. All participants were verbally assured that they have the right to quit at any time, 

and to refuse to answer any and all question if they so wish. Furthermore, participant 

anonymity was assured, and that they were to be provided with information about how the 

data they provided would be used. Consent to use a voice recording device was obtained 

from all participants, and all were assured that the voice recordings are only gathered for 

transcribing purposes.  
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  In order to avoid causing harm to the participants, the following potential risks and 

their respective mitigation strategies have been identified. 

  Psychological Risk. Through the interview participants were expected to recall 

potentially unpleasant feelings or experiences, and as such a very mild distress was 

anticipated, albeit not greater than that experienced by a Syrian refugee in their daily lives. 

During the data collection process, no instances of actual distress caused were recorded.  

  Relationship. No direct relationship was present between the researcher (and 

research assistant) and the participants. The data collection process was tailored in a 

manner in which the researcher does not have influence over a) who is identified as a 

potential participant, and b) is willing to participate. The data collection and participant 

selection process did not alter existing dynamics between participants and participant 

relatives or friends; 

 Legal. The study did not require the participant to disclose any instances of law 

violation, or to provide any demographic data that may disclose their identity or legal 

status in Lebanon; 

Economic/professional. During the initial phone conversation between the 

researcher and the potential participants, care was taken to ensure that the agreed upon 

timing of the interview did not impact the participants economic or professional 

commitments. The researcher was flexible with participants in order not to negatively 

affect their daily schedules and thus income generating activities. All interested 

participants were assured, that their participation does not in any way impact their 

eligibility for any form of assistance from the organization through which they have been 

identified.  

Physical. No risk of physical injury occurred as a result of this study; 
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CHAPTER IV RESULTS 

 The main themes identified in this study were participants’ beliefs pertaining to 

causality of depression and PTSD, as well as the subsequent help-seeking behaviours and 

coping mechanisms that Syrian refugees in Lebanon resort to. Observations were made 

relating to the way in which stigma is believed to affect help-seeking behaviours. 

Furthermore, participants’ previous experiences and knowledge about depression and 

PTSD were recorded. 

Causal Beliefs 

 The majority of participants believed depression and PTSD to be caused by current 

life conditions, with financial difficulties and poor living circumstances being the top two 

most frequently mentioned subcategories (see Tables 8 and 9). Past incidents and traumatic 

events captured under experiential category, were the second largest reported causes for 

depression and PTSD. Difficulties in the social aspects of life, such as loss of or separation 

from one’s family, friends and country of origin, as well as discrimination, stigma and 

social isolation were the third most frequently mentioned causes for mental illness. 

 The majority of the participants who were given the depression vignette, 

reported current life conditions as the main cause for depression, whereas the majority 

exposed to the PTSD vignette believed the cause of the disorder to be related to 

experiential circumstances (i.e. the car accident) (see Table 10). The majority of the 

participants who reside in sub-standard living environments attributed the presented 

disorders to their current life conditions, where as those residing in standard surroundings 

believed the disorders to be caused by experiential circumstances (see Table 11).  
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Table 8 Results Pertaining to Causal Beliefs - Part 1 

Results Pertaining to Causal Beliefs - Part 1

Causal Categories Category Total Score Subcategories Subcategory Total Score Examples

Financial difficulties/no employment 9
"My son asks me for a biscuit, I can’t afford a biscuit. To let them eat I would take things 

from the mini market and tell them I will pay back later, and sometimes the minimarket 
owner would shame me in front of my family" (ID027)

Living conditions 8
"Our tent is 7x7 meters, our living conditions are terrible, we are 15 people living in this 

space. This is depression and bitterness" (ID030)
"I live in a house that even goats would not accept to live in" (ID028)

Lack of medical support/sickness 4
"If we want to get medical treatment, we can't here. We go down to Syria for treatment and 
come back. Here me and my husband have been trying to do some tests for two days, but 

we financially we are not able to do so" (ID008)

Lack of food 3 "I cannot buy meat for my children, they ask me for it everyday and I lie to them telling 
them that the shop is closed" (ID030)

Lack of education 2 "The thing that is bothering us the most in the current situation is that the kids cannot 
continue their studies" (ID008)

Crises in Lebanon 1 "The crises in Lebanon is affecting us all badly" (ID034)

Past Incident/Traumatic Event 25 "Trauma that could be caused by external things like war, death threat, etc…" (ID001)

Power and Frequency of the shocks 1 "Power and frequency of the shock also affect PTSD" (ID004)

Loss of /separation from family, friends, country 9 "My mother passed away back in Syria. I could not go back to see her and this affected me 
greatly. I will die before being able to get over this." (ID028) 

Discrimination, stigma and social isolation 5 "Humiliation from people. We always felt like we’re worthless, some people make as feel 
like we’re bugs. I mean, they say hurtful things." (ID035)

Marital difficulties 1 "If the husband and his wife have a bad communication and problems" (ID029)

No children 1 "My son has been married for 4 years, and still does not have any children. This is affecting 
him very badly." (ID026)

Upbringing 1 "How one was taught to deal with things, how they interact with others, with 
oneself"(ID002) 

Note : Multiple answers possible under category and subcategory total scores

Current life conditions 27

Experiential 26

Social 17
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Results Pertaining to Causal Beliefs - Part 2

Causal Categories Category Total Score Subcategories Subcategory Total Score Examples

Mental disorder 1 "Being mentally unstable causes depression" (ID023)

Personal/personality differences 3 "Some people get depressed by not getting what they want whilst others do not" (ID002)

Change in bodily function; 2
"Person's nervous system cannot process this trauma" (ID001)

"I am psychologically tired because I have an infection in my leg" (ID023)

Change in brain/mind chemistry;
1

"You have imbalances in your neurotransmitters so you do not have enough serotonin or 
dopamine to make you happy" (ID017)

Thinking too much/in a wrong way; 2 "Taking up the role of a victim drives them to become depressed" (ID002)

Fear of tomorrow 1 "We are living in a constant fear of tomorrow" (ID030)

Emotional 3 Facing overwhelming emotions 3 "Not understanding own feelings/facing overwhelming emotions" (ID001)

Religious 1 The will of God/it is their destiny 1 "His God wrote this for him" (ID005)

Note: Multiple answers possible under category and subcategory total scores

Psychological 4

Biological 3

Cognitive 3

Table 9 Results Pertaining to Causal Beliefs - Part 2 



 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

Majority of the participants from South and Beirut Mount Lebanon areas attributed 

the causes of depression and PTSD to current life conditions, whereas the participants from 

North Lebanon reported experiential circumstances to be the main reason (see Table 12). 

  

Table 12 Area Comparison - Causal Beliefs 

Living Conditions Comparison - Causal Beliefs

Causal Categories Standard Sub-standard

Current life conditions 3 24
Experiential 11 15

Social 4 13

Psychological 2 2

Biological 2 1

Cognitive 2 1

Emotional 2 1

Religious 0 1

Area Comparison - Causal Beliefs

Causal Categories North Beirut Mt Lebanon Bekaa South

Current life conditions 1 8 1 17

Experiential 10 6 1 9

Social 3 1 1 12

Psychological 2 0 0 2

Biological 0 2 0 1

Cognitive 2 0 0 1

Emotional 0 2 0 1

Religious 1 0 0 0

Disorder Comparison - Causal Beliefs

Causal Categories Depression PTSD

Current life conditions 15 12

Experiential 10 16

Social 12 5

Psychological 3 1

Biological 2 1

Cognitive 2 1

Emotional 1 2

Religious 0 1

Table 10 Disorder Comparison - Causal Beliefs 

Table 11 Living Conditions Comparison - Causal Beliefs 
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In terms of gender differences, the majority of the female participants attributed 

depression and PTSD to current life condition causes, whereas the majority of males 

believed the disorders to be caused by experiential circumstances (see Table 13). Only two 

participants in total held gender specific beliefs with regards to causes of depression and 

PTSD. A male participant ID007 stated: “I feel like they [women] have a weakness a little 

bit more than men because they have worries, they have problems”. Whereas a female 

participant ID002 stated: “Males from Syria face more depression than females, because 

men are targeted and harassed more at the boarders, check-points by armed groups and 

police representing various political and governmental entities. It is less safe to move 

around and live as a male Syrian refugee”. 

  

 

 

 

 

 

 

 

 

 

Help-seeking Behaviours 

Overwhelming majority of the participants reported that they would seek help from 

their family members, friends and acquaintances, all grouped under the category of social 

support (see Table 14). The second most popular choice was the category of mental health 

Table 13 Gender Comparison - Causal Beliefs 

Gender Comparison - Causal Beliefs

Causal Categories Females Males

Current life conditions 17 10

Experiential 11 15

Social 7 10

Psychological 3 1

Biological 2 1

Cognitive 2 1

Emotional 0 3

Religious 1 0
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professionals (i.e. psychologists, psychiatrists etc.), whilst religion, and God specifically, 

was the third most reported help-seeking avenue. 

  

Similarly, when asked how would they go about treating depression or PTSD, 

majority of the participants elected to talk to, spend time with or seek advice from their 

social support networks (see Table 15). Almost the same number of participants would not 

attempt any treatment at all, instead choosing to “get used to it and just let it pass” (ID013) 

or “accept the idea of it all” (ID008). Seeking treatment from mental health professionals 

was the third most frequently mentioned option.  

  

Results Pertaining to Help-Seeking Avenues 

Help-seeking Categories Category Total Score Examples

Social Support 
(family, friends, 
acquaintances)

29 "I have a father and a mother. I have my friend, he talks to me, and just like he talks to me I 
talk to him" (ID006)

Mental Health Professional 9 "If my surroundings can’t help me, I would go to a psychologist. I mean I would let people 
say I’m crazy, but not get crazy for real." (ID022) 

Religion 8 "I don’t refer to anyone but God" (ID010)

No-one 4 "Nobody can help, we tried a lot but nobody helped us. All people are in the same situation, 
so nobody can help" (ID037)

Self-Help 4 "I wouldn’t seek help, I’d help myself" (ID021)

Medical Doctor 3
"I had some shoulder problems so I did osteopathy sessions and I discovered that they also 

helped me mentally a lot. It helped me reduce my crying related to Syria and the car 
accident" (ID016)

Aid from UN/NGOs/Civil 
Society 3 "In Lebanon we try to seek help from the UN" (ID030)

Note : Multiple answers possible under category total scores

Table 14 Results Pertaining to Help-Seeking Avenues 
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The majority of participants would turn to their family members, friends and 

acquaintances (i.e. social support) for help and to try to treat disorders (e.g. in the form of 

talking, advice seeking and doing activities together), irrespective of whether they were 

given the depression or the PTSD vignette (see Tables 16 and 17). Although many of those 

presented with the depression vignette also reported seeking no treatment (see Table 17). 

 

  

Table 15 Results Pertaining to Treatment Mechanisms 

Disorder Comparison - Help-Seeking Avenues 

Help-seeking Categories Dep PTSD

Social Support 
(family, friends, 
acquaintances)

13 16

Mental Health Professional 4 5

Religion 3 5

No-one 3 1

Self-Help 1 3

Medical Doctor 2 1

Aid from UN/NGOs/Civil 
Society

1 2

Table 17 Disorder Comparison – Treatment Mechanisms 

Disorder Comparison - Treatment Mechanisms

Treatment Categories Depression PTSD

Social Support 
(family, friends, 
acquaintances)

6 6

No treatment 7 4

Mental health professional 5 5

Religion 2 5

 Work/recreational activities 3 3

Aid from UN/NGOs/Civil 
Society

2 1

Facing fear 0 2

Immigrating 1 0

Medical doctor 0 1

Table 16 Disorder Comparison – Help-seeking Avenues 

Results Pertaining to Treatment Mechanisms

Treatment Categories Category Total Score Examples

Social Support 
(family, friends, 
acquaintances)

12 "But what helped me the most was my cell phone or technology, since I can talk to my 
parents and see them over a simple phone call even if they are distant." (ID020)

No treatment 11 "We stayed for a while like this until we got used to everything" (ID013)

Mental health professional 10
"I tried Cognitive Behavioural Therapy (CBT) which did not work out for me, so I went to 

a psychiatrist that prescribed me antidepressants which I took for almost two years" 
(ID011) 

Religion 7 "I pray to my God and read the Quran. " (ID029)

 Work/recreational activities 6
"Find something to get your mind off of it, to get out of this thing. For example go to the 
gym, go do some exercises, go learn music, start in a conservatory for arts for example" 

(ID006)

Aid from UN/NGOs/Civil 
Society 3 "Louai needs to have his needs met, to receive something in order to be okey. It is not just 

about talking, he needs to get his needs met. " (ID037)

Facing fear 2 "I guess a friend that knows how to drive... I would go with that person for a drive, ask him 
to drive me around and teach me how to drive to overcome my fear" (ID014)

Immigrating 1 "What helped me was leaving the war in Syria and coming to Lebanon" (ID027)

Medical doctor 1 "I went to osteopathy sessions" (ID016)

Note : Multiple answers possible under category total scores
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The participants who reside in sub-standard living environments overwhelmingly 

chose to turn to their family members, friends and acquaintances (i.e. social support) for 

help. Whereas those living in standard living conditions would almost equally turn to 

social support or seek help from mental health professionals (see Table 18).  

 

 

 

 

 

 

 

 

 Similarly, the participants residing in sub-standard living environments 

overwhelmingly chose not to treat depression or PTSD, or turn to the social support 

networks for treatment. In comparison, the individuals living in standard living conditions 

would seek treatment from mental health professionals as their first choice (see Table 19).  

 

 

 

 

 

 

 

  

Living Conditions Comparison - Help-Seeking Avenues 

Help-seeking Categories Standard Sub-standard

Social Support 
(family, friends, 
acquaintances)

8 21

Mental Health Professional 7 2
Religion 2 6
No-one 2 2

Self-Help 1 3
Medical Doctor 2 1

Aid from UN/NGOs/Civil 
Society 0 3

Table 18 Living Conditions Comparison - Help-seeking Avenues 

Living Conditions Comparison - Treatment Mechanisms

Treatment Categories Standard Sub-standard

Social Support 
(family, friends, acquaintances) 3 9

No treatment 1 10

Mental health professional 8 2

Religion 2 5

 Work/recreational activities 3 3

Aid from UN/NGOs/Civil Society 1 2

Facing fear 1 1

Immigrating 0 1

Medical doctor 1 0

Table 19 Living Conditions Comparison - Treatment Mechanisms 
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The majority of the participants from South and Beirut Mount Lebanon areas 

would turn to their family members, friends and acquaintances (i.e. social support) for help 

with their depression and PTSD. Whereas participants from North Lebanon would turn to 

their social networks or a mental health professional (see Table 20). 

 In terms of treatment mechanisms, the participants from the South Lebanon area 

choose their social support networks as primary mode of treatment, or do not seek any 

treatment at all. Whereas the participants from North and Beirut Mount Lebanon areas 

primarily opt to see a mental health professional as a their primary treatment choice (see 

Table 21).   

  

Area Comparison - Help-seeking Avenues

Help-seeking Categories North Beirut Mt Lebanon Bekaa South

Social Support 
(family, friends, 
acquaintances)

6 9 1 13

Mental Health Professional 4 3 0 2

Religion 1 2 1 4

No-one 0 1 1 2

Self-Help 2 0 0 2

Medical Doctor 0 3 0 0

Aid from UN/NGOs/Civil 
Society 0 1 0 2

Table 20 Area Comparison - Help-seeking Avenues 

Area Comparison - Treatment Mechanisms

Treatment Categories North Beirut Mt Lebanon Bekaa South

Social Support 
(family, friends, acquaintances) 1 3 1 7

No treatment 2 2 1 6

Mental health professional 4 4 0 2

Religion 1 1 1 4
 Work/recreational activities 1 3 0 2

Aid from UN/NGOs/Civil Society 0 0 1 2
Facing fear 1 0 0 1
Immigrating 0 0 0 1

Medical doctor 0 1 0 0

Table 21 Area Comparison - Treatment Mechanisms 



BELIEFS, BEHAVIORS AND COPING STRATEGIES  
 

 

47 

There are almost no gender differences in terms of turning to the social support 

networks in pursuit of help, however more women than men would choose to see a mental 

health professional (see Table 22).  

 

 

 

 

 

 

 

 

 

A similar trend can be observed in the reported treatment mechanisms for 

depression and PTSD, namely women’s preferred choice of treatment are the mental health 

services, followed closely by social support networks and no treatment. Whereas men 

primarily choose to treat mental disorders with the help of their social network, or do not 

have any treatment all together (see Table 23). 

 

 

 

 

 

 

 
 

Gender Comparison - Treatment Mechanisms

Treatment Categories Females Males

Social Support 
(family, friends, acquaintances) 6 6

No treatment 6 5

Mental health professional 7 3

Religion 4 3
 Work/recreational activities 2 4

Aid from UN/NGOs/Civil Society 0 3
Facing fear 0 2
Immigrating 1 0

Medical doctor 1 0

Gender Comparison - Help-Seeking Avenues 

Help-seeking Categories Females Males

Social Support 
(family, friends, 
acquaintances)

14 15

Mental Health Professional 7 2

Religion 4 4

No-one 3 1

Self-Help 1 3

Medical Doctor 3 0

Aid from UN/NGOs/Civil 
Society

1 2

Table 22 Gender Comparison - Help-seeking Avenues 

Table 23 Gender Comparison - Treatment Mechanisms 



BELIEFS, BEHAVIORS AND COPING STRATEGIES  
 

 

48 

Only one participant reported a gender specific preference with regards to help-

seeking avenues for depression and PTSD. A female participant ID012 stated that she 

prefers to seek help from: “my husband and my male siblings the most”.  

Stigma and Help-seeking Behaviours 

 When asked what would people say about Layla/Louai if they knew that she/he has 

depression/PTSD, majority of the respondents felt that there would be no stigmatisation at 

all. For those who stated that Layla/Louai would be stigmatised, the majority felt that it 

would be the shaming or insulting type, followed by stigmatisation in relation to mental 

instability (see Table 24).  

The distribution of answers pertaining to stigma did not vary much based on the 

type of vignette presented to the participants (i.e. depression or PTSD) (see Table 25).  

 

 

 

 

 

  

Table 24 Results Pertaining to Stigma 

Disorder Comparison - Stigma

Stigma Categories Dep PTSD

No Stigma 11 11

Shaming/insulting 9 8

Related to mentall instability 8 5

Light Criticism 5 3

Related to faking/pretending 4 3

Weakness related 3 4

Table 25 Disorder Comparison - Stigma 

Results Pertaining to Stigma

Stigma Categories Category Total Score Examples

No Stigma 22
"We are all from Adam and Eve. Why stigmatize someone? We are all the same thing and 

we all are going back to the soil " (ID010)
"No one would care, honestly" (ID015)

Shaming/insulting 17 He/she is: "crazy," "an animal," "possessed," "neglect and avoid her/him," "it is all her/his 
own fault."

Related to mental instability 13 He/she is: "mentally ill," "diseased," "retarded," "stupid," "lost his/her mind" "unstable," 
"depressed," 'psychologically sick."

Light Criticism 8 He/she is: "tired," "sad," "going through pressure," "dumped by someone she/he loves," 
"angry at someone," "attached to Syria," "moody."

Related to faking/pretending 7 He/she is: "overreacting," "being dramatic," "acting," "exaggerating," "lying," "attention 
seeker."

Weakness related 7 He/she is: "weak personality," "weak faith," "unsuitable for marriage," "pathetic," 
"underdeveloped," "complicated," "sensitive personality."

Note : Multiple answers possible under category total scores
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 More participants residing in sub-standard living conditions responded that there 

would be no stigma than those living in standard living circumstances. Furthermore, in the 

event that stigma was present, those residing in sub-standard living conditions reported 

more instances of using shaming or insulting type of stigmatisation, and mental instability 

related stigma than participants from standard living environments (see Table 26).  

 

 

 

 

 

 

 

The majority of the participants from Bekaa, South, and Beirut Mount Lebanon 

areas reported that Layla/Louai would not be stigmatised for experiencing 

depression/PTSD. In the event that stigmatisation would take place, the majority of 

participants from South Lebanon believed it would be related to shaming or insulting. The 

majority of Beirut and Mount Lebanon participants also believed it would be related to 

shaming or insulting. Whereas the majority of participants from North Lebanon stated the 

weakness related stigma would be present (see Table 27). 

 

 

Living Conditions Comparison - Stigma

Stigma Categories Standard Sub-standard

No Stigma 8 14

Shaming/insulting 5 12
Related to mentall instability 3 10

Light Criticism 4 4

Related to faking/pretending 5 2

Weakness related 2 5

Table 26 Living Conditions Comparison - Stigma 

Table 27 Area Comparison - Stigma 

Area Comparison - Stigma

Stigma Categories North Beirut Mt Lebanon Bekaa South

No Stigma 3 8 2 9

Shaming/insulting 4 5 0 8

Related to mentall instability 4 2 1 6

Light Criticism 4 1 0 3

Related to faking/pretending 4 2 0 1

Weakness related 5 1 0 1
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 In terms of gender differences, there were more female participants who reported 

that Layla/Louai would not be stigmatised for experiencing depression/PTSD. Similarly, 

female participants believed that the type of stigma to be present would be the shaming or 

insulting type, faking or pretending type, and weakness related. Male participants stated 

that the most common type of stigmatizing would be shaming and insulting, as well mental 

instability related (see Table 28). 

 

 

 

 

 

 

 

 

Only two participants in total reported a gender specific stigmatisation as a result of 

experiencing depression and PTSD. A male participant ID006 stated: “Poor her! Who 

would take her?” implying that women with depression become undesirable for marriage. 

A female participant ID012 stated: “Louai is not a girl to go through stereotype of shame” 

implying that only women can be stigmatised.  

 In terms of how stigma affects help-seeking behaviour, the majority of participants 

stated that depression or PTSD experienced by Layla/Louai would get worse. The second 

most reported impact was that Layla/Louai would refuse to seek help and isolate 

her/himself from the community. The third most frequently mentioned impact was that 

Gender Comparison - Stigma

Stigma Categories Females Males

No Stigma 14 8

Shaming/insulting 9 8

Related to mentall instability 5 8

Light Criticism 4 4

Related to faking/pretending 6 1

Weakness related 5 2

Table 28 Gender Comparison - Stigma 
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stigma would negatively affect or completely put a stop to the treatment process (see Table 

29).  

 

Coping Mechanisms 

 The majority of the participants reported that they would cope with depression and 

PTSD through active, social, avoidant and cognitive coping mechanisms (see Table 30).  

  

Results Pertaining to Impact of Stigma

Stigma Impact Categories Category Total Score Examples

Get worse 27 He/she will: "never get well," "will commit suicide," "fall apart," "add pressure".

Not seek help/isolate 22 He/she will: "not trust people," "refuse to seek help," "avoid people". 

Impact treatment 12 He/she will: "stop/delay/prolong treatment," "take medication without prescription," "seek 
help in secrecy".

Positive impact 7 "I think we have to let these words make us stronger, to face people and show them that it’s 
true that I’m unhappy but I’m not crazy, I’m just hurt but I want to get over it" (ID020)

No impact 5 "Stigma would not affect, because there is nobody to turn to for help except for family who 
will not stigmatise" (ID026)

Other 2 "She resorted to other things, like smoking, drugs, and these kinds of things" (ID011);
"Maybe if she became a mom, she would transmit her disorder to her children" (ID014)

Note : Multiple answers possible under category total scores

Table 29 Results Pertaining to Impact of Stigma 

Results Pertaining to Coping Mechanisms

Coping Categories Category Total Score Examples

Active Coping 30
"I kept myself busy in a lot of stuff... for example... plant some vegetables, have fun so I forget a 

little bit the situation I am in." (ID019)

Social Coping 29
"I would motivate myself by socializing, I forgot what happened to me, and was back to my old 

life." (ID033)

Avoidant Coping 21
"I would stay in bed and I would not wake up. I was avoiding to do anything, my daughter would 

be helping me serve the children. " (ID027)

Cognitive Coping 21
"I mean, just like things are hard on us there are also other people who have it harder. I mean, just 
like they say - the one who sees the disaster of other people, his problems will get easier"(ID006) 

Emotional Coping 13
"honestly, I cried a lot. Whenever my husband came back from work he’d find me in a bad state, I 

would be overwhelmed and crying." (ID020)

Religious Coping 6 "I’d be patient and pray." (ID035)

Not Coping 4
"I don’t know how to describe it. I would feel like I’m suffocating, and sometimes I would cut my 
hands. When I see blood I would feel better. Sometimes I would hate myself, as if I want to get rid 

of my life." (ID033)

Note : Multiple answers possible under category total scores

Table 30 Results Pertaining to Coping Mechanisms 
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 The distribution of answers pertaining to coping mechanisms did not vary much 

based on the type of vignette presented to the participants (i.e. depression or PTSD) (see 

Table 31). 

 

 

 

 

 

 

 

 

 Participants residing in sub-standard living conditions reported engaging in more 

coping mechanisms overall than participants living in standard conditions, scoring higher 

across all coping mechanism categories (see Table 32). 

 

 

 

 

  

 

 

 

 

  

Disorder Comparison - Coping Mechanisms

Coping Categories Depression PTSD

Active Coping 15 15
Social Coping 14 15

Avoidant Coping 7 10
Cognitive Coping 6 11
Emotional Coping 7 6
Religious Coping 3 3

Not Coping 3 1

Table 31 Disorder Comparison - Coping Mechanisms 

Living Conditions Comparison - Coping Mechanisms

Coping Categories Standard Sub-standard

Active Coping 12 18
Social Coping 10 19

Avoidant Coping 7 10
Cognitive Coping 3 14
Emotional Coping 4 9
Religious Coping 1 5

Not Coping 1 3

Table 32 Living Conditions Comparison - Coping Mechanisms 
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 Majority of the participants from South and Beirut Mount Lebanon areas reported 

engaging in active and social coping mechanisms. Whereas participants from North 

Lebanon primarily relied on cognitive coping. Participants from Bekaa reported engaging 

equally in social and avoidant coping mechanisms (see Table 33). 

 

 

 

 

 

 

  

The distribution of answers pertaining to coping mechanisms did not vary much 

based on the gender of participants, although females were more likely than males to report 

engaging in avoidant, cognitive and emotional coping mechanisms. Males were more 

likely than females to engage in religious coping practices (see Table 34).  

 

 

 

 

 

 

Experience and Knowledge 

 When asked whether or not the participants had experienced something similar to 

the depression or PTSD vignette presented to them, 73% (n = 29) said that they had and 

Area Comparison - Coping Mechanisms

Coping Categories North Beirut Mt Lebanon Bekaa South

Active Coping 5 7 2 16
Social Coping 5 8 3 13

Avoidant Coping 5 4 3 9
Cognitive Coping 8 4 1 8
Emotional Coping 3 2 1 7
Religious Coping 0 0 1 5

Not Coping 1 0 0 3

Table 33 Area Comparison - Coping Mechanisms 

Gender Comparison - Coping Mechanisms

Coping Categories Females Males

Active Coping 15 15
Social Coping 15 14

Avoidant Coping 13 8
Cognitive Coping 13 8
Emotional Coping 9 4
Religious Coping 1 5

Not Coping 2 2

Table 34 Gender Comparison - Coping Mechanisms 
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28% (n = 11) said they had not. The vast majority of the participants, irrespective of the 

vignette story presented to them, did not know what the terms depression and PTSD 

meant, and could not define them. However, when talking about their own life experience, 

it became evident that many individuals have experienced symptoms and aspects of 

depression and PTSD, yet they were not aware that this cluster of symptoms has a 

technical name. For example, a female participant (ID036) who did not know what PTSD 

was, described her experience as follows: “We fled, with the military flights over us and 

the shots [fired], we fled and came here to Lebanon. We got scared a lot. For about two 

years we stayed like this: if I see a [gun] shot fired or [see] police on the road I get scared. 

Of course the food and drinks and sleep [were affected] of course, I stayed here a year not 

able to sleep. Every time we hear something we get scared. Yes of course, I stayed a year 

like this in Lebanon even more than a year until we got used to it.”  

 When asked whether anything could be done to prevent depression or PTSD, the 

majority of participants stated that nothing can be done. The majority of those who felt that 

there was a way to prevent mental disorders stated that it can be achieved through 

increased awareness and practice of self-care (see Table 35). 

  

Results Pertaining to Prevention

Prevention Categories Category Total Score Examples

Can't prevent 25 "Nothing can be done to prevent PTSD" (ID001)

Awareness 7
Includes the following: "education on mental health", "knowing early signs and symptoms", 

"practicing mindfulness and acceptance". 

Self-care 6
Includes the following: "going on a trip", "regularly attending therapy", "surround yourself with 

good relationships". 

Avoidance 2 Includes the following: "avoidance of triggers" and "avoidance of negative people". 

Prayer 2 "Pray and read the Quran because it is the only solution for everything"(ID029) 

Resolve past issues 1
"To prevent... I would ask a friend to take me on a ride, and I'd repeat the action until I get rid of 

my fear even if it takes a long time." (ID014)

Note : Multiple answers possible under category total scores

Table 35 Results Pertaining to Prevention 
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CHAPTER V DISCUSSION 

The aim of the present study was to explore the underlying beliefs on causes of 

depression and PTSD, as well as the subsequent help-seeking behaviours and coping 

mechanisms that Syrian refugees in Lebanon resort to. As far as it can be deduced, this is 

one of the first few studies of this nature conducted in Lebanon, which highlights the 

Syrian refugee’ perspectives on mental illness, and the subsequent steps that they take to 

treat or cope with depression and PTSD.  However, The results of this study are of 

particular significance to the Lebanese Government, the Ministry of Health and all aid and 

civil society organisation which aim to improve the mental health policy and practices 

across the country in response to the huge mental health needs among the Syrian refugee 

population. As such, the study also aimed to suggest culturally appropriate, and feasible 

mental health support programs, derived from knowledge of depression and PTSD though 

the Syrian refugee cultural lens.  

The uniqueness of this study is that it largely corroborates the key findings in terms 

of previously reported causal beliefs, help seeking behaviours and coping mechanisms 

used by the Syrian refugee population, except for the religious aspect. Whereas multiple 

previous studies (Al Laham et al., 2020; Ben Farhat et al., 2018; Hassan et al., 2015; 

Markova & Sandal, 2016; Zbidat et al., 2020) have shown the causes of mental disorders 

and subsequent help-seeking behaviours to be strongly rooted in religious beliefs, this 

study found only a minimal association of this kind. This outcome was unexpected, but it 

could be explained by the rapidly shifting life conditions and priorities of the refugee 

population in the face of multiple crises that are currently taking place in Lebanon.  
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Causal Beliefs 

Participants of this study provided multiple causal explanations for the mental 

disorders they were presented with, which supports the fact that people in general consider 

multiple problem sources in order to fully understand the predicament that they find 

themselves in (Hassan et.al, 2015). Past research of Syrian nationals displaced inside Syria 

(Hassan et al., 2015), and Syrian refugees residing in Greece (Ben Farhat et al., 2018), 

Germany (Zbidat et al., 2020), and  Lebanon (Al Laham et al., 2020), have shown that 

causes of mental disorders are believed to emanate from losses, violence and socio-

economic pressures, as well as religious beliefs, particularly the influence of the Jinn. 

Whilst this study found support for previously established causal beliefs related to difficult 

socio-economic life circumstance, past traumatic experiential events, loss and separation, 

almost no association was found for religious beliefs or spiritual entities such as the Jinn. 

This outcome was unexpected, but it could be explained by the rapidly shifting life 

conditions and priorities of the refugee population in the face of multiple crises that are 

currently taking place in Lebanon. The 2020 Vulnerability Assessment of Syrian Refugees 

in Lebanon (UNHCR et al., 2020) reports that 89%3 of all Syrian refugee households live 

in extreme poverty, struggling to survive on less than USD 3.84/capita/day. More than 

58% of all Syrian refugee families reside in conditions deemed to be below humanitarian 

standards4, and the percentage of households with poor food consumption5 has quadrupled 

between 2019 and 2020 (UNHCR et al., 2020). The Syrian refugee population rely on 

 
3 A 34% increase compared to 2019 (UNHCR et al., 2020).  
4 Defined as shelters in danger of collapse, or in overcrowded conditions of less than 
4.5m2/person (UNHCR et al. 2020).  
5 Defined as decrease in the number of meals consumed per adult per day (from 2.2. in 
2019 to 1.9 in 2020), and a 30% decline in dietary diversity per household (UNHCR et al. 
2020). 
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pharmacies for primary health care needs, citing cost of transportation, medication and 

doctor’s fees as the primary barrier to health care access (UNHCR et al., 2020). Whilst the 

overall life circumstances for Syrian refugees in Lebanon have always been difficult, the 

recent economic and socio-political challenges, along with the COVID-19 pandemic have 

significantly worsened these conditions (World Food Programme, 2020). In light of such 

growing difficulties, it can be assumed that the people affected by them have a tangible 

and external factor to focus on as the predominant cause of their predicament. It is 

therefore not entirely surprising that the majority of Syrian refugee participants of this 

study believed depression and PTSD to be caused by current life conditions, including 

financial difficulties, poor living circumstances, lack of access to food, essential health 

services and medication. Studies that look at changes in migrant values and beliefs, such as 

the study by Williams et al., (2014), show that migrant values can change as a result of 

different kinds of experiences. As revealed in the study by Lamensdorf Ofori-Atta and 

Linden (1995), a persons’ causal beliefs and treatment preferences in terms of mental 

health, can be affected by changes in income, acculturation and education factors. The 

multiple crises in Lebanon, as demonstrated by the VASyR study findings (UNHCR et al., 

2020), have negatively affected the socio-economic status of the Syrian refugees in a 

relatively short time period of only a year. This could be a factor that accounts for the 

observed lack of religious causal explanations, with a shift towards a focus on life 

circumstances, although further research is needed in order to understand better the 

relationship between changes in socio-economic status and causal beliefs related to mental 

health.  

The previous research study attributed the economic challenges and unemployment 

faced by the study participants to the geographic isolation of the Wadi Khaled area (Al 
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Laham et al., 2020). The results of the current study demonstrate that the socio-economic 

challenges as perceived cause of mental illness are not limited to a specific geographic 

area, but instead have become a geographically wider-spread issue. The majority of the 

participants from South and Beirut Mount Lebanon areas attributed the causes of 

depression and PTSD to current life conditions, and the majority of these participants also 

resided in sub-standard living conditions. Such living circumstances are indicative of a 

lower socio-economic status (UNHCR et al., 2020), and higher exposure to post-migration 

stressors related to meeting basic survival needs. The critical importance of post migration 

stressors as they relate to mental health outcomes for refugees have been noted by Zbidat 

et al., (2020), demonstrating that they have a greater impact on manifestation and 

progression of mental illness compared to pre-migration factors.  

The subsequent most frequently reported causes of  depression and PTSD were the 

past incidents, traumatic events, as well as the loss of and separation from family, friends 

and country of origin, captured under the “experiential” and “social” categories 

respectively. Furthermore, discrimination, stigma and social isolation were also reported to 

cause mental distress. These finding supports the results of the previous studies conducted 

in Lebanon, Greece and Germany showing that war experiences (e.g. torture, violence 

etc.), separation, loss, death, discrimination and social isolation were deemed traumatic, 

and considered as major causes of mental distress by Syrian refugees (Al Laham et al., 

2020; Ben Farhat et al., 2018; Zbidat et al., 2020). Everyday problems, recent traumatic 

events, a broken home or death of a loved one, effectively the top three most reported 

causal categories of this study, were grouped under “psychosocial” factors in a study by 

Pang et al., (2018). Interestingly, when using the Pang et al., (2018) adaptation of the 

causal beliefs scale, Tan et al., (2020) found that those individuals who attributed their 
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mental illness to be caused by psychosocial factors, were more willing to seek help and 

perceive less stigma associated with the illness. Studies have shown that attributing mental 

illness to factors external to oneself is positively associated with  help-seeking (Kleinberg 

et al., 2013), and reduces stigma as well as desire for social isolation (Jorm & Griffiths, 

2008). As such, although Tan et al., (2020) studied a cultural group quite different from 

Syrian refugees, their findings could explain why so many Syrian refugees attributed 

mental illness to psychosocial factors. It can further help explain the observed differences 

in causal attributions between individuals presented with the depression and PTSD 

vignettes. Participants who were given the PTSD vignette linked the cause of the disorder 

to an experiential event, which is not surprising since the PTSD described in the vignette 

follows a very clear and tangible event – a car accident. Whereas in the depression 

vignette, the cause is not so clear, which perhaps explains why the majority of the 

respondents who were presented with this vignette linked it to a current life condition - a 

prominent and pressing life stressor from their own experiences. In all cases, both causal 

categories fit perfectly under Pang et al., (2018) “psychosocial” factors umbrella 

classification - mental illness factors external to oneself. 

In terms of gender differences, the majority of the female participants attributed 

depression and PTSD to current life condition causes, whereas the majority of males 

believed the disorders to be caused by experiential circumstances. This could be explained 

by the fact that Syrian women traditionally are in charge of the day-to-day household 

duties (e.g. cooking, raising children), and therefore they are the first ones to directly 

experience the consequences of poor living conditions, lack of access to food, medication 

and education for their children (Care Middle East and North Africa, 2021). Furthermore, 

women are also the first ones to suffer as a result of the household having to adapt 
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stringent food related coping strategies6, by giving priority to their children and the 

husband first (Care Middle East and North Africa, 2021; UNHCR et al., 2020). When it 

comes to Syrian men, traditionally they have been the ones to be in charge of making life-

changing decisions that impact the whole family, such as leaving Syria (Oxfam, 2021). 

Having taken these decisions, the majority find themselves living in dire socio-economic 

conditions, unable to provide for their families or find a way out of these difficult 

circumstances. As such, they could be attributing mental illnesses to the experiential 

circumstances of the past – namely back to the moments when these decisions to flee were 

taken, amidst a war and the associated atrocities that they witnessed. There is no evidence 

to support this assumption however, and further research is needed to test this theory.  

Help-seeking Behaviours 

Overwhelming majority of the participants reported that they would turn to their 

family members, friends and acquaintances in order to seek help and treat mental health 

disorders (e.g. in the form of talking, advice seeking and doing activities together) 

irrespective of whether they were presented with the depression or the PTSD vignette. This 

is consistent with the findings of multiple studies done with refugee populations in general, 

with Syrian refugees across multiple settings, and in Lebanon specifically (Al Laham et al., 

2020; Ben Farhat et al., 2018; Hassan et al., 2015; Markova & Sandal, 2016; Zbidat et al., 

2020).  

The second most popular choice in terms of help-seeking avenues was the category 

of mental health professionals (i.e. psychologists, psychiatrists etc.), which could be 

explained by the fact that attitudes towards MHPSS have been observed to be rapidly 

changing among Syrian refugee and internally displaces population groups (Hassan et al., 

 
6 Reducing the portion sizes or number of meals per person per day (UNHCR et al., 2020). 
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2015). Mental health practitioners working with these population groups have recently 

noted this change in attitudes, and attribute it to the shared war experiences, which also 

tend to lessen the stigma surrounding mental illness (Hassan et al., 2015). This change in 

attitudes could also help explain why seeking psychological/psychiatric treatment was the 

third most frequently chosen option in this study.  

The third most popular help-seeking avenue was turning to God. Whilst numerous 

studies have found that refugees from Arab origins, and Syrian refugees specifically often 

turn to religious and traditional healers as a more culturally acceptable, and less 

stigmatising healing avenue (Al Laham et al., 2020; Ben Farhat et al., 2018; Hassan et al., 

2015; Markova & Sandal, 2016; Zbidat et al., 2020), the findings of this study show a 

slightly different trend. When study participant spoke about turning to God, they referred 

to doing so in complete privacy with a direct line to their creator, without the need to go 

through third parties (e.g. religious or traditional healers). When God was chosen as a 

source of help, it was done so with an absolute conviction that only this source can resolve 

all the problems, and not because it is the most culturally acceptable or less stigmatising.   

The participants who reside in sub-standard living environments (i.e. South and 

Beirut Mount Lebanon areas) overwhelmingly chose to turn to their family members, 

friends and acquaintances (i.e. social support) for help. Whereas those living in standard 

living conditions, such as the majority of the participants from the North Lebanon area, 

would almost equally turn to social support or seek help from mental health professionals. 

Participants residing in sub-standard living environments overwhelmingly chose not to 

treat depression or PTSD, or turn to the social support networks for treatment. In 

comparison, the individuals living in standard living conditions would seek treatment from 

mental health professionals as their first choice. This difference in help-seeking behaviours 
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based on the living environment could be attributed to socio-economic status and 

subsequently affordability of services, as demonstrated in studies such as Packness et al., 

(2019). As noted earlier, the Syrian refugee population in Lebanon has been found to 

increasingly rely on pharmacies for primary health care needs, citing cost of transportation, 

medication and doctor’s fees as the primary barrier to health care access (UNHCR et al., 

2020). Individuals residing in sub-standard living conditions are therefore less likely to 

afford paying for visits to a mental health professional and resort to seeking help from 

avenues immediately available to them, such as their family, friends and acquaintances. 

Whereas Syrian refugees residing in standard living conditions may be better off 

financially, and in a position to seek professional mental health services. Inability to afford 

services could also partly explain why a large  number of participants stated that they 

would not attempt any treatment at all, instead choosing to “get used to it and just let it 

pass” (ID013) or “accept the idea of it all” (ID008). Further research studies into the 

relationship between socio-economic status, living conditions and accessibility of mental 

health services are needed, as causality between the observed factors cannot be inferred 

due to the qualitative nature of this study,  

There are almost no gender differences in terms of turning to the social support 

networks in pursuit of help, however more women than men would choose to see a mental 

health professional. A similar trend can be observed in the reported treatment mechanisms 

for depression and PTSD, namely women’s preferred choice of treatment are the mental 

health services, followed closely by social support networks and no treatment. Whereas 

men primarily choose to treat mental disorders with the help of their social network, or do 

not have any treatment all together. This could be explained by the fact that women in 

general score higher than men on “Psychological Openness” (Tan et al., 2020), and thus 
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are more up for seeking help from a mental health specialist. Whereas being seen as 

seeking help from a psychologist would imply weakness on the part of men (Addis & 

Mahalik, 2003), and in Arab cultures men must be perceived to remain strong for their 

families (Zbidat et al., 2020). 

Stigma and Help-seeking Behaviours 

When asked what would people say about Layla/Louai if they knew that she/he has 

depression/PTSD, the majority of the respondents who happened to also be residing in sub-

standard living conditions felt that there would be no stigmatisation at all. This could be 

explained by the fact that the main causal beliefs were psychosocial in nature, and thus 

associated with reduces stigma (Jorm & Griffiths, 2008; Tan et al., 2020). In terms of 

gender differences, there were more female participants who reported that Layla/Louai 

would not be stigmatised for experiencing depression/PTSD, which could be explained by 

the fact that women in general score higher than men on “Indifference to Stigma” (Tan et 

al., 2020), and thus are less influenced by it. 

For those who stated that Layla/Louai will be stigmatised, the majority felt that the 

labels used would be the shaming or insulting type (e.g. “crazy” or “animal”), followed by 

stigmatisation in relation to mental instability (e.g. “mentally ill” or “retarded”). Female 

participants said that it would be the shaming or insulting type, faking or pretending type, 

and weakness related. Male participants indicated that the most common type of 

stigmatizing would be shaming and insulting, as well mental instability related. 

Furthermore, those residing in sub-standard living conditions (i.e. South Lebanon and 

Beirut and Mount Lebanon participants) reported more instances of using shaming or 

insulting type of stigmatisation, and mental instability related stigma than participants from 

standard living environments. While there is little research with regards to the exact 
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labelling used by Syrian refugees to imply stigma, it is overwhelmingly evident that 

presence of any stigma, including self-stigmatisation, is negatively correlated with help 

seeking and treatment outcomes (Al Laham et al., 2020; Ben Farhat et al., 2018; Hassan et 

al., 2015; Markova & Sandal, 2016; Merhej, 2019, Zbidat et al., 2020). The results of this 

study also support these findings, as the majority of participants stated that experiencing 

stigma would lead to worse or more severe forms of depression and PTSD, refusal to seek 

help and social isolation, as well as negative impact or complete cessation of the treatment.  

Coping 

The majority of the participants reported that they cope with depression and PTSD 

through active, social, avoidant and cognitive coping mechanisms. This is consistent with 

the findings of Hassan et al., (2015) stating that common ways of minimising or 

overcoming distress include working, seeking companionship, as well as withdrawal and 

doing nothing. Participants residing in sub-standard living conditions, mostly participants 

from South and Beirut Mount Lebanon, reported engaging in more coping mechanisms 

overall than participants living in standard conditions, and female participants were more 

likely than males to report engaging in avoidant, cognitive and emotional coping 

mechanisms. Males were more likely than females to engage in religious coping practices. 

Both of these gender specific finding are overall very much in line with the work of 

Hassan et al., (2015). Whilst many refugee men and women engage in numerous positive 

coping mechanisms, there are also many that resort to passive ones such as crying, 

isolation and denial of the emotional difficulties, because they feel that there are limited 

opportunities for them to do anything else (Hassan et al., 2015). Avoidance behaviour was 

found to be a coping strategy among Syrian refugees in Germany, as it allowed them to 

avoid being in contact with people who brought back traumatic memories (Zbidat et al., 
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2020). This does not appear to be the case for Syrian refugees in Lebanon, as none of the 

participants reported using self-isolation as a means of avoiding painful past memories 

brought to light by other people.  

Bracketing Comparison 

 Before initiating data collection, the researcher used bracketing in order to write 

down their own opinions and expectations from this study (see Appendix E), thus setting 

these aside temporarily in order to minimise their impact on the data collection and 

analysis. The first assumption made during the bracketing exercise was that in line with 

multiple research findings (El Chammay et al., 2013; El Chammay et al., 2016; Kerbage et 

al., 2016), the majority of Syrian refugees in Lebanon will have first-hand, recent 

experience of depression and/or trauma but only a very small proportion will know of 

and/or access MHPSS services. This assumption was upheld to some extent, since 73% (n 

= 29) of the participants said that they had experienced something similar to the stories of 

Layla/Louai. The vast majority of the participants, irrespective of the vignette story 

presented to them, did not know what the terms depression and PTSD meant, which could 

be indicative of never having been exposed to MHPSS services or mental health 

terminology. Furthermore, only a limited proportion of the participants indicated that they 

would seek help from mental health professionals, which does not mean that they actually 

did so in the past.  

 The second assumption made was that majority of the participants would attribute 

depression and PTSD to religious or supernatural causes, as well as war experiences. And 

in line with these causal beliefs, it was expected that the majority of Syrian refugees would 

turn to religious healers or medical doctors as the first line of help and healing. Whilst war 

experiences were among the top three causal beliefs mentioned, religious and supernatural 
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ones were almost entirely absent. Furthermore, whilst medical doctors did get mentioned 

as a possible avenue of help, religious leaders were not considered at all. This was quite an 

unexpected outcome, but it could be explained by the fact that previous studies conducted 

with this population group took place before October 20197 and thus before the multiple 

crises that have erupted in Lebanon since. As discussed in the previous sections, and 

evidenced by studies such as the 2020 Vulnerability Assessment of Syrian Refugees 

(UNHCR et al., 2020), the socio-economic situation of the Syrian refugees has detreating 

drastically in a matter of months, leaving 89%8 of all Syrian refugee households in extreme 

poverty. In these circumstances, struggle for survival takes precedent, and it is quite 

possible that the previously reported causal beliefs and subsequent coping mechanisms 

have shifted to reflect the more pressing needs among this population group.  

Recommendations 

Several recommendations for culturally appropriate, and feasible mental health 

support programs can be drawn from this study. Firstly, at the grassroots level, there is a 

fundamental need for awareness campaigns that tackle general knowledge on mental health 

symptoms, whilst also working towards de-stigmatising mental health in general. 

However, in order to make these initiatives effective, it is of vital importance to engage the 

many qualified Syrian refugees who have knowledge, experience and practice in 

improving community mental health and psychosocial wellbeing, in the design and 

implementation of such campaigns. Involvement of these individuals from early on, will 

ensure a more culturally appropriate design and implementation, and will lead to a better 

community buy-in towards the messages being delivered (Hassan et al., 2016). 

 
7 At least in terms of data collection.  
8 A 34% increase compared to 2019 (UNHCR et al., 2020).  
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Furthermore, experienced Syrian refugees could also be involved in creating opportunities 

to raise awareness about mental health at the community leader levels.  

Secondly, there is great need for more community level MHPSS that are delivered 

through psychosocial programmes as opposed to psychiatric and clinical settings. This will 

increase the acceptability of such services and decrease the stigma associated with being 

seen to take part in them (Hassan et al., 2016). Since the findings of this study point to the 

fact that the majority of the participants will look to engage in some sort of activity as a 

means of coping with their mental distress, MHPSS can be made available through  

community centres, child friendly spaces, schools, women’s groups, worship centres and 

sports activities. In order to make the MHPSS accessible to both men and women, care 

should be taken in order to tailor these programmes in culturally and gender appropriate 

ways. For example, it is essential to make safe spaces available for women and girls only, 

where they have the opportunity to discuss and seek support with more sensitive concerns 

such as domestic abuse and life changes (Hassan et al., 2016). Men would be more likely 

to engage in MHPSS if they were made available in the evenings and through meaningful 

activities or sports practices (Hassan et al., 2016). 

As a component of the MHPSS, there should be a focus on decreasing stigma 

related to mental health overall. This study clearly showed that although majority of the 

participants had experienced symptoms and aspects of depression and PTSD, they were not 

aware that this cluster of symptoms has a technical name. Overt expression of strong 

emotions are considered acceptable in Syria, however the explicit labelling of the emotions 

and distress as a mental health issue constitutes a source of shame and poses a risk of being 

stigmatized (Hassan et al., 2016). As such, practitioners are encouraged to avoid using 

psychological jargon and psychiatric labelling in order to create a better therapeutic 
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alliance and generate less stigma (Hassan et al., 2016). As such, the psychosocial activities 

could be focus, for example, on providing practical means for managing strong emotions 

as opposed to explicitly labelling them as cognitive-behavioural techniques to deal with 

“emotional dysregulation” . 

 On a final note, it is important to recognise that all the MHPSS need to be provided 

along-side initiatives that aim at mitigating the difficult living conditions and the extremely 

challenging socio-economic situation. As highlighted by Hassan et al., (2016), improving 

livelihood opportunities and living conditions may contribute to improving the overall 

mental health of Syrian refugees potentially more than interventions geared only towards 

psychological support.  

Strength and Limitations 

The strengths of this study are, firstly, that this is one of two qualitative studies 

conducted with Syrian refugees in Lebanon, focused on their causal beliefs, helps-seeking 

behaviour and coping mechanisms. While the previous study of such nature focused 

exclusively on Wadi Khaled area (Al Laham et al., 2020), this study sampled participants 

from all areas of Lebanon (North, South, Beirut and Moutn Lebanon and the Bekaa). All 

interviews were conducted in Arabic, by a person (the research assistant) who speaks the 

Syrian Arabic dialect, and has multiple years of experience of working with several 

refugee populations. This, to some degree, counteracted a possible linguistic and cultural 

bias, thus the findings should not be distorted by linguistic and cultural misunderstandings. 

At the same time, since the researcher was also present during the interviews, and visibly a 

foreigner, this could have introduced some social desirability bias from the side of the 

participants. To avoid possible condemnation or judgement, the participants may 
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deliberately have failed to mention, for example, how they would stigmatise other 

individuals known to have mental health issues.  

The uniqueness of this study is that it largely corroborates the key findings in terms 

of previously reported causal beliefs, help seeking behaviours and coping mechanisms 

used by the Syrian refugee population, except for the religious aspect. Whereas multiple 

previous studies (Al Laham et al., 2020; Ben Farhat et al., 2018; Hassan et al., 2015; 

Markova & Sandal, 2016; Zbidat et al., 2020) have shown the causes of mental disorders 

and subsequent help-seeking behaviours to be strongly rooted in religious beliefs, this 

study found only a minimal association of this kind. This outcome was unexpected, but it 

could be explained by the rapidly shifting life conditions and priorities of the refugee 

population in the face of multiple crises that are currently taking place in Lebanon.  

Due to the limitations in terms of the scope of this research study, the time and 

resource availability, it was not be possible to use additional research methods (e.g. 

participant feedback gathering, quantitative data gathering), which would allow for further 

data triangulation and validation of the results. Furthermore, due to the time limitations, 

coding of the gathered information was done only by the author alone. Having multiple 

coders would contribute better towards achieving coding consistency, intercoder reliability 

and potentially generate further interpretations of the gathered data (Church et al., 2019). 

In the current context of Lebanon, amidst a national pandemic with numerous total 

lockdowns initiated by the Government of Lebanon, it was very difficult to sample equally 

from all areas of the country. Initially the research team was reliant upon an international 

NGO in order to receive potential participant referrals. However, once the Government 

imposed a one month long total lockdown, the NGO operating hours were severely 

reduced, slowing down the data collection process, and also the ability to sample from 
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different areas. For this reason, the researcher applied to the ethics committee and got the 

approval to introduce snowball sampling as part of the data collection process, in order to 

try to reach participants from all areas of the country. Nevertheless, despite best efforts, 

only three participants could be identified from the Bekaa area, which remains largely 

under-represented in the current study.  

It is also important to recognise that the answers collected in this study represent 

the beliefs of individuals held at a specific moment in time, in a set context, and are 

susceptible to change under a different set of circumstances, as pointed out by (Hassan et 

al., 2015). As such, and also due to the qualitative nature of this study, the results cannot 

be generalized to the entire Syrian refugee population in Lebanon, nor to the highly 

heterogeneous population of all refugees as a whole. Future studies should try to replicate 

the results of the current study in  larger and more representative samples.  
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Appendix B Depression Vignette 

The Vignette Instrument for Depression - Layla 

Layla is a 21-year-old refugee from Syria currently living in a refugee settlement in the 

Bekaa valley of Lebanon. Layla has been feeling unusually sad and miserable for the last 

few weeks. She is tired all the time and has trouble sleeping at night. Layla does not feel like 

eating and has lost weight. She can’t concentrate during her daily activities, puts off making 

any decisions and taking actions. Her family members and friends are very concerned about 

her. Layla feels she will never be happy again and believes her family would be better off 

without her. Layla is feeling so desperate; she is hoping to fall asleep and never wake up 

again. Layla is exhibiting symptoms of depression.  

 

 

 بائتكلال ةریصقلا لاقملا ةادأ

 

 ةلیلقلا عیباسلأا للاخ .نانبل يف عاقبلا لھس يف نیئجلال میخم يف اًیلاح شیعتو امًاع 21 رمعلا نم غلبت ةیروس ةئجلا ىلیل

 ً.لایل مونلا يف ةبوعص نم يناعتو تقولا لاوط ةبعتم اھنإ .ةساعتلاو نزحلاب رعشت ىلیل تناك اھتداع ریغ ىلعو ةیضاملا

 تارارق يأ ذاختا لجؤتو ، ةیمویلا اھتطشنأ للاخ زیكرتلا عیطتست لاو, اھنزو تدقفو لكلأا يف ةبغرلاب رعشت لا ىلیل

 نمؤتو اددجم ةدیعس نوكت نأ عیطتست نل اھنأ ىلیل رعشت .اھھاجت غلاب قلقب اھئاقدصأو اھترسأ دارفأ رعشی .تاءارجإو

 رھظت ىلیل .ىرخأ ةرم ظاقیتسلاا مدعو مونلا يف لمأت و  دیدشلا سأیلاب ىلیل رعشت .اھنودب لااح  لضفأ نوكتس اھتلئاع نأب

 .بائتكلاا ضارعأ اھیلع
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Questions 

1- Have you ever experienced something similar yourself? If yes, could you tell me about 

this experience? Note: Prod for similar experience in terms of symptoms not the events 

described in the story itself.  

2- If you did not experience anything similar yourself, do you know anybody who did have 

this kind of experience? If yes, could you tell me more about it? 

3- If neither yourself, nor anyone you know experienced something of this nature, could 

you share with me what you know about depression?  

 

 ةلئسأ

 لأسا :ةظحلام ؟ةبرجتلا هذھ نع ينربخت نأ نكمی لھ ، معن ةباجلإا تناك اذإ ؟اھًباشم اًئیش تھجاو نأ كل قبس لھ -1

  .ةصقلا يف ةفوصوملا ثادحلأا نع سیلو ضراوعلا ثیح نم ةھباشم براجت نع

 ينربخت نأ نكمی لھ ، معن ةباجلإا تناك اذإ ؟ةبرجتلا هذھ ربتخا صخش يأ فرعت لھف ، اھًباشم اًئیش ربتخت مل اذإ -2

 ؟اھنع دیزملا

 ؟بائتكلاا نع ھفرعت ام ينكراشت نأ كنكمی لھف ، لیبقلا اذھ نم اًئیش ھفرعت صخش يأ وأ كسفنب ربتخت مل اذإ -3

 

Prompts 

o What do you understand by the term depression? 

o What do you think caused/ causes depression?  

o Who can you turn to in order to get help with depression?  

o How do you go about treating depression? 

o What do you think people would think about Layla if they knew she is experiencing 

depression? 
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o Stigma is mark of disgrace associated with a particular circumstance, quality, or 

person. Did you/that someone you know ever experience stigma because of 

depression?  

o Did experiencing stigma affect who you (or that someone you know) turn to 

for help? 

o Did experiencing stigma impact the way you (or that someone you know) 

treat depression? 

Note: If no previous personal experience/does not know anyone who has had 

depression, prod to get beliefs about stigma and its impact on help seeking 

behaviours and treatment options. 

o Is there anything you did or can do to prevent or be less likely to experience 

depression? 

o How do you cope with the stress/daily challenges of life whilst experiencing 

depression? 

 تازفحم

o ؟بائتكلاا حلطصم نم مھفت اذام 

o ؟بائتكلاا ببسی كیأرب اذام 

o ؟ةدعاسملا ىلع لوصحلل ھیلإ ءوجللا كنكمی يذلا نم 

o ؟ بائتكلاا عم لماعتت فیك 

o ؟بائتكلاا نم يناعت ىلیل نأ اوملع اذا سانلا اونظیس كیأرب اذام  

o نیعم صخشب وأ ةنیعم ةفص وأ فورظب طبترملا يزخلا ىلع ةملاع يھ ةمصولا.    

o هذھ نع دیزملا ينربخت نأ نكمی لھ ؟بائتكلاا ببسب ةمصول ھفرعت يذلا صخشلا كلذ / تنأ تضرعت لھ 

 ؟ةبرجتلا

o ؟ةدعاسملل بلط ةیلمع ىلع )ھفرعت يذلا صخشلا اذھ وأ (  ةمصولل كضرعت رثأ فیك 



BELIEFS, BEHAVIORS AND COPING STRATEGIES  
 

 

88 

o ؟بائتكلاا جلاع ىلع )ھفرعت يذلا صخشلا اذھ وأ (  ةمصولل كضرعت رثأ فیك 

 

 ثحبا ، بائتكلااب باصم صخش يأ فرعت لا / ةقباس ةیصخش ةربخ كانھ نكت مل اذإ :ةظحلام

 نع ثحبلا يف ةدعاسملا ىلع اھریثأتو راعلا ةمصولا لوح تادقتعم ىلع لوصحلل رثكأ

 .جلاعلا تارایخو تایكولسلا

o ؟بائتكلااب ةباصلإا ةیلامتحا لیلقتل وأ بائتكلاا نم ةیاقولل ھب مایقلا كنكمی وأ ھتلعف ءيش يأ كانھ لھ 

o ؟ ةیمویلا ةایحلا تایدحت / طوغضلا عم لماعتت فیك , بائتكلاا نم ةاناعملا ءانثأ 

 

Demographic Questions 

1. What is your gender 

Female  � 

Male  � 

2. What is your age (in years)? 

3. For how long have you sought refuge in Lebanon (in years)? 

 

 ةیفارغومید ةلئسأ

 ؟كسنج وھ ام .1

 ىثنأ �

 ركذ �

 ؟)تاونسلاب( كرمع وھ ام .2

 ؟)تاونسلاب( نانبل يف شیعت تنأو ىتم ذنم .3
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The Vignette Instrument for Depression - Louai 
 

Louai is a 21-year-old refugee from Syria currently living in a refugee settlement in the 

Bekaa valley of Lebanon. Louai has been feeling unusually sad and miserable for the last 

few weeks. He is tired all the time and has trouble sleeping at night. Louai does not feel like 

eating and has lost weight. He can’t concentrate during his daily activities, puts off making 

any decisions and taking actions. His family members and friends are very concerned about 

him. Louai feels he will never be happy again and believes his family would be better off 

without him. Louai is feeling so desperate; he is hoping to fall asleep and never wake up 

again. Louai is exhibiting symptoms of depression.  

 

 بائتكلال ةریصقلا لاقملا ةادأ

 

 ةلیلقلا عیباسلأا للاخ .نانبل يف عاقبلا لھس يف نیئجلال میخم يف اًیلاح شیعیو امًاع 21 رمعلا نم غلبی يروس ئجلا يؤل

 ً.لایل مونلا يف ةبوعص نم يناعیو تقولا لاوط بعتم ھنإ .ةساعتلاو نزحلاب رعشی يؤل ناك ھتداع ریغ ىلعو ةیضاملا

 تارارق يأ ذاختا لجؤیو ، ةیمویلا ھتطشنأ للاخ زیكرتلا عیطتسی لاو, ھنزو دقفو لكلأا يف ةبغرلاب رعشی لا يؤل

 نأب نمؤیو اددجم اًدیعس نوكی نأ عیطتسی نل ھنأ يؤل رعشی .ھھاجت غلاب قلقب ھئاقدصأو ھترسأ دارفأ رعشی .تاءارجإو

 رھظت يؤل .ىرخأ ةرم ظاقیتسلاا مدعو مونلا يف لمأی و  دیدشلا سأیلاب يؤل رعشی .ھنودب لااح  لضفأ نوكتس ھتلئاع

 .بائتكلاا ضارعأ ھیلع
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Questions 

4- Have you ever experienced something similar yourself? If yes, could you tell me about 

this experience? Note: Prod for similar experience in terms of symptoms not the events 

described in the story itself.  

5- If you did not experience anything similar yourself, do you know anybody who did have 

this kind of experience? If yes, could you tell me more about it? 

6- If neither yourself, nor anyone you know experienced something of this nature, could 

you share with me what you know about depression?  

 

 ةلئسأ

 لأسا :ةظحلام ؟ةبرجتلا هذھ نع ينربخت نأ نكمی لھ ، معن ةباجلإا تناك اذإ ؟اھًباشم اًئیش تھجاو نأ كل قبس لھ -1

  .ةصقلا يف ةفوصوملا ثادحلأا نع سیلو ضراوعلا ثیح نم ةھباشم براجت نع

 ينربخت نأ نكمی لھ ، معن ةباجلإا تناك اذإ ؟ةبرجتلا هذھ ربتخا صخش يأ فرعت لھف ، اھًباشم اًئیش ربتخت مل اذإ -2

 ؟اھنع دیزملا

 ؟بائتكلاا نع ھفرعت ام ينكراشت نأ كنكمی لھف ، لیبقلا اذھ نم اًئیش ھفرعت صخش يأ وأ كسفنب ربتخت مل اذإ -3

 

Prompts 

o What do you understand by the term depression? 

o What do you think caused/ causes depression?  

o Who can you turn to in order to get help with depression?  

o How do you go about treating depression? 

o What do you think people would think about Loui if they knew he is experiencing 

depression? 
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o Stigma is mark of disgrace associated with a particular circumstance, quality, or 

person. Did you/that someone you know ever experience stigma because of 

depression?  

o Did experiencing stigma affect who you (or that someone you know) turn to 

for help? 

o Did experiencing stigma impact the way you (or that someone you know) 

treat depression? 

Note: If no previous personal experience/does not know anyone who has had 

depression, prod to get beliefs about stigma and its impact on help seeking 

behaviours and treatment options. 

o Is there anything you did or can do to prevent or be less likely to experience 

depression? 

o How do you cope with the stress/daily challenges of life whilst experiencing 

depression? 

 تازفحم

o ؟بائتكلاا حلطصم نم مھفت اذام 

o ؟بائتكلاا ببسی كیأرب اذام 

o ؟ةدعاسملا ىلع لوصحلل ھیلإ ءوجللا كنكمی يذلا نم 

o ؟ بائتكلاا عم لماعتت فیك 

o ؟بائتكلاا نم يناعی يؤل نأ اوملع اذا سانلا اونظیس كیأرب اذام  

o نیعم صخشب وأ ةنیعم ةفص وأ فورظب طبترملا يزخلا ىلع ةملاع يھ ةمصولا.    

o هذھ نع دیزملا ينربخت نأ نكمی لھ ؟بائتكلاا ببسب ةمصول ھفرعت يذلا صخشلا كلذ / تنأ تضرعت لھ 

 ؟ةبرجتلا

o ؟ةدعاسملل بلط ةیلمع ىلع )ھفرعت يذلا صخشلا اذھ وأ (  ةمصولل كضرعت رثأ فیك 



BELIEFS, BEHAVIORS AND COPING STRATEGIES  
 

 

92 

o ؟بائتكلاا جلاع ىلع )ھفرعت يذلا صخشلا اذھ وأ (  ةمصولل كضرعت رثأ فیك 

 

 ثحبا ، بائتكلااب باصم صخش يأ فرعت لا / ةقباس ةیصخش ةربخ كانھ نكت مل اذإ :ةظحلام

 نع ثحبلا يف ةدعاسملا ىلع اھریثأتو راعلا ةمصولا لوح تادقتعم ىلع لوصحلل رثكأ

 .جلاعلا تارایخو تایكولسلا

o ؟بائتكلااب ةباصلإا ةیلامتحا لیلقتل وأ بائتكلاا نم ةیاقولل ھب مایقلا كنكمی وأ ھتلعف ءيش يأ كانھ لھ 

o ؟ ةیمویلا ةایحلا تایدحت / طوغضلا عم لماعتت فیك , بائتكلاا نم ةاناعملا ءانثأ 

 

Demographic Questions 

4. What is your gender 

Female  � 

Male  � 

5. What is your age (in years)? 

6. For how long have you sought refuge in Lebanon (in years)? 

 

 ةیفارغومید ةلئسأ

 ؟كسنج وھ ام .1

 ىثنأ �

 ركذ �

 ؟)تاونسلاب( كرمع وھ ام .2

 ؟)تاونسلاب( نانبل يف شیعت تنأو ىتم ذنم .3
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Appendix C PTSD Vignette 

The Vignette Instrument for Post-Traumatic Stress Disorder - Layla 
 

Layla is a 35-year-old refugee from Syria currently living in a shared living space in 

the Bekaa valley of Lebanon. Whilst leaving Syria, Layla was involved in a serious car 

accident during which her father was killed. Ever since then, Layla has been feeling 

unusually irritable and quickly losing her temper in an aggressive way. Layla expects the 

worst to happen in all life situations and feels the need to constantly be “on guard”. Layla 

has trouble sleeping and is experiencing nightmares almost every night, during which she 

re-lives the car accident. Furthermore, Layla is very scared of driving or even being inside 

a car, and will avoid it whenever possible. When she does ride in a car, Layla experiences 

fast heart beats, sweating and a state of intense fear. Layla blames herself for the accident 

and also the death of her father. Her friends are very concerned about her and have tried to 

talk to Layla about the experience, but she avoids the subject and has also been avoiding 

spending time with them lately. Layla has lost all interest in her work and hobbies and is at 

risk of losing her job. Layla is exhibiting symptoms of Post-Traumatic Stress Disorder 

(PTSD).  

  ةمدصلا دعب ام بارطضلا  ةریصقلا لاقملا ةادأ

 ءانثأ .نانبل يف عاقبلا لھس يف ةكرتشم ةیشیعم ةحاسم يف اًیلاح شیعتو امًاع 35 رمعلا نم غلبت ةیروس ةئجلا ىلیل

 و لاعفناب رعشت ىلیل تناك ، نیحلا كلذ ذنم .اھدلاو ھللاخ لتُق ریطخ ریس ثداحل ىلیل تضرعت ، ایروس اھترداغم

 رعشتو ةایحلا فقاوم عیمج يف أوسلأا ىلیل عقوتت .ةیناودع ةقیرطبو ةعرسب اھباصعأ دقفتو يدایتعا ریغ لكشب  ةیبصعلا

 عجرتست ثیح ، اًبیرقت ةلیل لك سیباوك نم يناعتو مونلا يف ةبوعص نم ىلیل يناعت .رارمتساب رذحلا يخوت ىلإ ةجاحلاب

 .نكمأ املك كلذ بنجتتو ، ةرایسلا لخاد دجاوتلا ىتح وأ ةدایقلا نم اًدج ةفئاخ ىلیل نإف .ةرایسلا ثداح اھللاخ شیعتو

 ثداحلا ىلع اھسفن ىلیل مولت .دیدشلا فوخلا نم ةلاحو قرعتو ةعیرس بلق تاقد نم ىلیل يناعت ، ةرایس بكرت امدنع

 و عوضوملا بنجتت اھنكل ، ةبرجتلا لوح ىلیل عم ثدحتلا اولواح دقو اھنأشب دیدش قلقب اھؤاقدصأ رعشی .اھدلاو لتقمو
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 ىلیل رھظت .اھتفیظو نادقفل ةضرعم يھو اھتایاوھو اھلمعب مامتھلاا لك ىلیل تدقف .مھعم تقولا ءاضق بنجتت ارًخؤم

 .)(PTSD ةمدصلا دعب ام بارطضا ضارعأ

Questions 

7- Have you been in a similar situation yourself? If yes, could you tell me about this 

experience? Note: Prod for similar experience in terms of symptoms not the events 

described in the story itself. 

8- If you did not experience anything similar yourself, do you know anybody who did have 

this kind of experience? If yes, could you tell me more about it? 

9- If neither yourself, nor anyone you know experienced something of this nature, could 

you share with me what you know about PTSD?  

 ةلئسأ

 نع لأسا :ةظحلام ؟ةبرجتلا هذھ نع ينربخت نأ نكمی لھ ، معن ةباجلإا تناك اذإ ؟اھًباشم اًئیش تھجاو نأ كل قبس لھ

  .ةصقلا يف ةفوصوملا ثادحلأا نع سیلو ضراوعلا ثیح نم ةھباشم براجت

1-  

 ينربخت نأ نكمی لھ ، معن ةباجلإا تناك اذإ ؟ةبرجتلا هذھ ربتخا صخش يأ فرعت لھف ، اھًباشم اًئیش ربتخت مل اذإ -2

 ؟اھنع دیزملا

 دعب ام بارضا نع ھفرعت ام ينكراشت نأ كنكمی لھف ، لیبقلا اذھ نم اًئیش ھفرعت صخش يأ وأ كسفنب ربتخت مل اذإ -3

 ؟ةمدصلا

 

Prompts 

o What do you understand by the term PTSD? 

o What do you think caused PTSD?  

o Who can you turn to in order to get help with PTSD? 

o How do you go about treating PTSD? 
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o What do you think people would think about Layla if they knew she is experiencing 

PTSD? 

o Stigma is mark of disgrace associated with a particular circumstance, quality, or 

person. Did you/that someone you know ever experience stigma because of PTSD? 

Could you tell me more about this experience?  

o Did experiencing stigma affect who you (or that someone you know) turn to 

for help? 

o Did experiencing stigma impact the way you (or that someone you know) 

treat PTSD? 

Note: If no previous personal experience/does not know anyone who has had 

PTSD, prod to get beliefs about stigma and its impact on help seeking 

behaviours and treatment options. 

o Nothing can be done about the accident happening. However, is there anything you 

did or can do to prevent or be less likely to experience PTSD symptoms? 

o How do you cope with the stress/daily challenges of life whilst experiencing PTSD? 

 تازفحم

o ؟ةمدصلا دعب ام بارطضا حلطصم نم مھفت اذام 

o ؟ةمدصلا دعب ام بارطضا ببسی كیأرب اذام 

o ؟ةدعاسملا ىلع لوصحلل ھیلإ ءوجللا كنكمی يذلا نم 

o ؟ةمدصلا دعب ام بارطضا عم لماعتت فیك 

o ؟ةمدصلا دعب ام بارطضا نم يناعت ىلیل نأ اوملع اذا سانلا اونظیس كیأرب اذام  

o نیعم صخشب وأ ةنیعم ةفص وأ فورظب طبترملا يزخلا ىلع ةملاع يھ ةمصولا.    

o  
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o ينربخت نأ نكمی لھ ؟ةمدصلا دعب ام بارطضا ببسب ةمصول ھفرعت يذلا صخشلا كلذ / تنأ تضرعت لھ 

 ؟ةبرجتلا هذھ نع دیزملا

o ؟ةدعاسملل بلط ةیلمع ىلع )ھفرعت يذلا صخشلا اذھ وأ (  ةمصولل كضرعت رثأ فیك 

o ؟ ةمدصلا دعب ام بارطضا جلاع ىلع )ھفرعت يذلا صخشلا اذھ وأ (  ةمصولل كضرعت رثأ فیك 

 دعب ام بارطضاب باصم صخش يأ فرعت لا / ةقباس ةیصخش ةربخ كانھ نكت مل اذإ :ةظحلام

 ثحبلا يف ةدعاسملا ىلع اھریثأتو ةمصولا لوح تادقتعم ىلع لوصحلل رثكأ ثحبا ، ةمدصلا

 .جلاعلا تارایخو تایكولسلا نع

o ةیاقولل ھب مایقلا كنكمی وأ ھتلعف ءيش يأ كانھ لھ, ثداحلا عوقو لایح ءيش يأ لعف نكمی لا ھنأ انضرتفا اذا 

 ؟ةمدصلا دعب ام بارطضاب ةباصلإل ةضرع لقأ وأ

o ؟ ةیمویلا ةایحلا تایدحت / طوغضلا عم لماعتت فیك ,ةمدصلا دعب ام بارطضلاا نم ةاناعملا ءانثأ 

 

Demographic Questions 

7. What is your gender 

Female  � 

Male  � 

8. What is your age (in years)? 

9. For how long have you sought refuge in Lebanon (in years)? 

 ةیفارغومید ةلئسأ

 ؟كسنج وھ ام -1

  � ىثنأ

  � ركذ 

 ؟)تاونسلاب( كرمع وھ ام -2

 ؟)تاونسلاب( نانبل يف شیعت تنأو ىتم ذنم -3
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The Vignette Instrument for Post-Traumatic Stress Disorder - Loaui 
 

Louai is a 35-year-old refugee from Syria currently living in a shared living space in the 

Bekaa valley of Lebanon. Whilst leaving Syria, Louai was involved in a serious car accident 

during which his father was killed. Ever since then, Louai has been feeling unusually 

irritable and quickly loosing his temper in an aggressive way. Louai expects the worst to 

happen in all life situations and feels the need to constantly be “on guard”. Louai has trouble 

sleeping and is experiencing nightmares almost every night, during which he re-lives the car 

accident. Furthermore, Louai is very scared of driving or even being inside a car, and will 

avoid it whenever possible. When he does ride in a car, Louai experiences fast heart beats, 

sweating and a state of intense fear. Louai blames himself for the accident and also the death 

of his father. His friends are very concerned about him and have tried to talk to Louai about 

the experience, but he avoids the subject and has also been avoiding spending time with 

them lately. Louai has lost all interest in his work and hobbies and is at risk of losing his 

job. Louai is exhibiting symptoms of Post-Traumatic Stress Disorder (PTSD).  

 

  ةمدصلا دعب ام بارطضلا  ةریصقلا لاقملا ةادأ

 ءانثأ .نانبل يف عاقبلا لھس يف ةكرتشم ةیشیعم ةحاسم يف اًیلاح شیعیو امًاع 35 رمعلا نم غلبی يروس ئجلا يؤل

  ةیبصعلا و لاعفناب رعشی يؤل ناك ، نیحلا كلذ ذنم .هدلاو ھللاخ لتُق ریطخ ریس ثداحل يؤل ضرعت ، ایروس ھترداغم

 ةجاحلاب رعشیو ةایحلا فقاوم عیمج يف أوسلأا يؤل عقوتی .ةیناودع ةقیرطبو ةعرسب ھباصعأ دقفیو يدایتعا ریغ لكشب

 شیعیو عجرتسی ثیح ، اًبیرقت ةلیل لك سیباوك نم يناعیو مونلا يف ةبوعص نم يؤل يناعی .رارمتساب رذحلا يخوت ىلإ

 امدنع .نكمأ املك كلذ بنجتیو ، ةرایسلا لخاد دجاوتلا ىتح وأ ةدایقلا نم اًدج فئاخ يؤل نإف .ةرایسلا ثداح اھللاخ

 لتقمو ثداحلا ىلع ھسفن يؤل مولی .دیدشلا فوخلا نم ةلاحو قرعتو ةعیرس بلق تاقد نم يؤل يناعی ، ةرایس بكری

 بنجتی ارًخؤم و عوضوملا بنجتی ھنكل ، ةبرجتلا لوح يؤل عم ثدحتلا اولواح دقو ھنأشب دیدش قلقب هؤاقدصأ رعشی .هدلاو
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 ام بارطضا ضارعأ يؤل رھظُی .ھتفیظو نادقفل ضرعم وھو ھتایاوھو ھلمعب مامتھلاا لك يؤل دقف .مھعم تقولا ءاضق

 .)(PTSD ةمدصلا دعب

 

Questions 

10- Have you been in a similar situation yourself? If yes, could you tell me about this 

experience? Note: Prod for similar experience in terms of symptoms not the events 

described in the story itself. 

11- If you did not experience anything similar yourself, do you know anybody who did have 

this kind of experience? If yes, could you tell me more about it? 

12- If neither yourself, nor anyone you know experienced something of this nature, could 

you share with me what you know about PTSD?  

 ةلئسأ

 نع لأسا :ةظحلام ؟ةبرجتلا هذھ نع ينربخت نأ نكمی لھ ، معن ةباجلإا تناك اذإ ؟اھًباشم اًئیش تھجاو نأ كل قبس لھ

  .ةصقلا يف ةفوصوملا ثادحلأا نع سیلو ضراوعلا ثیح نم ةھباشم براجت

4-  

 ينربخت نأ نكمی لھ ، معن ةباجلإا تناك اذإ ؟ةبرجتلا هذھ ربتخا صخش يأ فرعت لھف ، اھًباشم اًئیش ربتخت مل اذإ -5

 ؟اھنع دیزملا

 دعب ام بارضا نع ھفرعت ام ينكراشت نأ كنكمی لھف ، لیبقلا اذھ نم اًئیش ھفرعت صخش يأ وأ كسفنب ربتخت مل اذإ -6

 ؟ةمدصلا

 

Prompts 

o What do you understand by the term PTSD? 

o What do you think caused PTSD?  

o Who can you turn to in order to get help with PTSD? 
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o How do you go about treating PTSD? 

o What do you think people would think about Loui if they knew he is experiencing 

PTSD? 

o Stigma is mark of disgrace associated with a particular circumstance, quality, or 

person.Did you/that someone you know ever experience stigma because of PTSD? 

Could you tell me more about this experience?  

o Did experiencing stigma affect who you (or that someone you know) turn to 

for help? 

o Did experiencing stigma impact the way you (or that someone you know) 

treat PTSD? 

Note: If no previous personal experience/does not know anyone who has had 

PTSD, prod to get beliefs about stigma and its impact on help seeking 

behaviours and treatment options. 

o Nothing can be done about the accident happening. However, is there anything you 

did or can do to prevent or be less likely to experience PTSD symptoms? 

o How do you cope with the stress/daily challenges of life whilst experiencing PTSD? 

 تازفحم

o ؟ةمدصلا دعب ام بارطضا حلطصم نم مھفت اذام 

o ؟ةمدصلا دعب ام بارطضا ببسی كیأرب اذام 

o ؟ةدعاسملا ىلع لوصحلل ھیلإ ءوجللا كنكمی يذلا نم 

o ؟ةمدصلا دعب ام بارطضا عم لماعتت فیك 

o ؟ةمدصلا دعب ام بارطضا نم يناعی يؤل نأ اوملع اذا سانلا اونظیس كیأرب اذام  

o نیعم صخشب وأ ةنیعم ةفص وأ فورظب طبترملا يزخلا ىلع ةملاع يھ ةمصولا.    

o  
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o ينربخت نأ نكمی لھ ؟ةمدصلا دعب ام بارطضا ببسب ةمصول ھفرعت يذلا صخشلا كلذ / تنأ تضرعت لھ 

 ؟ةبرجتلا هذھ نع دیزملا

o ؟ةدعاسملل بلط ةیلمع ىلع )ھفرعت يذلا صخشلا اذھ وأ (  ةمصولل كضرعت رثأ فیك 

o ؟ ةمدصلا دعب ام بارطضا جلاع ىلع )ھفرعت يذلا صخشلا اذھ وأ (  ةمصولل كضرعت رثأ فیك 

 دعب ام بارطضاب باصم صخش يأ فرعت لا / ةقباس ةیصخش ةربخ كانھ نكت مل اذإ :ةظحلام

 ثحبلا يف ةدعاسملا ىلع اھریثأتو ةمصولا لوح تادقتعم ىلع لوصحلل رثكأ ثحبا ، ةمدصلا

 .جلاعلا تارایخو تایكولسلا نع

o ةیاقولل ھب مایقلا كنكمی وأ ھتلعف ءيش يأ كانھ لھ, ثداحلا عوقو لایح ءيش يأ لعف نكمی لا ھنأ انضرتفا اذا 

 ؟ةمدصلا دعب ام بارطضاب ةباصلإل ةضرع لقأ وأ

o ؟ ةیمویلا ةایحلا تایدحت / طوغضلا عم لماعتت فیك ,ةمدصلا دعب ام بارطضلاا نم ةاناعملا ءانثأ 

 

Demographic Questions 

10. What is your gender 

Female  � 

Male  � 

11. What is your age (in years)? 

12. For how long have you sought refuge in Lebanon (in years)? 

 ةیفارغومید ةلئسأ

 ؟كسنج وھ ام -4

  � ىثنأ

  � ركذ 

 ؟)تاونسلاب( كرمع وھ ام -5

 ؟)تاونسلاب( نانبل يف شیعت تنأو ىتم ذنم -6
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Appendix D Permission to Modify Tool 
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Appendix E Bracketing 

 
 The purpose of this document is to detail personal beliefs, knowledge and 

expectations with regards to the potential outcomes of the study of causal beliefs, help 

seeking behaviour and coping strategies among Syrian refugees residing in Lebanon. In 

doing so, the aim is to set these personal beliefs and expectations aside temporarily in 

order to minimise their impact and researcher bias on the data collection and analysis 

processes (Fischer, 2009).  

Refugee Background 

 In my personal and professional experience majority of the Syrian refugee 

community live in sub-standard living conditions, with no access to livelihoods, limited 

freedom of movement, and surviving on USD 3.84/capita/day (UNHCR et al., 2018). I 

have witnessed and have heard of the discrimination they face as undesirable foreigners 

who are blamed for draining local resources, taking all the jobs and destabilize the security 

of the country (Janmyr, 2016). Having worked for an international NGO that supports 

Syrian refugee families, I have witnessed and heard first-hand accounts of their exposure 

to traumatic and stressful events (e.g. death, torture, exploitation) before departure, during 

the travel and whilst in Lebanon (World Health Organization, 2018a). As such, and in line 

with multiple research findings, my first assumption is that the majority of Syrian refugees 

in Lebanon have first-hand, recent experience of depression and/or trauma but only a very 

small proportion will know of and/or access MHPSS services (El Chammay, Kheir, & 

Alaouie, 2013; El Chammay, Karam & Ammar, 2016; Kerbage, El Chammay, & Richa, 

2016).  
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Causal Beliefs, Coping and Help Seeking 

With regards to mental health and illness, and how these two aspects are 

understood, my assumptions are largely based on the work of Hassan et al., (2015) and Al 

Laham, Ali, Venables, Mousally, Nahas and Alameddine (2020), because both of these 

studies provide the most recent findings in respect to causal beliefs, helps seeking 

behaviours and coping mechanisms among Syrian nationals in general and Syrian refugees 

residing in Lebanon. I anticipate to discover that the majority of my participants will 

attribute depression and PTSD to religious or supernatural causes, as well as war 

experiences. And in line with these causal beliefs, I expect the majority of Syrian refugees 

to turn to religious healers or medical doctors as the first line of help and healing. I believe 

that I will encounter a few participants who will have turned to psychopharmacology or 

psychotherapy for help, but most will have done so in secret due to the existence of stigma, 

fear and shame associated with mental illness.  
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Appendix F Ethics Clearance  
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Appendix G Ethics Clearance - Amendment 

 


