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	CI
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	Medical team leader
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	Operational centre Amsterdam

	PHC
	Primary Healthcare Clinics

	PI
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	Popular mobilization forces
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	Posttraumatic  Stress Disorder
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2. Background
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Iraqi society today has been shaped by a recent history of political repression, punctuated by wars, episodic violence, and internecine conflict during which basic service provision and institutional capacity diminished. Iraq continues to experience pervasive levels of violence and displacement with no end in sight. The country is undergoing a massive humanitarian crisis compounded by an uneven emergency response and critical access constraints hampering the delivery of assistance to millions of civilians in a violent environment (1, 2). As of 02 March 2017, there were 3,062,808 internally displaced persons (510,468 families) displaced after January 2014, dispersed across 106 districts and 3,660 locations in Iraq (3). 

Map 1: MSF OCA Project Locations
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Kirkuk Governorate
Kirkuk governorate hosts an estimated 380,412 IDPS with a 4% increase (9,216 individuals) from February to March 2017 as a result of the ongoing military operations in Al Hawija district.  The displacement caused by the military operations affected not only Kirkuk, but also neighbouring governorates. According to the International Organisation for Migration Displacement Tracking Matrix, as of 6 March 2017 the total number of IDPs from Al Hawija (monitored from the beginning of August 2016) stands at 88,950 individuals. The majority of IDPs from Al Hawija are currently displaced in Kirkuk, Salah al-Din and Erbil governorates.  As of April 13, 2017, there are 6 IDP camps within Kirkuk (42,541 Iraqi IDPs) of which 5 (Yahyawa – 3,758; Nasarawa – 9,300; Leylan 1 – 10,998; Leylan 2 – 4,607;  Leylan 3 – 3,822) are 20km south east & 1 (Daquaq – 9,631) is 44km south of Kirkuk city (15 km east of the IS-Peshmerga/ISF/PMF front line ).

Daquaq camp opened in early October 2016 and is commonly referred to as the ‘Hawija camp’. The camp population are confined without identification or means to leave the camp. Some of them are accused of having links with ISIL but the main reason seems to be to avoid more IDPs in the host community which can change the demography of the city. Daquaq camp has reached maximum capacity and is now using the so-called emergency tents; the camp was forced to open prematurely before any permanent health services were in place. MSF took over the MdM mental health service in January 2017. For urgent psychiatric referrals people can be referred to Daquaq Hospital (if they are able to negotiate their exit). Non-emergency referrals for secondary and tertiary care are uncertain and very restricted.

Leylan 3 started to receive IDP’s in Feb 2017, at that time the camp already contained 2500 tents and a population of 640 families (3553 individuals), meaning that 25.6% of its capacity was full. In March 2017 the population was 3822 people.  The families living here arrived from Maktab Khalid, Salah Al-Din (few) & Debes reception centres.

Prior to the conflict Hawija town had a population of about 100,000 inhabitants.  During ISIL occupation, Hawija’s residents suffered severe shortages of critical supplies, including food, water, and medicine, resulting in many of the town's residents have fled into the camps. ISIL-occupied Hawija became isolated from the rest of ISIL's territory in July 2016 during the Battle of Mosul. Hawija was ISIL’s last enclave in central Iraq; however on September 21, 2017, Iraqi Prime Minister announced an offensive to reclaim the city and it was liberated from ISIS by October 4, 2017. Since the fall of Hawija in October 2017 the population is already moving out of the camps and back to their homes hence it is not possible to know even if the camps will still be populated in a few months’ time. Previously it was thought that Hawija had a population of approx. 100,000 people. There are currently no accurate figures on the population demographic because of the regular movement of people back from the camps, with some being forced to move back to camps after arrival due to tensions, arbitrary rest and ongoing insecurity in the area.

Diyala Governorate
The IOM DTM estimates the displaced population in Diyala at 9,834 families (59,004 individuals based on an average household size of six), with 88% of IDPs in Diyala were from elsewhere in the
Governorate. People displaced with the arrival of ISIL in 2014, which lead to the establishment of numerous camps, where people have been living for a number of years. In Alwand 1 the current population is 3166 individuals and in Alwand 2: 1252 individuals (December 2017).

In recent years the security dynamic has been stable in the contested areas of Khanaquin (KRG), Jalawla (KRG) and Sadiya (Iraq) facilitating access for the return of IDP’s.  However, as remaining IS areas (Ninawa/Mosul) are liberated sectarian conflict between Sunni/Shia, political sectarianism (Shia dominated government marginalizing Sunni’s) and conflict between Kurdistan/Iraq (between Shia militias and Peshmerga) have been exacerbated due to power struggles for territory, ethnic repatriation and resources. The sectarian conflict (between Shia and Sunni) continues, manifesting in IED attacks by IS affiliated groups (former Al-Qaeda) on Shia populations/militias; leading to indiscriminate retaliation attacks (abductions, IED’s, Mortars, arbitrary arrests) by Shia militias on Sunni populations accused of supporting IS affiliated groups. Additionally, internal conflict within Shia militias has started to escalate due to a power struggle for the control of Diyala. The populations of Sadiya and Jalawla have started returning home in 2017 with the current population being Jalawla: 76 800 and Sadiya: 15 000 people (December 2017). 

[bookmark: _Toc489518720]2.2 Mental health in Iraq
According to a 2007 World Health Organization (WHO) study, the last reliable healthcare survey conducted in the country, mental health disorders were the fourth leading cause of ill health in Iraqis over the age of five years (4). Populations affected by situations of unrest, violence, loss, separation, and drastic changes in social and living conditions, are likely to experience a number of distressing psychological reactions such as hopelessness, helplessness, anxiety, as well as behavioral and social problems (5). 

A 2010 survey of public opinion regarding mental health, conducted jointly by the Iraqi Ministry of Health and International Medical Corporation, outlined this challenge (6). Approximately 60% of respondents agreed with the statement that “mental illness is caused by brain disease,” 65% declared that psychological problems were borne of “personal weakness,” and 80% affirmed that people with mental health problems are largely to blame for their condition. On the other hand, approximately 65% agreed that “mental illness was caused by something bad happening to you”. Highlighting the stigma many Iraqis suffering from mental illness experience, only one-fifth of respondents said they would marry a person with unmet mental health needs, and over half declared that they would feel ashamed if a family member suffered from mental illness. These data also indicated a general lack of awareness regarding mental health treatment options and illness among the general population. Just 15% of respondents felt that Primary Healthcare Clinics (PHCs) provide adequate information to patients regarding psychological and psychiatric care, and 14% thought they could receive adequate care for mental illness at their local PHC. Only half of those surveyed believed mental illness was curable. This survey showed that whilst respondents views on the aetiology of mental illness was broadly compatible with scientific evidence, understanding of the nature of mental illness, its implications for social participation and management remains negative in general (6).

The upheaval to which many Iraqis have been subjected since ISIS’s advance in summer 2014 has reshaped the dynamics and etiology of mental illness and care. Results from the 2010 public opinion survey presaged this development, indicating that two-thirds of respondents “felt comfortable discussing intimate psychological problems with a physician (6)” After 2014, the dissolution of familial and local support networks through mass displacement has forced many individuals to seek alternative sources of comfort, regardless of associated stigma. Psychologists working in displacement camps across northern Iraq reported a sharp increase in the number of individuals seeking mental healthcare a trend that is especially pronounced for women (7). 


Numerous studies confirm the traumatic experiences and consequent trauma related disorders amongst people fleeing Iraq [18, 19, 20]. One such study, focused on Iraqi refugees residing in Sydney, found that almost half of participants reported the unnatural death (47%) or murder (46.7%) of a member of their family or a friend, 41% had experienced being close to death, and almost 40% had suffered a lack of food or water [18]. 


2.3 Mental Health Literacy
Although poorly understood, factors such as cultural beliefs regarding the nature and treatment of mental illness, lack of insight, limited understanding of treatment options, and a lack of knowledge regarding risk factors for and causes of mental disorders have all been postulated to impede early and appropriate mental health service use (8). Mental health is a socially constructed and socially defined concept in that each society, group (class, gender, ethnicity, and age), culture, religion, institution and profession has different ways of conceptualizing its nature and causes. This can include determining what is considered mentally healthy, how people experience and express suffering, how they explain illness and misfortune, and deciding what interventions, if any, are appropriate (9). If people perceive the origins of psychological distress as somatic they will usually expect their treatment to follow medical lines and may not present at mental health services. Therefore, in order to devise an effective mental health promotion campaign, assessing the public’s knowledge and prevailing attitude towards mental health as well as sources of support and coping, and how these are changing as a result of conflict and displacement would be the prerequisites. As many of the previously-published studies were conducted in the West, it is important to understand and explore clients’ cultural idioms of distress (common modes of expressing distress within a culture or community) and explanatory models (the ways that people explain and make sense of their symptoms or illness), which influence their expectations and coping strategies.

2.4 Consequences of war and conflict on children
Research on the consequences of war and conflict on the mental health and development
of children has greatly increased in the last decade (29, 30).The majority of children exposed to armed conflict show signs of mental health difficulties (31,32). A systematic review of child mental health in ongoing or post war situations revealed elevated levels of posttraumatic stress disorder (PTSD) (47%; 17 studies), depression (43%; four studies)(22), Other studies have shown that children exposed to war are also at high risk of developing various types of psychopathology (33, 34). 
Extreme adversity in early childhood can hamper children’s healthy development and their ability
to function fully, even once the violence has ceased. However, these impacts are not inevitable and, if children have supportive relationships with caring adults early in their lives, the damaging 
effects can be reversed (21). 

A youth consultation in Iraq in 2015 showed that children in protracted displacement face a variety of hardships such as isolation, insecurity, psychological distress, extended disruption of education, heightened protection risks, exploitative working conditions, desperation and hopelessness. Over one year into their displacement feelings of hopelessness were already pervasive amongst youth with the majority saying that they saw no future as internally displaced people in Iraq. They reported that violence had spread to all aspects of their lives and severely constrained their access to school and general freedom. They talked about key issues such as sexual abuse and harassment, rumors of kidnapping and killing of children, physical punishment at home and at school and harmful child labor. Girls were identified as a particularly vulnerable group due to the crisis’ exacerbation of existing harmful cultural norms, putting adolescent girls at risk from gender-based violence such as harassment, sexual violence and child marriage. Moreover, girls talked about isolation as contributing to depression because of their physical confinement to their tents or houses due to concerns for their safety (27).

In 2017 Save the Children undertook research on children’s mental health in Iraq since the beginning of the most recent crisis in 2014 that aimed to highlight and explore the impact of the conflict and displacement on the mental health of displaced children and youth (25). The findings show that children are experiencing very different mental health issues depending on whether they fled ISIS early on or stayed and lived under ISIS control for several years. For parents and children who lived under ISIS for a short period of time and are currently in prolonged displacement mental health has been relatively protected from the negative impact of war and displacement (25). Children in protracted displacement benefit from the protective factor of being with parents who were able to support them in times of insecurity. Although parents were showing signs of distress, particularly due to financial issues, they gave the impression of coping with their own stress and serving as positive role models to their children. After successive crises, Iraq has become a nation of survivors and parents may be experiencing post-traumatic growth, although it may be that the results highlight the normalization of violence and insecurity. Children surveyed potentially suppressed or denied the impact of their traumatic experiences and stress as a coping mechanism (25). Whilst in the study children scored relatively low for post-traumatic stress disorder symptoms, and children and adolescents rated themselves as not facing issues associated with distress or social impairment their parents were worried about their mental health. 94% of parents believing that the conflict had affected the daily life of children and adolescents with 84% responding it affected them “a lot”. They saw the children as beginning to have moderate problems, particularly around the emotions displayed, as well as some increases in bedwetting (19%). More than half saw an increase in children’s fearfulness or nervousness, symptoms often associated with post-traumatic stress disorder (25).

Key findings from the focus group discussions with children recently displaced by the Mosul offensive whom were living in ISIS-controlled areas for almost three years found that children were witnesses to daily acts of severe violence. Those who fled from the recent Mosul offensive continue to live in constant fear of punishment and fear for their own lives and their families. Almost 80% of adolescents said they feel shocked and afraid by attacks from ISIS. Many children, despite knowing that they are now out of reach of ISIS inside a camp, still fear violent attacks from the armed group and have nightmares that are so vivid that they haunt them during the day. Around 90% of children surveyed expressed feeling upset due to the loss of a relative and 45% shared lengthy stories of violent deaths of loved ones.  Their parents are dealing with their own mental health issues and are struggling to provide comfort to their children. Children mentioned domestic violence as much as the loss of loved ones as a source of distress and children themselves became more aggressive in response to a violent environment (25).

An assessment conducted in the Kurdistan region of Iraq (KRI) in 2016 reported behavior changes
in 76% of children, with unusual crying and screaming cited as the most common behavior, followed by sadness, nightmares and violence (28). Staff interviewed reported that children were in an initial state of shock when they arrived at their new settlements due in particular to the poor shelter conditions. They noted that children were particularly hyperactive, isolated, introverted, aggressive and not inclined to play. With time, this state of shock transformed into frustration, boredom, tensions and an increase in negative coping mechanisms such as drinking alcohol, smoking, and in extreme cases attempts to commit suicide. They also noticed that parents were showing signs of stress due to their inability to provide their children with decent shelter and meet financial needs, which translated into neglect and domestic violence (28).
Children need mental health and psychosocial support to improve their wellbeing in both the immediate term and for years to come. With support, and in a safe environment, children who have gone through trauma can recover (26). Research into PTSD among communities in post-conflict countries such as Afghanistan (30) has shown that even after several years in conflict zones, behavioural therapy and support can significantly reduce symptoms. For this reason, this research will focus on children (defined as 8-12 years in this study), their parents and young people (13 to 17 years).

Whilst the needs have been identified there is however no existing research examining the Mental Health Literacy of Iraqis within Iraq or displaced to neighbouring countries who represent a wide diversity of social, socioeconomic, ethnic, and religious backgrounds among the population. The aim is to use the survey to assess the attitudes of key study populations in the project locations and use the knowledge and understanding of these local conceptualisations to allow better development of appropriate services and enable the design of interventions that mobilise individual and collective strengths, and resilience.

2.5 Current mental health services offered by MSF-OCA in northern Iraq
MSF currently runs mental health activities in both Daquaq Camp, Kirkuk and in 3 camps and 2 health facilities around Khanaquin. In Daquaq camp in January 2017 MSF started running mental health activities providing psychoeducation and as well as individual counseling, for adults and children. The focus of the mental health activities is to support mental health related to traumatic events and displacement, The plan for 2018 is to increase the counseling activities, both individual and groups, for children and adults, following the movement of the population. 

In Diyala Governorate MSF is working in 2 camps (Alwand 1 & Alwand 2) providing psychoeducation and psychosocial activities as well as individual and group counseling for adults and children. The team is providing similar activities in the health centres supported by MSF in both Sadiya and Jalawla. The focus of the mental health activities is to support mental health related to traumatic events and displacement, as well as patients with non-communicable diseases and sexual and reproductive health patients. The plan for 2018 is to increase the counseling activities, both individual and groups, for children and adults, within the health centre and in a community location in towns, if security allows. 

Due to the defeat of ISIS in Hawija in October 2017, and the change of context, at this time it is not possible to know even if the camps will still be populated in a few months’ time given that the government is encouraging the population to return home. MSF is currently reviewing its operations in line with the movements of the population and so if the population moves back then it is likely that MSF will shift the focus its activities to these location. If this is the case then it is proposed that the research will take place in these locations.







3. Justification
Displaced people, and in particular the young, are a particularly vulnerable group.  They have very high levels of mental health problems, such as, trauma-related disorders, but traditionally a very low uptake of mental health care.  Whilst this is changing, evidence suggests that poor “mental health literacy”, namely, poor knowledge and understanding of the nature and treatment of mental health problems is a major factor in low or inappropriate treatment-seeking among individuals with mental health problems.  Hence, worldwide there have been efforts to identify specific aspects of mental health literacy likely to be problematic in different demographic subgroups and to use this information to develop mental health promotion programs.  

The term “mental health literacy” (MHL) was introduced by Jorm and colleagues (10) as an extension of the concept of “health literacy”. It is defined as “knowledge and beliefs about mental disorders which aid their recognition, management or prevention” (10). By measuring and quantifying levels of MHL, mental health promotion programs can be developed with intention empower individuals in need of mental health care with the means by which to make an informed decision about accessing this care (11). 

The most relevant previous work was undertaken by Dr Slewa-Younan who investigated the MHL of two of the largest populations of refugees being resettled in Australia, namely, those from Iraq and Afghanistan [12, 23, 24]. In this research, adult participants were presented with culturally adapted vignettes of fictional characters, resettled refugees experiencing symptoms of PTSD and asked to give their opinions about a range of issues concerning the nature and treatment of the problem described, such as problem recognition, beliefs about the helpfulness of different possible treatment providers and perceived barriers to treatment. Findings from this study found that approximately 52% of the Iraqi participants selected ‘experiencing a traumatic event’ as the ‘most likely’ cause and 34.4% identified being ‘born in war torn country’ as the most likely risk for developing PTSD However, in regard to the key aspects of mental health literacy, such as awareness of the symptoms of PTSD and beliefs about treatments likely to be helpful, were found to be problematic for those populations [12, 23, 24]. Participant’s beliefs were found to vary as a function of participants’ demographic characteristics, such as their level of education and the time since resettlement.  

Whilst the 2010 survey of public opinion (6) regarding mental health it is a good start the findings are a more broad measure of attitudes, is not specific to disorders and is not able to assess recognition, which is an essential skill for MHL. The proposed survey is able to assess knowledge specifically related to PTSD / Depression, which is needed to develop a MH promotion program for Iraqi displaced people. This study also focused on adults and was conducted prior to the recent upheaval due to ISIS, hence the proposed survey that instead focus on children and adolescents to gain an understanding of their current needs.  Therefore, the aim of this project is to utilise an appropriately modified version of Dr Slewa-Younan et al MHL survey, to investigate levels of MHL of displaced adolescents and parents of young children in the project locations and use the knowledge and understanding of these local conceptualisations to allow better development of appropriate services and enable the design of interventions that mobilise individual and collective strengths, and resilience. Importantly, this lack of information is hindering the development of mental health promotion programs and the goal of this study is to redress this situation.


4. [bookmark: _Toc489518724]Objectives 
4.1 Primary objectives
[bookmark: _Toc469403168][bookmark: _Toc471200500][bookmark: _Toc471200785][bookmark: _Toc471209061][bookmark: _Toc471562536][bookmark: _Toc471562593][bookmark: _Toc471562657][bookmark: _Toc471562757][bookmark: _Toc471889022][bookmark: _Toc471889079][bookmark: _Toc472348679][bookmark: _Toc477012307][bookmark: _Toc477253890][bookmark: _Toc478721568][bookmark: _Toc467164771]To determine levels of MHL relating to trauma related mental health disorders, namely posttraumatic stress disorder (PTSD) and depression among the displaced Iraqi young people  in northern Iraq (see study population).  


4.2 Specific objectives 
1. To estimate MHL relating to PTSD (and Depression) in a group of displaced Iraqi young people (13-17 years old) and the parents of children (8-12 years old) pertaining to:
a. Problem recognition (including “self-recognition”)
b. Beliefs about the severity of the problem described and its prevalence in the target population
c. Beliefs about causes and risk factors
d. Beliefs about how best to support someone with PTSD/depression
e. Beliefs about the helpfulness of specific treatments and treatment providers
f. Beliefs about likely outcome with and without treatment
g. Beliefs about possible barriers to treatment
h. Stigma and perceived discrimination towards someone with PTSD/depression
2. To determine associations between specific aspects of MHL as outlined above, and individuals’ demographic characteristics (age, gender, religion, ethnicity, lengthen of displacement etc.) and symptom levels.
3. To estimate the prevalence of mental health distress (major depression, anxiety disorders or suicidality ) using the Self Reporting Questionnaire (SRQ-20) in care takers of children 8-12 years old;
4. To estimate the prevalence of constructs of intrusion, avoidance and arousal in children 8-17 years of age in the study population;
5. To estimate the prevalence of self-reported depression in children 8-17 years old. 
The categories specified in objective 1 above were chosen because they were considered to be the aspects of MHL most likely to be of interest in informing the determinants of mental health in the proposed population. Objective 2 which seeks to examine the associations between specific aspects of MHL and individuals’ demographic characteristics and symptoms levels is important because associations of this kind can indicate specific targets for health promotion programs. 
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[bookmark: _Toc478721571][bookmark: _Toc478721572][bookmark: _Toc478721573]5. Methodology
5.1. Study design and area
Due to the changing security and context situation in Syria, it is not possible in advance to confirm exactly where the survey will take place, hence all possible locations are listed. We will aim to conduct the survey in the locations as described below; however, it is possible that certain locations will be considered off-limits at the last moment due to security concerns. 

MHL relating to trauma related mental health disorders, namely posttraumatic stress disorder (PTSD) will be conducted with the population in Daquaq camp and Hawija town, in Kirkuk Governorate. The PTSD vignette will be completed with this population as they were living under ISIL control for several years, fleeing with the escalation of violence in 2017 so are likely to have experienced significant violence and hence be more susceptible to PTSD. 

MHL relating to depression will be conducted with the population in Jalawla town and if this is not possible then in Alwand 1 & 2 camps, Diyala Governorate, Iraq. The Depression vignette will be completed with this population as the majority has been living without direct violence for some time but are more susceptible to depression due to living with uncertainty and in difficult living conditions for a number of years.

In all locations where we are able to implement the survey, it will be population based and cross sectional using simple random sampling.

5.2. Study Population
The study population includes young people between the ages of 8-17 divided into 2 groups. For the first group (Group 1) we will aim to interview the parents/caretakers of those persons 8-12 years old with regards to their (the caretaker’s/parent’s) knowledge and attitudes (i.e. levels of MHL) relating to trauma related mental health disorders among their children. 

For the second group (Group 2) which will include persons aged 13-17 years old, we will question them directly in order to determine their own levels of MHL relating to trauma related mental health disorders.

5.3. Eligibility criteria
General inclusion criteria:
A person will be included in the survey if he / she satisfy the following criteria:
· Currently living in the randomly selected household
AND
· Informed consent for inclusion in the survey is provided by the head of the household and the person participating (the parent, if not the head of the household and the adolescent).

Inclusion criteria Group 1: (parents/caretakers of children aged 8-12 years old):
1.	A child must be residing in the household that meets the age criteria
2.	In cases of households with multiple children aged 8 to 12 years, responses will be recorded from the parent/caregiver pertaining to a randomly selected child in the target age group.


Inclusion criteria For Group 2 (adolescents aged 13-17years)
1.	An adolescent must be residing in the household that meets the age criteria
2.	In cases of households with multiple adolescents aged 13-17 years, responses will be recorded from a randomly selected adolescent in that household.

In the case where there are both adolescents and children in one household, only one from each group will be surveyed and will be selected as outlined above.  That means only a maximum of two surveys will be collected from each household.

Exclusion criteria: 
A person will be excluded from the survey if he / she satisfy any one of the following criteria:
· Inability to locate the potential participant after two attempts of tracing 
OR
· Refusal to participate in the survey.
[bookmark: _Toc469403172][bookmark: _Toc471200504][bookmark: _Toc471200789][bookmark: _Toc471209065][bookmark: _Toc471562540][bookmark: _Toc471562597][bookmark: _Toc471562661][bookmark: _Toc471562761][bookmark: _Toc471889026][bookmark: _Toc471889083][bookmark: _Toc472348683][bookmark: _Toc477012311][bookmark: _Toc477253894][bookmark: _Toc478721575]
5.4. Definitions
A household is defined as a group of people who live together under the same roof and are under the responsibility of one person (head of household). A head of household is defined as: 
•	The person accepted as the head by the other members of the household, and
•	can give consent for the person identified for the survey to participate and
A household will be excluded from the survey if none of the household members fulfill all these criteria


5.5. Sample size 
Sample size requirements were based on the need to ensure sufficient completed surveys to permit analysis of associations between specific aspects of MHL, demographic variables and symptom status.  In the absence of data on the proportion of participants giving responses to the MHL survey that could be considered to be indicative of “good mental health literacy”, sample size calculations assumed a 50% proportion, for this indicator in order to provide the largest sample size that will potentially be required. The below calculated sample size estimates would be for each location in which we are able to conduct the study. 

Thus, in order to estimate a 50% prevalence of “good mental health literacy” with a precision of 8% and an alpha of 0.05, a minimum of 150 completed interviews will be required in each of the two target groups (Group 1 and Group 2). With this sample size, the study will also have 80% power to detect a medium effect size of between 0.23 to 0.27 using 1 to 3 degrees of freedom Chi-square test of associations between key demographic variables, symptom levels and specific aspects of MHL. 
Based on recent data from a health access survey that was conducted in Ein Issa and Menbij camps in northern Syria (MSF, unpublished data, August 2017), the average household size in these locations was between 6.38 and 6.66 persons. Of these, 20.5-22.4% (equating to approximately 1.6 children per household) of total household members include children 8-12 years and 11.1-12.3% are adolescents aged 13-17 years (equating to approximately 0.8 persons per household). It is assumed that the population make up in Iraq is similar. 


Taking into account this known data, we would need to approach the following number of households per group to achieve required number of (n=150 per group):
•	Group 1, we would need approach 240 households (1.6 children 8-12 years per household) with non-response rate of 40% to achieve desired sample size of 150.
•	Group 2 we would need approach 282 households (0.8 adolescents 13-17 years per household) with non-response rate of 40% to achieve desired sample size of 150. 

As members of group 1 and 2 may reside in the same household, it is possible that the true number of households need to be approach may be lower. 

[bookmark: _Toc489518730]5.6. Sampling and recruitment strategy
We will aim to sample all study participants from Group 1 and Group 2 from households that are randomly selected in the study site.  Thus there will be two stages of sampling where the first stage includes simple random sampling of potential participating households and a second stage of sampling within the household to identify study participants for Group 1 and Group 2. 

For the first sampling stage, as the precise locations of the study sites is yet to be determined we foresee two possibilities for the simple random sampling of households. These are shown below as option 1 and option 2.

Option 1: Random selection from household list method
This option may be used if a current and comprehensive household list for the study is available.  Random numbers (between 1 and the total number of households in the study site) are generated to obtain the target sample size of (maximum) 282 households is achieved.  Only these households will be visited.

Option 2: GPS-based sampling method
This option may be used if a current household list is not available. Using satellite imagery or conducting a perimeter walk around the study site, an electronic outline of the camp will be created.  GIS software will be used to generate random points within the study site corresponding to the number of households to be visited. Teams using either GPS machines or Android phones with GPS localization functionality will visit the households that coincide exactly with the randomly-generated points (this is to reduce any potential bias due to households in less built-up areas being more likely to be selected than households in densely populated areas). So in fact surplus random points will be generated to allow for events in which households do not coincide with GPS points.

For the second stage of sampling we will make a list of all the persons in the household that meet the eligibility criteria for group 1 and group 2 separately. A participant will be randomly selected from these two lists and asked to participate in the study. Random selection will be done by choosing a random number between 1 and the maximum number of household’s members in that household within that group using a random number table. With this second stage sampling approach it is possible that two participants (one from each group) are selected in a single household.



6. Survey Instruments:
Below are tables that articulate what survey instruments are completed by whom:

	PTSD MHL Literacy Study
	Mental Health literacy Survey on PTSD in child / adolescent 
	Self-Reporting questionnaire (SRQ)
	CRIES-13
	Annex

	Group 1 (child 8-12 years and parent pair)
	
	
	
	

	Child
	
	
	√
	Annex 2

	Parent 
	√
	√
	√ (parent version)
	Annex 3

	Group 2 (13-17 years)
	
	
	
	

	Adolescent 
	√
	
	√
	Annex 4




	Depression MHL Literacy Study
	Mental Health literacy Survey on Depression in child/adolescent
	Self-Reporting questionnaire (SRQ)
	MFQ (mood and feelings questionnaire)
	Annex

	Group 1 (child 8-12 years and parent pair)
	
	
	
	

	Child
	
	
	√
	Annex 5

	Parent 
	√
	√
	√ (parent version)
	Annex 6

	Group 2
	
	
	
	

	Adolescent 
	√
	
	√
	Annex 7


 
Following obtaining informed verbal consent, individual interviews will be conducted where survey instruments are administered according to above protocol detailed in tables. Data will be collected in de-identified format (research code) and will collect socio-demographic information such as age, gender, ethnicity and religion. 

Following is a description of the survey instruments. Validity and internal reliability assessment results of the tools is provided in Annex 8.

6.1.1 Mental Health Literacy Survey (administration time 40mins) 
Attitudes and beliefs concerning the nature and treatment of PTSD and depression will be examined using a modified version of the MHL survey developed for adult refugee populations (12). In order to investigate MHL related to PTSD, a case vignette of a fictional person suffering from PTSD will be presented, followed by a series of questions addressing the nature and treatment of the problem described, including: problem recognition; beliefs about the severity of the problem and its prevalence in the target population; beliefs about the likely helpfulness of various possible treatments and treatment providers; beliefs about causes of and risk factors for the problem described; beliefs about how best to support someone with PTSD, stigmatising attitudes towards someone with PTSD; and beliefs about likely barriers to treatment among individuals with a problem such as the one described. Appropriate modifications will be undertaken to ensure suitability of the survey instrument for the groups 1 and 1. Further, a similar survey will be undertaken to examine MHL related to depression however the case vignette will be of a fictional person suffering from depression with questions related to this. 

6.1.2: SRQ-20 (administration time 5 minutes) 
The SRQ-20 is a 20-item Self-Reporting Questionnaire, which has now been widely used and validated in many cultural contexts. SRQ-20 was developed by the World Health Organization (WHO) as a screening instrument to study mental health disturbances in developing countries (13). The SRQ-20 is effective in identifying participants with major depression, anxiety disorders or suicidality. 
6.1.3a: CRIES-13 (administration time 10 minutes) (with PTSD MHL vignette) 
The Impact of Events Scale (IES) was originally developed by Horowitz et al (1979) (14) to monitor the main phenomena of re-experiencing the traumatic event and of avoidance of that event and the feelings to which it gave rise.  It was not originally designed to be used with children, but it has been successfully used in a number of studies with children aged 8 years and older.  These separate studies identified identical factor structures of the IES and these were used to select eight items that best reflected the underlying factor structure and so produced a shortened version – the IES-8 for children. It consists of 4 items measuring Intrusion and 4 items measuring Avoidance. An additional 5 items were developed that were designed to reflect the 5 DSM-IV Cluster D symptoms of arousal – hence it is called the CRIES-13. It is designed for use with children aged 8 years and above who are able to read independently. 
Or
6.1.3b: Mood and Feelings Questionnaire (administration time 10 mins) (with Depression MHL vignette) 
The short version of the Mood and Feelings Questionnaire (MFQ) was developed by Angold et al (1995) (15). The MFQ consists of a series of descriptive phrases regarding how the subject has been feeling or acting recently and is a screening tool for depression in children and young people aged between 6 and 17 years. There is a corresponding parent version, in which the parent is also asked to rate their child. Peer-reviewed studies have found the Mood and Feelings Questionnaire to be a reliable and valid measure of depression in children (16, 17). The MFQ has been translated into Arabic.

6.2 Administration
The interviewers will read the psychological scales, survey items and response choices aloud to overcome limitations in literacy, and to provide further clarification as necessary. The interview will last approx. 60 minutes. Participants who show signs of distress, with scores on the SRQ 20 that reach the cut off and/or express an interest in advice or treatment will be referred to appropriate care in the existing MSF services. 

6.3 Interview Language
The interviews will take place in Arabic. All psychological screening tools are available in Arabic and have been validated in such populations. The MHL survey was developed by Slewa-Younan et al (2014) [12] and was modeled on Jorm [11] protocol, with appropriate cultural considerations. Care was taken to ensure the vignette was culturally valid and the final survey was translated into Arabic and independently back-translated into English, using the services of nationally accredited translation and interpreting service. The questionnaires are available in English in the Annexes. 
6.4 Implementation
In order to improve the engagement with the research project assistance will be sought in form of discussion with potential community and/or camp leaders and permission to conduct the study in the camps will be requested.

The survey will be piloted with 10 children (and their parents and caretakers) and 10 adolescents for consistency of language and for cultural acceptability by the survey team before the implementation of the study. Any suggested modifications to the questionnaires will then be implemented before the roll out of the study.

In the households randomly selected according to the above methodology, the head of the household and the participant will be provided with an information sheet explaining the survey purpose, data to be collected, risks and benefits, how confidentiality will be maintained and how the data will be used. The trained survey staff will read and/or explain the information sheet if required and answer any questions in the language the head of household and participant are is familiar with.  
Verbal consent will be sought from the head of the household and the person participating in the survey and documented by the person obtaining the consent. If they give consent the young person will receive the same information and verbal assent will be sought. If they decline to participate this will be accepted, written down and the next household approached; the number of household refusals should be noted on the survey control form.

If an eligible participant is absent at the time of the visit, it will be noted on the data collection and survey control forms and the team will revisit the household later in the day.  

If a household is empty, the neighbours will be asked about the family that lives there.  If the residents are likely to return that day the team should also return later in the day.  If the residents do not return before the team leaves, a note will be made on the data collection and survey control forms.  The household should not be replaced as a non-response rate was factored into the sample size calculations.


[bookmark: _Toc489518733][bookmark: _Toc467164781]7. Data management

7.1 Data Collection 
All questionnaires will be printed and data collection will be done by hand.
No identifiable (name-related) data will be collected during the survey. The interviews will take place in the participant’s home, if possible, with only the interviewer and the participant being present for protection of privacy and confidentiality. Participants will have the option not to participate if it is not possible for them to be alone.

We are conscious that in the event we use GPS based sampling for the household sampling stage, that the GPS coordinate corresponds to an address of the household. The study coordinator will ensure that GPS coordinates are provided to teams on a daily basis and that these are deleted from their GPS machines or phones at the end of each data collection day. This way only the Study Coordinator will have access to the GPS coordinates for the duration of the survey at all times. At the end of the survey and once all data has been checked and validated, the file containing the household GPS coordinates will be deleted.  . 

The electronic database used for data entry will be password protected. The paper versions of the questionnaires and the electronic database will be stored at the MSF-OCA headquarters or country management level for 5 years after the survey, after which they will be destroyed. The electronic database will be stored in the headquarters in Amsterdam and will be available on appropriate request based on MSF’s Data Sharing guidelines.
For the duration of the survey, the analysis of the data and the writing of the report access to the electronic and paper version of the survey will be restricted to the Study coordinator, the co-investigators of the study and the Medical Coordinator. 

7.2 Data entry
A data entry mask will be prepared in EpiData Manager for the electronic entry and storage of all collected data. This file will be password protected and only accessible to the Study Coordinator, the study co investigators, the medical coordinator and the data entry clerk. . All data from paper questionnaires will be entered into this password protected file by a trained Data Entry clerk. Data cleaning will be done to check for inconsistencies in data entry and responses. The Study Coordinator will review 20% of all questionnaires at random and compare them to the original paper format to ensure that the data quality is of sufficient quality.

7.3 Data analysis
All data cleaning and statistical analysis will be carried out using IBM SPSS Statistics version 22.0 (35). .  For all continuous variables the survey participants will be described in terms of means, medians and ranges. Data from categorical variables will be reported in proportions and respective 95% confidence intervals. Associations between responses to specific questions (e.g. problem recognition, perceived helpfulness of specific treatment providers), demographic characteristics and symptom levels will be examined by means of correlational analysis (Pearson or Spearman’s rho coefficients), independent samples t-tests or ANOVA, chi-square tests and/or non-parametric methods, depending on the response options for the outcome of interest concerned.  Where appropriate, multiple linear and/or logistic regression analysis will be employed to examine associations between variables (e.g. symptoms levels, MHL and use of health services) while controlling for potential covariates (e.g. demographic variables)

[bookmark: _Toc489518735]7.4 Data protection and management
Data will be coded by participant numbers and the questionnaires will only have the basic demographic information. Confidentiality is paramount, and no information about individual participants or their household members will be accessible to any individuals not directly involved in data entry. Participant identifiers will not be included in results and disseminated reports. The research team will be required to sign a non-disclosure and privacy form stating that they will not discuss information about individuals participating in the study outside of the research team. The research team will ensure the ethical principles of beneficence, non-maleficence, justice, autonomy and respect of persons are adhered to throughout the study. 
Documents will be coded by participant numbers; hence the questionnaires will only have the basic demographic information. No identifying data will be kept on individuals, such as name, address, identification number, either on the questionnaire or held separately. Although the results of this study may be published, no information that could identify any of the participants will be included. All reports and publications will refer only to anonymous or aggregated data. Nominal data will not be distributed outside the study location or appear in any report or publication. 

[bookmark: _Toc489518736]7.5 Quality assurance 
During the field work, supervision of field teams will be ensured by the Study Coordinator. All data collection forms will be checked by one supervisor at the end of each study day to ensure that there is no missing or unclear data.


8. Ethical Considerations
[bookmark: _Toc444751509]The study will be conducted in accordance with the Council for International Organisations of Medical Sciences (CIOMS) International Ethical Guidelines, 2016 and the World Medical Assembly (WMA) Helsinki Declaration on Ethical Principles for Medical Research Involving Human Subjects. 
[bookmark: _Toc433113687][bookmark: _Toc444751510][bookmark: _Toc444756842]The protocol will be approved by the Ethical Review Board of Médecins san Frontières before implementation. In addition official permission will be requested from Directorates of Health for both Kirkuk & Diyala Governorate and the Ministry for Displacement and migration, Kirkuk & Diyala Governorate, Iraq.

The camp administrator and the relevant authorities (including identified community leaders) will receive a letter one week prior to the start of the survey explaining the purpose of the survey and its procedures, specifically also explaining how the survey ensures anonymity of respondents and their right to refuse participation in the interview.  If feasible, a meeting with camp administration and relevant authorities (including identified community leaders) will be held to answer questions and address any concerns regarding the survey two weeks before the implementation. This will also enable input from community leaders about mental health issues that matter most to them. 
Due to the uncertainly of the location that the survey will be conducted it is not possible to define which relevant authorities, including community leaders will be approached prior to conducting this survey. This will be defined when the precise study location is identified.

The MSF mental health responsible in the field will advise the study team on the referral practices when finding survey participant who show signs or symptoms of psychological distress requiring immediate clinical attention or in the event that a study participant or member of a participating household expresses the desire to access mental health care services.

[bookmark: _Toc485629330]8.1 Informed consent 
Heads of the selected households will receive oral and written information about the survey objectives, study procedures and a clear explanation of the risks and benefits derived from participation in the research through a trained study staff. In order to ensure each head of household provides informed consent, and in recognition of low literacy levels, an information sheet and consent form will be read out loud by the interviewer in and the main aims, nature and implications of the study will be explained (Annex 1). The trained survey staff will answer to any queries that they may have. Those heads of households willing to permit the identified person to participate will have their verbal consent noted by the person obtaining consent. If permission is granted the same information and procedure will be applied to the identified participant for the survey.  For all persons participating aged <18 years we will ask for informed consent from the parents/caretakers and informed ‘assent’ from the participating young person. 
Participants will be informed that they have the right to withdraw from the study at any time during the research. Participants will be made aware that participating in the study is in no way linked to the care they will receive from MSF, and that no incentives will be given for participation in the study.

[bookmark: _Toc433113689][bookmark: _Toc444751512][bookmark: _Toc444756844][bookmark: _Toc485629332]8.2 Risks and benefits related to survey participation 
Risks
The study participation is not expected to convey any risks to the participants. The interview will be conducted in privacy by trained survey staff. The questionnaire has been designed to deal the sensitive topics delicately. However, participating in this study may include possible anxiety induced by the interview (MHL survey and psychological scales), psychological discomfort related to the disclosure of personal information, and the inconvenience to the participants as a result of taking the time to participate in the research. To minimise any such possible discomfort or anxiety related to the data collection for this study, the data collection procedures will be clearly explained so that participants are well informed about what to expect from the study. 

This risk will be mitigated by ensuring well trained staff conducts the interviews and care is taken during instrument design to minimize risk. Interviews will be terminated if the interviewer observes that the respondent is under undue stress. Regular briefings and debriefings will be held with interviewers throughout the research process to identify issues and provide further training as required. We will try to mitigate this by ensuring that our interview teams are appropriately trained in psychological first aid. In the event of a visibly traumatized individual, the team will conclude the interview and will offer appropriate referral to the MSF Mental health service. Each respondent will be assured of the confidentiality and privacy of the interview, and individuals will be informed that they are able to cease their participation in the study at any time should they feel uncomfortable and refuse to answer any questions. Furthermore, information on MSF counseling services will be made available to all participants. 

For MSF, the risk would be that the security situation may deteriorate to a level that we would not safely be able to deploy the survey team. The project locations are based in areas of fluctuating insecurity. In order to mitigate security risks, all interview teams and researchers will be asked to comply with MSF security guidelines. These guidelines might limit the ability to move to camps to collect appropriate information. The security implications for the implementation of the study cannot be planned beforehand and will require adjustments at various stages to ensure all risks are mitigated. Changes in security context might impact on ability to collect the data, and if teams cannot be work safely then it may require the survey to be abandoned at one or more locations.

Benefits
This study represents the first of its kind worldwide to adapt the MHL paradigm to explore displaced community’s understanding of PTSD and depression. This information will then be used to inform culturally relevant health promotion and early intervention programs, while also indicating future research initiatives likely to be of interest in for the populations. First, the findings from this study will have the immediate benefit of improving our knowledge and understanding of how Iraqi populations view, understand and respond to trauma-related mental health problems for themselves, their social and family networks, health professionals, other service providers and the community as a whole. Second, findings from this study will lay the foundation for the development and implementation of health promotion programs - both prevention and early intervention - designed to improve MHL at the individual and community levels.

A direct benefit to the at-risk population will come from the strengthening of MSF's current programming by providing essential information from which more effective intervention strategies can be developed. There will be no immediate or direct benefit to the participant as a result of participating in the study, with the exception that participants who score highly (over the clinical cut-offs) on the psychological scales can be referred to MSF clinical services. Additionally, they will be informed that their participation will generate knowledge that may improve the health and wellbeing of its members and of other Iraqis. Similarly, dissemination of results will help inform other actors and other organizations involved in mental health care in Iraq by contributing to the body of knowledge around mental health. Direct benefit to the individual participant is limited to the overarching benefit to the population as a whole.  

8.3 Outcome
The expected outcomes include;
· Improved understanding of local beliefs, traditions and language used in relation to mental health amongst the surveys target population groups;
· To lay the foundation for the development of targeted, culturally appropriate mental health programmes in the MSF project locations, including mental health promotion and the development of culturally appropriate services that meet the needs of the specific beneficiaries.
· Estimates of mental health distress in child and adolescent displaced Iraqis and the caregivers of children.
[bookmark: _Toc485629333][bookmark: _Toc433113690][bookmark: _Toc444751513][bookmark: _Toc444756845]

9. Collaboration
This survey will be conducted by MSF OCA, with cooperation of the Directorate of Health, Kirkuk & Diyala Governorate, the Ministry for Displacement and migration, Kirkuk & Diyala Governorate,  Iraq and the School of Medicine, Western Sydney University, Australia.
MSF OCA is the study sponsor and is responsible for funding. It is in charge of the field part fo the study, the analysis and report writing, with latter to be undertaken in collobration with Western Sydney University. Permission for publication must be obtained from the MSF OCA, the Directorate of Health Iraq, Ministry for Displacement and migration, Iraq and The School of Medicine, Western Sydney University, Australia. Study results will belong to MSF OCA, the Directorate of Health, Kirkuk & Diyala Governorate, Iraq and the Ministry for Displacement and migration, Kirkuk & Diyala Governorate. 

[bookmark: _Toc485629334]9.1 Dissemination of findings
[bookmark: _Toc485629335]The findings will be written up under the supervision of the Principle Investigator (Eleanor Hitchman) into an internal report which will be shared with all collaborators for their input. The report will be translated from English into Arabic. At project level, the findings will be disseminated with the project / mission and shared with the staff at the project locations (MHAM, MTL and MedCo) and with the Health Adviser and Operational Manager at headquarters. MSF-OCA commits to sharing study results with everybody who has participated in the survey. Study results will be shared with key stakeholders including camp leaders and other health actors.  The local community will be involved and informed though posters at the MSF clinics.  The MSF medical team will decide about the best venues to display the results.

The data collected from the overall project will give rise to publications in peer-reviewed journals relating to: 1) the level of PTSD and depression related MHL among internally displaced Iraqi young people and their parents in each of the project locations (Kirkuk & Diyala Governorates); 2) the prevalence of clinically significant PTSD / depression symptoms in the study  population. Likely outlets for publication include the BMC Psychiatry and World Psychiatry.  There will also be ample basis for presentations at peak academic forums such Refugee conferences the International Mental Health Conference and the World Congress of Social Psychiatry. In addition to these traditional means of dissemination, a report comprehensively covering the findings of the study and the key research, policy and practice implications reports will be prepared for dissemination to a broad range of non-academic audiences.

10. Recruitment, training and implementation
[bookmark: _Toc485629336]10.1 Selection and tasks of study teams
The task of the interviewers will be to collect the necessary data for the study.
Each survey team is composed of two interviewers. To finalise the field part in a reasonable time we need ten survey teams of two people each
General selection criteria for all interviewers:
· Able to read and write in English and
· Fluent in the local language Arabic and
· Available for the ENTIRE time of the study (training and interview days), and
· Motivated to participate in the study, and
· Not biased in expectations of the outcome of the study
· Experience in social work, mental health interventions or previous humanitarian surveys will be an advantage.
· Experience with interviews in difficult settings and study populations would be an advantage

In addition, two local supervisors will be employed to supervise the survey teams in the field.
[bookmark: _Toc485629337]Recruitment will be done through the routine MSF recruitment strategies in northern Iraq.

10.2 Supervision
The principal investigator is the overall responsible for the final version of the protocol, overall quality of the survey and data analysis, and the final report.
The principal investigator will ensure that the following tasks are performed:
· Preparation of all necessary documents (protocol, questionnaires, informed consent forms) for the study
· Briefing of the Study Coordinator in the field
· Data analysis
· Report writing

The survey will be facilitated in the field by the expatriate Study Coordinator based in the country. This person will be responsible for:
· Preparation of the field component of the study (training of the study teams, logistics, materials) together with the MSF team in the field
· Follow-up of the field component of the study
· Data collection and data entry
· Quality of data and consistency checks
· Cleaning of data

[bookmark: _Toc485629338]10.3 Suggested MSF support in the field
· Administrative support for study preparation at the field level and during field part, such as obtaining permission from the Directorate of Health, Kirkuk & Diyala Governorate,  Ministry for Displacement and migration, Kirkuk & Diyala Governorate and payment of study teams, according to the final study locations.
· Human resources support, such as hiring study team/interviewers, a translator for the principal investigator, expatriate epidemiologist or mental health activity manager if needed.
· Logistic support for study preparation at the field level and during field part, such as organizing sufficient cars including drivers for the field part of the study, providing communication tools and MSF ID (e. g. aprons, vests or arm bands) to the study teams, stationary, printing the consent forms
[bookmark: _Toc485629339]
10.4 Training of study teams and pre-testing of the questionnaires
Four days training will be given to all interviewers to familiarise them with the background of the study, the questionnaires, the information sheet and the informed consent form. The training will be given in English with translation if needed by the Study Coordinator with support from the Principal Investigator. It consists of an intensive review of the questionnaires and the information sheet including role-plays. As the interviews will be held in Arabic, the Study Coordinator should ensure that all interviewers are using the same and correct wording for providing information to the households and for the interviews.
The 4-days training will finish with a pilot study. The pilot study allows for the testing and possible final adaptation of the questionnaires and informed consent to field conditions.
[bookmark: _Toc485629340]
10.5 Timeframe in the field
Ten field teams of two staff will be deployed for data collection.  It has been estimated that 10 field teams will be able to complete 30 households per day, assuming a working day from 9.30 am to 4 pm. (Table 1).  To reach the desired number of participants (300 in total) will take ten days, although extra time will be allocated to allow for those who might refuse. However, due to the uncertainly of the location that the survey will be conducted, whether the population are in camps or not, and the security situation, the precise time needed to reach the desired number of participants will be defined when the precise study location is identified.







Table 1: Assumptions for calculating number of households/team/day
	Activity
	Estimated time (minutes)

	Daily briefings/feedback
	60

	Lunch and tea breaks
	60

	Community engagement/feedback
	15

	Time to complete survey & walk to next household
	75 

	Total time available/day (9.30am – 4pm)
	390

	Time required for non-survey activities
	135

	Time available for surveys
	255

	Number of households/team/day
	3 - 4




Table 2:   Field activities and days required for Principal Investigator
	Activity
	Number of days

	Travel days for arrival in Iraq
	1

	Final preparation of the study (including briefing of relevant people)
	2

	Training including the pilot study (Kirkuk)
	4

	Availability to support implementation (Kirkuk)
	12

	Travel to Khanaquin
	1

	Training including the pilot study (Khanaquin)
	4

	Availability to support implementation (Khanaquin)
	12

	Buffer days for data entry and cleaning
	5

	Debriefing
	2

	Travel days to return
	1

	TOTAL
	44


[bookmark: _Toc485629341]

11. Logistics
[bookmark: _Toc485629342]11.1 Supplies required
Supplies for the conduct of the study will be purchased locally. See table 3 for a list of required supplies. Some IT supplies may already be available within the Iraq mission (from the health access survey).   

Table 3: Supplies needed for the survey teams/supervisors
	Item (number needed)
	Per team
	Per supervisor
	Total

	Back pack/shoulder bag
	1
	1
	12

	Clipboard
	1
	1
	12

	Pencil
	3
	2
	34

	Rubber
	2
	2
	24

	Sharpener
	2
	2
	24

	Eraser
	2
	2
	24

	Aprons, vests, arm bands or similar with MSF identification / logo
	2
	1
	22

	Plastic sleeves (for protection of documents)
	3
	3
	36





Table 4:   IT requirements
	Item
	Number required
	For whom

	Telephone & chargers for GPS
	10 (minimum)
	Survey teams

	Laptop
	1
	Field coordinator



[bookmark: _Toc485629343]11.2 Transport
Transport requirements will depend on where the field teams are recruited from; if they are from outside of the camp, 2 taxi minibuses will be required. However, due to the uncertainly of the location that the survey will be conducted the transport requirements can only be defined when the study location is identified.
[bookmark: _Toc489518742]
[bookmark: _Toc489518743]11.3 Budget
An estimated budget for the study is included in Annex 6.
The cost for 1 location is 4,100 EUR. If the survey is conducted at the second location, once the first location has been completed then the price would be 2,450 EUR as the same mobile phones can be used. There will be an additional cost of 4000 EUR if there is no Epidemiologist in the field when the research is due to take place and one has to be sent specifically for the survey. However, due to the uncertainly of the location that the survey will be conducted the precise budget can only be defined when the study location is identified.

11.4 Study schedule 
We have pre-defined the following time points in the implementation of this study:
	Output
	Estimate Deadline

	Submission to MSF ERB
	December  2017

	Submission to ERB of Iraq Ministry of Health
	January 2018

	ERB approval MSF and Ministry of Health
	February 2018

	Preparation field study (hiring of staff, training of staff, piloting of questionnaires and logistics for field implementation)
	March 2018

	Study implementation 
	April - May 2018

	Analysis of data and report write up by PI
	–June - July 2018 

	Dissemination of report to stakeholders
	August 2018

	Submission of manuscript to peer reviewed journal (if relevant)
	October 2018
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Annex 2: PTSD Group 1: Child (8-12 years)



Annex 3: PTSD Group 1: Parent (of Child 8-12 years)



Annex 4: PTSD Group 2: Adolescent



Annex 5: Depression Group 1: Child (8-12 years)



Annex 6: Depression Group 1: Parent (of Child 8-12 years)





Annex 7: Depression Group 2: Adolescents




Annex 8: Validity and Internal Reliability of the Questionnaires



Annex 9: Estimated study budget



Annex 10: CVs Eleanor Hitchman and Dr Shameran Slewa-Younan
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Participant Information Sheet Adolescent Iraq.docx
		Participant Information Sheet (Iraq) Adolescent









		Project Title:  





Mental health literacy of internally displaced Iraqi young people and their parents: paving the way for mental health education and promotion in vulnerable communities.



		Who is carrying out the study? 





The study is being done by MSF-Holland together with a researcher from Western Sydney University in Australia. The authorities in your local area have agreed for us to do this study.



		What is the study about?





The purpose is to investigate your understanding about how mental health is affected after a traumatic event as well as your beliefs and attitude towards different treatments for mental health difficulties.



		Why am I being asked to complete it?





We do not need to speak to every household so we try to select only some households in a ‘random’ way, which means that they are selected by chance. As your household has been selected you are being asked to complete a survey and answer questionnaires.



		What does the study involve?





You will be required to answer some questions about a fictional young person of a similar age to you; about how they might be feeling, what might lead to them feeling that way and what might help them to feel better. You will then be asked to answer some questions about how you are feeling. 



		How much time will the study take?





It will take about 1 hour of your time to answer the questions. 



		Will the study benefit me?





You will not receive anything as a result of answering my questions today. However, we hope that what we find out will help us to be better able to help children like you, who might be feeling sad as a result of the war and living away from their home.  



		Will the study involve any discomfort for me?





Some of my questions might make you feel a little upset, as I will be asking you how you have been feeling. If you do feel upset then just let me know and we don’t need to continue. 



		Will anyone else know the results? How will the results be used?





Everything that you tell me today is confidential, which means that no one else will know what you told me. If I think that you would benefit from some extra support because you are upset then I will tell your parents about the services that exist that might be able to help you. I will not write your name on this sheet, only your age and gender. A report of the study will be written but no-one will know who answered the questions for the survey and what they said. 



		Can I change my mind about answering the questions?





Yes, you can at any time. If you do not want to answer my questions then you can say so, and we will stop and you do not need to give a reason. If I think that you are becoming upset I will ask you if you would like to stop and you can say yes, if you would like to. I will let you and your parents know where you can go to talk to someone if you feel upset whilst answering my questions or after I have left.  



		Can I tell other people about the study?





Yes, you can tell other people about the study if you would like to.



		How is this study being paid for?





MSF-Holland is paying for the study to take place. 



		What if I want to know more?





If you have any questions you can ask them to me. If you have more questions after I have left either you or your parents can come and talk to MSF-Holland. I will let you know how you can contact someone to speak about the study. If you would like to talk to someone about how you are feeling you can go to the MSF-Holland clinic in (contact details to be provided for each site)



		What if I have a complaint?





If you do not feel happy about the questions you have been asked today, you or your parents can ask to speak to the manager at MSF-Holland on (telephone number of MedCo Assist as Arabic speaking)

Any issues you raise will be taken seriously and will be looked into by the manager of MSF.



		What if I agree to answer the questions?





If you agree to answer my questions I will ask you to say that you have agreed to do so. 







Do you have any questions? Please feel free to ask us, we are happy to answer.















		Contact details.





In case you have any questions after the interview has been completed, you are free to contact the survey coordinator at the below information: 

		Contact for further Information:

Field survey coordinator:

Name:  To be confirmed

Designation:

Phone: 

Email: 



Medical coordinator in Iraq:

Name: Dr. Norbert Lunenborg

Medical Coordinator, Iraq Mission

Asia Cell + 964 (0) 772 3341303 

Korek + 964 (0) 751 700 1503

Email:  Iraq-medco@oca.msf.org



Epidemiology advisor in Amsterdam:

Annick Lenglet

Epidemiologist, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208009

Email: Annick.Lenglet@amsterdam.msf.org



Health Advisor in Amsterdam:

Karla Bil

Health advisor, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208735

Email: Karla.bil@amsterdam.msf.org



Mental Health Advisor in Amsterdam:

Eleanor Hitchman

Mental Health advisor, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208579

Email: Eleanor.Hitchman@amsterdam.msf.org





















Research Protocol:  Mental Health Literacy Survey

Iraq; MSF-H, 2018





I have understood the information provided about the survey and my questions have been answered.

I give voluntary consent to take part in this study. I understand that I am free to stop the interview at any time and it will not have any impact on me or my family.



Date: ¦__¦ ¦__¦ / 2018



Participant’s signature/Mark:



___________________________________________________________________





Interviewer’s name:



___________________________________________________________________





I have explained this research study to the subject

Interviewer’s signature:



___________________________________________________________________





Thank you for your time and participation.
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Participant Information Sheet Adult FINAL Iraq.docx
		Participant Information Sheet - Adults (Iraq)









		Project Title:  





Mental health literacy of internally displaced Iraqi young people and their parents in Iraq: paving the way for mental health education and promotion in vulnerable communities.



		Who is carrying out the study? 





As you might already know Médecins sans Frontières (MSF) jointly with the Ministry of Health is running health care projects in this area. Today we are carrying out a survey in collaboration with Dr Shameran Slewa-Younan, Western Sydney University, Australia, the Directorate of Health and the Ministry for Displacement and migration to better understand the mental health needs of the people living in (location).



		What is the study about?





The purpose is to investigate your understanding about the mental health following trauma and beliefs and attitudes about causes and treatment. With this survey we hope to improve our work as a medical organisation by gaining a better knowledge of the population. Secondly, MSF’s intention is to use the outcome of the survey to advocate on behalf of the population on national and international level in order to raise awareness of the situation in your community. This will be done in such a way that full confidentiality is been guaranteed.



		Why am I being asked to complete it?





We do not need to speak to every household so we try to select only some households in a ‘random’ way, which means that they are selected by chance. As your household has been selected you are being asked to complete a survey and answer questionnaires.



		What does the study involve?





We will ask you some questions about a fictional child who has had experiences that might be similar to what your child has experienced. We will be asking you questions about how that child might have been affected, why they have been affected and how they might be helped. We will be asking you some questions about how you have been feeling in the last month and how you think your child might have been affected. Finally, we would like to ask your child a few questions about how they are feeling. 



		How much time will the study take?





It is anticipated that completing the survey will take up 1 and 1/2 hours of your time.



		Will the study involve any discomfort for me?





You may also experience some psychological distress or discomfort whilst completing the survey or psychological scales. If you become distressed, the study can be stopped at any time and referral to appropriate community mental health care services will be provided if you so wish.



		Will the study benefit me?





Neither you nor your family will receive any direct monetary reimbursement such as food or payment as a reward for participating in this study. The study will not provide you with any immediate benefits, but it may assist the development of future mental health promotion packages for the population here. However, if we find somebody distressed in your household they will be referred to the mental health centre.



		Will anyone else know the results? How will the results be disseminated?





All aspects of the study, including results, will be confidential and only the researchers will have access to information on participants.  This means we will not ask you for your name and we will not record the location of your house, so after the survey it will be impossible to identify your house. The questionnaires will not be shown to anybody other than the study team. After the field part of the study we’ll lock them in a safe place in Europe or the capital for 5 years and the paper copies of all of the questionnaires will be destroyed.

A report of the study may be submitted for publication but individual participants will not be identifiable in such reports. Additionally, results may be presented at conferences. Finally, results from this study may be used for another purpose, for which ethical approval will be sought.



		Can I withdraw from the study?





Participation is entirely voluntary: you are not obliged to be involved and - if you do participate - you can withdraw at any time without giving any reason and without any consequences.



		Can I tell other people about the study?





Yes, you can tell other people about the study by providing them with the chief investigator's contact details. 



		How is this study being paid for?





By MSF-Holland



		What if I require further information?





When you have read this information, the investigator will discuss it with you further and answer any questions you may have. If you would like to know more at any stage, please feel free to contact MSF-Holland. If you'd like to see someone about a mental health concern, you can contact MSF-Holland mental health service in (contact details to be provided for each site)





		What if I have a complaint?





If you have any complaints or reservations about the ethical conduct of this research, you may contact the management of MSF-Holland on (telephone number of MedCo Assist as Arabic speaking)

Any issues you raise will be treated in confidence and investigated fully, and you will be informed of the outcome. If you agree to participate in this study, you may be asked to provide consent.

Your participation in this study is voluntary and you are free to withdraw at any time. 



Do you have any questions? Please feel free to ask us, we are happy to answer.



		Contact details.





In case you have any questions after the interview has been completed, you are free to contact the survey coordinator at the below information:

		Contact for further Information:

Field survey coordinator:

Name:  To be confirmed

Designation:

Phone: 

Email: 



Medical coordinator in Iraq:

Name: Dr. Norbert Lunenborg

Medical Coordinator, Iraq Mission

Asia Cell + 964 (0) 772 3341303 

Korek + 964 (0) 751 700 1503

Email:  Iraq-medco@oca.msf.org



Epidemiology advisor in Amsterdam:

Annick Lenglet

Epidemiologist, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208009

Email: Annick.Lenglet@amsterdam.msf.org



Health Advisor in Amsterdam:

Karla Bil

Health advisor, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208735

Email: Karla.bil@amsterdam.msf.org



Mental Health Advisor in Amsterdam:

Eleanor Hitchman

Mental Health advisor, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208579

Email: Eleanor.Hitchman@amsterdam.msf.org







Research Protocol:  Mental Health Literacy Survey

Iraq; MSF-H, 2018





I have understood the information provided about the survey and my questions have been answered.

I give voluntary consent to take part in this study. I understand that I am free to stop the interview at any time and it will not have any impact on me or my family.



Date: ¦__¦ ¦__¦ / 2018



Participant’s signature/Mark:



___________________________________________________________________





Interviewer’s name:



___________________________________________________________________





I have explained this research study to the subject

Interviewer’s signature:



___________________________________________________________________





Thank you for your time and participation.
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Participant Information Sheet Adult for Adolescent Survey - Iraq.docx
		Participant Information Sheet (Iraq) Adult for Adolescent









		Project Title:  





Mental health literacy of internally displaced Iraqi young people and their parents: paving the way for mental health education and promotion in vulnerable communities.



		Who is carrying out the study? 





MSF-Holland in collaboration a lecturer at Western Sydney University, Australia, The Directorate of Health and the Ministry for Displacement and migration in your governorate have given permission for the study to take place.



		What is the study about?





The purpose of the study is to investigate your understanding about how mental health of young people is affected by a traumatic event, such as war and displacement as well as their beliefs and attitudes about treatments for mental health difficulties.



		Why are they being asked to complete it?





We do not need to speak to every household so we try to select only some households in a ‘random’ way, which means that they are selected by chance. As your household has been selected so your son/daughter is being asked to complete a survey and answer questionnaires.



		What does the study involve?





Your son/daughter will be asked to answer some questions about a fictional young person of a similar age to them; about how they might be feeling, what might lead to them feeling that way and what might help them to feel better. They will then be asked to answer some questions about how they are feeling. 



		How much time will the study take?





It is anticipated that completing the survey will take up 1 and 1/2 hours of their time.



		Will the study benefit me or them?





Neither you nor your son/daughter who takes part in the survey will get anything from taking part in the survey today but it is hoped that the findings will help to develop mental health services for the population here, particularly for young people.



		Will the study involve any discomfort for them?





Your son/daughter may experience some psychological distress or discomfort whilst completing the survey or answering the questionnaires. If they do become distressed the study can be stopped at any time and they can be referral to the local community mental health care services if they wish.

		Will anyone else know the results? How will the results be disseminated?





All aspects of the study, including results, will be confidential and only the researchers will have access to information on participants.  A report of the study will be produced for the local authorities, and the finding might be used for publication or at conferences but individual participants will not be identifiable.  If the results from this study are to be used for another purpose ethical approval will be sought.



		Can they withdraw from the study?





Participation is entirely voluntary: your son/daughter is not obliged to be involved and - if they do participate - they can withdraw at any time without giving any reason and without any consequences.



		Can I tell other people about the study?





Yes, you or your son/daughter can tell other people about the study and if you wish you can provide them with the chief investigator's contact details, which I will give you. 



		How is this study being paid for?





By MSF-Holland



		What if I require further information?





When you have read this information, the investigator will discuss it with you further and answer any questions you may have. If you would like to know more at any stage, please feel free to contact MSF-Holland. If you'd like to see someone about a mental health concern, you can contact MSF-Holland mental health service in (contact details to be provided for each site)



		What if I have a complaint?





If you have any complaints or reservations about the ethical conduct of this research, you may contact the management of MSF-Holland on (telephone number of MedCo Assist as Arabic speaking)

Any issues you raise will be treated in confidence and investigated fully, and you will be informed of the outcome. 



		What if I agree to take part in the study?





If you agree to answer my questions I will ask you to give consent to say that have agreed to do so. I will then speak to your son/daughter and explain the survey to them and ask them if they would like to participate. 





Do you have any questions? Please feel free to ask us, we are happy to answer.





		Contact details.





In case you have any questions after the interview has been completed, you are free to contact the survey coordinator at the below information:



		Contact for further Information:

Field survey coordinator:

Name:  To be confirmed

Designation:

Phone: 

Email: 



Medical coordinator in Iraq:

Name: Dr. Norbert Lunenborg

Medical Coordinator, Iraq Mission

Asia Cell + 964 (0) 772 3341303 

Korek + 964 (0) 751 700 1503

Email:  Iraq-medco@oca.msf.org



Epidemiology advisor in Amsterdam:

Annick Lenglet

Epidemiologist, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208009

Email: Annick.Lenglet@amsterdam.msf.org



Health Advisor in Amsterdam:

Karla Bil

Health advisor, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208735

Email: Karla.bil@amsterdam.msf.org



Mental Health Advisor in Amsterdam:

Eleanor Hitchman

Mental Health advisor, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208579

Email: Eleanor.Hitchman@amsterdam.msf.org
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I have understood the information provided about the survey and my questions have been answered.

I give voluntary consent for my adolescent to take part in this study. I understand that he/she is free to stop the interview at any time and it will not have any impact on me or my family.



Date: ¦__¦ ¦__¦ / 2018



Participant’s signature/Mark:



___________________________________________________________________





Interviewer’s name:



___________________________________________________________________





I have explained this research study to the subject

Interviewer’s signature:



___________________________________________________________________





Thank you for your time and participation.
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Participant Information Sheet Child Iraq.docx
		Participant Information Sheet (Iraq) Child









		Project Title:  





Mental health literacy of internally displaced Iraqi young people and their parents: paving the way for mental health education and promotion in vulnerable communities.



		Who is carrying out the study? 





The study is being done by MSF-Holland together with a researcher from a University in Australia. The authorities in your local area have agreed for us to do this study.



		What is the study about?





The study will try to find out more about what you know about how the war and not being able to live in your house affects how you feel. It will also try to find out what your parents think might be helpful for children like you, if they were feeling sad. 



		Why am I being asked to complete it?





We do not need to speak to every household so we try to select only some households in a ‘random’ way, which means that they are selected by chance.



		What does the study involve?





Your mum or dad will be asked some questions about how young boy or girl might be affected by the war and displacement. They will also be asked to answer some questions about how they feel. I will also ask you a few questions about how you are feeling.



		How much time will the study take?





It will take about 10 minutes of your time to answer the questions about how you are feeling. 



		Will the study benefit me?





You will not receive anything as a result of answering my questions today. However, we hope that what we find out will help us to be better able to help children like you, who might be feeling sad as a result of the war and living away from your home.  



		Will the study involve any discomfort for me?





Some of my questions might make you feel a little bit sad, as I will be asking you how you have been feeling. If you do feel upset then just let me know and we don’t need to continue so you can say that you don’t want to continue. If I think that you have become upset I will ask you if you would like to stop and you are free to do so. I will let you and your parents know where you can go to talk to someone if you feel sad whilst answering the questions or after I have left.  

		Will anyone else know the results? How will the results be shared?





Everything that you tell me today will be kept safe, which means that no one else will know what you told me. If I think that you would benefit from some extra support because you are upset then I will tell your parents about the services that exist that might be able to help you. We are asking lots of people the same questions and all of the answers will be kept confidential, which means that no one will know what you said. I will not write your name on this sheet, only your age and gender. A report of the study may be written but it will not be possible for anyone to know who answered questions for the survey and who said what. 



		Can I change my mind about answering the questions?





Yes, you can at any time. If you do not want to answer my questions then you can say so, and we will stop. You can ask to stop at any time without giving any reason and this will be accepted.



		Can I tell other people about the study?





Yes, you can tell other people about the study. 



		How is this study being paid for?





By MSF-Holland



		What if I require further information?





When I have explained it to you, you can ask me any questions that you have. If you would like to know more you can ask your mum/dad to contact MSF-Holland. If you would like to talk to someone about how you feel you can ask your mum/dad to take you to the MSF-Holland mental health service in (contact details to be provided for each site)



		What if I do not feel happy about the questions I was asked?





If you do not feel happy about the questions you were asked you can talk to your mum / dad. They can talk to someone in charge at MSF-Holland on (telephone number of MedCo Assist as Arabic speaking)

Any issues you raise will be treated in secret and taken seriously and your parents will be informed of the outcome. If you agree to participate in this study, you may be asked to provide consent.







Do you have any questions? Please feel free to ask us, we are happy to answer.















		Contact details.





In case you have any questions after the interview has been completed, you are free to ask your mum / dad to contact the survey coordinator on the below information: 

		Contact for further Information:

Field survey coordinator:

Name:  To be confirmed

Designation:

Phone: 

Email: 



Medical coordinator in Iraq:

Name: Dr. Norbert Lunenborg

Medical Coordinator, Iraq Mission

Asia Cell + 964 (0) 772 3341303 

Korek + 964 (0) 751 700 1503

Email:  Iraq-medco@oca.msf.org



Epidemiology advisor in Amsterdam:

Annick Lenglet

Epidemiologist, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208009

Email: Annick.Lenglet@amsterdam.msf.org



Health Advisor in Amsterdam:

Karla Bil

Health advisor, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208735

Email: Karla.bil@amsterdam.msf.org



Mental Health Advisor in Amsterdam:

Eleanor Hitchman

Mental Health advisor, Iraq Mission

Médecins Sans Frontières, Operational Centre – Amsterdam

Plantage Middenlaan 14, Amsterdam, 1018 DD

+31(0)205208579

Email: Eleanor.Hitchman@amsterdam.msf.org



















Research Protocol:  Mental Health Literacy Survey

Iraq; MSF-H, 2018





I have understood the information provided about the survey and my questions have been answered.

I give voluntary consent to take part in this study. I understand that I am free to stop the interview at any time and it will not have any impact on me or my family.



Date: ¦__¦ ¦__¦ / 2018



Participant’s signature/Mark:



___________________________________________________________________





Interviewer’s name:



___________________________________________________________________





I have explained this research study to the subject

Interviewer’s signature:



___________________________________________________________________





Thank you for your time and participation.
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General Information


First we would like to ask you some questions about yourself and your background:


1.   Are you male or female?







Male


(





  

Female


(





2.   What is your age and date of birth? 

_______________________


3.   How many years of education have you completed? _______________________


4. What is your family situation? (Please tick one box)



Living alone



(


Living with both parents

(


Living with one parent

(


Orphaned



(


Living with grandparents

(



Living with other family members
(


5. What is your Ethnicity?


Arabs


(

Kurdish

(

Yazidi


(

Turkmen

(

Assyrian

(

Circassian

(

Armenian

(

Other: ___________   ( 


6. What is your Religion?


Muslim Sunni


(

Muslim Shi'a 


(

Muslim Other: __________
(

Druze



(

Christian


(

Jewish


(

Yazidi


(

Hindu


(

Buddhist

(

Other: ___________
(

Questionnaire 1: CRIES-13


Below is a list of comments made by people after stressful life Event. Please tick each item showing how frequently these comments were true for you during the past seven days. If they did not occur during that time please tick the ‘not at all’ box.


Age: ……………………… 

Gender: ……………………
Date: …………….



 


		

		Not at all

		Rarely

		Sometimes

		Often



		1. Do you think about it even when you don’t mean to?

		0

		1

		3

		5



		2. Do you try to remove it from your memory

		0

		1

		3

		5



		3. Do you have difficulties paying attention or concentrating

		0

		1

		3

		5



		4. Do you have waves of strong feelings about it

		0

		1

		3

		5



		5. Do you startle more easily or feel more nervous than you did before it happened?

		0

		1

		3

		5



		6. Do you stay away from reminders of it (e.g. places or situations)

		0

		1

		3

		5



		7. Do you try not talk about it




		0

		1

		3

		5



		8. Do pictures about it pop into your mind?

		0

		1

		3

		5



		9. Do other things keep making you think about it?

		0

		1

		3

		5



		10. Do you try not to think about it?




		0

		1

		3

		5



		11. Do you get easily irritable




		0

		1

		3

		5



		12. Are you alert and watchful even when there is no obvious need to be?

		0

		1

		3

		5



		13. Do you have sleep problems?




		0

		1

		3

		5





Total: Intrusion (Pink) 

= 


Total: Avoidance (Green)
= 


Total: Arousal (Blue)

= 
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Parent for Child PTSD.docx
General Information



First we would like to ask you some questions about yourself and your background:



1.   Are you male or female?			

		Male						

  		Female						



2.   What is your age and date of birth? 		_______________________



3.   How many years of education have you completed? _______________________

	

4. What is your marital status? (Please tick one box)

		Never Married		

		Married		

	Fiancée/ Partner	

		Divorced		

		Widowed		

		

5. What is your Ethnicity?

  

Participant No: 		Date:





Arabs			

Kurdish		

Yazidi			

Turkmen		

Assyrian			

Circassian			

Armenian			

Other: ___________    



 



6. What is your Religion?

		

		Muslim Sunni				

		Muslim Shi'a 			

		Muslim Other: __________	

		Druze				

		Christian			

Jewish				

Yazidi				

Hindu				

Buddhist			

Other: ___________	





Participant No: 		Date:







Questionnaire 1: Attitudes and Beliefs about a Health Problem



Below is a story regarding a hypothetical person called Miriam. The box below describes how she has been recently.



In this box an appropriate story can be added which reflects the common issues affecting the population. For example:



Miriam* is a 7-year-old girl with two younger brothers. Approximately six months ago, she was at school, when their school was attached by an armed group of men. After a brief exchange with the teacher, they shot him in the head. Miriam recalls being covered in his blood and the screams of the other children. She states that she was terrified that they would kill her too. When Miriam’s family fled their home they had to pass through a mined field and Miriam saw many dead bodies and saw an explosion of land mine that caused the death of 2 of her relatives on the way. Miriam has constant nightmares where images of death and killing disturb her sleep. She states that she is afraid to leave the house and refuses to go to school. She is easily startled and avoids crowds and too much noise. Finally, Miriam’s parents report she is withdrawn, rarely interacting with her family and has no interest in her toys.



** Replace with Dawood in case of male children

















1. What would you say is Miriam’s main problem? (Tick one box only)



1. 	Fear 							 

2. 	No real problem, just a phase				

3. 	Depression						

4. 	Weak character					

5. 	Nervous breakdown					

6.	Post Traumatic Stress Disorder			 

7.	Serious medical condition (e.g. brain tumour) 	

8. 	Stress							

9. 	Physical condition (e.g. migraine or back pain)	 

10. 	Other							 
(please write below)



______________________________________________________





2. If Miriam went to a doctor, what do you think he or she (i.e. the doctor) would say is Miriam’s main problem? (Write one number from 1-10 below):



______________________________________________________





3. Do you think each of the following types of treatment or activities would be “helpful”, “harmful” or “neither helpful nor harmful” for Miriam? (Tick one box only for each option)





		Treatment Type

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1. Getting information about the problem and available services

		

		

		

		

		



		2. Just talking about the problem (e.g.  to a family member or close friend)

		

		

		

		

		



		3. Improving diet and/or getting more exercise

		

		

		

		

		



		4. Reading the Koran or Bible

		

		

		

		

		



		5. Getting out and about more/finding some new hobbies

		

		

		

		

		



		6. Counselling / Talking to a counsellor

		

		

		

		

		



		7. Traditional therapies (e.g. herbs, cupping, leeching)

		

		

		

		

		



		8. Trying to deal with the problem on her own

		

		

		

		

		



		9. Admission to a psychiatric hospital

		

		

		

		

		



		10. Have a prayer session or reading with a religious leader

		

		

		

		

		



		11. Relaxation 

		

		

		

		

		



		12. Playing / Socialising with Friends

		

		

		

		

		



		13. Studying hard at school

		

		

		

		

		



		14. Helping out parents in the home

		

		

		

		

		



		15. Talking to a youth worker, teacher or staff at the child centre

		

		

		

		

		



		16. Other (to be stated according to the context)

		

		

		

		

		









Which one of these treatments do you think would be most helpful for Miriam?



Write one number from 1 to 16 here: ______________________





4. Do you think each of the following medicines would be “helpful”, “harmful” or “neither helpful nor harmful” for Miriam? (tick one box only for each option)



		Medicine Type

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1.  Anti-depressant medication (e.g. Prozac)

		

		

		

		

		



		2.  Vitamins and minerals (e.g. Vitamin C)

		

		

		

		

		



		3.  Medication to help you relax (e.g. Xanax, Valium) 

		

		

		

		

		





Which one of these medicines do you think would be most helpful for Miriam?



Write a number from 1-3 here: _______________





5. There are a number of different people or groups who might be able to help Miriam.  Do you think each of the following people or groups would be “helpful”, “harmful”, or “neither helpful nor harmful”, for Miriam? (tick one box only for each option)



		Person/ Service

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1. Religious leader or priest	

		

		

		

		

		



		2. Youth club / Child Friendly Space

		

		

		

		

		



		3. Psychiatrist

		

		

		

		

		



		4. Medical doctor	

		

		

		

		

		



		5. Psychologist / Counsellor

		

		

		

		

		



		6. Close male friend

		

		

		

		

		



		7. Community religious organisation

		

		

		

		

		



		8. Community mental health worker / Health Promotion worker

		

		

		

		

		



		9. Telephone counselling line / online search

		

		

		

		

		



		10. Close female friend

		

		

		

		

		



		11. Family member (not a parent)

		

		

		

		

		



		12. Parent

		

		

		

		

		



		13. Teacher

		

		

		

		

		



		14. Youth worker

		

		

		

		

		



		15. Other

		

		

		

		

		









Which one of these people or groups do you think would be most helpful for Miriam?



Enter number from 1-15 here:  _____



6. How difficult do you think Miriam’s problem would be to treat? (Tick one box only)



1. not at all 					

2. a little	  		

3. moderately distressing	

4. very distressing		

5. extremely distressing 	







7. How distressing do you think it would be to have Miriam’s problem?  (Tick one box only)



1. not at all 					

2. a little	  		

3. moderately distressing	

4. very distressing		

5. extremely distressing 	



8. How sympathetic would you be towards someone with Miriam’s problem? (Tick one box only)



1. not at all sympathetic			

2. a little sympathetic  	

3. moderately sympathetic	

4. very sympathetic		

5. extremely sympathetic	



9. How serious do you think Miriam’s problem is? 



1. not at all serious				

2. a little serious		

3. moderately serious	

4. very serious		

5. extremely serious		





10. What do you think would be the likely result if Miriam received the sort of help you think is most appropriate? (Tick one box only)



1. Full recovery with no further problems			 

2. Full recovery, but problems will probably re-occur		 	

3. Partial recovery						 	

4. Partial recovery, but problems will probably re-occur	 	

5. No improvement						 		

6. Get worse							 	



11. How many Iraqi children / adolescents in your local community do you think might have a problem like Miriam’s? (Tick one box only)



1. Very few women/men, less than 10%		

2. More than 10% but less than 30%		

3. More than 30% but less than 50%		

4. More than 50% but less than 70%		

5. More than 70% but less than 90%		

6. Most women/men, 90% or more			






12. This is a question about the possible causes of Miriam’s problem happened. How likely do you think each of the following is a factor in this sort of problem developing in anybody? 



		Causes

		Very Likely

		Likely

		Not Likely

		Depends

		Don’t Know



		1. Having a parent or parents with psychological problems

		

		

		

		

		



		2. Having a bad family life (poverty, loss of parent(s), being physical, sexually or verbally abused)

		

		

		

		

		



		3. Living in a war torn country

		

		

		

		

		



		4. Punishment from God

		

		

		

		

		



		5. Poor physical health

		

		

		

		

		



		6. The problem is destiny (it was meant to happen to Miriam)

		

		

		

		

		



		7. Family problems (arguments with parents, siblings or other family members)

		

		

		

		

		



		8. The problem is genetic or inherited

		

		

		

		

		



		9. Experiencing a traumatic event (kidnapping, assault bombing, torture, death of a loved one, etc.)

		

		

		

		

		



		10. Being a person with a weak character

		

		

		

		

		









Which one of these reasons do you think is most likely to be a cause of Miriam problem developing in anybody?



Enter number from 1-10 here:  _____








13.  This is a question about the type of people who are likely to develop a problem like Miriam’s. Do you think each of the following people would be “very likely” “likely”, or “not likely” to develop a problem like Miriam’s? (Tick one box only for each option)



		Risks

		Very Likely

		Likely

		Not Likely

		Depends

		Don’t Know



		1. In School

		

		

		

		

		



		2. Being from a Christian background

		

		

		

		

		



		3. Women 

		

		

		

		

		



		4. People who have families

		

		

		

		

		



		5. Men

		

		

		

		

		



		6. Children (aged 8-12)

		

		

		

		

		



		7. Adolescents (aged 13-17)

		

		

		

		

		



		8. Adults

		

		

		

		

		



		9. Those not in School

		

		

		

		

		



		10. Those that have few friends

		

		

		

		

		



		11. Those who are very religious

		

		

		

		

		



		12. Being from a Muslim background

		

		

		

		

		



		13. Older people

		

		

		

		

		



		14. Served in the army 

		

		

		

		

		



		15. People who are rich

		

		

		

		

		



		16. Those who are not very religious

		

		

		

		

		



		17. People who are poor

		

		

		

		

		



		18. Living in a war-torn country (Iraq)  

		

		

		

		

		









Which one of these factors do you think is most likely to be a greatest risk factor in a problem like Miriam’s developing in anybody?



Enter number from 1-18 here:  _____








14. Do you think that Miriam would be discriminated against by others in the community if they knew about the problem she has, for example, by a family member, friend, teacher, health or government professional? 

 

No   					

Yes   





If yes, can you please give three examples of ways you think Miriam would be discriminated against?













15. Imagine Miriam as your child, or the child of someone you have known for a long time and care about. You want to help her. What would you do? 









	





16. Do you think that your child might currently have a problem like Miriam’s? (Tick one box only)



No		  

Yes		





17. Do you think that your child has ever had a problem like Miriam’s? (Tick one box only)



No		  

Yes		 





18. Has anyone in your family or circle of friend’s child ever had a problem like Miriam’s? (Tick one box only)



No		  

Yes		 








19. If your child had a problem like Miriam’s, which of these people would you most likely to approach first for help? (Tick one box only)



1. Family member						

2. Parent								  		

3. Close female friend						  

4. Psychologist / Counsellor					

5. Religious leader or priest					

6. Close male friend						

7. Community religious organisation									

8. Telephone counselling line / Internet Search			

9. GP or family doctor						

10. Community mental health worker/team			  	

11. Psychiatrist							

12. Youth worker / Child Friendly Space worker			

13. Teacher							  

14. None or the above- I wouldn’t want anyone to know	  

15. Other (please specify) 					   



________________________________________





20. Have you ever been told by a health care professional such as a doctor or psychologist, that your child might have a problem like Miriam’s?



No		

Yes		 



If yes, what year was this? ___________________





21. Have you ever sought help for one of your children with a problem like Miriam’s?



No		

Yes		 





If yes, when was this?



		In last 3 months					  

6 to 12 months ago					 

Over 12 months ago					 



Who did you seek or receive services from? (Tick all boxes that apply)



1. 	Close female friend										  

2. 	Medical doctor										  

3. 	Community mental health worker								 

4. 	Community religious organisation								

5. 	Teacher											  

6. 	Psychiatrist											

7. 	Parent												  

8. 	Religious leader or priest									 

9. 	Youth worker / Child Friendly Space worker							  

10. 	Close male friend										

11. 	Psychologist / Counsellor									 

12. 	Family member										

13. 	Other (please state) _______________________  						







Questionnaire 2: CRIES-13 parent version



The statements below may be applicable to children who have had a frightening or highly distressing experience. Please check the box that indicates how often the statement applied in the past 7 days. If it did not apply at all during that period, please check the “not at all” box. 



		

		Not at all

		Rarely

		Sometimes

		Often



		1. Do you have the impression that your child has to think about it often?

		

		

		

		



		2. Does your child try to put it out of his/her mind?



		

		

		

		



		3. Does your child find it difficult to pay attention or concentrate?

		

		

		

		



		4. Does your child have sudden surges of strong feelings?



		

		

		

		



		5. Does your child get startled more easily, or is she/he more nervous than before it happened?

		

		

		

		



		6. Does your child stay away from things that remind him/her of the event (like places or situations)?

		

		

		

		



		7. Does your child try not to talk about it?



		

		

		

		



		8. Does your child suddenly see images of the event in her/his mind or have bad dreams?

		

		

		

		



		9. Do other things keep making your child think of it?



		

		

		

		



		10. Does your child try not to think about it?



		

		

		

		



		11. Does your child get easily irritated or angry?



		

		

		

		



		12. Is your child overly cautious or on guard, even when there’s no clear need to be?

		

		

		

		



		13. Does your child have trouble sleeping?



		

		

		

		









Questionnaire 3: SRQ-20



The following questions are related to certain pains and problems that may have bothered you in the last 30 days.  If you think the question applies to you and you had the described problem in the last 30 days, answer YES. On the other hand, if the question does not apply to you and you did not have this problem in the last 30 days, answer NO.

		SRQ Item

		Yes

		No



		1. Do you often have headaches? 

		

		



		2. Is your appetite poor?

		

		



		3. Do you sleep badly? 

		

		



		4. Are you easily frightened?

		

		



		5. Do your hands shake?

		

		



		6. Do you feel nervous, tense or worried?

		

		



		7. Is your digestion poor?

		

		



		8. Do you have trouble thinking clearly?

		

		



		9. Do you feel unhappy?

		

		



		10. Do you cry more than usual?

		

		



		11. Do you find it difficult to enjoy your daily activities?

		

		



		12. Do you find it difficult to make decisions?

		

		



		13. Is your daily work suffering?

		

		



		14. Are you unable to play a useful part in life?

		

		



		15. Have you lost interest in things?

		

		



		16. Do you feel that you are a worthless person?

		

		



		17. Has the thought of ending your life been on your mind

		

		



		18. Do you feel tired all the time?

		

		



		19. Are you easily tired

		

		



		20. Do you have uncomfortable feelings in your stomach?

		

		



		SRQ-20 Total Score (total of yes)

		









Thank you for Your Time – This is the End of the Survey
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General Information



First we would like to ask you some questions about yourself and your background:



1.   Are you male or female?			

		Male						

  		Female						



2.   What is your age and date of birth? 		_______________________



3.   How many years of education have you completed? _______________________

	

4. What is your family situation? (Please tick one box)

Participant No: 		Date:



		

		Living alone				

		Living with both parents		

	Living with one parent		

		Orphaned				

		Living with grandparents		

		Living with other family members	





5. What is your Ethnicity?



Arabs			

Kurdish		

Yazidi			

Turkmen		

Assyrian		

Circassian		

Armenian		

Other: ___________   



6. What is your Religion?



Muslim Sunni			

Muslim Shi'a 			

Muslim Other: __________	

Druze				

Christian			

Jewish			

Yazidi			

Hindu			

Buddhist		

Other: ___________	



















Questionnaire 1: Attitudes and Beliefs about a Health Problem



Below is a story regarding a hypothetical person called Miriam. The box below describes how she has been recently.



In this box an appropriate story can be added which reflects the common issues affecting the population. For example:

Miriam* is a 14-year-old girl with two younger brothers. Approximately six months ago, she was at school, when their school was attached by an armed group of men. After a brief exchange with the teacher, they shot him in the head. Miriam recalls being covered in his blood and the screams of the other children. She states that she was terrified that they would kill her too. When Miriam’s family fled their home they had to pass through a mined field and Miriam saw many dead bodies and saw an explosion of land mine that caused the death of 2 of her relatives on the way. Miriam has constant nightmares where images of death and killing disturb her sleep. She states that she is afraid to leave the house and refuses to go to school. She is easily startled and avoids crowds and too much noise. Finally, Miriam’s parents report she is withdrawn, rarely interacting with her family and has no interest in doing anything.



** Replace with Dawood in case of male children







1. What would you say is Miriam’s main problem? (Tick one box only)



1. 	Fear 							 

2. 	No real problem, just a phase				

3. 	Depression						

4. 	Weak character					

5. 	Nervous breakdown					

6.	Post Traumatic Stress Disorder			 

7.	Serious medical condition (e.g. brain tumour) 	

8. 	Stress							

9. 	Physical condition (e.g. migraine or back pain)	 

10. 	Other							 
(please write below)



______________________________________________________





2. If Miriam went to a doctor, what do you think he or she (i.e. the doctor) would say is Miriam’s main problem? (Write one number from 1-10 below):



______________________________________________________











3. Do you think each of the following types of treatment or activities would be “helpful”, “harmful” or “neither helpful nor harmful” for Miriam? (Tick one box only for each option)





		Treatment Type

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1. Getting information about the problem and available services

		

		

		

		

		



		2. Just talking about the problem (e.g.  to a family member or close friend)

		

		

		

		

		



		3. Improving diet and/or getting more exercise

		

		

		

		

		



		4. Reading the Koran or Bible

		

		

		

		

		



		5. Getting out and about more/finding some new hobbies

		

		

		

		

		



		6. Counselling / Talking to a counsellor

		

		

		

		

		



		7. Traditional therapies (e.g. herbs, cupping, leeching)

		

		

		

		

		



		8. Trying to deal with the problem on her own

		

		

		

		

		



		9. Admission to a psychiatric hospital

		

		

		

		

		



		10. Have a prayer session or reading with a religious leader

		

		

		

		

		



		11. Relaxation 

		

		

		

		

		



		12. Playing / Socialising with Friends

		

		

		

		

		



		13. Studying hard at school

		

		

		

		

		



		14. Helping out parents in the home

		

		

		

		

		



		15. Talking to a youth worker, teacher or staff at the child centre

		

		

		

		

		



		16. Other (to be stated according to the context)

		

		

		

		

		









Which one of these treatments do you think would be most helpful for Miriam?



Write one number from 1 to 16 here: ______________________















4. Do you think each of the following medicines would be “helpful”, “harmful” or “neither helpful nor harmful” for Miriam? (tick one box only for each option)



		Medicine Type

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1.  Anti-depressant medication (e.g. Prozac)

		

		

		

		

		



		2.  Vitamins and minerals (e.g. Vitamin C)

		

		

		

		

		



		3.  Medication to help you relax (e.g. Xanax, Valium) 

		

		

		

		

		







Which one of these medicines do you think would be most helpful for Miriam?



Write a number from 1-3 here: _______________





5. There are a number of different people or groups who might be able to help Miriam.  Do you think each of the following people or groups would be “helpful”, “harmful”, or “neither helpful nor harmful”, for Miriam? (tick one box only for each option)



		Person/ Service

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1. Religious leader or priest	

		

		

		

		

		



		2. Youth club / Child Friendly Space

		

		

		

		

		



		3. Psychiatrist

		

		

		

		

		



		4. Medical doctor	

		

		

		

		

		



		5. Psychologist / Counsellor

		

		

		

		

		



		6. Close male friend

		

		

		

		

		



		7. Community religious organisation

		

		

		

		

		



		8. Community mental health worker / Health Promotion worker

		

		

		

		

		



		9. Telephone counselling line / online search

		

		

		

		

		



		10. Close female friend

		

		

		

		

		



		11. Family member (not a parent)

		

		

		

		

		



		12. Parent

		

		

		

		

		



		13. Teacher

		

		

		

		

		



		14. Youth worker

		

		

		

		

		



		15. Other

		

		

		

		

		









Which one of these people or groups do you think would be most helpful for Miriam?



Enter number from 1-15 here:  _____





6. How difficult do you think Miriam’s problem would be to treat? (Tick one box only)



1. not at all 					

2. a little	  		

3. moderately distressing	

4. very distressing		

5. extremely distressing 	







7. How distressing do you think it would be to have Miriam’s problem?  (Tick one box only)



1. not at all 					

2. a little	  		

3. moderately distressing	

4. very distressing		

5. extremely distressing 	







8. How sympathetic would you be towards someone with Miriam’s problem? (Tick one box only)



1. not at all sympathetic			

2. a little sympathetic  	

3. moderately sympathetic	

4. very sympathetic		

5. extremely sympathetic	



9. How serious do you think Miriam’s problem is? 



1. not at all serious				

2. a little serious		

3. moderately serious	

4. very serious		

5. extremely serious		





10. What do you think would be the likely result if Miriam received the sort of help you think is most appropriate? (Tick one box only)



1. Full recovery with no further problems			 

2. Full recovery, but problems will probably re-occur		 	

3. Partial recovery						 	

4. Partial recovery, but problems will probably re-occur	 	

5. No improvement						 		

6. Get worse							 	



11. How many Iraqi adolescents in your local community do you think might have a problem like Miriam’s? (Tick one box only)



1. Very few women/men, less than 10%		

2. More than 10% but less than 30%		

3. More than 30% but less than 50%		

4. More than 50% but less than 70%		

5. More than 70% but less than 90%		

6. Most women/men, 90% or more			






12. This is a question about the possible causes of Miriam’s problem happened. How likely do you think each of the following is a factor in this sort of problem developing in anybody? 



		Causes

		Very Likely

		Likely

		Not Likely

		Depends

		Don’t Know



		1. Having a parent or parents with psychological problems

		

		

		

		

		



		2. Having a bad family life (poverty, loss of parent(s), being physical, sexually or verbally abused)

		

		

		

		

		



		3. Living in a war torn country

		

		

		

		

		



		4. Punishment from God

		

		

		

		

		



		5. Poor physical health

		

		

		

		

		



		6. The problem is destiny (it was meant to happen to Miriam)

		

		

		

		

		



		7. Family problems (arguments with parents, siblings or other family members) 	

		

		

		

		

		



		8. The problem is genetic or inherited

		

		

		

		

		



		9. Experiencing a traumatic event (kidnapping, assault bombing, torture, death of a loved one, etc.)

		

		

		

		

		



		10. Being a person with a weak character

		

		

		

		

		









Which one of these reasons do you think is most likely to be a cause of Miriam problem developing in anybody?



Enter number from 1-10 here:  _____








13.  This is a question about the type of people who are likely to develop a problem like Miriam’s. Do you think each of the following people would be “very likely” “likely”, or “not likely” to develop a problem like Miriam’s? (Tick one box only for each option)



		Risks

		Very Likely

		Likely

		Not Likely

		Depends

		Don’t Know



		1. In School

		

		

		

		

		



		2. Being from a Christian background

		

		

		

		

		



		3. Women 

		

		

		

		

		



		4. People who have families

		

		

		

		

		



		5. Men

		

		

		

		

		



		6. Children (aged 8-12)

		

		

		

		

		



		7. Adolescents (aged 13-17)

		

		

		

		

		



		8. Adults

		

		

		

		

		



		9. Those not in School

		

		

		

		

		



		10. Those that have few friends

		

		

		

		

		



		11. Those who are very religious

		

		

		

		

		



		12. Being from a Muslim background

		

		

		

		

		



		13. Older people

		

		

		

		

		



		14. Served in the army 

		

		

		

		

		



		15. People who are rich

		

		

		

		

		



		16. Those who are not very religious

		

		

		

		

		



		17. People who are poor

		

		

		

		

		



		18. Living in a war-torn country 

		

		

		

		

		









Which one of these factors do you think is most likely to be a greatest risk factor in a problem like Miriam’s developing in anybody?



Enter number from 1-18 here:  _____








14. Do you think that Miriam would be discriminated against by others in the community if they knew about the problem she has, for example, by a family member, friend, employer, health or government professional? 

 

No   					

Yes   





If yes, can you please give three examples of ways you think Miriam would be discriminated against?













15. Imagine Miriam as someone you have known for a long time and care about. You want to help her. What would you do? 









	





16. Do you think that you might currently have a problem like Miriam’s? (Tick one box only)



No		  

Yes		





17. Do you think that you have ever had a problem like Miriam’s? (Tick one box only)



No		  

Yes		 





18. Has anyone in your family or circle of friends ever had a problem like Miriam’s? (Tick one box only)



No		  

Yes		 








19. If you had a problem like Miriam’s, which of these people would you most likely to approach first for help? (Tick one box only)



1. Family member						

2. Parent								  		

3. Close female friend						  

4. Psychologist / Counsellor					

5. Religious leader or priest					

6. Close male friend						

7. Community religious organisation									

8. Telephone counselling line / Internet Search			

9. GP or family doctor						

10. Community mental health worker/team			  	

11. Psychiatrist							

12. Youth worker / Child Friendly Space worker			

13. Teacher							  

14. None or the above- I wouldn’t want anyone to know	  

15. Other (please specify) 					   



________________________________________







20. Have you ever been told by a parent / family member, that you might have a problem like Miriam’s?



No		

Yes		 



If yes, what year was this? ___________________





21. Have you ever sought help for a problem like Miriam’s?



No		

Yes		 





If yes, when was this?



		In last 3 months					  

6 to 12 months ago					 

Over 12 months ago					 







Who did you seek or receive services from? (Tick all boxes that apply)



1. 	Close female friend										  

2. 	Medical doctor										  

3. 	Community mental health worker/								 

4. 	Community religious organisation								

5. 	Teacher											  

6. 	Psychiatrist											

7. 	Parent												  

8. 	Religious leader or priest									 

9. 	Youth worker / Child Friendly Space worker							  

10. 	Close male friend										

11. 	Psychologist / Counsellor									 

12. 	Family member										

13. 	Other (please state) _______________________  						

































































Questionnaire 2: CRIES-13



Below is a list of comments made by people after stressful life Event. Please tick each item showing how frequently these comments were true for you during the past seven days. If they did not occur during that time please tick the ‘not at all’ box.



		

		Not at all

		Rarely

		Sometimes

		Often



		1. Do you think about it even when you don’t mean to?

		0

		1

		3

		5



		2. Do you try to remove it from your memory

		0

		1

		3

		5



		3. Do you have difficulties paying attention or concentrating

		0

		1

		3

		5



		4. Do you have waves of strong feelings about it

		0

		1

		3

		5



		5. Do you startle more easily or feel more nervous than you did before it happened?

		0

		1

		3

		5



		6. Do you stay away from reminders of it (e.g. places or situations)

		0

		1

		3

		5



		7. Do you try not talk about it



		0

		1

		3

		5



		8. Do pictures about it pop into your mind?

		0

		1

		3

		5



		9. Do other things keep making you think about it?

		0

		1

		3

		5



		10. Do you try not to think about it?



		0

		1

		3

		5



		11. Do you get easily irritable



		0

		1

		3

		5



		12. Are you alert and watchful even when there is no obvious need to be?

		0

		1

		3

		5



		13. Do you have sleep problems?



		0

		1

		3

		5







Total: Intrusion (Pink) 		= 

Total: Avoidance (Green)	= 

Total: Arousal (Blue)		= 







Thank you for Your Time – This is the End of the Survey
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General Information



First we would like to ask you some questions about yourself and your background:



1.   Are you male or female?			

		Male						

  		Female						



2.   What is your age and date of birth? 		_______________________



3.   How many years of education have you completed? _______________________

	

4. What is your family situation? (Please tick one box)

Participant No: 		Date:



		

		Living alone				

		Living with both parents		

	Living with one parent		

		Orphaned				

		Living with grandparents		

		Living with other family members	





5. What is your Ethnicity?



Arabs			

Kurdish		

Yazidi			

Turkmen		

Assyrian		

Circassian		

Armenian		

Other: ___________   



6. What is your Religion?





Muslim Sunni			

Muslim Shi'a 			

Muslim Other: __________	

Druze				

Christian			

Jewish			

Yazidi			

Hindu			

Buddhist		

Other: ___________	



















 

Questionnaire 1:  Mood and Feelings Questionnaire: Short Version



This form is about how you have been feeling or acting recently. 

For each question, please select how you have been feeling or acting in the past two weeks. 

If a sentence was not true about you, select NOT TRUE. 

If a sentence was only sometimes true, select SOMETIMES. 

If a sentence was true about you most of the time, select TRUE. 



		

		Not True

		Sometimes

		True



		1. I felt miserable or unhappy.

		0

		1

		2



		2. I didn’t enjoy anything at all.

		0

		1

		2



		3. I felt so tired that I just sat around and did nothing.

		0

		1

		2



		4. I was very restless.

		0

		1

		2



		5. I felt I was no good anymore.

		0

		1

		2



		6. I cried a lot.

		0

		1

		2



		7. I found it hard to think properly or concentrate.

		0

		1

		2



		8. I hated myself.

		0

		1

		2



		9. I was a bad person.

		0

		1

		2



		10. I felt lonely.

		0

		1

		2



		11. I thought nobody really loved me.

		0

		1

		2



		12. I thought I could never be as good as other kids.

		0

		1

		2



		13. I did everything wrong.

		0

		1

		2



		Total Score
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General Information



First we would like to ask you some questions about yourself and your background:



1.   Are you male or female?			

		Male						

  		Female						



2.   What is your age and date of birth? 		_______________________



3.   How many years of education have you completed? _______________________

	

4. What is your marital status? (Please tick one box)

		Never Married		

		Married		

	Fiancée/ Partner	

		Divorced		

		Widowed		



5. What is your Ethnicity?

  

Participant No: 		Date:





Arabs			

Kurdish		

Yazidi			

Turkmen		

Assyrian			

Circassian			

Armenian			

Other: ___________    



 



6. What is your Religion?

  



Muslim Sunni			

Muslim Shi'a 			

Muslim Other: __________	

Druze				

Christian			

Jewish				

Yazidi				

Hindu				

Buddhist			

Other: ___________	



		



















Questionnaire 1: Attitudes and Beliefs about a Health Problem



Below is a story regarding a hypothetical person called Miriam. The box below describes how she has been recently.



In this box an appropriate story can be added which reflects the common issues affecting the population. For example:



Miriam* is a 7-year-old girl with two younger brothers. Approximately six months ago, she was at school, when their school was attached by an armed group of men. After a brief exchange with the teacher, they shot him in the head. Miriam recalls being covered in his blood and the screams of the other children. She states that she was terrified that they would kill her too. When Miriam’s family fled their home they had to pass through a mined field and Miriam saw many dead bodies and saw an explosion of land mine that caused the death of 2 of her relatives on the way. Miriam has constant nightmares where images of death and killing disturb her sleep. She states that she is afraid to leave the house and refuses to go to school. She is easily startled and avoids crowds and too much noise. Finally, Miriam’s parents report she is withdrawn, rarely interacting with her family and has no interest in her toys.



** Replace with Dawood in case of male children



1. What would you say is Miriam’s main problem? (Tick one box only)



1. 	Fear 							 

2. 	No real problem, just a phase				

3. 	Depression						

4. 	Weak character					

5. 	Nervous breakdown					

6.	Post Traumatic Stress Disorder			 

7.	Serious medical condition (e.g. brain tumour) 	

8. 	Stress							

9. 	Physical condition (e.g. migraine or back pain)	 

10. 	Other							 
(please write below)



______________________________________________________





2. If Miriam went to a doctor, what do you think he or she (i.e. the doctor) would say is Miriam’s main problem? (Write one number from 1-10 below):



______________________________________________________











3. Do you think each of the following types of treatment or activities would be “helpful”, “harmful” or “neither helpful nor harmful” for Miriam? (Tick one box only for each option)





		Treatment Type

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1. Getting information about the problem and available services

		

		

		

		

		



		2. Just talking about the problem (e.g.  to a family member or close friend)

		

		

		

		

		



		3. Improving diet and/or getting more exercise

		

		

		

		

		



		4. Reading the Koran or Bible

		

		

		

		

		



		5. Getting out and about more/finding some new hobbies

		

		

		

		

		



		6. Counselling / Talking to a counsellor

		

		

		

		

		



		7. Traditional therapies (e.g. herbs, cupping, leeching)

		

		

		

		

		



		8. Trying to deal with the problem on her own

		

		

		

		

		



		9. Admission to a psychiatric hospital

		

		

		

		

		



		10. Have a prayer session or reading with a religious leader

		

		

		

		

		



		11. Relaxation 

		

		

		

		

		



		12. Playing / Socialising with Friends

		

		

		

		

		



		13. Studying hard at school

		

		

		

		

		



		14. Helping out parents in the home

		

		

		

		

		



		15. Talking to a youth worker, teacher or staff at the child centre

		

		

		

		

		



		16. Other (to be stated according to the context)

		

		

		

		

		









Which one of these treatments do you think would be most helpful for Miriam?



Write one number from 1 to 16 here: ______________________

















4. Do you think each of the following medicines would be “helpful”, “harmful” or “neither helpful nor harmful” for Miriam? (tick one box only for each option)



		Medicine Type

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1.  Anti-depressant medication (e.g. Prozac)

		

		

		

		

		



		2.  Vitamins and minerals (e.g. Vitamin C)

		

		

		

		

		



		3.  Medication to help you relax (e.g. Xanax, Valium) 

		

		

		

		

		





Which one of these medicines do you think would be most helpful for Miriam?



Write a number from 1-3 here: _______________





5. There are a number of different people or groups who might be able to help Miriam.  Do you think each of the following people or groups would be “helpful”, “harmful”, or “neither helpful nor harmful”, for Miriam? (tick one box only for each option)



		Person/ Service

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1. Religious leader or priest	

		

		

		

		

		



		2. Youth club / Child Friendly Space

		

		

		

		

		



		3. Psychiatrist

		

		

		

		

		



		4. Medical doctor	

		

		

		

		

		



		5. Psychologist / Counsellor

		

		

		

		

		



		6. Close male friend

		

		

		

		

		



		7. Community religious organisation

		

		

		

		

		



		8. Community mental health worker / Health Promotion worker

		

		

		

		

		



		9. Telephone counselling line / online search

		

		

		

		

		



		10. Close female friend

		

		

		

		

		



		11. Family member (not a parent)

		

		

		

		

		



		12. Parent

		

		

		

		

		



		13. Teacher

		

		

		

		

		



		14. Youth worker

		

		

		

		

		



		15. Other

		

		

		

		

		







Which one of these people or groups do you think would be most helpful for Miriam?



Enter number from 1-15 here:  _____





6. How difficult do you think Miriam’s problem would be to treat? (Tick one box only)



1. not at all 					

2. a little	  		

3. moderately distressing	

4. very distressing		

5. extremely distressing 	





7. How distressing do you think it would be to have Miriam’s problem?  (Tick one box only)



1. not at all 					

2. a little	  		

3. moderately distressing	

4. very distressing		

5. extremely distressing 	





8. How sympathetic would you be towards someone with Miriam’s problem? (Tick one box only)



1. not at all sympathetic			

2. a little sympathetic  	

3. moderately sympathetic	

4. very sympathetic		

5. extremely sympathetic	





9. How serious do you think Miriam’s problem is? 



1. not at all serious				

2. a little serious		

3. moderately serious	

4. very serious		

5. extremely serious		







10. What do you think would be the likely result if Miriam received the sort of help you think is most appropriate? (Tick one box only)



1. Full recovery with no further problems			 

2. Full recovery, but problems will probably re-occur		 	

3. Partial recovery						 	

4. Partial recovery, but problems will probably re-occur	 	

5. No improvement						 		

6. Get worse							 	



11. How many Iraqi children / adolescents in your local community do you think might have a problem like Miriam’s? (Tick one box only)



1. Very few women/men, less than 10%		

2. More than 10% but less than 30%		

3. More than 30% but less than 50%		

4. More than 50% but less than 70%		

5. More than 70% but less than 90%		

6. Most women/men, 90% or more			






12. This is a question about the possible causes of Miriam’s problem happened. How likely do you think each of the following is a factor in this sort of problem developing in anybody? 



		Causes

		Very Likely

		Likely

		Not Likely

		Depends

		Don’t Know



		1. Having a parent or parents with psychological problems

		

		

		

		

		



		2. Having a bad family life (poverty, loss of parent(s), being physical, sexually or verbally abused)

		

		

		

		

		



		3. Living in a war torn country

		

		

		

		

		



		4. Punishment from God

		

		

		

		

		



		5. Poor physical health

		

		

		

		

		



		6. The problem is destiny (it was meant to happen to Miriam)

		

		

		

		

		



		7. Family problems (arguments with parents, siblings or other family members)

		

		

		

		

		



		8. The problem is genetic or inherited

		

		

		

		

		



		9. Experiencing a traumatic event (kidnapping, assault bombing, torture, death of a loved one, etc.)

		

		

		

		

		



		10. Being a person with a weak character

		

		

		

		

		









Which one of these reasons do you think is most likely to be a cause of Miriam problem developing in anybody?



Enter number from 1-10 here:  _____








13.  This is a question about the type of people who are likely to develop a problem like Miriam’s. Do you think each of the following people would be “very likely” “likely”, or “not likely” to develop a problem like Miriam’s? (Tick one box only for each option)



		Risks

		Very Likely

		Likely

		Not Likely

		Depends

		Don’t Know



		1. In School

		

		

		

		

		



		2. Being from a Christian background

		

		

		

		

		



		3. Women 

		

		

		

		

		



		4. People who have families

		

		

		

		

		



		5. Men

		

		

		

		

		



		6. Children (aged 8-12)

		

		

		

		

		



		7. Adolescents (aged 13-17)

		

		

		

		

		



		8. Adults

		

		

		

		

		



		9. Those not in School

		

		

		

		

		



		10. Those that have few friends

		

		

		

		

		



		11. Those who are very religious

		

		

		

		

		



		12. Being from a Muslim background

		

		

		

		

		



		13. Older people

		

		

		

		

		



		14. Served in the army 

		

		

		

		

		



		15. People who are rich

		

		

		

		

		



		16. Those who are not very religious

		

		

		

		

		



		17. People who are poor

		

		

		

		

		



		18. Living in a war-torn country (Iraq)  

		

		

		

		

		









Which one of these factors do you think is most likely to be a greatest risk factor in a problem like Miriam’s developing in anybody?



Enter number from 1-18 here:  _____








14. Do you think that Miriam would be discriminated against by others in the community if they knew about the problem she has, for example, by a family member, friend, teacher, health or government professional? 

 

No   					

Yes   





If yes, can you please give three examples of ways you think Miriam would be discriminated against?













15. Imagine Miriam as your child, or the child of someone you have known for a long time and care about. You want to help her. What would you do? 









	





16. Do you think that your child might currently have a problem like Miriam’s? (Tick one box only)



No		  

Yes		





17. Do you think that your child has ever had a problem like Miriam’s? (Tick one box only)



No		  

Yes		 





18. Has anyone in your family or circle of friend’s child ever had a problem like Miriam’s? (Tick one box only)



No		  

Yes		 








19. If your child had a problem like Miriam’s, which of these people would you most likely to approach first for help? (Tick one box only)



1. Family member						

2. Parent								  		

3. Close female friend						  

4. Psychologist / Counsellor					

5. Religious leader or priest					

6. Close male friend						

7. Community religious organisation									

8. Telephone counselling line / Internet Search			

9. GP or family doctor						

10. Community mental health worker/team			  	

11. Psychiatrist							

12. Youth worker / Child Friendly Space worker			

13. Teacher							  

14. None or the above- I wouldn’t want anyone to know	  

15. Other (please specify) 					   



________________________________________





20. Have you ever been told by a health care professional such as a doctor or psychologist, that your child might have a problem like Miriam’s?



No		

Yes		 



If yes, what year was this? ___________________





21. Have you ever sought help for one of your children with a problem like Miriam’s?



No		

Yes		 





If yes, when was this?



		In last 3 months					  

6 to 12 months ago					 

Over 12 months ago					 



Who did you seek or receive services from? (Tick all boxes that apply)



1. 	Close female friend										  

2. 	Medical doctor										  

3. 	Community mental health worker								 

4. 	Community religious organisation								

5. 	Teacher											  

6. 	Psychiatrist											

7. 	Parent												  

8. 	Religious leader or priest									 

9. 	Youth worker / Child Friendly Space worker							  

10. 	Close male friend										

11. 	Psychologist / Counsellor									 

12. 	Family member										

13. 	Other (please state) _______________________  						







Questionnaire 2:  Mood and Feelings Questionnaire: Short Version



This form is about how your child might have been feeling or acting recently. 

For each question, please select how s/he has been feeling or acting in the past two weeks. 

If a sentence was not true about your child, select NOT TRUE. 

If a sentence was only sometimes true, select SOMETIMES. 

If a sentence was true about your child most of the time, select TRUE. 



		

		Not True

		Sometimes

		True



		1. S/he felt miserable or unhappy.

		0

		1

		2



		2. S/he didn’t enjoy anything at all.

		0

		1

		2



		3. S/he felt so tired that s/he just sat around and did nothing.

		0

		1

		2



		4. S/he was very restless.

		0

		1

		2



		5. S/he felt s/he was no good anymore.

		0

		1

		2



		6. S/he cried a lot.

		0

		1

		2



		7. S/he found it hard to think properly or concentrate.

		0

		1

		2



		8. S/he hated him/herself.

		0

		1

		2



		9. S/he felt s/he was a bad person.

		0

		1

		2



		10. S/he felt lonely.

		0

		1

		2



		11. S/he thought nobody really loved him/her.

		0

		1

		2



		12. S/he thought s/he could never be as good as other kids.

		0

		1

		2



		13. S/he felt s/he did everything wrong.

		0

		1

		2



		Total Score

		













Questionnaire 3: SRQ-20



The following questions are related to certain pains and problems that may have bothered you in the last 30 days.  If you think the question applies to you and you had the described problem in the last 30 days, answer YES. On the other hand, if the question does not apply to you and you did not have this problem in the last 30 days, answer NO.

		SRQ Item

		Yes

		No



		1. Do you often have headaches? 

		

		



		2. Is your appetite poor?

		

		



		3. Do you sleep badly? 

		

		



		4. Are you easily frightened?

		

		



		5. Do your hands shake?

		

		



		6. Do you feel nervous, tense or worried?

		

		



		7. Is your digestion poor?

		

		



		8. Do you have trouble thinking clearly?

		

		



		9. Do you feel unhappy?

		

		



		10. Do you cry more than usual?

		

		



		11. Do you find it difficult to enjoy your daily activities?

		

		



		12. Do you find it difficult to make decisions?

		

		



		13. Is your daily work suffering?

		

		



		14. Are you unable to play a useful part in life?

		

		



		15. Have you lost interest in things?

		

		



		16. Do you feel that you are a worthless person?

		

		



		17. Has the thought of ending your life been on your mind

		

		



		18. Do you feel tired all the time?

		

		



		19. Are you easily tired

		

		



		20. Do you have uncomfortable feelings in your stomach?

		

		



		SRQ-20 Total Score (total of yes)

		









Thank you for Your Time – This is the End of the Survey
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Participant No: 		Date:



General Information



First we would like to ask you some questions about yourself and your background:



1.   Are you male or female?			

		Male						

  		Female						



2.   What is your age and date of birth? 		_______________________



3.   How many years of education have you completed? _______________________

	

4. What is your family situation? (Please tick one box)

		Living alone				

		Living with both parents		

	Living with one parent		

		Orphaned				

		Living with grandparents		

		Living with other family members	



5. What is your Ethnicity?



Arabs			

Kurdish		

Yazidi			

Turkmen		

Assyrian		

Circassian		

Armenian		

Other: ___________   







6. What is your Religion?

Muslim Sunni			

Muslim Shi'a 			

Muslim Other: __________	

Druze				

Christian			







Jewish			

Yazidi			

Hindu			

Buddhist		

Other: ___________	







Attitudes and Beliefs about a Health Problem



Below is a story regarding a hypothetical person called Miriam. The box below describes how she has been recently.



In this box an appropriate story can be added which reflects the common issues affecting the population. For example:

Samira* is a 14-year-old girl who lives with her parents and a 7-year old sister. Her parents report a change in Samira’s behaviour over the past 4 weeks from being a happy active adolescent who loved school to frequently complaining of stomach aches and refusing to go to school. Her family moved back home approximately 3 months after spending several years living in an IDP camp. Her parents say that she has been angry at home and often screams at her sister. She rarely finishes her meal and complains of being tired all the time. She used to like to play with her sister and cousins, but recently become withdrawn and not talking with anyone



*replace with Samir in case of male adolescent







1. What would you say is Miriam’s main problem? (Tick one box only)



1. 	Fear 							 

2. 	No real problem, just a phase				

3. 	Depression						

4. 	Weak character					

5. 	Nervous breakdown					

6.	Post Traumatic Stress Disorder			 

7.	Serious medical condition (e.g. brain tumour) 	

8. 	Stress							

9. 	Physical condition (e.g. migraine or back pain)	 

10. 	Other							 
(please write below)



______________________________________________________





2. If Miriam went to a doctor, what do you think he or she (i.e. the doctor) would say is Miriam’s main problem? (Write one number from 1-10 below):



______________________________________________________













3. Do you think each of the following types of treatment or activities would be “helpful”, “harmful” or “neither helpful nor harmful” for Miriam? (Tick one box only for each option)





		Treatment Type

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1. Getting information about the problem and available services

		

		

		

		

		



		2. Just talking about the problem (e.g.  to a family member or close friend)

		

		

		

		

		



		3. Improving diet and/or getting more exercise

		

		

		

		

		



		4. Reading the Koran or Bible

		

		

		

		

		



		5. Getting out and about more/finding some new hobbies

		

		

		

		

		



		6. Counselling / Talking to a counsellor

		

		

		

		

		



		7. Traditional therapies (e.g. herbs, cupping, leeching)

		

		

		

		

		



		8. Trying to deal with the problem on her own

		

		

		

		

		



		9. Admission to a psychiatric hospital

		

		

		

		

		



		10. Have a prayer session or reading with a religious leader

		

		

		

		

		



		11. Relaxation 

		

		

		

		

		



		12. Playing / Socialising with Friends

		

		

		

		

		



		13. Studying hard at school

		

		

		

		

		



		14. Helping out parents in the home

		

		

		

		

		



		15. Talking to a youth worker, teacher or staff at the child centre

		

		

		

		

		



		16. Other (to be stated according to the context)

		

		

		

		

		









Which one of these treatments do you think would be most helpful for Miriam?



Write one number from 1 to 16 here: ______________________















4. Do you think each of the following medicines would be “helpful”, “harmful” or “neither helpful nor harmful” for Miriam? (tick one box only for each option)



		Medicine Type

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1.  Anti-depressant medication (e.g. Prozac)

		

		

		

		

		



		2.  Vitamins and minerals (e.g. Vitamin C)

		

		

		

		

		



		3.  Medication to help you relax (e.g. Xanax, Valium) 

		

		

		

		

		





Which one of these medicines do you think would be most helpful for Miriam?



Write a number from 1-3 here: _______________





5. There are a number of different people or groups who might be able to help Miriam.  Do you think each of the following people or groups would be “helpful”, “harmful”, or “neither helpful nor harmful”, for Miriam? (tick one box only for each option)



		Person/ Service

		Helpful

		Harmful

		Neither

		Depends

		Don’t Know



		1. Religious leader or priest	

		

		

		

		

		



		2. Youth club / Child Friendly Space

		

		

		

		

		



		3. Psychiatrist

		

		

		

		

		



		4. Medical doctor	

		

		

		

		

		



		5. Psychologist / Counsellor

		

		

		

		

		



		6. Close male friend

		

		

		

		

		



		7. Community religious organisation

		

		

		

		

		



		8. Community mental health worker / Health Promotion worker

		

		

		

		

		



		9. Telephone counselling line / online search

		

		

		

		

		



		10. Close female friend

		

		

		

		

		



		11. Family member (not a parent)

		

		

		

		

		



		12. Parent

		

		

		

		

		



		13. Teacher

		

		

		

		

		



		14. Youth worker

		

		

		

		

		



		15. Other

		

		

		

		

		









Which one of these people or groups do you think would be most helpful for Miriam?



Enter number from 1-15 here:  _____





6. How difficult do you think Miriam’s problem would be to treat? (Tick one box only)



1. not at all 					

2. a little	  		

3. moderately distressing	

4. very distressing		

5. extremely distressing 	





7. How distressing do you think it would be to have Miriam’s problem?  (Tick one box only)



1. not at all 					

2. a little	  		

3. moderately distressing	

4. very distressing		

5. extremely distressing 	





8. How sympathetic would you be towards someone with Miriam’s problem? (Tick one box only)



1. not at all sympathetic			

2. a little sympathetic  	

3. moderately sympathetic	

4. very sympathetic		

5. extremely sympathetic	





9. How serious do you think Miriam’s problem is? 



1. not at all serious				

2. a little serious		

3. moderately serious	

4. very serious		

5. extremely serious		





10. What do you think would be the likely result if Miriam received the sort of help you think is most appropriate? (Tick one box only)



1. Full recovery with no further problems			 

2. Full recovery, but problems will probably re-occur		 	

3. Partial recovery						 	

4. Partial recovery, but problems will probably re-occur	 	

5. No improvement						 		

6. Get worse							 	





11. How many Iraqi adolescents in your local community do you think might have a problem like Miriam’s? (Tick one box only)



1. Very few women/men, less than 10%		

2. More than 10% but less than 30%		

3. More than 30% but less than 50%		

4. More than 50% but less than 70%		

5. More than 70% but less than 90%		

6. Most women/men, 90% or more			






12. This is a question about the possible causes of Miriam’s problem happened. How likely do you think each of the following is a factor in this sort of problem developing in anybody? 



		Causes

		Very Likely

		Likely

		Not Likely

		Depends

		Don’t Know



		1. Having a parent or parents with psychological problems

		

		

		

		

		



		2. Having a bad family life (poverty, loss of parent(s), being physical, sexually or verbally abused)

		

		

		

		

		



		3. Living in a war torn country

		

		

		

		

		



		4. Punishment from God

		

		

		

		

		



		5. Poor physical health

		

		

		

		

		



		6. The problem is destiny (it was meant to happen to Miriam)

		

		

		

		

		



		7. Family problems (arguments with parents, siblings or other family members) 	

		

		

		

		

		



		8. The problem is genetic or inherited

		

		

		

		

		



		9. Experiencing a traumatic event (kidnapping, assault bombing, torture, death of a loved one, etc.)

		

		

		

		

		



		10. Being a person with a weak character

		

		

		

		

		









Which one of these reasons do you think is most likely to be a cause of Miriam problem developing in anybody?



Enter number from 1-10 here:  _____








13.  This is a question about the type of people who are likely to develop a problem like Miriam’s. Do you think each of the following people would be “very likely” “likely”, or “not likely” to develop a problem like Miriam’s? (Tick one box only for each option)



		Risks

		Very Likely

		Likely

		Not Likely

		Depends

		Don’t Know



		1. In School

		

		

		

		

		



		2. Being from a Christian background

		

		

		

		

		



		3. Women 

		

		

		

		

		



		4. People who have families

		

		

		

		

		



		5. Men

		

		

		

		

		



		6. Children (aged 8-12)

		

		

		

		

		



		7. Adolescents (aged 13-17)

		

		

		

		

		



		8. Adults

		

		

		

		

		



		9. Those not in School

		

		

		

		

		



		10. Those that have few friends

		

		

		

		

		



		11. Those who are very religious

		

		

		

		

		



		12. Being from a Muslim background

		

		

		

		

		



		13. Older people

		

		

		

		

		



		14. Served in the army 

		

		

		

		

		



		15. People who are rich

		

		

		

		

		



		16. Those who are not very religious

		

		

		

		

		



		17. People who are poor

		

		

		

		

		



		18. Living in a war-torn country 

		

		

		

		

		









Which one of these factors do you think is most likely to be a greatest risk factor in a problem like Miriam’s developing in anybody?



Enter number from 1-18 here:  _____








14. Do you think that Miriam would be discriminated against by others in the community if they knew about the problem she has, for example, by a family member, friend, employer, health or government professional? 

 

No   					

Yes   





If yes, can you please give three examples of ways you think Miriam would be discriminated against?













15. Imagine Miriam as someone you have known for a long time and care about. You want to help her. What would you do? 









	





16. Do you think that you might currently have a problem like Miriam’s? (Tick one box only)



No		  

Yes		





17. Do you think that you have ever had a problem like Miriam’s? (Tick one box only)



No		  

Yes		 





18. Has anyone in your family or circle of friends ever had a problem like Miriam’s? (Tick one box only)



No		  

Yes		 








19. If you had a problem like Miriam’s, which of these people would you most likely to approach first for help? (Tick one box only)



1. Family member						

2. Parent								  		

3. Close female friend						  

4. Psychologist / Counsellor					

5. Religious leader or priest					

6. Close male friend						

7. Community religious organisation									

8. Telephone counselling line / Internet Search			

9. GP or family doctor						

10. Community mental health worker/team			  	

11. Psychiatrist							

12. Youth worker / Child Friendly Space worker			

13. Teacher							  

14. None or the above- I wouldn’t want anyone to know	  

15. Other (please specify) 					   



________________________________________







20. Have you ever been told by a parent / family member, that you might have a problem like Miriam’s?



No		

Yes		 



If yes, what year was this? ___________________





21. Have you ever sought help for a problem like Miriam’s?



No		

Yes		 





If yes, when was this?



		In last 3 months					  

6 to 12 months ago					 

Over 12 months ago					 





[bookmark: _GoBack]

Who did you seek or receive services from? (Tick all boxes that apply)



1. 	Close female friend										  

2. 	Medical doctor										  

3. 	Community mental health worker/								 

4. 	Community religious organisation								

5. 	Teacher											  

6. 	Psychiatrist											

7. 	Parent												  

8. 	Religious leader or priest									 

9. 	Youth worker / Child Friendly Space worker							  

10. 	Close male friend										

11. 	Psychologist / Counsellor									 

12. 	Family member										

13. 	Other (please state) _______________________  						







Questionnaire 2:  Mood and Feelings Questionnaire: Short Version



This form is about how you have been feeling or acting recently. 

For each question, please select how you have been feeling or acting in the past two weeks. 

If a sentence was not true about you, select NOT TRUE. 

If a sentence was only sometimes true, select SOMETIMES. 

If a sentence was true about you most of the time, select TRUE. 



		

		Not True

		Sometimes

		True



		1. I felt miserable or unhappy.

		0

		1

		2



		2. I didn’t enjoy anything at all.

		0

		1

		2



		3. I felt so tired that I just sat around and did nothing.

		0

		1

		2



		4. I was very restless.

		0

		1

		2



		5. I felt I was no good anymore.

		0

		1

		2



		6. I cried a lot.

		0

		1

		2



		7. I found it hard to think properly or concentrate.

		0

		1

		2



		8. I hated myself.

		0

		1

		2



		9. I was a bad person.

		0

		1

		2



		10. I felt lonely.

		0

		1

		2



		11. I thought nobody really loved me.

		0

		1

		2



		12. I thought I could never be as good as other kids.

		0

		1

		2



		13. I did everything wrong.

		0

		1

		2



		Total Score

		











Thank you for Your Time – This is the End of the Survey


image13.emf
Data Collection Tools  Information.docx


Data Collection Tools Information.docx
		Data Collection Tools Information



		Tool

		Authors

		Population tested that is relevant to this study

		Psychometrics (internal consistency, reliability)

		References



		Modified Mental Health Literacy Survey

		Slewa-Younan et al 2014

		1. Resettled Iraqi refugees in Australia

2. Resettled Afghan refugees in Australia 

		Nil- data is reported in frequencies and it is not testing a theoretical construct or dimension. 

		1. Slewa-Younan S, Mond J, Bussion E, Mohammad Y, Uribe Guajardo MG, Smith M, et al. Mental health literacy of resettled Iraqi refugees in Australia: Knowledge about posttraumatic stress disorder and beliefs about helpfulness of interventions. BMC Psychiatry. 2014; doi:10.1186/s12888-014-0320-x.

2. Yaser A, Slewa-Younan S, Smith C, Olsen R, Uribe Guajardo MG, Mond J. Beliefs and knowledge about post-traumatic stress disorder amongst resettled Afghan refugees in Australia. International Journal of Mental Health Systems. 2016. doi: 10.1186/s13033-016-0065-7.



		SRQ-20

		World Health Organization 

		1. Arabic speaking general medical clinic 

		SRQ-20 had a sensitivity of 93%, a specificity of 70%.

		1. AS Al-Subaie, K Mohammed, T Al-Malik, The Arabic Self-Reporting Questionnaire (SRQ) as a Psychiatric Screening Instrument in Medical Patients. 1998; 18(4): 308-310, doi: 10.5144/0256-4947.1998.308





		CRIES -13















Parent Version of CRIES-13

		Based on Impact of Events scale (IES) authored by  Horowitz, Wilner & Alvarez, 1979 and modified by Bill Yule and Children and War Foundation 











		1. Two samples of children (52 attending a PTSD clinic, and 63 attending an Accident and Emergency Clinic).



2. Tested on a sample of 59 trauma-exposed children (8 years–18 years) and their parents. They Dutch translated CRIES-13 (child/parent version) along with the Anxiety Disorders Interview Schedule for DSM-IV: Parent version.





		  75-83% of children were correctly classified as having PTSD. 



Nil data is available on Arabic translation.

Good internal consistency (α = .87) A strong correlation (r = .73) with another measure of PTSD and lower correlations with a behavioral measure (r = .15 to .38) were found, conﬁrming the convergent /divergent validity. A cutoff score 31 emerged as the best balance between sensitivity and speciﬁcity, and correctly classiﬁed 83.6% of all children as having a diagnosis of PTSD.

		1. Perrin, S., Meiser-Stedman, R. & Smith, P. (2005) The Children’s Revised Impact of Event Scale (CRIES): Validity as a screening instrument for PTSD. Behavioural and Cognitive Psychotherapy, 33 (4), 487-498.







2. Verlinden E, van Laar YL, van Meijel EP, Opmeer BC, Beer R, de Roos C, Bicanic IA, Lamers-Winkelman F, Olff M, Boer F, Lindauer RJ. A parental tool to screen for posttraumatic stress in children: first psychometric results. J Trauma Stress. 2014 Aug;27(4):492-5. doi: 10.1002/jts.21929. 





		Short MFQ (mood and feelings questionnaire) 

		Angold et al 1995.

		106 parent and child pairs tested attending outpatient child and adolescent psychiatry clinic in Lebanon

		Both Arabic Parent MFQ and Child MFQ had

excellent internal consistencies (α = .94 and α = .92 respectively). A score of 22 on the PMFQ and 26 on the CMFQ achieve 76.9 and 73.1 % sensitivity respectively. Specificity was found at 64.4

and 67.8 % for the Arabic PMFQ and CMPQ respectively.

		1. [bookmark: _GoBack]Tavitian L, Atwi M, Bawab S, Hariz N, Zeinoun P, Khani M, Maalouf FT.  The Arabic Mood and Feelings Questionnaire: psychometrics and validity in a clinical sample. Child Psychiatry Hum Dev. 2014 Jun;45(3):361-8. doi: 10.1007/s10578-013-0406-6.
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		Proposed Budget- Daquq Survey

		30/08/2017

				Item		Description		Unit		Cost (IQD)		Cost (EUR)		Qty		Total (EUR)

		Human Resources

		1		Survey supervisor		Daily Worker Supervisors-Level 6 (16 days x 2 people)		pday		7475		5.2325		32		167.44

		2		Data Operator / Entry		DW Team FPs-Level 4 		pday		5308		3.7156		20		74.31

		3		CHW / Interviewers		DW Interviewers-Level 2 (16 days x 20 people)		pday		4537		3.1759		320		1016.29

		Materials  and equipment

		4		Smartphones				Each				165.402		10		1654.02

		5		Sim cards				Each		3000		2.1		10		21.00

		6		Backpacks				Each		20000		14		12		168.00

		7		Clipboards				Each		3000		2.1		10		21.00

		8		Umbrellas				Each		4000		2.8		10		28.00

		9		MSF Armbands				Each				3.69		22		81.18

		10		Lanyards for temporary ID MSF		For DW identification in camp		Each		500		0.35		22		7.70		(IDs will be printed in the office)

		11		Power strip/extension cords		For charging 10 phones every night		Each		20000		14		2		28.00



		Consummables

		12		Pens				Each		250		0.175		80		14.00

		13		Notebooks				Each		6000		4.2		25		105.00

		14		Plastic Envelopes				Each		5000		3.5		15		52.50

		15		Biscuits for participants				Each		250		0.5		300		150.00

		16		Bottled water				Each		250		0.175		550		96.25

		17		20L water bottle for dispenser				Each		1250		0.875		38		33.25

		18		Snacks for training		for 23 people for 1 day		Days		10000		7		4		28.00

		19		Prepaid phone credit (supervisors)		For coordinating data operators, for 13 days		Each		10000		7		2		14.00

		20		Prepaid phone credit (data entry operators)		For security in camp, for 13 days		Each		5000		3.5		20		70.00

		21		A4 Paper				Ream		4600		3.22		3		9.66

		Transport

		22		Rental car		Kirkuk=>Daquq for up to 13 people		Days		30000		21		12		252.00

		TOTAL														4091.60
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ELEANOR HITCHMAN

Chartered Psychologist

eleanorisfab@gmail.com

EMPLOYMENT

09.16 - 

MEDICINS SANS FRONTIERES, Holland


Mental Health Adviser (Full Time). Responsibilities include: 


· Provide leadership and strategic direction on MH programming and innovation in MSF-OCA.

· Support high quality Mental Health interventions (clinical-technical aspects) in MSF-OCA programmes.

· Development of expatriate psychologist’s skills and capacity through coaching and training, and increase capacity of medical staff on MH support.

· Contribute to the development of materials, resources, protocols and trainings.

· To provide direct support to mental health component of activities in 18 countries, including emergency response. 


06.14 – 08.16
MEDICINS SANS FRONTIERES, Holland


Project Coordinator (Full Time). Responsible for MSF operational response in the Project. In close collaboration with the capital team, define and plan the project objectives and priorities, identifying population’s health and humanitarian needs, analysing the context and the humanitarian issues at stake, the risks and constraints and calculating human and financial needs. Coordinate, in close collaboration with the Head of Mission, its implementation in order to efficiently ensure the goals as well as to improve targeted population’s health conditions and humanitarian situation. Worked in Central African Republic (12 months), Palestine (3 months) and Chad (6 months).

08.11 - 
03.14
MEDICINS SANS FRONTIERES, Holland


Mental Health Adviser (Full Time). Defining, coordinating and monitoring all mental health related activities in the project area including management of staff,  ensuring the quality of care and analysing statistics and reports, according to MSF protocols in order to provide the most appropriate support for patients. Worked in Sri Lanka (9 months), Ethiopia (3 months), Democratic Republic of Congo (12 months) and Palestine (3 months).

08.09 - 
08.11
NEWHAM PRIMARY CARE TRUST, London

Counselling Psychologist (Full Time). Psychological support to patients


approaching the end of their lives, addressing a range of issues including 


depression, anxiety, adjustment, existential concerns, enhancing quality of life, 


treatment decision making and advanced care planning. This post also involved 

running groups, supervision, service development, teaching / training, research, 


audit and evaluation. 

09.06 – 08.09
KINGS COLLEGE HOSPITAL FOUNDATION NHS TRUST, London


CBT Therapist / Counselling Psychologist (Full Time) Psychological support to


patients with kidney disease at all stages of the care pathway. Working with a


range of presentations including depression, anxiety, phobias and treatment

related concerns such as decision making, adherence and assessment


for transplantation as well as quality of life issues. This post also involved 


running groups, supervision, service development, teaching / training, research, 


audit and evaluation. 


. 


04.05 – 09.06
NORTH WEST LONDON HOSPITALS NHS TRUST, London


HIV Mental Health Worker (Full Time) Psychological support to patients 

affected by HIV, at all stages of the care pathway. Roles included developing the 


service, referral pathways and working relationships with a range of 

professionals. Psychological presentations included depression, anxiety, 

relationship difficulties, PTSD & Trauma, sexuality, disclosure, dealing with 

discrimination, adherence to treatment regimes and living well. This post also


involved running groups, supervision, service development, teaching / training, 


research, audit and evaluation. 


09.02 - 02.04
MILDMAY HOSPITAL, London.


          &
               Substance Misuse Worker (Part Time). Psychological support to HIV 

10.04 – 04.05
positive drug and alcohol users inc; harm reduction, detoxification, relapse prevention and medication titration. The post also involved writing 

policies, developing procedures, running groups, supervision, service 

development, teaching / training and audit. 


01.02 – 02.04
Various Clinical Training placements (Part Time)


Including; Terence Higgins Trust a voluntary sector HIV counselling service, the South London and Maudsley NHS Trust outpatients eating disorders service and the Gateway Clinic a fee paying counselling service. In each of these posts I saw a number of clients, who presented with a range of issues using a range of time 


limited therapies. 

04.00 – 09.02
Various Substance Misuse positions (Full Time)


&                Including; BAIS and The Axe St Project day centres, The Healthy Options Team, a


05.96 – 01.99     street outreach service and Phoenix House, a residential rehab centre. In each


of the roles I provided direct clinical work, both individual and group as well as 


developing and implementing services, policy development, providing teaching and supervision. 

.


EDUCATION


01.06 – 06.07
ROYAL HOLLOWAY UNIVERSITY, London



Post-graduate Diploma in CBT 

04.05 – 06.08
BRITISH PSYCHOLOGICAL SOCIETY




Chartered Counselling Psychology via the Independent Route

10.01 - 09.03
LONDON GUILDHALL UNIVERSITY, London


M.Sc in Counselling Psychology  

09.94 – 12.95
UNIVERSITY OF BRISTOL, UK / UNIVERSITE DE BLAISE PASCAL, France.


M.Sc (European) in Health Science 

09.90 – 06.93
UNIVERSITY OF NORTHUMBRIA, Newcastle Upon Tyne.



B.Sc (Hons) in Psychology, 2:1

FURTHER TRAINING


Nov 2016: 
GLOBAL MENTAL HEALTH: Trauma & Recovery Certificate, Harvard University (6 months)


Dec 2015:

Introduction to Family Therapy (5 days)


Oct 2015:

The Challenges of Global Health (15 hours)


May 2015: 

Introduction to Humanitarian Affairs (2 weeks)


June 2014:

New Approaches to Grief and Loss work, London (1 day)


June 2014:

Prince 2 Project Management Course (2 weeks)


May 2014:

Case Formulation (2 days)


April 2014:

Effective Supervisory Relationships: Research & Practice, Oxford (3 days)


July 2013:

Mental Health: A Global Priority (18 hours)

Jan 2013:

Psychological First Aid (3 days)


Mar 2011:

Enhancing Connections Communication Training (3 days)


Jan 2010:

Acceptance & Commitment Therapy, London (4 days)

Jan 2009:

Mindfulness Based Cognitive Therapy, London (8 wks)
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Biography Summary

Dr Slewa-Younan is a Senior Lecturer in Mental Health at the School of Medicine, Western Sydney University. She has been working as a sessional psychologist to the NSW Transcultural Mental Health Centre since 2001 working specifically with Iraqi refugees and more recently Syrian arrivals.  Since taking on her lectureship at WSU, she has worked on several projects examining trauma related mental health disorders in this group of refugees, including the measurement of psychological and physiological measures of distress and the mental health literacy of refugee populations. She has developed collaborative networks with academics at Universities of Melbourne, Charles Sturt, and Sharjah (UAE) and with NSW Refugee Health Service. She has published over 50 peer-reviewed publications including several invited articles and has appeared on ABC news regarding the mental health outcomes of Iraqi refugees in Australia.



EMPLOYMENT

			OCTOBER 2016-ONGOING

			HONORARY SENIOR RESEARCH FELLOW 

			CENTRE FOR MENTAL HEALTH

			MELBOURNE SCHOOL OF POPULATION AND GLOBAL HEALTH

			UNIVERSITY OF MELBOURNE

			

			JANUARY 2015- ONGOING

			BOARD MEMBER, SOUTH WESTERN SYDNEY LOCAL HEALTH DISTRICT

TO ACTIVELY CONTRIBUTE TO THE EFFECTIVE GOVERNANCE OF SWSLHD.



			JANUARY 2014 – ONGOING 

			SENIOR LECTURER IN MENTAL HEALTH

			UNIVERSITY OF WESTERN SYDNEY

			Teaching into Year 4 MBBS Program on Mental Health.

			Undertaking a research program on the mental health outcomes

			of refugees and traumatised populations.



			SEPTEMBER 2008- DECEMBER 2013 

LECTURER IN MENTAL HEALTH, 

SCHOOL OF MEDICINE, 

WESTERN SYDNEY UNIVERSITY

Teaching, assessment writing, examination and supervision of MBBS students on subject of mental health. Undertaking a research program on the mental health outcomes of refugees and traumatised populations.



			April 2004– August 2008. 

UNIVERSITY OF SYDNEY: NATIONAL HEALTH AND MEDICAL RESEARCH COUNCIL POSTDOCTORAL RESEARCH TRAINING FELLOWSHIP.

Awarded a post-doctoral fellowship to study recovery mechanisms following traumatic brain injury (TBI) through the Northern Clinical School of Medicine. 



			April 2003- August 2008

BRAIN INJURY UNIT, WESTMEAD HOSPITAL: RESEARCH CONSULTANT.

Responsibilities: Supervision and management of multi-centred research project investigating the role of sex hormones in recovery following acute TBI.



April 2003- April 2004.

SYDNEY WEST MENTAL HEALTH: CLINICAL RESEARCH DEVELOPMENT OFFICER.

Responsibilities: To develop a mental health research strategic plan in addition to drafting a proposal seeking funding for the establishment of the ‘Joint Centres of Mental Health Excellence’ (JCMHE). To participate in other administrative and management duties related to mental health research. 

			

			July 2008- ONGOING (Sessional Psychologist)

WARE ST MEDICAL CENTRE: SESSIONAL CONSULANT PSYCHOLOGIST. Responsibilities: To provide culturally specific psychological services to Assyrian clients.



November 2001- ONGOING (Sessional Consultant)

SYDNEY WEST TRANSCULTURAL MENTAL HEALTH: SESSIONAL PSYCHOLOGIST. Responsibilities: To provide culturally specific psychological services to Iraqi (Assyrian) clients referred to Transcultural Mental Health Unit, Cumberland Hospital.





			July1999 - April 2003.

	BRAIN INJURY UNIT, WESTMEAD HOSPITAL: RESEARCH OFFICER.

Responsibilities: To initiate and oversee the completion of various research projects conducted within and external to the Brain Injury Unit. To present findings at research forums and conferences. 

	

September 1998- June 1999.

FORENSIC RESEARCH DEVELOPMENT UNIT, SYDNEY WEST MENTAL HEALTH: RESEARCH OFFICER.

Responsibilities: To establish a clinical database, conduct literature searches, liase with officials regarding directions of future forensic research and draft the Western Sydney Area Health Forensic Research Policy.



			August 1997- August 1998.

SYDNEY SOUTH WEST MENTAL HEALTH: PROJECT OFFICER (PSYCHOPHARMACOLOGY PROGRAMS).

Responsibilities: To coordinate the implementation of Psychopharmacology Programmes for the Fairfield/Liverpool Division of Mental Health. To provided assessment of clinical progress on specific psychosocial rating scales. To lead the organisation and collection of biochemical information, data management, statistical analysis and report writing with the aim of evaluating treatment efficiency.



			July 1996- July 1997.

			SYDNEY SOUTH WEST MENTAL HEALTH: CLOZAPINE CO-ORDINATOR.

Responsibilities: To coordinate the Clozapine intervention program. This involved the administration of a battery of psychometric tests to clients within the program at regular intervals to assess the effectiveness of Clozapine within the service and the collation and statistical analysis of the data.



			January1996- July 1996.

			SYDNEY SOUTH WEST MENTAL HEALTH: PROJECT OFFICER.

Responsibilities: To conduct a clinical audit of community case files. This involved the collation, statistical analysis, and presentation of data at professional development workshops.



			February 1995- January 1996.

			SYDNEY SOUTH WEST MENTAL HEALTH: MENTAL HEALTH WORKER.

Responsibilities: To provided case management and specific psychological input into the community mental health service. To participate in intake, assessment, psychometric testing, and crisis interventions.








ACADEMIC RECORD



HARVARD UNIVERSITY

		Medical School

Awarded: May 2017

Global Mental Health: Trauma and Recovery Certificate



UNIVERSITY OF SYDNEY

Awarded: Dec 2003

Doctor of Philosophy (Psychological Medicine) 

 “Sex Differences in the Brain Function of Patients with Schizophrenia reflected in Gamma 40Hz Activity.” 		



UNIVERSITY OF WOLLONGONG

Awarded: May 1995

Bachelor of Psychology (Honours)



UNIVERSITY OF SYDNEY

Awarded: April 1994

Bachelor of Arts (Major in Psychology and History)



GRANTS

	

2017 Research contract funding from the NSW Refugee Health 

Service (project code: 20705.57859). “A Program to Improve 

Mental Health Outcomes for Resettled Refugees in Australia: 

A Pilot.” 								$10,000



			2012 PARTNERSHIP GRANT BETWEEN NSW REFUGEE HEALTH SERVICE

			AND University of Western Sydney

		“Mental health literacy in a resettled refugee community in 

New South Wales: Paving the way for mental health education 

and promotion in vulnerable communities”				$21,000

	

2009 University of Western Sydney

 Seed Grants for Early Career Researchers

 "Psychological distress and psychophysiological arousal

 in Iraqi refugees in Australia"					$5700



			2004 National Health and Medical Research Council

“Australian Clinical Research Fellowship”						$260,000



	2003 Motor Accident Authority Major Research Grant (CI1)

“Investigating Recovery Following Acute Traumatic Brain 

			Injury: The Role of Sex Hormones”							$105,500

	

	2002 Motor Accident Authority Major Research Grant (CI2)

	“Evaluating Markers of Dysautonomia and Noradrenaline Related

			 Cardiac Damage Following Severe Traumatic Brain Injury” 			$110,000

	

	2001 Westmead Charitable Trust Travel Grant (CI1)				$5,000



	1999 NSW Institute of Psychiatry (CI1)

	Research Training Fellowship								$22,000








PUBLICATIONS



Invited Articles



1. Slewa-Younan S, Baguley IJ, Heriseanu R, Cameron I. Traumatic Brain Injury: Is there a difference between Men and Women? Salud(i)Ciencia (Journal of Latin American Society of Scientific Information) 2007; (http://www.siicsalud.com/dato/dat053/07807000.htm.



2. Slewa-Younan S, Gordon E, Williams LM. Gender Differences, Gamma Phase Synchrony and Schizophrenia. Psychiatric Times, 2001; 17 (3): 46-48.



Refereed Journal Articles



3. Slewa-Younan S, Mond J, Uribe Guajardo M,  Yaser A, Smith M, Milosevic D, Smith C, Lujic S & Jorm A. (2017). Causes of and risk factors for posttraumatic stress disorder: the beliefs of Iraqi and Afghan refugees resettled in Australia. International Journal of Mental Health Systems 11: 4: DOI: 10.1186/s13033-016-0109-z  



4. Uribe Guarardo M G, Slewa-Younan S, Santalucia Y,  Jorm A F. (2016) Important considerations when providing mental health first aid to Iraqi refugees in Australia: a Delphi study. International Journal of Mental Health Systems , 10 (1): 54. Epub 2016 Sept 1. 



5. Slewa-Younan S, Santalucia Y, McDonald R, and Salem M. (2016).  Enhancing the lives of older refugees: an evaluation of a training resource. International Journal of Mental Health Systems, 10: 36. doi: 10.1186/s13033-016-0067-5



6. Yaser A., Slewa-Younan S., Smith C.A., Olson R.E., Guajardo M.G.U. and Mond J. (2016) Beliefs and knowledge about post-traumatic stress disorder amongst resettled Afghan refugees in Australia. International Journal of Mental Health Systems, 10; 1: doi:10.1186/s13033-016-0065-7 



7. Uribe Guajardo M, Slewa-Younan S, Smith M, Eagar S, and Stone G. (2016) Psychological distress is influenced by length of stay in resettled Iraqi refugees in Australia. International Journal of Mental Health Systems. 10: 4. doi: 10.1186/s13033-016-0036-z



8. Mitchison D, Morin A, Mond J, Slewa-Younan S, Hay P. (2015). The Bidirectional Relationship between Quality of Life and Eating Disorder Symptoms: A 9-Year Community-Based Study of Australian Women. PLoS One. 10:3. doi: 10.1371/journal.pone.0120591



9. Jaaniste, E., Linnell, S., Ollerton, R. and Slewa-Younan, S. (2015), 'Drama therapy with older people with dementia : does it improve quality of life?', Arts in Psychotherapy, vol 43 , pp 40 - 48.



10. Slewa-Younan S, Mond J, Bussion E, Melkonian M, Mohammad Y, Dover H,  Smith M, Milosevic D, and Jorm A. (2015). Psychological trauma and help seeking behaviour amongst resettled Iraqi refugees in attending English tuition classes in Australia. International Journal of Mental Health Systems. 2015, 9 (5). doi:10.1186/1752-4458-9-5. 



11. Slewa-Younan S, Mond J, Bussion E, Mohammad Y, Uribe Guajardo M, Smith M, Milosevic D, Lujic S & Jorm A. (2014). Mental health literacy of resettled Iraqi refugees in Australia: knowledge about posttraumatic stress disorder and beliefs about helpfulness of interventions. BMC Psychiatry. 2014 Nov 18;14(1):320. doi:10.1186/s12888-014-0320-x



12. Mitchison D, Hay P, Slewa-Younan S, & Mond J (2014) The changing demographic profile of eating disorder behaviors in the community. BMC Public Health doi:10.1186/1471-2458-14-943



13. Slewa-Younan S,  Uribe, M G, Heriseanu A, Hasan T. (2014) A systematic review of post-traumatic stress disorder and depression amongst Iraqi refugees located in Western countries. Journal of Immigrant and Minority Health, DOI 10.1007/s10903-014-0046-3



14. Slewa-Younan S, Radulovic R, Lujic S, Hasan T, Raphael B. (2014) Trauma in Resettled Iraqi Refugees: Differences between Those Seeking Psychological Treatment Versus Those Not Seeking Psychological Treatment. Journal of Aggression, Maltreatment and Trauma, DOI:10.1080/10926771.2014.955897



15. Saxton, M. E., Slewa-Younan S & Lah, S. (2013). Social behaviour following severe traumatic brain injury: Contribution of emotion perception deficits. NeuroRehabilitation, 33, 263-271.

16. Slewa-Younan, S, & Radulovic, R. (2013). Emerging data on resettled Iraqi refugees in Australia: 10 years after the 2003 Iraq conflict. Australian Nursing Journal, June, 20 (11) 42. 



17. Mitchison D, Hay H, Engel S, Crosby R, Le Grange D, Lacey H, Mond J, Slewa-Younan S, & Touyz S, (2013) Assessment of quality of life in people with severe and enduring anorexia nervosa: A comparison of generic and specific instruments, BMC Psychiatry, Nov 7, 13 (284). doi: 10.1186/1471-244X-13-284



18. Slewa-Younan, S, Chippendale, K, Heriseanu, A, Lujic, S, Atto, J, Raphael, B. (2012) Measures of psychophysiological arousal among resettled traumatized Iraqi refugees seeking psychological treatment. Journal of Traumatic Stress, 25, 1-5.

19. Mitchison D, Hay P, Mond J, & Slewa-Younan S. (2012). Self-reported history of anorexia nervosa and current quality of life: findings from a community-based study. Quality of Life Research, DOI: 10.1007/s11136-012-0157-z



20. Mitchison D, Hay P, Slewa-Younan S, & Mond J. (2012). Time trends in population prevalence of eating disorder behaviors and their relationship to quality of life. PLoS ONE 7(11): e48450. doi:10.1371/journal.pone.0048450



21. Mitchison D, Mond J, Slewa-Younan S, & Hay P. (2012). Sex differences in health related quality of life impairment associated with eating disorder behaviors: A general population study. International Journal of Eating Disorders. doi: 10.1002/eat.22097 [Epub ahead of print] (Chosen for the journal’s Continuing Education (CE) credit program)



22. Slewa-Younan S. Great Pains to Define Trauma. MetaScience, 2010 19 (3), 501-502. ISSN 0815-1796.

23. Baguley IJ, Nott MT, Perkins I, Heriseanu RE, Slewa-Younan S Diagnosing Dysautonomia following acute traumatic brain injury: evidence for over- responsiveness to afferent stimuli. Archives of Physical Medicine & Rehabilitation, 2009 Apr;90(4):580-6. 

24. Baguley IJ, Nott MT, Slewa-Younan S. Long-term mortality trends in functionally dependent adults following severe traumatic-brain injury. Brain Injury, 2008 Nov; 22(12):919-25. ISSN 0269-9052,.

25. Slewa-Younan S, van den Berg S, Baguley IJ, M Nott, Cameron I. Towards an Understanding of Sex Differences in Functional Outcome Following Moderate to Severe TBI: A Systematic Review. Journal of Neurology, Neurosurgery and Psychiatry, 2008; 79, 1197-1201. (doi:10.1136/jnnp.2008.147983. ISSN 0022-3050.



26. Slewa-Younan S, Baguley IJ, Heriseanu RE, Cameron ID, Pitsiavas V, Mudaliar Y, Nayyar V. Do Men and Women Differ in their Course Following Traumatic Brain Injury? A Preliminary Prospective Investigation of Early Outcome. Brain Injury, 2008; 22 (2): 183-191.  ISSN 0269-9052.



27. Baguley IJ, Heriseanu RE, Cameron ID, Nott MT, Slewa-Younan S. A critical review of the pathophysiology of Dysautonomia following traumatic brain injury. Neurocritical Care, 2008;8(2):293-300. ISSN 1541-6933.



28. Baguley IJ Slewa-Younan S, Heriseanu RE, Nott MT, Mudaliar Y, Nayyar V. The Incidence of Dysautonomia and its Relationship with Autonomic Arousal Following Traumatic Brain Injury. Brain Injury, 2007; 21 (11):1175-1183.  ISSN 0269-9052.



29. Baguley IJ, Bailey KM, Slewa-Younan S. Prolonged anti-spasticity Effects of Bolus Intrathecal Baclofen. Brain Injury, 2005; 19(7): 545-548. ISSN 0269-9052.



30. Heriseanu R, Baguley IJ, Slewa-Younan S. Two Point Discrimination Testing Following Traumatic Brain Injury. Journal of Clinical Neuroscience, 2005, 12(2): 156-60. ISSN 0967-5868.



31. Slewa-Younan S, Green AM, Baguley IJ, Gurka JA, Marosszeky JE. Sex Differences in Injury Severity and Outcome Measures in Patients with Traumatic Brain Injury. Archives of Physical Medicine & Rehabilitation, 2004, 85(3): 376-9. ISSN 0003-9993.



32. Baguley IJ, Green AM, Slewa-Younan S, Marosszeky JE, Cameron I, Gurka JA. Pharmacological Management of Dysautonomia Following Traumatic Brain Injury. Brain Injury, 2004, 18(5): 409-17. ISSN 0269-9052.



33. Slewa-Younan S, Gordon E, Harris AW, Haig AR, Brown KJ, Flor-henry P, Williams LM. Sex Differences in Functional Connectivity in First Episode and Chronic Schizophrenia. American Journal of Psychiatry, 2004, 161(9): 1595-602. ISSN 0002-953X.



34. Slewa-Younan S, Green A, Baguley IJ, Felmingham KL, Haig AR, Gordon E. Is Gamma (40Hz) Synchronous Activity Disturbed in Patients with Traumatic Brain Injury? Clinical Neurophysiology, 2002; 113 (10): 1640-46. ISSN 1388-2457.



35. Slewa-Younan S, Gordon E, Williams LM, Haig AR, Goldberg, E. Sex Differences, Gamma Activity and Schizophrenia. International Journal of Neuroscience, 2001; 107(1-2): 131-144. ISSN 0020-7454.



36. Green AM, Felmingham KL, Baguley IJ, Slewa-Younan S, Simpson S. The Clinical Utility of the Beck Depression Inventory after Traumatic Brain Injury. Brain Injury, 2001; 15(12): 1021-1028. ISSN 0269-9052.



37. Harris AW, Bahramali H, Slewa-Younan S, Gordon E, Williams LM, Li W. The Topography of qEEG in the Three Syndromes of Schizophrenia. International Journal of Neuroscience, 2001; 107(3-4): 265-278. ISSN 0020-7454.



38. Baguley IJ, Slewa-Younan S, Lazarus R, Green AM. Long-term Mortality Trends in Patients with Traumatic Brain Injury. Brain Injury, 2000; 14(6): 505-512. ISSN 0269-9052.



39. Harris AW, Williams LM, Gordon E, Bahramali H, Slewa-Younan S. Different Psychopathological Models and quantified EEG in Schizophrenia. Psychological Medicine, 1999; 29(5): 1175-1181. ISSN 0033-2917.



Published Abstracts (Refereed Pre-Conference) 



1. Saxton, M. Slewa-Younan, S & Lah, S. The role of cognitive and emotional empathy in social behavior post traumatic brain injury. International Neuropsychological Society Mid-Year Meeting, Poland, Journal of the International Neuropsychological Society, 2010, 16 (Supplement 2), 25. 



2. Heriseanu, RE, Baguley IJ, Slewa-Younan S. Diagnosing Dysautonomia Following TBI Utilising Heart Rate Variability.  The 8th International Neurotrauma Symposium, Rotterdam, The Netherlands. Journal of Neurotrauma, 2006, 23(5): 755, ISSN: 0897-7151.



3. Slewa-Younan S, Heriseanu, RE, Baguley IJ, Cameron, ID, Rae, CD.  What Happens to Endogenous Sex Hormone Levels Following TBI? The 8th International Neurotrauma Symposium, Rotterdam, The Netherlands. Journal of Neurotrauma, 2006, 23(5): 768, ISSN: 0897-7151.



4. Baguley IJ, Heriseanu RE, Slewa-Younan S. Clonidine in the Management of Dysautonomia after Severe TBI.  The 4th World Congress for NeuroRehabilitation, Hong Kong. NeuroRehabilitation and Neural Repair, 2006, 20(1): 98-99, ISSN: 1545-9683.



5. Slewa-Younan S, Baguley IJ, Heriseanu, RE, Rae, CD, Cameron, ID.  The Impact of Acute Traumatic Brain Injury (TBI) on Endogenous Sex Hormone Levels.  The 4th World Congress for NeuroRehabilitation, Hong Kong.  NeuroRehabilitation and Neural Repair, 2006, 20(1): 153-4, ISSN: 1545-9683.



6. Slewa-Younan S, Baguley IJ, Heriseanu, RE, Rae, CD. A Preliminary Investigation Of The Role Of Sex Hormones In The Recovery From Acute Traumatic Brain Injury.  The 6th World Congress on Brain Injury, Melbourne, Australia. Brain Injury, 2005, 19 (Suppl 1): 107, ISSN 0269-9052.



7. Baguley IJ, Slewa-Younan S, Heriseanu, RE, Rae, CD. Long Term Heart Rate Variability Changes Following Traumatic Brain Injury: A Pilot Study. The 7th International Neurotrauma Symposium, Adelaide, Australia. Restorative Neurology & Neuroscience, 2005, 23 (3-4): 182, ISSN: 0922-6028.	



8. Slewa-Younan S, Heriseanu RE, Baguley IJ, Rae CD. Sex Differences in Acute Injury Severity and Outcome Variables Following Traumatic Brain Injury: Pilot Data.  The 7th International Neurotrauma Symposium, Adelaide, Australia. Restorative Neurology & Neuroscience, 2005, 23 (3-4): 209, ISSN: 0922-6028.



9. Slewa-Younan S, Williams LM, Harris AW, Haig AR, Gordon E. Sex Differences in Gamma “40Hz” Synchrony: First Episode versus Chronic Schizophrenia. 12th Australasian Society for Psychophysiology Conference, Sydney University, Sydney. Australian Journal of Psychology, 2003, 55 (Suppl), 27, ISSN: 0004-9530. 



10. Slewa-Younan S, Baguley IJ, Green A, Felmingham KL, Haig, AR, Gordon E. Gamma (40Hz) Synchronous Activity in Patients with Traumatic Brain Injury: Evidence of Dysfunction. 12th Australasian Society for Psychophysiology Conference, Sydney University, Sydney. Australian Journal of Psychology, 2003, 55 (Suppl), 28, ISSN: 0004-9530.



11. Slewa-Younan S, Baguley IJ, Green AM. Sex Differences in Injury Severity and Outcome Variables Following Traumatic Brain Injury. 3rd World Congress in Neurological Rehabilitation, Venice, Italy. NeuroRehabilitation and Neural Repair,  2002, 143-144, ISSN: 1545-9683.



12. Slewa-Younan S, Baguley IJ, Green AM, Felmingham KL. Gamma (40Hz) Synchrony in Patients with Traumatic Brain Injury. 3rd World Congress in Neurological Rehabilitation, Venice, Italy. NeuroRehabilitation and Neural Repair, 2002, 346, ISSN: 1545-9683.



13. Baguley IJ, Green AM, Slewa-Younan S, Simpson S. Aggressive Behaviour Following Traumatic Brain Injury: How Common is Common? 3rd World Congress in Neurological Rehabilitation, Venice, Italy. NeuroRehabilitation and Neural Repair, 2002, 144, ISSN: 1545-9683.



14. Green AM, Baguley IJ, Slewa-Younan S. Chemosensory Dysfunction Following Traumatic Brain Injury. 3rd World Congress in Neurological Rehabilitation, Venice, Italy. NeuroRehabilitation and Neural Repair, 2002, 145, ISSN: 1545-9683.



15. Green AM, Slewa-Younan S, Baguley IJ. The Nature and Measurement of Self-Reported Depression after Traumatic Brain Injury. 3rd World Congress in Neurological Rehabilitation, Venice, Italy. NeuroRehabilitation and Neural Repair, 2002, 145-146, ISSN: 1545-9683.



16. Slewa-Younan S, Williams LM, Haig, AR, Goldberg E, Gordon E.  Gender Differences, Gamma Activity and Schizophrenia. American Psychiatric Association 2000 Annual Meeting, Chicago, USA. [PAGE 26 - http://www.psych.org/edu/other_res/lib_archives/archives/meetings/AMN/2000nra.pdf ]



17. Slewa-Younan S, Gordon E, Williams LM, Goldberg E. Is Gamma Activity in Schizophrenia Mediated by Gender? 10th World Congress of the International Organisation of Psychophysiology (IOP), Sydney, Australia. International Journal of Psychophysiology, 2000, 35(1), 1-79 ISSN: 0167-8760.



Other Conference Presentations



1. Slewa-Younan S, Heriseanu A, Chippendale, K. (2010) Psychopathology Among Iraqi Refugees Presenting for Treatment: An Examination of Heart Rate Variability. Australasian Conference for Traumatic Stress Studies, Brisbane, Australia. 



2. Slewa-Younan S, Heriseanu A, Chippendale, K. (2010) Psychological Distress Amongst Iraqi refugee presenting for Treatment. University Of Western Sydney Mental Health Wellbeing Conference, Sydney, Australia. 



3. Slewa-Younan S, Baguley I, Heriseanu R, Rea C, Cameron I.  (2007). Sex differences in Outcome Measures Following Acute traumatic Brain Injury: A Prospective Study. 67th American Academy of Physical Medicine & Rehabilitation Annual Assembly, Honolulu, Hawaii, USA.   



4. Slewa-Younan S, Baguley I, Heriseanu R, Rea C, Cameron I. (2005). Endogenous Sex Hormone Levels: The Impact of Traumatic Brain Injury. Brain Injury Rehabilitation Programmes Research Meeting, Sydney, Australia



5. Slewa-Younan S, Baguley I, Green, A. (2001) The Effect of Gender on Injury Severity and Outcome Variables Following Traumatic Brain Injury. Brain Injury Rehabilitation Programmes Research Meeting, Sydney, Australia.



Health Services Reports

1. 2014 Mental Health Literacy of Resettled Iraqi Refugees in New South Wales: Paving the Way for Mental Health Education and Promotion in Vulnerable Communities, authored by Dr Slewa-Younan, Dr Mond, Professor Jorm, Dr Smith, Ms  Milosevic, Dr Mohammad, Ms Lujic, Ms Dover, Ms Uribe Guajardo, Outcome from Research partnership between University of Western Sydney and NSW Refugee Health Service.

2. 2003 Mental Health Research Strategic Plan, Western Sydney Mental Health Area Heath Service authored by Professor Russell Meares and Dr Shameran Slewa-Younan. This document was used in a successful funding application for a Centre of Clinical Excellence bid to NSW Health in 2004.



3. 1999 Forensic Research Development Unit Annual Report, Greater Parramatta Mental Health, Western Sydney Area Health Service, authored by Professor Colin Holmes and Ms Shameran Slewa-Younan.



4. 1996 Quality Assurance in the Fairfield/ Liverpool Mental Health Service, authored by Dr James Quinn and Ms Shameran Slewa-Younan - report to South Western Sydney Area Health and NSW Department of Health, Centre for Mental Health. 



5. 1996 A Retrospective Report Assessing the Effectiveness of Community Treatment Orders (CTOs) in the Liverpool Mental Health Service authored by Dr James Quinn and Ms Shameran Slewa-Younan - report to South Western Sydney Area Health and NSW Department of Health, Centre for Mental Health.
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