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Abstract

This study investigates levels of secondary traumatic stress, burnout and compassion
satisfaction in Syrian mental health workers in a low-resource post-conflict environment. Sixty-
one Syrian mental health workers completed a cross-sectional questionnaire, in Arabic,
incorporating the professional quality of life scale. Our Arabic-translated professional quality
of life scale showed acceptable internal consistency estimates of reliability for all subscales.
Relative to population norms and other samples of mental health workers, the Syrian mental
health workers showed similar levels of burnout and higher levels of secondary traumatic
stress and compassion satisfaction. Those with no psychology-related educational background
showed significantly higher secondary traumatic stress and burnout scores and significantly
lower compassion satisfaction scores relative to those with a relevant educational background.
Our findings indicate acceptable levels of professional quality of life in Syrian mental health
workers, with the exception of those with no educational background in psychology. Training
Syrian mental health workers, with an emphasis on increasing the availability of educational
training and adequate supervision and support, provides a sustainable solution to the provision
of culturally and language-specific care in low resource conflict settings.

Background

Since 2011, the ongoing Syrian conflict has forced 5.2 million people to flee to
neighbouring countries, 6.1 million to become internally displaced and 13.1 million in need of
humanitarian assistance (United Nations Office for the Coordination of Humanitarian Affairs
2017). Turkey is the largest host of Syrian refugees worldwide, with over 3.6 million Syrian
refugees (United Nations High Commissioner for Refugees 2018). A systematic review
assessing the health needs of Syrians displaced to neighbouring countries identified mental
health and women'’s health as the greatest health needs overall (El Arnaout et al. 2019).

Prevalence of post-traumatic stress disorder (PTSD) amongst Syrians is reported at over
80% (Acarturk et al. 2018; Vukcevic et al. 2014), although some studies have lower estimates
(Chung et al. 2018) likely due to variability among survey tools (Steel et al. 2009) and
inadequate translation practice leading to a lack of scientific and conceptual validity (Wells et
al. 2015).

Literature on mental health interventions for Syrians affected by the conflict is scarce.
Studies tend to describe specialised, individual trauma-focused work (Acarturk et al. 2015;
2016; Jefee-Bahloul et al. 2014). Interventions that target individual dysfunction may
undervalue community-based coping incorporating cultural and spiritual content. Instead,
health pluralism recognises a range of multi-layered explanatory health beliefs with a
concomitant range of help-seeking behaviours and diversity of helpers and resources (Tribe
2007), as recognised in global mental health programmes such as the WHO’s mental health
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GAP action (WHO 2015). Where specialised interventions are required, recommendations
involve the use of trained and supervised therapists in, for instance, evidence-based trauma
therapies (WHO 2015; WHO and United Nations High Commissioner for Refugees 2013).

In Syria, even before the conflict, there were virtually no frameworks for professional
clinical psychology or related specialised services (Abo-Hilal and Hoogstad 2013). The conflict
generated initiatives by expatriate Syrian mental health workers (MHWs), with Syrian non-
governmental organisations in neighbouring countries, to train and supervise evidence-based
supportive methods (Almoshmosh et al. 2016, El-Khani et al 2018; Zaghrout-Hodali 2014).

While this model of training mobilises resources, reduces language barriers and
enhances cultural sensitivity, it also comes with challenges. Need far outstrips resources in
mental health services (Jefee-Bahloul et al. 2014; Seving et al. 2016). Turkish healthcare
workers show a high level of turnover since the influx of displaced Syrians (Savas et al. 2016),
and the pressures that lead many to resign may also affect displaced Syrian MHWs in Turkey.

There is an emerging interest in the wellbeing of humanitarian workers in conflict
settings. The majority of international medical aid workers reported burnout caused by
overwork, overwhelming emotional exposure combined with lack of self-care and poor
personnel management (Asgary and Lawrence 2014). In workers who are from the same
culture and location as their clients, ‘shared traumatic reality’ describes exposure of both to
the same communal disaster; ‘double exposure’ refers to professionals’ exposure both as
professionals providing a service and as members of the community (Baum 2010; Nuttman-
Shwartz and Dekel 2008).

Direct exposure to war and conflict may increase professionals’ vulnerability to
developing PTSD, as found in nurses and doctors working in hospitals in the Gaza strip during
Israeli offences (Abu-El-Noor et al. 2016). ‘Vicarious traumatisation’ can also result from
cumulative empathic engagement with clients’ traumatic experiences (McCann and Pearlman
1990; Pearlman and Saakvitne 1995).

Medical personnel inside Syria are overworked, demoralised and consistently affected
by trauma and secondary trauma (Rubenstein et al. 2015) and burnout (Baker and Heisler
2015). The peer-reviewed literature on Syrian healthcare workers raises concerns about the
safety and wellbeing of medical personnel of those inside Syria, given the weaponisation of
healthcare and workers’ experience of systematic violations of international humanitarian law
(Footer et al. 2018; Fouad et al. 2016). However, these issues have not been quantitatively
investigated in Syrian healthcare workers and only one study currently exists with a focus on
Syrian mental health professionals (MHPs). This qualitative investigation of forcibly displaced
Syrian MHWs providing mental healthcare to Syrian clients in Turkey found that a shared reality
was helpful in therapy while also creating a vulnerability in the Syrian MHWs (Hamid, Scior &
Williams, in press).

The Professional Quality of Life scale (ProQOL) is a 30-item measure developed in the
US (Stamm 2010) that captures both negative aspects (including secondary traumatic stress
and burnout) and positive aspects (including compassion satisfaction (Stamm 2010). The
ProQOL is widely used, mainly for Western health professionals, for whom it shows reasonable
validity. To the researcher’s knowledge, no peer-reviewed literature exists on the use of the
ProQOL with a Syrian sample, nor on an Arabic version of the ProQOL.
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Many Syrian MHWs are themselves forcibly displaced, have witnessed and experienced
traumatic events (Hamid et al., in press) and there is an ethical duty to investigate their
wellbeing and protect them from harm. This study aims to report the levels of secondary
traumatic stress, burnout and compassion satisfaction among Syrian MHWSs providing support
to Syrian clients, using the ProQOL, and to compare ProQOL scores with other published
samples. We also aimed to investigate the psychometric properties of this translated version
of the ProQOL.

Methods
Participants and Procedure

We recruited participants for this cross-sectional study using self-completed
questionnaires conducted in Gaziantep, a city in South Turkey, 75km from the Syrian border
and Istanbul as well as online between April and May 2017. Our inclusion criteria were Syrians
with a professional background in psychology who support Syrian clients with any mental
health presentations. We recruited through networks of relevant organisations working with
Syrian MHWs in Turkey at the time.

The first section of the survey was developed by the research team and forward
translated by a bilingual Syrian Arabic speaker, and back translated by another bilingual Arabic
speaker. The back-translated version was compared to the original and two contested words
were resolved following discussion. This process followed guidelines provided by the WHO
(2009).

The ProQOL was translated and validated using a stringent seven-step method
suggested by Sousa and Rojjansrirat (2011). We followed all but one non-essential step
involving three bilingual (Arabic-English speaking) consultants with a range of professional
backgrounds and an additional two monolingual (Syrian Arabic) consultants with a psychology
background. The ProQOL was forward translated from English to Arabic by two independent
bilingual consultants and any issues were resolved. This was then back-translated (Arabic to
English) by two independent bilingual consultants and further discrepancies were resolved. A
pre-final version was then piloted by two monolingual Arabic speakers, leading to a final
version.

Participants were invited to complete the questionnaire via two announcements during
a Syrian Association for Mental Health conference held in Gaziantep in 2017. The questionnaire
was also available online, circulated to members of the conference via a mailing list, as well as
to members of a Trauma Aid UK mailing list, a charity providing EMDR training and supervision
to Syrians in Turkey.

Sixty-seven participants took part. Two participants were excluded as more than half
the responses were missing and four were excluded given that they were not Syrian, resulting
in a sample of 61 participants (n = 32 female; see Table 1).

<Table 1 about here>
Measures

The survey included a set of questions about participants developed for the purpose
of this study and shown in Table 1.

The ProQOL-5 scale (Stamm 2010) is a 30-item self-report scale with questions related
to three subscales; compassion satisfaction (e.g. “I have happy thoughts and feelings about
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those | help and how | could help them”); secondary traumatic stress (e.g. “I avoid certain
activities or situations because they remind me of the frightening experiences of the people |
help”); and burnout (e.g. “I feel worn out because of my work as a helper”).

Convergent and discriminant validity tests have shown that each of these three
subscales measure different constructs (Stamm 2010). Reliability ranged from .84 to .90 on the
three subscales, and interscale correlations of showed 5% shared variance (r = -.23) with
secondary traumatic stress and 2% shared variance (r = -.14) with burnout (Stamm 2010).

Data analysis

We explored the translated ProQOL’s psychometric properties through the reliability
of each subscale using Cronbach’s alpha. We computed mean scores for each subscale to
compare with the existing literature. Data were analysed using SPSS V.22.0. A boxplot flagged
one significant outlier on all subscales; closer examination showed that this outlier was not due
to error and this was kept in the analyses.

Results

This translated Arabic version of the ProQOL showed good psychometric properties.
Internal consistency estimates of reliability were good for compassion satisfaction (Cronbach’s
a = .84), and acceptable for secondary traumatic stress (Cronbach’s a = .78) and burnout
(Cronbach’s a =.73).

Participants reported a mean secondary traumatic stress score of 20.9 (SD =5.5). Using
cut-off scores recommended in the manual, 26.2% of participants (n = 16) reported high levels
of secondary traumatic stress in this sample compared to only 5% reporting high levels in a
sample of 532 self-identified US trauma specialists (Craig and Sprang 2009) and 0% in a sample
of 506 Norwegian child protection personnel (Baugerud et al. 2017). Mean secondary
traumatic stress levels were 10.3 (SD = 6) in a sample of 506 US counsellors (Lawson and Myers
2011), 11 (SD = 6.1) in US trauma counsellors (McKim and Smith-Adcock 2014), 10.03 (SD =
6.16) in US psychologists (Sprang et al. 2007) and 11.83 (SD = 6.74) in 169 frontline mental
health care professionals in the US (Ray et al. 2013).

A mean compassion satisfaction score of 42.7 (SD = 5.4) was seen in this study, higher
than population norms of 36.5 (Stamm, 2010). This sample’s mean compassion satisfaction
score was also slightly higher than in other samples of US counsellors (40.53, SD = 5.57; Lawson
and Myers 2011), US trauma counsellors (40.9, SD = 5.6; McKim and Smith-Adcock 2014), US
psychologists (38.56, SD = 6.36; Sprang et al. 2007) and frontline mental health care
professionals (36.92, SD = 6.25; Ray et al. 2013).

Participants reported a mean burnout score of 21 (SD = 5.1), similar to population
norms of the ProQOL reported as 20 and to a sample of US counsellors reported as 19.9 (SD =
6.0; Lawson and Myers 2011) and lower than in a sample of US psychologists, 25.7 (SD = 3.6;
Sprang et al. 2007).

Exploratory follow-on analyses to examine whether any participant demographics
(gender, profession, importance of religion, supervision regularity, cases per week, percentage
of Syrian clients on caseload, percentage of clients with trauma on caseload and years of
experience) were related to professional quality of life. All but two analyses were non-
significant. A significant regression equation was found for burnout; £(1,57) = 5.44, p = .023,
with an R? of 0.087, indicating that more years of experience was associated with lower
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burnout scores. Analysis of variance showed a main effect of profession on all three subscales;
compassion satisfaction, F(3, 57) = 3.19, p = .03; burnout, F(3, 57) = 3.52, p = .021 and
secondary traumatic stress, F(3,57) = 3.50, p =.021. Data inspection showed that the four
participants with no prior educational training in a psychology-related discipline scored higher
on secondary traumatic stress and burnout and lower on compassion satisfaction, relative to
trainee and qualified psychologists and psychiatrists. Given unequal sample sizes across
professional groups, we conducted a non-parametric equivalent. A Kruskal-Wallis test showed
that there was a statistically significant difference between all three subscales by profession:
compassion satisfaction, p = .003, burnout, p =.021 and secondary traumatic stress, p = .043.

Discussion

While mean burnout scores in this sample of Syrian MHWs were similar to population
norms for the ProQOL in US samples working in routine mental health care services and other
samples in the existing ProQOL literature, mean secondary traumatic stress scores were much
higher. Mean compassion satisfaction scores were also higher than ProQOL norms and slightly
higher than other samples of MHWSs in the literature.

We expected a high level of secondary traumatic stress in this sample than in existing
samples given multiple factors such as daily stressors due to the ongoing nature of the Syrian
conflict, past trauma and reduced opportunities for training and education (Dutton and
Rubinstein 1995). Specific pathways leading to high secondary traumatic stress scores are
unclear. Heightened levels may occur where MHWs have experienced past trauma, although
this link is unclear and inconclusive (Baird and Kracen 2006); a shared traumatic reality may
increase risk of secondary traumatic stress (Argentero and Setti 2011; Naturale 2007). The
provision of ongoing supervision is crucial in this context, and self-care should be incorporated
as part of additional training as well as a standalone component, such as the self-care training
sessions delivered to Lebanese field workers working with Syrian refugees (Chemali et al.
2017). An educational intervention programme developed to reduce secondary traumatic
stress, the Accelerated Recovery Programme (Gentry et al. 2013), incorporates self-care as well
as grounding, containment, self-soothing and boundary setting. Such additional programmes
can increase the support mechanisms in place for this population.

The same factors that likely led to secondary traumatic stress may have contributed to
greater compassion satisfaction in this sample of Syrian MHWSs, such as identification with
clients with similar backgrounds and experiences, possibly leading to increased confidence in
understanding their clients’ needs and heightened motivation and investment in providing care
and relief to clients (Hamid et al., in press). This may also contribute to the finding of a level of
burnout among this sample similar to that of interpreters working with traumatised clients
from a similar background; they also reported high levels of compassion satisfaction (Mehus
and Becher 2016).

The fact that burnout scores were similar to counsellors and psychologists in the US
(Lawson and Myers 2011; Sprang et al. 2007) was a surprising finding given the high
workloads and reduced supervision opportunities that Syrian MHWs face in this context, as
well as the reported high secondary traumatic stress. It may be that Syrian MHWs are
somewhat protected from burn out as a result of the high levels of compassion satisfaction
they experience. Syrian MHW:s all reported feeling a strong sense of fulfilment and
meaningfulness as a result of providing relief to other Syrians experiencing a collective
conflict (Hamid et al., in press) and job reward, whether financial, institutional or social, may
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protect individuals from burnout (Maslanka, 1996). Years of experience were negatively
associated with burnout, as with social workers (Boscarino et al. 2004) and trauma specialists
(Craig and Sprang 2009) in the US. It could be that MHWSs experiencing burnout leave the
profession, so that those with more years of experience represent the survivors. A cross-
sectional study cannot distinguish between these explanations.

Although small in number, Syrian MHWs without an academic psychology background
showed significantly higher secondary traumatic stress and burnout scores and lower
compassion scores. These MHWs may be more likely to struggle because they lack the specific
psychological tools and insight to carry out therapy. Specialist trauma training significantly
predicted lower secondary traumatic stress and burnout, and higher compassion satisfaction
(Craig and Sprang 2009; Sprang et al. 2007). Given the rise of task-shifting in poorly resourced
settings, where tasks originally performed by a highly qualified specialist are transferred to a
less specialised and qualified worker (Sijbrandij et al. 2017), this raises issues of selection and
training of workers.

There is an increasing need for trained Arab MHWs given the historical shortages within
the context of ongoing conflicts and post-conflict settings in the Middle East (Bruckner et al.
2011). Data was gathered using a questionnaire from a relatively small sample of Syrian MHWs,
limiting the generalisability of the findings. Given the lack of literature on Syrian MHWs, the
usefulness of this research is validated. Soon after this research took place, Heritage and
colleagues (2018) presented a shorter 21-item version of the ProQOL which demonstrated
excellent psychometric properties. Further dissemination of this Arabic version of the ProQOL,
shortened as suggested by Heritage and colleagues (2018), to non-Syrian Arab MHWs to
determine its suitability for wider use would be helpful.

While the use of established measures helps to compare with the existing literature,
comparing this sample to other samples with the majority being of White ethnicity and living
in stable conditions may introduce the notion of category fallacy (Kleinman 1977). Secondary
traumatic stress does not arise from working with trauma per se, but rather is a consequence
of the interaction of working with survivors of trauma within an individualised post-modern
Judeo-Christian Western culture (Satkunanayagam et al. 2011). There also seems to be a lack
of conceptual clarity in the literature pertaining to professional quality of life (Baird and Kracen
2006).

Training displaced Syrian MHWs provides a sustainable model of provision of mental
health care, in line with the United Nations’ 2030 Agenda for Sustainable Development and
the Sustainable Development Goals (United Nations 2015; Izutsu et al. 2015). It enables Syrian
MHWs to gain enough experience to become supervisors and increases access to psychology
within displaced, conflict-affected communities. This would reduce caseloads and provide
more opportunities for specialist supervision and training; a movement in this direction would
likely contribute to an overall increase in the professional quality of life of Syrian MHWs in the
longer term.

This study was the first to examine Syrian MHWSs’ professional quality of life. Syrian
MHWs providing care to forcibly displaced Syrians in Turkey showed elevated levels of
secondary traumatic stress relative to other samples pointing to a need for increased
availability of specialist supervision and support such as self-care training. Despite this, levels
of burnout were similar to other populations and compassion satisfaction was similar, if not
slightly elevated. Training displaced Syrian MHWs within conflict-affected communities is an
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acceptable, sustainable solution to increase resources relative to demand. Poor levels of
professional quality of life in Syrian MHWs who did not have an educational background in
psychology suggest the need for increased academic, not only vocational, training in this
population. This Arabic version of the ProQOL showed acceptable psychometric properties
and is suitable for use amongst Syrian MHWSs. Future research is important to elicit richer
descriptions of Syrian mental health workers’ experience of providing mental health care in
the context of displacement and a shared reality.

Declarations

These results were originally written between March and June 2018 as part of a larger doctoral thesis. This
paper was written between April and August 2019 for the purpose of publication. This study met the University
College London Research Ethics Committee approved criteria (0163/001). All participants gave informed
consent and all data was de-identified. The datasets used and analysed during the current study are available
from the corresponding author on reasonable request. The authors declare that they have no competing
interests. This work was supported by the University College London Doctorate in Clinical Psychology, funded by
Camden & Islington NHS Foundation Trust and the University College London Grand Challenges doctoral
students’ small grants scheme.

Acknowledgements

We would like to express gratitude to all the Syrian mental health workers who readily gave their time to
participate in this research.

References

ABO-HILAL, M. and HOOGSTAD, M. (2013) ‘Syrian mental health professionals as refugees in Jordan: establishing
mental health services for fellow refugees’. Intervention 11(1): pp.89-93.

ABU-EL-NOOR, N.I., ALJEESH, Y.I., RADWAN, A.S., ABU-EL-NOOR, M.K., QDDURA, I.A.I., KHADOURA, K.J. and
ALNAWAIJHA, S.K. (2016) ‘Post-traumatic stress disorder among health care providers following the Israeli
attacks against Gaza Strip in 2014: a call for immediate policy actions’. Archives of psychiatric nursing, 30(2):
pp.185-191.

ACARTURK, C., CETINKAYA, M., SENAY, |., GULEN, B., AKER, T. and HINTON, D. (2018) ‘Prevalence and predictors
of posttraumatic stress and depression symptoms among Syrian refugees in a refugee camp.” The Journal of
nervous and mental disease 206(1): pp. 40-45.

ACARTURK, C., KONUK, E., CETINKAYA, M., SENAY, |., SIJBRANDIJ, M., CUIJPERS, P. and AKER, T. (2015) ‘EMDR for
Syrian refugees with posttraumatic stress disorder symptoms: Results of a pilot randomized controlled trial’.
European Journal of Psychotraumatology 6(1): 27414.

ACARTURK, C., KONUK, E., CETINKAYA, M., SENAY, I., SIBRANDIJ, M., GULEN, B. and CUIJPERS, P. (2016) ‘The
efficacy of eye movement desensitization and reprocessing for post-traumatic stress disorder and
depression among Syrian refugees: Results of a randomized controlled trial’. Psychological medicine 46(12):
pp.2583-2593.

ALMOSHMOSH, N., MOBAYED, M. and ALJENDI, M. (2016) ‘Mental health and psychosocial needs of Syrian
refugees and the role of Syrian non-governmental organisations.” BJPsych international 13(4): pp.81-83.

ARGENTERO P., and SETTI, I. (2011) ‘Engagement and vicarious traumatization in rescue workers’ International
Archives of Occupational and Environmental Health 84(1): 67-75.

ASGARY, R. and LAWRENCE (2014) ‘Characteristics, determinants and perspectives of experienced medical
humanitarians: a qualitative approach’. BMJ open 4(12): e006460.

BAIRD, K. and KRACEN, A.C. (2006) ‘Vicarious traumatization and secondary traumatic stress: A research
synthesis’. Counselling Psychology Quarterly 19(2): 181-8.

BAKER, E. and HEISLER, M. (2015) Aleppo abandoned: a case study on health care in Syria. Physicians for Human
Rights. Available at https://reliefweb.int/sites/reliefweb.int/files/resources/aleppo-abandoned.pdf (accessed
20 July 2019).



https://reliefweb.int/sites/reliefweb.int/files/resources/aleppo-abandoned.pdf

Page 8 of 10

BAUGERUD, G.A., VANGBZK, S., and MELINDER, A. (2017) ‘Secondary traumatic stress, burnout and compassion
satisfaction among Norwegian child protection workers: Protective and risk factors’. British Journal of Social
Work 48(1): 215-35.

BAUM, N. (2010) ‘Shared traumatic reality in communal disasters: Toward a conceptualization’. Psychotherapy:
Theory, Research, Practice, Training 47(2): 249-259.

BOSCARINO, J.A., FIGLEY, C.R. and ADAMS, R.E. (2004) ‘Compassion fatigue following the September 11 terrorist
attacks: A study of secondary trauma among New York City social workers’. International journal of
emergency mental health 6(2): 143-155.

BRUCKNER, T.A., SCHEFFLER, R.M., SHEN, G., YOON, J., CHISHOLM, D., MORRIS, J., FULTON, B.D., DAL POZ, M.R.
AND SAXENA, S. (2011) ‘The mental health workforce gap in low-and middle-income countries: a needs-
based approach’. Bulletin of the World Health Organization 89: 184-194.

CHEMALI, Z., BORBA, C.P., JOHNSON, K., HOCK, R.S., PARNAROUSKIS, L., HENDERSON, D.C. and FRICCHIONE, G.L.
(2017) ‘Humanitarian space and well-being: effectiveness of training on a psychosocial intervention for host
community-refugee interaction’. Medicine, Conflict and Survival 33(2): 141-161.

CHUNG, M.C., SHAKRA, M., ALQARNI, N., ALMAZROUEI, M., AL MAZROUEI, S. and AL HASHIMI, S. (2018)
‘Posttraumatic stress among Syrian refugees: trauma exposure characteristics, trauma centrality, and
emotional suppression’. Psychiatry 81(1): 54-70.

CRAIG, C.D. and SPRANG, G. (2009) ‘Exploratory and confirmatory analysis of the trauma practices
questionnaire’. Research on Social Work Practice 19(2): 221-33.

DUTTON, M.A. and RUBINSTEIN, F.L. (1995) “Working with People with PTSD: Research Implications’. In Figley,
C.R. (ed.) Compassion Fatigue: Coping with Secondary Traumatic Stress Disorder in Those Who Treat the
Traumatized. New York: Brunner/Mazel, pp. 82-100.

EL ARNAOUT, N., RUTHERFORD, S., ZREIK, T., NABULSI, D., YASSIN, N. and SALEH, S. (2019). ‘Assessment of the
health needs of Syrian refugees in Lebanon and Syria’s neighboring countries’. Conflict and health 13(1): 31.

EL-KHANI, A., CARTWRIGHT, K., ANG, C., HENSHAW, E., TANVEER, M. and CALAM, R. (2018) ‘Testing the
feasibility of delivering and evaluating a child mental health recovery program enhanced with additional
parenting sessions for families displaced by the Syrian conflict: A pilot study.” Peace and Conflict: Journal of
Peace Psychology 24(2): 188-200.

FOOTER, K.H., CLOUSE, E., RAYES, D., SAHLOUL, Z. and RUBENSTEIN, L.S. (2018) ‘Qualitative accounts from
Syrian health professionals regarding violations of the right to health, including the use of chemical weapons,
in opposition-held Syria’. BMJ Open 8(8): e021096.

FOUAD, F.M., SPARROW, A., TARAKII, A., ALAMEDDINE, M., EL-JARDALI, F., COUTTS, A.P., EL ARNAOUT, N.,
KARROUM, L.B., JAWAD, M., ROBORGH, S. and ABBARA, A. (2017) ‘Health workers and the weaponisation of
health care in Syria: a preliminary inquiry for The Lancet—American University of Beirut Commission on
Syria’. Lancet 390(10111):2516-26.

GENTRY, J.E., BARANOWSKY, A.B. and DUNNING, K. (2013) ‘The Accelerated Recovery Program (ARP) for
Compassion Fatigue’. In Figley C.R. Treating compassion fatigue. New York: Routledge, pp. 131-146.

HAMID, A,, SCIOR, K., WILLIAMS, A.C.D.C. (in press) ‘Qualitative accounts from Syrian mental health
professionals: shared realities in the context of conflict and forced displacement’. BMJ Open.

HERITAGE B., REES, C.S. and HEGNEY, D.G. (2018) ‘The ProQOL-21: A revised version of the Professional Quality
of Life (ProQOL) scale based on Rasch analysis’. PLOS One; doi: 10.1371/journal.pone.0193478.

IZUTSU, T., TSUTSUMI, A., MINAS, H., THORNICROFT, G., PATEL, V. and ITO, A. (2015) ‘Mental health and
wellbeing in the Sustainable Development Goals’. The Lancet Psychiatry 2(12); 1052-1054.

JEFEE-BAHLOUL, H., MOUSTAFA, M.K., SHEBL, F.M. and BARKIL-OTEQ, A. (2014) ‘Pilot assessment and survey of
Syrian refugees' psychological stress and openness to referral for telepsychiatry (PASSPORT Study)’.
Telemedicine and e-Health 20(10): 977-979.

7”7

KLEINMAN, A.M. (1977) ‘Depression, somatization and the “new cross-cultural psychiatry”’. Social Science &

Medicine 11(1): 3-9.



Page 9 of 10

LAWSON, G. and MYERS, J.E. (2011) ‘Wellness, professional quality of life, and career-sustaining behaviors:
What keeps us well?” Journal of Counseling & Development 89(2): 163-71.

MASKLANKA, H. (1996). ‘Burnout, social support and AIDS volunteers’. AIDS care, 8(2), 195-206.

MCCANN, I.L. and PEARLMAN, L.A. (1990) ‘Vicarious traumatization: A framework for understanding the
psychological effects of working with victims’. Journal of traumatic stress 3(1): 131-149.

MCKIM, L.L. and SMITH-ADCOCK, S. (2014) ‘Trauma counsellors’ quality of life’. International Journal for the
Advancement of Counselling 36(1): 58-69.

MEHUS, C.J. and BECHER, E. (2016) ‘Secondary traumatic stress, burnout, and compassion satisfaction in a
sample of spoken-language interpreters’. Traumatology 22(4): 249-254.

NATURALE, A. (2007) ‘Secondary traumatic stress in social workers responding to disasters: Reports from the
field’. Clinical Social Work Journal 35(3): 173-81.

NUTTMAN-SHWARTZ, O. and DEKEL, R. (2008) ‘Training students for a shared traumatic reality’. Social Work
53(3): 279-281.

PEARLMAN, L.A. and SAAKVITNE, K.W. (1995) Trauma and the therapist: Countertransference and vicarious
traumatization in psychotherapy with incest survivors. London: WW Norton & Co.

RAY, S.L., WONG, C., WHITE, D. and HEASLIP, K. (2013) ‘Compassion satisfaction, compassion fatigue, work life
conditions, and burnout among frontline mental health care professionals’. Traumatology 19(4): 255-67.

RUBENSTEIN L., FALLON K. and SAHLOUL Z. (2015) Syrian Medical Voices from the Ground: The Ordeal of Syria’s
Healthcare Professionals. The Center for Public Health and Human Rights, Johns Hopkins Bloomberg School
of Public Health. Available at https://www.sams-usa.net (accessed 20 July 2019).

SATKUNANAYAGAM, K., TUNARIU, A. and TRIBE, R. (2010) ‘A qualitative exploration of mental health
professionals' experience of working with survivors of trauma in Sri Lanka’. International Journal of Cultural
Mental Health 3(1): 43-51.

SAVAS, N., ARSLAN, E., INANDI, T., YENICERI, A., ERDEM, M., KABACAOGLU, M., PEKER, E. and ALISKIN, ©. (2016)
‘Syrian refugees in Hatay/Turkey and their influence on health care at the university hospital’. International
Journal of Clinical and Experimental Medicine 9(9): 18281-90.

SEVING, S., KILIC, S.P., AJGHIF, M., OZTURK, M.H. and KARADAG, E. (2016) ‘Difficulties encountered by
hospitalized Syrian refugees and their expectations from nurses’. International nursing review 63(3): 406-
414.

SIJBRANDIJ, M., ACARTURK, C., BIRD, M., BRYANT, R.A., BURCHERT, S., CARSWELL, K., DE JONG, J., DINESEN, C.,
DAWSON, K.S., EL CHAMMAY, R. and VAN ITTERSUM, L. (2017) ‘Strengthening mental health care systems
for Syrian refugees in Europe and the Middle East: integrating scalable psychological interventions in eight
countries’. European Journal of Psychotraumatology 8(2): 1388102.

SOUSA, V.D. and ROJJANASRIRAT, W. (2011) ‘Translation, adaptation and validation of instruments or scales for
use in cross-cultural health care research: a clear and user-friendly guideline’. Journal of Evaluation in
Clinical Practice 17(2): 268-74.

SPRANG, G., CLARK, J.J. and WHITT-WOOSLEY, A. (2007) ‘Compassion fatigue, compassion satisfaction, and
burnout: Factors impacting a professional's quality of life’. Journal of Loss and Trauma 12(3): 259-280.

STAMM, B. (2010) The concise manual for the professional quality of life scale. Available at www.ProQOL.org
(accessed 1 June 2017).

STEEL, Z., CHEY, T., SILOVE, D., MARNANE, C., BRYANT, R.A. and VAN OMMEREN, M. (2009) ‘Association of
torture and other potentially traumatic events with mental health outcomes among populations exposed to
mass conflict and displacement: a systematic review and meta-analysis’. Jama, 302(5): 537-549.

TRIBE, R. (2007) ‘Health pluralism: a more appropriate alternative to Western models of therapy in the context
of the civil conflict and natural disaster in Sri Lanka?’ Journal of Refugee Studies 20(1): 21-36.


https://www.sams-usa.net/
http://www.proqol.org/

Page 10 of 10

UNITED NATIONS (2015) Transforming our world: The 2030 agenda for sustainable development. New York:
United Nations. Available at https://sustainabledevelopment.un.org/post2015/transformingourworld
(accessed 2 Aug 2017).

UNITED NATIONS HIGH COMMISSIONER FOR REFUGEES (2018) 3RP 2018 Annual Report — Syria. Available at
https://data2.unhcr.org/en/documents/download/68557 (accessed 3 Apr 2019).

UNITED NATIONS OFFICE FOR THE COORDINATION OF HUMANITARIAN AFFAIRS (2017) 2018 Humanitarian Needs
Overview: Syrian Arab Republic. Available at http://www.unocha.org/syria (accessed 5 Apr 2019).

VUKCEVIC, M., DOBRIC, J. and PURIC, D. (2014) ‘Psychological characteristics of asylum seekers from Syria.
Survey of the mental health of asylum seekers in Serbia’. Belgrade: UNHCR Serbia: pp. 73-85.

WELLS, R., WELLS, D. and LAWSIN, C. (2015) ‘Understanding psychological responses to trauma among refugees:
The importance of measurement validity in cross-cultural settings’. Journal and Proceedings of the Royal
Society of New South Wales 148: 455-456.

WORLD HEALTH ORGANIZATION (2009) Process of translation and adaptation of instruments. World Health
Organization. available at http://www.who.int/substance abuse/research tools/translation/en/ (accessed 1
Dec 2017).

WORLD HEALTH ORGANIZATION (2015) mhGAP Humanitarian Intervention Guide (mhGAP-HIG): Clinical
Management of Mental Neurological and Substance Use Conditions in Humanitarian Emergencies. World
Health Organization. Available at https://www.who.int/mental health/publications/mhgap hig/en/
(accessed 10 Apr 2019).

WORLD HEALTH ORGANIZATION and UNITED NATIONS HIGH COMMISSIONER FOR REFUGEES (2013)
Assessment and Management of Conditions Specifically Related to Stress: mhGAP Intervention Guide Module.
World Health Organization. Available at
https://www.who.int/mental health/emergencies/mhgap module management stress/en/ (accessed 10
Apr 2019).

ZAGHROUT-HODALI, M. (2014) ‘Humanitarian work using EMDR in Palestine and the Arab world.” Journal of
EMDR Practice and Research 8(4): 248-251.


https://sustainabledevelopment.un.org/post2015/transformingourworld
https://data2.unhcr.org/en/documents/download/68557
http://www.unocha.org/syria
http://www.who.int/substance_abuse/research_tools/translation/en/
https://www.who.int/mental_health/publications/mhgap_hig/en/
https://www.who.int/mental_health/emergencies/mhgap_module_management_stress/en/

