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Abstract

Background: Post-traumatic stress disorder (PTSD)
is a psychiatric condition that can develop after
exposure to traumatic events. Symptoms commonly
include intrusive memories, hyperarousal, sleep
disturbances, avoidance behaviors, emotional
detachment, and impaired functioning. Arab
Americans represent a population that is often
overlooked in national mental health research
because they are frequently classified as “White” in
demographic data, limiting visibility in studies of
mental health outcomes. Many Arab immigrants and
refugees have experienced war, displacement, and
persecution prior to migration, which may increase
vulnerability to PTSD, depression, and anxiety.
Cultural stigma surrounding mental health within
some Arab communities can also discourage help-
seeking and delay diagnosis and treatment.
Examining PTSD within this population requires a
culturally sensitive perspective that considers how
trauma exposure, discrimination, and structural
barriers may shape mental health outcomes.
Methodology: Scholarly articles were
extracted for our literature review using the PubMed
database. Relevant scholarly articles were screened
and analyzed based on inclusion criteria. Scholarly
articles were only included if they were published
between 2000-2025, were published in English, were
full texts, examined a topic that is relevant to our
research paper, and if they took place in the United
States. Utilizing these search terms generated 43
scholarly articles. Through our inclusion criteria, only
9 scholarly articles were included from the initial 43
articles that were generated using our search terms.

Results: Arab refugees and immigrants
suffer from and are subjected to severe and
prolonged trauma prior to migration to the United
States: this includes war, political violence,
displacement, and detention. This was a predictor
for greater symptoms of PTSD, anxiety, and
depression upon resettlement and showed that the
psychological aftereffects were still being felt from
this trauma as opposed to merely being exacerbated
by the migration process. It was observed that
women showed greater symptoms than men across
several studies. Arab refugees and immigrants were
subjected to discrimination, language difficulties,
poverty, and loneliness after being resettled within
the United States and were either facing all these
simultaneously and suffering from co-occurring
symptoms such as depression and PTSD. Refugee
children showed symptoms that are increasingly
intensified with time, reinforcing that stress is not
merely reduced with age and adjustment. Trauma
among parents, and mothers specifically, had a
direct effect on the mental health of their children
and proved that stress and fear can be transferred
from one generation to another. While treatment
was desired and sought by participants, they found it
difficult to find a psychiatrist with whom they could
communicate proficiently or find colleagues with a
similar cultural background.

Conclusion: PTSD among Arab Americans
and Arab refugees in the United States is shaped by
both trauma that happens before migration and
stress that continues after arrival. War,
displacement, discrimination, money problems,
language barriers, and social isolation can all add to
ongoing distress. Future research should use
studies that follow people over time and should test
digital tools and community programs in both Arabic
and English to lower stigma and encourage people to
seek help earlier. Overall, making Arab Americans
more visible in health data and building services that
match their language and culture is essential for
improving PTSD care in this population.
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Background

Post-traumatic stress disorder (PTSD) is a psychiatric
condition that tends to occurin people who have
experienced or witnessed a traumatic event or a
series of chronic traumatic events (Crisis House,
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2022). Traumatic events can include, but are not
limited to, violent personal assaults, natural or
human-caused disasters, accidents, combat
exposure, and other forms of violence. Trauma may
be classified into several types: acute trauma, which
results from a single incident; chronic trauma, which
involves repeated and prolonged exposure; and
complex trauma, which refers to exposure to
multiple and varied traumatic events, often of an
invasive and interpersonal nature. PTSD is most
commonly associated with chronic trauma (Crisis
House, 2022). Exposure to traumatic events is

relatively common, with approximately half of all U.S.

adults experiencing at least one traumatic event
during their lifetime (National Institute of Mental
Health, 2019). However, the majority of individuals
exposed to trauma do not develop PTSD. When PTSD
does occur, it is often characterized by persistent
and distressing memories of the traumatic event,
sleep disturbances, emotional numbness or
detachment, and heightened startle responses. In
more severe cases, PTSD can significantly interfere
with a person’s ability to function in daily life,
including at work, at home, and in social settings
(National Institute of Mental Health, 2019). Many
individuals with PTSD develop symptoms within
three months following a traumatic event; however,
symptoms may also emerge later and can persist for
months or even years. PTSD frequently co-occurs
with other conditions, including depression,
substance use disorders, memory difficulties, and
additional physical and mental health problems
(Mayo Clinic, 2024). Several factors increase the risk
of developing PTSD, including prior exposure to
trauma, childhood adversity, being of the female sex,
membership in marginalized groups, and immigrant
status.

Although PTSD can affect individuals from all
backgrounds, its prevalence and presentation often
vary according to cultural, ethnic, and social
contexts. In the United States, approximately 13
million adults were living with PTSD in 2020, and
about 5% of U.S. adults experience PTSD in any given
year (National Center for PTSD, 2025). The disorder is
also more common among women than men;
roughly 8% of women and 4% of men will develop
PTSD at some point during their lifetime (National
Center for PTSD, 2025). These statistics highlight
PTSD as a widespread public health concern;
however, they do not capture how risks may be
heightened among populations exposed to war and
displacement.

Arab Americans make up about 3.7 million
people in the U.S., some born in America, and some
refugees, immigrants, or asylum seekers (Arab
American Institute, 2024). The largest Arab American
communities are found in Michigan, California, New
York, Illinois, and Texas. They represent diverse
national origins, including Lebanese, Syrian,
Palestinian, Egyptian, Iraqgi, Yemeni, Jordanian,
Sudanese, and more. Despite this diversity, Arab
Americans are often classified as “White/Caucasian”
in the U.S. Census data, leading to
misrepresentation and undercounting (Arab
American Institute, 2024). This Middle Eastern and
North African (MENA) classification issue causes
Arab Americans to be statistically invisible in public
health and mental health research, making it difficult
to assess the prevalence of PTSD and other disorders
in this population. In many national surveys, ethnicity
categories often fail to include individuals from the
MENA region. For instance, Roberts et al. (2010) only
reported data for “White” participants, which
provided no opportunity for Arab Americans to
identify separately. In Roberts’ study, Black
Americans showed the highest lifetime prevalence of
PTSD (8.7%), followed by White Americans (7.4%).
While the prevalence among Arab Americans
remains unknown, some Arabs may be included
within the “White/Caucasian” category, obscuring
accurate representation and potentially
underestimating the true rates of PTSD within this
group.

Many Arab immigrants and refugees have fled
regions impacted by prolonged war, political
instability, and persecution. Examples include the
Syrian civilwar (2011-2024), the Iraqg War (2003~
2011), and ongoing conflicts and displacement in
Palestine, Sudan, and Lebanon. These experiences
often involve exposure to violence, loss of loved
ones, destruction of homes, forced migration, and
prolonged uncertainty. Pre-migration trauma
significantly increases the risk of PTSD, depression,
and anxiety prior to resettlement in the United States,
leaving these populations particularly susceptible to
trauma-related disorders. Research indicates that
recent immigrants who have experienced substantial
pre-immigration trauma, especially when combined
with perceived hostility in their new environment,
face an elevated risk of mental health conditions
such as PTSD (Wrobel, 2023). Additionally, Arab
Americans frequently encounter discrimination,
which may further exacerbate symptoms of
depression and anxiety, particularly in the
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sociopolitical climate following September 11, 2001
(Wrobel, 2023). Arab Americans more broadly
experience heightened levels of discrimination and
Islamophobia, which may further exacerbate
psychological distress (Wrobel, 2023).

Cultural factors, such as some emphasis on
shame and social stigma within Arab culture, may
further discourage help-seeking behaviors and
participation among this MENA populationin
healthcare and clinical settings. Their lack of
engagement can hinder timely diagnoses and
treatments, leading to the persistence or worsening
of their symptoms over time. Therefore,
understanding assessment and treatment practices
within a culturally sensitive framework is essential
for improving mental health outcomes in Arab
American communities.

Health disparities are differences in health
outcomes that stem from social and structural
disadvantages. Factors such as socioeconomic
status, racism, and stigma can create chronic stress
and unequal access to care, putting marginalized
groups at greater risk for illness and premature
death. For Arab Americans, experiences of cultural
trauma, discrimination, and invisibility within U.S.
data systems may similarly contribute to these
disparities by intensifying psychological distress and
limiting access to appropriate treatment.
Understanding PTSD within this population is
therefore essential not only to improve mental health
outcomes but also to highlight how trauma, stigma,
and systemic inequities intersect to shape overall
health. This literature review seeks to answer the
question: How does PTSD affect the physical,
mental, and social health of Arab Americans, and
what cultural and systemic factors influence their
experiences of diagnosis, treatment, and recovery?

Methodology

Scholarly articles were extracted for this literature
review by using the PubMed database. We searched
for relevant scholarly articles by using the following
search terms: [(“Stress Disorders, Post-Traumatic”
OR “posttraumatic stress disorder” OR PTSD OR
“traumatic stress” OR “war trauma”) AND (Arab* OR
“Arabic-speaking” OR “Arabic speaking” OR “Arab
American” OR “Arab Americans” OR “Middle
Eastern” OR “Middle Eastern American” OR “Muslim
American” OR MENA) AND (“refugee” OR “refugees”
OR “immigrant” OR “immigrants” OR “asylum
seeker” OR “displaced”) AND (“United States” OR

“U.S.” OR America OR USA OR “United States™)].
Utilizing these search terms generated 43 scholarly
articles. Through the use of our inclusion criteria, we
ultimately only included 9 scholarly articles.

Inclusion criteria were that any included
scholarly articles had to be published between 2000
and 2025, had to be published in English, must be
full-text, examine a topic which is relevant to our
research paper, and must take place in the United
States. Any scholarly article which did not meet all
our inclusion criteria guidelines was excluded. This
resulted in 34 papers being excluded and only 9
papers being included for analysis.

The biases which could have resulted from
our method of selecting papers include limited
article selection due to only utilizing the PubMed
database, selection bias, publication bias, language
bias, and location bias. We only utilized the PubMed
database, so relevant articles not indexed there may
have been excluded. Other research databases such
as Google Scholar, JSTOR, and Springer were not
searched and may contain additional pertinent
studies. Since only 9 studies met our inclusion
criteria, there is a possibility that our sample size
may not be large enough to be truly representative of
the current scholarly literature on our selected
research topic. Another potential source of bias is
the language and cultural context in which the
included studies were conducted. Some of the
studies we reviewed explicitly used Arabic-language
interviews, Arabic-language assessment tools, or
culturally adapted interventions, which may have
improved participant comfort, disclosure, and the
validity of findings. However, not all included studies
clearly described whether data collection was
conducted in Arabic or English, whether interpreters
were used, or whether researchers and clinicians
were culturally familiar with Arab communities. This
may have affected how participants understood
questions, how willing they were to disclose trauma
and mental health symptoms, and how researchers
interpreted responses. Because PTSD, stigma,
religion, and help-seeking are closely shaped by
culture, studies conducted in non-Arabic or less
culturally concordant contexts may have
underestimated distress or missed important
nuances in participants’ experiences.

A vast majority of the studies that were
generated in the PubMed database using our search
terms took place in international settings. Most of the
articles from our search took place in Europe, with
additional studies also conducted in Jordan and
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Australia however, it was desired to only include
articles that took place in the United States; many
articles appeared in the search results because they
referenced the United States in their background or
discussion sections, even though the studies
themselves were conducted internationally. We
found a limited number of studies taking place in the
United States. The majority of the included studies
had relatively small sample sizes, ranging from about
61 to 453 participants, so there is a possibility that
the findings that were extrapolated from each article
may not be generalizable. Ultimately, most of the 34
excluded studies were removed because they were
conducted outside of the United States, making
location the primary reason for exclusion.

Records identified through PubMed Search (n=43)

.4

Title and Abstract Records excluded (n=34)
Screened (n=43) - Did not meet inclusion

criteria

9

Full-text articles assessed
for eligibility (n=9) Full-text articles excluded,
9 - with reasons (n=0)

Studies included in
analysis (n=9)

Figure 1. PubMed Screening Table.
Results

Pre-Migration Trauma Exposure and Mental
Health Burden

According to the examined studies, Arab refugees
and immigrants demonstrated extremely high
levels of pre-migration trauma, with consistent
evidence that their exposure to war-related
violence strongly predicted later PTSD and
psychological distress (Norris et al., 2011; Arnetz,
B. et al., 2020). In a study done by Norris et al.
(2011), 453 Arab immigrant women in Detroit
Michigan were surveyed, and pre-migration
persecution and war trauma were nearly universal
for all of them; 92.9% of women reported exposure
to military combat or war zones, 70.9%
experienced serious accidents or explosions,
48.4% were previously imprisoned, and 37.8%
were subjected to torture. These women were
primarily Iraqgi and Lebanese immigrants living in
Detroit who had been residing in the United States
for approximately ten years prior to the study.
Despite a decade of residence in the United

States, 57% of the women met criteria for
depression and 26% met criteria for comorbid
PTSD and major depressive disorder. PTSD refers
to trauma-related symptoms such as intrusive
memories and hyperarousal, while major
depressive disorder involves persistent sadness,
loss of interest, and impaired daily functioning.
PTSD alone was uncommon, which indicates that
co-morbidity is a characteristic of Arab immigrant
women who were exposed to trauma.
Comorbidities were increased 17-fold with post-
migration stressors such as language barriers,
discrimination, and a loss of social networks and
support (Norris et al., 2011). This highlights that
premigration trauma establishes a high baseline
risk, while post-migration adversity exacerbates
symptom severity.

Syrians consistently exhibited worse
psychological outcomes than Iraqis and had higher
anxiety and depression scores (Arnetz et al. 2020;
Norris et al., 2011). Several contextual factors may
contribute to the differences in symptoms
between these groups; firstly, the Syrian civil war
was ongoing at this time, meaning that many
Syrians had experienced trauma shortly before
resettlement. Iraqis, on the other hand, were more
likely to have migrated through established
resettlement pathways and for longer periods of
time, which may contribute to slightly greater
stability among this group. The study also found
that environmental toxic exposures accumulated
prior to migration, specifically heavy metal
exposure and elevated blood lead levels were
associated with biomarkers of dysfunctional
neuroplasticity. These neuroplasticity, the brain’s
ability to adapt and reorganize neural connections
in response to experiences and environmental
changes, markers were strongly linked to PTSD,
depression, and anxiety, suggesting that
neurobiological dysregulation stemming from
trauma contributes to mental health burden
observed upon resettlement. Women again
showed higher symptom severity than men,
something that is universally seen (Arnetz et al.
2020; Norris et al., 2011)

Further evidence of the central role of pre-
migration trauma emerged in a comparative study
of Iraqi refugees and non-lraqgi Arab immigrants
(Arnetz, J. et al., 2013). Refugees experienced
significantly higher levels of trauma exposure than
immigrants (p <0.001), corresponding with
markedly elevated PTSD and psychological
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distress scores (Arnetz, J. et al., 2013). When
trauma exposure was included in regression
analyses, refugee status itself was no longer a
significant predictor, indicating that the severity of
violence that refugees were exposed to drove
mental health differences. Resilience was
protective only against general psychological
distress (such as anxiety and depressive
symptoms), not PTSD symptoms (including
intrusive memories, avoidance, and hyperarousal),
suggesting that the intensity of pre-migration
violence may overwhelm adaptive coping
processes (Arnetz, J. et al., 2013). Similar to other
studies, women reported higher PTSD symptom
levels than men, and neither duration of residence
in the U.S. nor employment in the U.S. moderated
symptom severity, highlighting the enduring
psychological imprint of early trauma (Arnetz, J. et
al., 2013).

Biological and Physiological Correlates of PTSD

Trauma exposure among Arab refugees was
consistently associated with measurable
physiological alterations, including inflammatory
activity, neuroplasticity disruption, autonomic
reactivity, and intergenerational biological effects
(Ghandour et al., 2022; Javanbakht et al., 2021).
The findings demonstrate that PTSD and related
mental health symptoms in Arab American
populations are substantiated by biological
dysregulation shaped by pre-migration trauma.

In a cross-sectional study of newly arrived
Middle Eastern refugees (Ghandour et al., 2022),
pre-displacement trauma was significantly
associated with increased levels of the
inflammatory cytokines, proteins that signal and
amplify the body’s inflammation
response. Although PTSD symptom severity was
not directly linked to the cytokines found, the
observed relationships between trauma exposure,
anxiety, and systemic inflammation suggest that
psychological distress among Arab refugees may
activate inflammatory pathways even early in
resettlement. These findings add to evidence that
trauma-exposed Arab populations may carry a
physiological inflammatory pattern associated
with long-term stress, which may increase
vulnerability to chronic health conditions such as
cardiovascular disease and other inflammation
related illnesses.

Biological disruptions were also evident in
a cohort of Iragi and Syrian refugees assessed one
month after arrival to the United States in a study
conducted by Arnetz, B. et al. (2020). As previously
mentioned, the refugees in the study exhibited
substantial exposure to environmental toxicants
such as heavy metals, which were significantly
associated with biomarkers of dysfunctional
neuroplasticity. Elevated neuroplasticity markers,
in turn, were strongly correlated with PTSD,
depression, and anxiety symptoms, indicating that
neurobiological stress pathways may be
simultaneously shaped by violence exposure and
environmental hardship (Arnetz, B. et al., 2020)
Syrian participants demonstrated significantly
higher anxiety and depression scores than Iraqi
participants, suggesting that vulnerability may vary
by country of origin. Across both nationalities,
women reported more severe symptoms than
men, indicating gender-based differences in
trauma-related mental health outcomes. These
findings suggest that trauma-related
neurobiological alterations can be detected soon
after resettlement and may be compounded by
cumulative environmental exposures experienced
in conflict zones.

Longitudinal evidence from Syrian and Iraqi
refugee children further highlights the correlations
between trauma, biological stress responses, and
symptom progression (Javanbakht et al., 2021).
Using measures of autonomic reactivity (the
body’s automatic stress response, measured
through skin conductance responses) and
epigenetic markers (biological changes in gene
expression measured through saliva samples), the
study demonstrated that children exposed to war-
related trauma displayed heightened physiological
arousal and increased mental health symptoms
over time.

Notably, probable PTSD diagnoses
increased by 62.5% at one-year follow-up, and
maternal PTSD (PTSD in the mother) symptom
severity was significantly associated with higher
anxiety symptoms in children, suggesting
intergenerational transmission of trauma-related
biological risk and likelihood of also experiencing
PTSD symptoms (Avanbakht et al., 2021). Refugee
children showed greater autonomic reactivity and
lived in more stressful family and neighborhoods
than Arab immigrant children without war-zone
exposure, highlighting the combined impact of
biological and contextual stressors.

ARIZONA JOURNAL OF INTERDISCIPLINARY STUDIES | 35



Post-Migration Stressors, Social Factors, and
Barriers to Care

Post-migration stressors emerged as powerful
determinants of mental health outcomes among
Arab refugees and immigrants and often exert a
stronger influence than the severe trauma
experienced prior to migration. Among Arab
immigrant women with extensive histories of
premigration stressors, the strongest predictors of
mental health outcomes after resettlement were
stresses due to language barriers, discrimination,
social isolation, and difficulty adapting to U.S.
cultural norms (Norris et al., 2011). Women facing
higher levels of immigration stress were 17 times
more likely to meet criteria for comorbid PTSD and
major depressive disorder compared to those
reporting lower stress levels, despite the
overwhelming pre-migration trauma burden (Norris
et al., 2011). Although trauma types involving
persecution (e.g., torture or home invasion) did
increase the risk of comorbidity, their predictive
strength was substantially weaker than that of
post-migration challenges, demonstrating that the
U.S. sociocultural environment plays a critical role
in shaping illness severity long after displacement
(Norris et al., 2011). Social support offered limited
protection; although higher perceived support
reduced the likelihood of symptom escalation,
many women’s support networks consisted of
other trauma exposed individuals (Norris et al.,
2011). High rates of depression (57%) and PTSD-
major depressive disorder comorbidity (26%)
further emphasized the ongoing psychological
impact of resettlement stressors in this population
(Norris et al., 2011).

Barriers to care were similarly consistentin
a scoping review of mental health outcomes
among Arab refugees in the United States and
Canada (Berry et al., 2025). PTSD, depression, and
anxiety were consistently reported at high levels
across studies, with some samples showing nearly
half of participants experiencing significant
psychological distress. Despite this burden,
service utilization remained low due to structural
and cultural barriers. Language limitations,
unfamiliarity with mental health resources, and
experiences of micro- and macroaggressions from
host communities discouraged engagement with
care systems (Berry et al., 2025). Even when
services were available, they were often not
aligned with cultural or linguistic needs, reducing

acceptability. Cultural stigma surrounding mental
illness particularly concerns shame, interpersonal
judgment, and the belief that emotional suffering
should remain private, further limiting help-seeking
behaviors (Berry et al., 2025). Refugee parents who
had endured torture or political violence appeared
to transmit vulnerability to their children, with Iraqi
children in particular showing heightened distress
when their parents had significant trauma
histories. These findings indicate that post-
migration environments not only shape individual
mental health outcomes but also perpetuate
intergenerational psychological risk.

Post-migration stressors also significantly
affected children in resettled refugee families.
These stressors are particularly relevant for PTSD
because experiences such as discrimination,
language barriers, and social isolation can trigger
reminders of earlier trauma and prolong symptoms
like hyperarousal, intrusive memories, and
avoidance. Among Syrian and Iraqi refugee youth in
the United States, symptoms of anxiety,
depression, and probable PTSD increased during
the first year of resettlement, with PTSD symptoms
rising 62.5% from baseline (Javanbakht et al.,
2021). Environmental and social factors including
family structure, neighborhood conditions, and
parental trauma played major roles in symptom
trajectories. Maternal PTSD severity was
significantly associated with higher anxiety
symptoms in children, indicating that post-
migration stress may be transmitted through both
environmental and relational pathways. Compared
to Arab immigrant children who had not
experienced warzone trauma, refugee children
were embedded in more stressful settlement
environments and demonstrated greater risk for
mental health deterioration over time.

Frameworks Influencing PTSD Understanding
and Coping

Cultural and religious belief systems played a
central role in shaping how Arab refugees
understood mentalillness, trauma, and the
possible pathways to recovery. In a qualitative
study of 61 ageing Arab refugees conducted in
Jordan and the United States, Bridi et al. (2023)
found that participants interpreted mental and
cognitive health through frameworks grounded in
faith, spiritual worldview, and lived experience of
trauma. Four major themes emerged: (1) a
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perceived interconnection between mental health
problems and cognitive decline, (2) self-awareness
of trauma’s lingering psychological impact, (3)
spiritual fatalism, a belief in divine predestination,
and (4) the use of religious practices such as
prayer and scripture as coping strategies. Many
participants expressed that trauma not only
shaped mental suffering but also posed risks for
later life dementia, as chronic psychological stress
has been associated with long-term cognitive
decline and memory impairment, reflecting a
culturally embedded understanding of mind-body
continuity (Bridi et al., 2023). Across interviews,
spiritual gratitude, reliance on God, and trustin
divine will were described as key sources of
resilience, offering meaning-making and emotional
stabilization in the aftermath of displacement and
violence.

However, the same religious and cultural
frameworks that facilitated coping also introduced
barriers to mental health care, according to Bridi et
al. (2023). The researchers highlighted that
spiritual fatalism may discourage preventive
actions or engagement in psychological treatment,
as some individuals believe that suffering, illness,
and healing are predetermined by God and
therefore not modifiable through therapy. This
belief pattern has significant implications for PTSD
treatment in Arab American communi-ties, where
individuals may avoid or delay care due to
concerns about interfering with divine fate. This
study emphasized the importance of integrating
spiritually sensitive approaches into clinical care
to align interventions with culturally resonant
values and translates this into their decreased
rates of health-seeking behavior in America.

Additional evidence from a large scoping
review of Arab refugees in the United States and
Canada reinforces the impact of cultural
frameworks on PTSD interpretation and help-
seeking (Berry et al., 2025). While PTSD,
depression, and anxiety were consistently
reported at high prevalence across studies,
treatment utilization remained remarkably low.
There is a recurrent theme of cultural stigma
surrounding mentalillness, especially the belief
that emotional suffering should remain private to
protect family honor, avoid shame, or maintain
social reputation. Mentalillness was often
conceptualized not as a clinical condition butas a
spiritual trial, personal weakness, or consequence
of one’s inadequate faith, which are all

perceptions that discouraged refugees from
accessing formal mental health services. These
cultural narratives interacted with external
stressors such as language barriers, experiences
of discrimination, and lack of culturally or
linguistically concordant clinicians, resulting in a
chronic gap between symptom burden and service
engagement. The review also highlighted the
vulnerability of children of torture survivors,
suggesting that trauma and barriers to care may
extend across generations through both
psychological and cultural mechanisms.

Diagnosis and Treatment: Culturally Adapted
PTSD Assessment and Intervention

Evidence from intervention and assessment
studies demonstrated the importance of culturally
and linguistically adapted approaches for
accurately identifying and effectively treating PTSD
among Arab refugees and immigrants. In a
randomized clinical trial involving 63 Iraqi refugees
with elevated post-traumatic stress symptoms,
Hijazi et al. (2014) evaluated the effectiveness of
brief narrative exposure therapy delivered entirely
in Arabic. Participants were randomized in a 2:1
ratio to receive three sessions of therapy or to
remain on a waitlist of control. Over the four-
month treatment period, individuals receiving
narrative exposure therapy exhibited significantly
greater reductions in PTSD and depressive
symptoms compared to controls, with
improvements emerging as early as the two-month
follow-up. Although members of the waitlist group
eventually showed symptom improvement by
month four, the therapy group demonstrated more
rapid and robust gains, including increases in post-
traumatic growth and emotional well-being. High
retention and engagement rates indicated that the
intervention was culturally acceptable and well-
aligned with the linguistic and experiential needs of
Arab refugees. These findings highlight narrative
exposure therapy, when adapted for language and
culturalrelevance, as a promising treatment
modality for trauma-exposed Arab American
populations. Complementing these intervention
findings, an assessment study of 453 Arab Muslim
immigrant women in Detroit evaluated the
reliability and validity of the Arabic-language
Posttraumatic Diagnostic Scale (PDS) for PTSD
symptom identification (Norris & Aroian, 2008). The
women in this sample had extensive histories of
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trauma, including exposure to military combat
(88.6%), accidents or explosions (70.3%),
imprisonment (48.1%), political or ethnic
persecution (47.7%), and torture (38.6%), with Iraqi
women significantly more likely to have
experienced torture than Lebanese women (Norris
& Aroian, 2008). Because interviews were
conducted in Arabic by clinicians fluentin the
language, participants reported feeling more
comfortable discussing sensitive experiences,
which enhanced the accuracy and detail of
symptom reporting (Norris & Aroian, 2008). The
Arabic PDS demonstrated strong reliability and
construct validity, with higher PTSD symptom
scores observed among women who had lived in
refugee camps, survived torture, or exhibited
greater depressive symptoms. These results
confirm that linguistically congruent assessment
tools are essential for capturing the full extent of
trauma and PTSD symptomatology in Arab
immigrant communities.

Discussion

The findings across studies converge on a central
insight, the theme that PTSD among Arab refugees
and immigrants is best understood as a longitudinal,
complex condition shaped by the interplay of trauma
exposure, environmental disruption, cultural
pressure, and the availability or absence of culturally
congruent clinical care. Rather than treating pre-
migration trauma, postmigration stress, biological
dysregulation, and cultural frameworks as separate
domains, the evidence suggests that these forces
interact synergistically, creating a cumulative
burden that influences how symptoms develop,
persist, and respond to treatment.

One novel pattern emerging from the
literature is the shift in predictive power from
premigration trauma to post-migration stress. While
itis evident that war-related violence leaves a lasting
psychological imprint, the magnitude of
resettlement stressors, including financial hardship,
appears to transform trauma from a historical event
into a chronic condition, in the way of a positive
feedback loop. Economic strain, difficulty securing
stable employment, and the pressure to navigate an
unfamiliar financial system all add an ongoing layer
of distress that continually reinforces psychological
vulnerability. These finding challenges traditional
trauma models that foreground the traumatic event
itself, especially considering the layered aspect of

Arab American populations’ trauma. Their trauma
severity may be important, but the conditions into
which survivors arrive are especially effective and
may even be considered more of a priority. This
suggests that interventions aimed at modifying the
post-migration environment such as improving
community belonging, enhancing access to Arabic
and linguistically matched services, reducing
financial strain, and reducing social isolation may be
as crucial, and potentially even more crucial, than
traditional trauma-focused therapy.

Arecurring pattern in the literature is that,
although pre-migration trauma strongly contributes
to vulnerability for PTSD and related distress, post-
migration stressors often appear to play a major role
in shaping the severity and persistence of symptoms
after resettlement. War related violence leaves a
lasting psychological imprint, but resettlement
stressors such as financial hardship, discrimination,
language barriers, social isolation, and difficulty
securing stable employment may intensify or
prolong distress over time. In this way, trauma may
become less of a discrete past event and more of a
chronic condition shaped by the social environment
after arrival. These findings challenge trauma
models that focus primarily on the original traumatic
exposure, suggesting that the conditions into which
survivors resettle are also critical for understanding
long-term mental health outcomes. Accordingly,
interventions that improve community belonging,
expand access to Arabic-speaking and culturally
responsive services, reduce financial strain, and
address social isolation may be just as important as
trauma-focused therapy for supporting recovery.

Another cross-study pattern reveals that
PTSD in this population is not only psychological
also presents biologically. Instead of a single
biomarker profile, the reviewed studies pointto a
cluster of biological vulnerabilities shaped by
trauma and context: inflammatory responses tied to
distress, neuroplasticity markers linked to both
psychological suffering and toxic exposures, and
autonomic dysregulation that intensifies over time.
These findings raise a compelling possibility that
what we are observing may align more closely with
complex PTSD (C-PTSD) rather than traditional PTSD
(Steil et al., 2025). The chronicity of stress, the
prolonged exposure to threat even after migration,
and the layering of trauma with ongoing resettlement
adversity all mirror the hallmark features of C-PTSD:
emotional dysregulation, persistent threat
sensitivity, and physiological overactivation that
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does not resolve itself. In this sense, biological risk
among Arab refugees may reflect cumulative
allostatic load, not simply trauma alone (Steil et al.,
2025). This reframes PTSD as a biopsychosocial
injury of displacement, with physiological signatures
that may differ across regions, migration pathways,
and even generations.

The cultural findings also introduce an
important dimension. While spirituality and faith-
based coping are often described as protective
factors, the reviewed literature reveals a more
nuanced reality. Spiritual fatalism, for example, may
decrease engagement with health care, but it can
also serve as a stabilizing cognitive framework that
organizes suffering and fosters acceptance. The
challenge, then, is not to counter these beliefs but to
integrate them into clinical pathways in a way that
respects religious worldviews while still supporting
treatment of adherence. The challenge, then, is not
to counter these beliefs but to integrate them into
clinical pathways in a way that respects religious
worldviews while still supporting treatment
adherence. In many Arab communities, faith
traditions—particularly Islamic beliefs about
patience, trustin God, and the concept that
suffering may have spiritual meaning—can shape
how trauma is interpreted and how individuals cope
with distress. Religious practices such as prayer,
recitation of scripture, and reliance on community
religious leaders often function as sources of
emotional regulation, social support, and meaning
making following traumatic experiences. When
mental health care dismisses or ignores these
frameworks, patients may perceive treatment as
culturally incompatible or spiritually insensitive.
Integrating spiritually informed approaches, such as
collaboration with faith leaders, culturally informed
counseling, or acknowledging religious coping
strategies, may therefore improve engagement and
trust in care. More broadly, this insight highlights a
general principle for culturally responsive mental
health care: interventions are often most effective
when they acknowledge and work within patients’
existing belief systems rather than attempting to
replace them. Similar approaches have been
explored in other contexts, including Christian faith-
based counseling or mindfulness-based practices
rooted in Buddhist traditions, suggesting that
culturally grounded care models may improve
engagement across diverse populations. This
highlights a broader conceptual point: PTSD
interventions for Arab Americans should not only be

trauma-informed; they must acknowledge the
interpretive systems through which trauma is
understood.

A particularly significant yet under-discussed
theme is the intergenerational transmission of
resettlement stress. Refugee children in the
reviewed studies show worsening symptoms over
time, and their mental health correlates more
strongly with parental trauma and environmental
context than with direct exposure to violence. This
pattern suggests that PTSD in Arab American
communities is not solely an individual diagnosis but
a family-level and community-level phenomenon.
Interventions therefore need to move beyond
individual therapy to include family systems
approaches, parenting support programs, and
community interventions that mitigate
intergenerational vulnerability, which may be more
practical in communities where stigma around
individual mental health treatment is strong, as
family- or community-based programs can
normalize support and reduce barriers to
participation, of course with language
accommodations.

The findings on culturally adapted diagnosis
and treatment provide an important counterpoint.
When linguistic and cultural needs are met through
Arabic-language assessments, narrative exposure
therapy delivered by culturally competent clinicians,
and interventions aligned with refugees’ lived
realities, engagementis high and symptom
improvement is substantial. This demonstrates that
Arab refugees are not difficult to reach; rather, the
systems designed to serve them have historically
been hard to access. The success of culturally
adapted tools and treatments suggests a clear path:
the expansion of linguistically concordant, culturally
grounded, and community-integrated care models.

Altogether, the literature points to a need for
reconceptualizing PTSD and prioritizing further
research of C-PTSD in Arab American populations.
This perspective opens new research avenues, for
instance, examining how resettlement policy
influences trauma trajectories, exploring biological
markers across time and generations, evaluating
faith-integrated treatment models, and designing
interventions that target community-level resilience
rather than individual symptom reduction alone.

Ultimately, the findings emphasize that
healing for Arab refugees and immigrants does not
occur solely in the clinic. It revolves around the
language they can speak, the communities they live
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in, the faith frameworks they inhabit, and the
environments into which they are received. Effective
treatment must therefore move beyond trauma
exposure and address the structural, cultural, and
biological contexts that shape how PTSD is living and
how recovery becomes possible.

Conclusion & Future Directions

Overall, the studies reviewed suggest that PTSD in
Arab Americans and Arab refugees living in the
United States is not a simple short-term reaction to
war, but often a long-term condition shaped by both
pre-migration trauma and post-migration stressors.
War, persecution and displacement appear to create
strong psychological vulnerability before arrival,
while daily experiences in the United States such as
discrimination, money problems, language barriers
and social isolation may help maintain or worsen
distress over time (Abuelezam et al., 2018). At the
same time, Arab Americans are frequently grouped
under the White category in national data sets, which
can make their mental health needs less visible and
may lead to underestimation of problems like PTSD,
depression and anxiety (Abuelezam et al., 2018). This
lack of clear data is important because it can
influence which communities receive targeted
mental health programs and research attention. A
key future direction is therefore to improve how data
are collected, for example by adding a distinct
Middle Eastern and North African category in health
surveys and medical records, so that rates of PTSD
and related conditions in Arab communities can be
measured and compared more accurately across
different subgroups (Abuelezam et al., 2018).

The literature also indicates that there is a
gap between the high level of psychological distress
in many Arab American communities and the
relatively low use of formal mental health services;
recent work on mental health attitudes among Arab
Americans reports many barriers to care, including
cost, lack of Arabic-speaking providers, concerns
about confidentiality, stigma and a tendency to
prefer informal or faith-based support instead of
professional treatment (Kidess et al., 2024). Some
individuals also describe feeling misunderstood or
judged when they try to discuss topics such as war
experiences, religion or family pressures with
clinicians who do not share the same background
(Abuelezam et al., 2018; Kidess et al., 2024). These
findings suggest that low service use is not simply a
matter of personal choice, but is strongly shaped by

how safe, respectful and culturally familiar the
mental health system feels. One practical direction
forimprovement is to redesign care models so that
screening and basic counseling for PTSD are offered
in places Arab Americans already trust, such as
primary care clinics, community centers, mosques,
churches and schools, with options for Arabic
language and culturally informed providers.
Telemental health and other online services may
also offer new ways to reach people, especially if
programs are created with input from Arab American
communities and consider their concerns and
preferences about digital care (Kidess et al., 2024).

Future research should build on these
findings by using stronger study designs, such as
longitudinal studies that follow Arab American
individuals and families over time to see how PTSD
symptoms change and how they relate to factors like
physical health, work, school performance and
family relationships. Schools in neighborhoods with
many Arab and refugee families could be studied as
important settings for early intervention, especially
for children and teenagers who face both family
trauma histories and the stress of adapting to a new
culture. It would also be helpful to test digital tools
and community-based programs that provide
education about PTSD and simple coping strategies
in both Arabic and English, and to evaluate whether
these tools reduce stigma and encourage earlier help
seeking (Kidess et al., 2024).

Collectively, these findings highlight the need
for improving the visibility of Arab Americans in
health data, making services more culturally and
linguistically appropriate, and developing school-
and community-based support offers a realistic path
toward more effective and respectful PTSD care for
Arab Americans in the United States (Abuelezam et
al., 2018; Kidess et al., 2024). Improving the health
system and immigration system through stronger
acknowledgments of the mental health issues of
their refugees and immigrants, as well as assisting in
making their assimilation as seamless as possible,
may facilitate more effective integration and long-
term health outcomes.
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