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Abstract

Unaccompanied refugee minors are a particularly vulnerable group. The aim of this study is to increase our knowledge about
possible pathways to well-being and integration for unaccompanied refugee minors as they strive to establish new lives in a
host county. The present study followed a group of youth who fled to Norway without their caregivers at three time points;
6 months (n=95; M age=13.8, 80% boys), 2 years (n=78; M age=16.5, 83% boys), and 5 years (n=47; M age 20.0, 83%
boys) after arrival. Linear mixed effects models were used to assess whether age, gender, and trauma exposure prior to arrival
were associated with levels and changes in symptoms of posttraumatic stress (PTS), depression, anxiety, and externalizing
symptoms over time. Regression analyses were conducted to examine whether daily hassles, perceived social support, and
new trauma experiences predict PTS, internalization, externalization, and somatization. The mean levels of depression had
decreased significantly at 5 years, but mean levels of anxiety, PTS, and externalizing symptoms did not. Females and severely
trauma exposed had higher levels of symptoms. Higher age was associated with less change in symptoms of depression and
posttraumatic stress over time. Five years after arrival, many still experienced clinical levels of mental health problems, and
level of daily hassles was an important predictor. Support may be needed not only at arrival to handle mental health problems
in general and posttraumatic stress in particular, but also after resettlement. Help to manage daily hassles may be especially
important to ensure well-being and integration.
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Introduction

According to the United Nations Health Commissioner for
Refugees, over 68 million people were in 2017 displaced
by conflict or persecution. Many of these are children and
adolescents who, for different reasons, are not accompanied
by their caregivers [1]. These youth are often considered to
be the most vulnerable group of refugees [2, 3]. The strains
associated with pre-flight experiences, experiences during
their flight, and challenges when arriving at their hosting
country add up and may contribute to their mental health
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status and development [4]. In fact, some studies have shown
that unaccompanied refugee minors are overrepresented in
psychiatric inpatient care [5]. The majority of these youth
have experienced severe traumas such as interpersonal vio-
lence and abuse, and many have clinically elevated symp-
toms of posttraumatic stress (PTS), depression, anxiety,
and externalizing problems [6—10], that persist [11-13].
Although unaccompanied refugee minors are thought to be
greatly at risk for developing mental health problems [3,
14-17], very few studies have followed these youth over
time from arrival at a host country until resettlement in the
municipalities [13, 18]. Longitudinal studies of refugees are
challenging to conduct partly because they often are hard
to reach. They move frequently, change their names, and
many change their phone numbers. As time goes by, many
are also sent out of the host country because of lack of offi-
cial papers and documentation. Some choose also to hide in
fear of being sent back to their country of origin. Because
of this, we know very little about predictors of long-term
mental health problems. Particularly, longitudinal studies
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that focus on those arriving in their host country when they
are 16 years of age or younger are scarce. These children are
subjected not only to increased risk of mental health prob-
lems because of separation from caregivers in their home
countries, but also to high risk for trauma exposure during
their flight because they lack protection [2]. Many also expe-
rience stress and loneliness after arrival [15]. Since they do
not have trusting adults that can help them adjust, it is not
surprising that rates of mental health problems after reset-
tlement are high, with posttraumatic stress disorder (PTSD),
depression, and anxiety being most common [6, 7, 14]. One
can expect younger children to be more at risk since they are
more dependent on adults for protection and help in regulat-
ing stress. Studies have shown that there is an association
between the exposure to pre-migration trauma and PTSD in
refugee youth [17]. Also, several studies show that girls are
more at risk for developing PTSD than boys [19]. Although
a clear understanding of why this may be is lacking, it may
reflect that girls more often are exposed to interpersonal
trauma. High levels of somatic complaints have also been
reported and the existing literature suggests that there is a
significant and positive relation between traumatization and
somatization in adult refugee populations [20, 21]. However,
studies examining somatic complaints are scarce [22] and, to
our knowledge, only one study has examined somatic symp-
toms in refugee minors [23]. In this study, seeking medical
care for somatic symptoms was associated with behavioral
or emotional disorders for most of the youth.

However, it is important to keep in mind that not all
unaccompanied refugee minors develop mental health
or somatic problems, and high rates of resilience are also
reported [15, 24-26]. Several studies have shown that social
support is a protective factor and that lack of social sup-
port sets traumatized youth at risk [27-29]. Strong social
support in the host country has been shown to be important
for young unaccompanied refugee minors’ mental health as
well [17, 30]. Oppedal and Idsge [24] found for instance
that social support was associated with symptoms of depres-
sion but not PTSD, while others have found an effect for
both [31]. In a study from Germany, the importance of per-
ceived social support from family, peers, and adult mentors
was examined in 105 male unaccompanied refugee minors
from Syria and Afghanistan [30]. Their findings show that
high levels of social support from a mentor moderated the
association between the number of serious life events the
youth had experienced and symptoms of PTSD, depression,
and anxiety. They also found a moderating effect of peer
support on the relationship between the number of serious
life events and anxiety symptoms. Family support had no
moderating effects. The study shows that different types of
social support may be helpful in different ways and support
needs to be adapted to the youths’ particular needs. These
studies are in line with numerous others showing that social
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support is important for recovering after trauma [19]. It is
important to keep in mind that for youth and young people,
migration-related stress intersects with other changes that
also non-migrant youth face, such as the transition to adult-
hood. When transitioning to adulthood, social support and
the ability to form new attachments may be formative and
influence mental health trajectories, particularly for young
persons who have no or very little family ties in their country
of residence.

When youth arrive safely in a country, they may expe-
rience relief and hope during their initial time in their
host country (also referred to as honeymoon effect) [32].
Nonetheless, as time goes by, these feelings may be over-
shadowed by stress and daily hassles in their everyday life.
Unaccompanied refugee minors must cope with the trau-
matic memories of past experiences while dealing with a
new and uncertain life situation in a foreign country with-
out the emotional support from their caregivers. While the
role of daily hassles such as discrimination, stress related to
legal procedures, living circumstances, lack of money, and
difficulty making friends have been documented for accom-
panied refugee minors [18, 33, 34], much less is known
about unaccompanied refugee minors. To our knowledge,
only a few studies have examined the impact of daily has-
sles for unaccompanied refugee minors, although none of
these include the youngest age groups. Seglem et al. [35]
compared daily hassles experienced by resettled unaccompa-
nied refugee minors and ethnic minority youth and majority
youth in Norway. Unaccompanied refugees reported higher
levels of daily hassles than the other two groups. Daily has-
sles predicted lower life satisfaction and more depressive
symptoms across groups. A negative relationship between
daily hassles and depression has also been found to predict
negative health trajectories [12]. Vervliet et al. [13] also
found that the number of daily stressors had a significant
impact on mental health problems. In this study, the youth
were followed 6 and 18 months after arriving in Belgium,
and the mean number of reported daily stressors increased
over time. Importantly though, a large minority of the unac-
companied refugee minors reported few or no daily stress-
ors. The authors conclude that longer follow-up periods
are needed to entangle the relationship between earlier and
ongoing stress and how this relates to mental health trajec-
tories in unaccompanied refugee minors.

In sum, more longitudinal studies are needed to under-
stand the relationship between trauma exposure, post-migra-
tion stressors, social support, and mental health [36]. Under-
standing how trajectories of mental health problems unfold
over time and what contributes to positive health may help
us to target interventions and build support systems that ease
the process toward integration and increase unaccompanied
refugee minors’ chances to succeed in their resettlement
country.
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In this paper, we investigate unaccompanied refugee
minors’ mental health trajectories over three time points.
First, approximately 6 months after arrival at Norway, sec-
ond about 2 years later when the youths were resettled in the
municipalities, and lastly when the youths had been living in
Norway for approximately 5 years. The study is guided by
a conceptual model for predicting mental health problems
assuming that the factors influencing mental health are mul-
tiple and consist of risks and protective factors. The model
includes pre-migrant factors such as age, gender, and trauma
exposure, along with possible post-migrant factors such as
daily hassles and new trauma exposures. Social support is
thought to be a protective factor.

This study builds on previous studies reporting on mental
health problems in this group at 6 months [7] and 2 years
[11] after arrival, by examining changes in mental health
problems, as well as predictors of levels of current mental
health problems at 5 years. More specifically, we will exam-
ine the following research questions:

1. To what extent have levels of mental health problems in
unaccompanied refugee minors changed over the 5 years
since their arrival in Norway?

2. To what extent does age, gender, and trauma exposure
prior to arrival relate to changes in mental health prob-
lems over this time period?

3. To what extent do the youth report mental health prob-
lems after 5 years in Norway, in terms of levels of post-
traumatic stress symptoms, general psychological dis-
tress (anxiety, depression, externalizing symptoms), and
somatic complaints?

4. To what extent do daily hassles, trauma exposure after
arrival at Norway, and perceived social support relate to
unaccompanied refugee minors’ levels of mental health
problems after 5 years in Norway?

Method
Procedure and participants

In this study we follow a group of youth who fled to Nor-
way without a caregiver. The mean age of the children was
13.8 years. In Norway, unaccompanied refugees under
16 years of age are put in the care of the State Child Protec-
tion Services. The children are placed in small care centers
while waiting to be settled or returned. Upon being granted
asylum, they are moved into the municipalities and often
placed together with four to six other refugee youth in apart-
ment units. Here, they are attended to by social workers.
The youth were originally recruited from five of six care
centers that could accommodate a total of 118 youth. The

participants were representative regarding gender distribu-
tion and country of origin.

The first wave of data (T1) was collected approximately
6 months after arrival (M =6 months, SD =35 months, range
1-24 months), the second wave (T2) about 2 years after
arrival (M =1.9 years, SD =6 months, range 0.9-2.8 years),
and the third wave (T3) about 5 years after arrival. The T3
assessments were conducted from May 2016 to February
2017.

The total sample consisted of 98 unaccompanied refugee
minors (81% boys, n="79). All participants at T1 and T2
were asked if they could be contacted for further follow-up
interviews. Those youth who agreed were contacted by tel-
ephone. At T1, 95 youth responded to the relevant variables
(80% boys, n="76), 78 responded at T2 (83% boys, n="65),
and 47 at T3 (83% boys, n=39). Their mean self-reported
age was 13.8 years, SD=1.4 at T1; 16.5 years, SD=1.6 at
T2; and 20.0 years, SD=1.6 at T3. A majority was from
Afghanistan (n=22). From T1 to T2 there were in total 20
dropouts. Of these, 11 did not wish to participate, and the
remaining nine had either left the country or had disap-
peared. After 5 years, 31 other youth did not participate.
Of these, 17 did not wish to participate, 10 were not found,
and 4 agreed to participate but we were not able to reach an
agreement for the time of interview. From what we know of,
at least 11 of the 21 whom we did reach at T3 were either in
school and/or had a job, 1 was in prison, and 1 had his own
family with partner and a child.

We do not have information on how much or what kind
of psychosocial help the participants received, but 19 of the
45 youth who at T3 gave consent for us to collect this infor-
mation have had some contact with child and adolescent
mental health services according to data from the Norwegian
Patient Registry.

All of the interviews were conducted face to face at a
location chosen by the youth, either in their homes, in public
meeting rooms, or at the research center. For a more detailed
description of the sample and recruitment process, see [7,
11].

Measures

Symptoms of anxiety, depression, and externalizing
were measured with the Hopkins Symptom Checklist-37
(HSCL-37A) [37] at T1, T2, and T3. HSCL-37A is a mod-
ified version of HSCL-25, specifically developed for unac-
companied asylum-seeking children [38]. This self-report
measure includes subscales measuring symptoms of anxi-
ety (10 items, e.g., Feeling tense or keyed up), depression
(15 items, e.g., Crying easily), and externalizing (12 items;
e.g., Arguing often). The items are rated on a 4-point scale
that ranges from 1 (not at all) to 4 (very much) with a sum
score from 37 to 148. At T1 and T2, four items related to
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alcohol, drugs, and loss of sexual interest were considered
inappropriate due to the participants’ young age, and were
omitted and scored as 1 (never). At T3, however, these
were administered. The suggested clinical cutoff values
are as follows: total score > 69.0, anxiety > 20.0, and
depression > 33.2. No cutoff score has been suggested
for the externalizing scale [39]. In the current study, the
Cronbach’s alphas for the total scale were 0.90, 0.94, and
0.96 at T1, T2, and T3, respectively. For the anxiety sub-
scale, the corresponding numbers were 0.77, 0.90, and
0.94, and for the depression subscale 0.86, 0.91, and 0.95.
For the externalizing subscale, the numbers were 0.62,
0.64, and 0.65.

Posttraumatic stress symptoms were measured by The
Child PTSD Symptom Scale (CPSS) [40] at T1, T2, and T3.
The CPSS is a 17-item self-report questionnaire developed
for children and adolescents between 10 and 18 years. The
CPSS measures PTSD symptoms according to the DSM-
IV; comprising re-experiencing (5 items, e.g., having bad
dreams or nightmares), avoidance (7 items, e.g., Tried not
to think, talk or feel about the event(s)), and hyperarousal (5
items, e.g., Trouble falling asleep or sleeping through the
night). Symptom frequency for the previous 2 weeks are
rated using a 4-point scale from 0 (Not at all) to 3 (5 or more
times a week/almost always). Total sum score ranges from
0 to 51. The CPSS has demonstrated convergent validity,
internal consistency, and test—retest reliability [40]. In the
current study, Cronbach’s alphas for the 17 items at T1, T2,
and T3 were 0.86, 0.91, and 0.93, respectively. The recom-
mended cutoff score indicating clinical elevated symptoms
is a total score of 11 or higher [40].

Somatization was measured by Children’s Somatization
Inventory Short form, CSSI-8 [41] at T3. CSSI-8 includes
eight questions on somatization, including pain in stomach,
head, lower back, and arms/legs, faintness/dizziness, rapid
heartbeat, nausea/stomach problems, and weakness. It is
revised from CSSI-24 for use in a study on the 2011 Utgya
attack [42], in cooperation with the developer. The items
are scored on a five-point scale from 0 (not at all) to 4 (a
whole lot). A summed score was calculated by summing the
responses to all the items. A higher sum score indicates more
somatization. In the current study, the Cronbach’s alpha was
0.91.

Exposure to trauma prior to arrival at Norway was meas-
ured by the Stressful Life Events (SLE) [43] at T1 and T2.
This checklist includes 12 dichotomous (yes/no) questions
about the experience of severe life events such as separation
from family, violence, and war exposure.

Exposure to trauma after arrival in Norway was measured
at T3 by asking 15 trauma exposure questions (i.e., sexual
abuse, physical violence (at home or in the community),
serious bullying, war/terror, natural disaster, death of a close
person, serious accident, hospitalization, or severe illness.
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Answer alternatives are yes/no. A total score of the number
of trauma experiences were calculated.

Daily hassles were measured by the Daily Stressors Scale
for Young Refugees (DSSYR) (Vervliet, Lammertyn, Broe-
kaert, & Derluyn, 2014) at T3. This scale includes 16 ques-
tions on experiences of daily stress and negative life events
(e.g., social stressors, material stressors, discrimination, and
other stressors related to their specific situation such as feel-
ings of insecurity, worries about family) the last month, on
a scale from 1 (not at all) to 4 (very much). Responses were
summed, so that a higher score indicates more daily stress.
In the current study, the Cronbach’s alpha was 0.88.

Social support was measured by seven items from the
Duke-UNC Functional Social Support Questionnaire, FSSQ
[44] at T3. In the current study, item 5 about economic sup-
port was omitted. It is scored from 1 (much less than I would
like to) to 5 (as much as I would like). A summed score was
calculated. A higher score indicates higher levels of social
support. In the current study, the Cronbach’s alpha was 0.86.

Analyses

To address aim 1, linear mixed effect models were used. We
regressed anxiety symptoms, depression symptoms, exter-
nalizing, and posttraumatic stress symptoms on time treated
as a categorical predictor. To address aim 2, we conducted
two sets of analyses. First, we conducted analyses regressing
the four outcome variables on background predictors (age,
gender, and trauma exposure prior to arrival). Second, we
did a new set of analyses adding interaction terms between
time and these predictors. In these models age was centered
at 15 years, the number of prior trauma exposure was cen-
tered at 5, and if interaction effects were significant or close
to significant, we also investigated whether centering at other
values (somewhat lower and higher than the original center-
ing) would provide similar results. Aim 3 was addressed by
descriptive analyses, and aim 4 by using linear regression
models. Anxiety symptoms, depression symptoms, external-
izing, posttraumatic stress symptoms, and somatization at T3
were regressed on the concurrent predictors (social support,
daily hassles, and trauma exposure after T1). Linear regres-
sion models and mixed effects models were estimated using
the R, with packages nlme [45] and Im.beta [46].

Missing data

Most of the missing data were due to wave nonresponse.
Among the 98 participants, 46 (46.9%) provided data at all
three time points and 33 (33.7%) provided data at two of
three time points (either at T1 and T2, T2 and T3, or T1
and T3), whereas 19 (19.4%) provided data at only one time
point (T1, T2, or T3). To assess selective participation, the
participation at T2 was regressed on scores of CPSS and
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HSCL at T1, and participation at T3 was regressed on scores
of CPSS and HSCL at T1 and T2 (separately). Logistic
regressions indicated that missing data were not significantly
related to either CPSS or HSCL. For research questions 1
and 2, the total sample (n=98) was used. For research ques-
tions 3 and 4, data from individuals who were reachable
at 5 years follow-up (n=47) were used. Total scores were
computed if the participant had responded to at least half
of the items of the scale (according to the “half item rule”).

Results
Change in mental health problems

Table 1 presents the descriptive characteristics of the main
study variables in this study. At T1, our sample consisted
of 95 individuals (80% boys, n="76), and the mean age was
13.8 years. Prior to their arrival in Norway, the participants
had experienced a mean of 5.7 stressful life events, the most
prevalent being death of a close person (66%, n=63), wit-
nessing violence (66%, n=63), and war (66%, n=62).The
percentages scoring above cutoff on general psychological
distress were 22.6 at T1, 20.0 at T2, and 19.6 at T3, whereas
the percentages scoring above cutoff on posttraumatic stress
symptoms at the same time points were 62.5, 55.8, and 41.9.
Box and whisker plots of anxiety symptoms, depression
symptoms, externalizing, and posttraumatic stress at all
three time points are presented in Fig. 1. As can be seen, the
respondents scored over time relatively high on symptoms of

anxiety, depression, and posttraumatic stress, and relatively
low on externalizing symptoms.

Table 2 shows that the unaccompanied refugee minors
reported significantly lower levels of symptoms of depres-
sion, and marginally significant lower levels of posttraumatic
stress after 5 years in Norway compared to at 6 months after
arrival. No significant differences between T1 and T2 were
found. In addition, no significant overall time differences
in anxiety symptoms or externalizing were found. Thus,
whereas we found no evidence indicating that the mean
levels of mental health problems changed during the first
2 years, the mean levels of depression had decreased at
5 years after arrival.

Predictors of change in mental health problems

Adjusted for time, age, and traumatic exposure, female
gender was associated with higher levels of symptoms of
anxiety, depression, and posttraumatic stress, but not with
externalizing symptoms (see Table 3). Similarly, adjusted for
time, age, and gender, higher level of prior trauma exposure
was associated with higher levels of anxiety, depression, and
posttraumatic stress symptoms. Age was not significantly
related to any of the mental health problems. Thus, prior
trauma exposure and female gender, but not age, were asso-
ciated with higher levels of mental health problems.

To test whether the effects of time on the four outcome
variables were dependent upon the levels of the predictors,
we specified a model that included interaction between time
and each of the predictors. For anxiety symptoms, we found
no significant interaction effects between time and gender

Table 1 Percentages (n) and means (standard deviations) of the main study variables 6 months after arrival (T1), 2 years after arrival (T2), and

5 years after arrival (T3)

T1: 6 months after arrival (n~95)

T2: 2 years after arrival (n~78) T3: 5 years after arrival (n~47)

% (n)/M (SD) Above clinical % (n)/M (SD) Above clinical n (%)/M (SD) Above clini-
cutoff % (n) cutoff % (n) cal cutoff %
(n)

Boys % (n) 80.0 (76) 83.3 (65) 83.0 (39)

Girls % (n) 20.0 (19) 16.7 (13) 17.0 (8)

Age 13.8 (1.4) 16.5 (1.6) 20.0 (1.6)

Trauma exposure before T1 5.7 (2.3)

General psychological distress 59.73 (13.58) 22.8 (21) 61.15(17.14) 26.0 (20) 54.72 (18.72) 19.6 (9)
Anxiety symptoms 17.69 (5.10) 32.6 (30) 17.88 (6.35) 31.2 (24) 15.98 (7.20) 24.4 (10)
Depression symptoms 27.45 (8.00) 21.3 (20) 28.48 (9.38) 25.6 (20) 24.02 (9.84) 15.2(7)
Externalizing 14.50 (2.47) 14.79 (2.80) 14.73 (2.99)

Posttraumatic stress symptoms 14.51 (9.15) 63.2 (55) 14.54 (10.58) 56.6 (43) 11.55 (11.11) 41.9 (18)

Somatization 13.95 (7.64)

Social support 28.58 (5.82)

Daily stressors 26.35 (9.03)

Trauma exposure after arrival 2.66 (2.08)
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Fig.1 Box and whisker plots of anxiety symptoms, depression
symptoms, posttraumatic stress symptoms, and externalizing, at T1
(6 months after arrival), T2 (2 years after arrival) and T3 (5 years
after arrival). The ends of the boxes represent upper and lower quar-

(p=0.111) or time and prior exposure (p =0.170), but a
significant interaction between time and age (p =0.034).
Inspection of the plot of the course of estimated anxiety
symptoms over time (Fig. 2, left panel) reveals that young
age is associated with a more positive course over time. This
suggests that lower age is associated with a greater effect of
time on anxiety symptoms and that older adolescents report
a slower rate of recovery compared to younger adolescents.

For depressive symptoms, we found no significant inter-
action effects between time and age (p =0.114), time and
prior exposure (p =0.568), and a marginally significant
interaction between time and gender (p =0.047). However,
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Depression symptoms

Posttraumatic stress symptoms

50-
40-
30-
20-
T1 T2 T3
wave
40
30-
20-
([ e e N
0- \
T T2 T3
wave

tiles, vertical lines inside the boxes indicate the medians, and the
whiskers outside the box indicate the highest and lowest observations.
Red lines indicate suggested clinical cutoff values (no clinical cutoff
is suggested for externalizing)

uneven results shown by wide confidence intervals for ran-
dom effects weaken our confidence in this model. Further-
more, for externalizing, we found no significant interac-
tion between time and gender (p =0.500), time and prior
exposure (p =0.732), or time and age (p =0.095).

There were no significant interactions between time and
gender (p =0.507), or time and prior exposure (p =0.172),
on posttraumatic stress symptoms. In contrast, we found
a significant interaction effect between time and age
(p=0.001). Similar to that for anxiety symptoms, the
interaction plot (Fig. 2, right panel) indicates that young
age is associated with a more positive course over time.
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Table2 Mixed effects analyses of mental health problems by time
(n=98)

Coefficient 95% CI 95% CI p value

Anxiety symptoms 0.071
T2 vs T1 0.36 - 1.04 1.77  0.611
T3 vs T1 -1.62 -3.32 0.09 0.063

Depression symptoms 0.004
T2 vs T1 0.98 - 1.06 3.02 0.344
T3 vs T1 —3.30 -5.77 -0.83 0.009

Externalizing 0.642
T2 vs T1 0.29 -043 1.01 0.428
T3 vs T1 0.34 -0.52 1.20 0.438

Posttraumatic stress symptoms 0.071
T2 vs T1 0.30 - 1.98 258 0.795
T3 vs T1 —-2.74 -546 -0.02 0.049

Table3 Mixed effects analysis of mental health problems (anxiety,
depression, externalizing, posttraumatic stress) by time, age, gender
(female vs male), and trauma exposure prior to T1

Coefficient 95% CI 95% CI p value
Anxiety symptoms
T2 vs T1 0.43 - 1.03 1.89  0.564
T3 vs T1 - 1.75 —3.51 0.00  0.051
Age 0.61 - 0.15 1.38 0.114
Gender (female) 3.83 1.14 6.53 0.006
Trauma exposure 0.61 0.15 1.07 0.010
Depression symptoms
T2 vs T1 1.02 -1.10 314 0.342
T3 vs T1 —3.26 -581 -0.71 0.013
Age 1.14 —-0.01 2.28 0.053
Gender (female) 4.27 0.21 8.32 0.040
Trauma exposure 0.76 0.07 1.46 0.032
Externalizing
T2 vs T1 0.38 -0.39 1.14  0.328
T3 vs T1 0.37 - 0.54 1.27 0.424
Age 0.28 - 0.06 0.61 0.103
Gender (female) -0.07 - 1.25 1.12 0911
Trauma exposure 0.08 -0.12 0.28 0.419
Posttraumatic stress symptoms
T2 vs T1 0.52 - 1.81 2.88 0.660
T3 vs T1 —2.96 -578 —-0.16 0.039
Age 0.57 - 0.80 1.94  0.408
Gender (female) 5.41 0.52 10.30 0.031
Trauma exposure 1.28 0.56 2.10 0.003

Mental health status 5 years after arrival,
and predictors

Even though the average levels of symptoms of depression

and posttraumatic stress decreased 5 years after arrival, a
considerable percentage of these youth still reported mental
health problems. As can be seen in Table 1, approximately
24% scored over cutoff for depression symptoms, 15% over
cutoff for anxiety symptoms, and 42% scored above cutoff
for posttraumatic stress symptoms. Furthermore, the mean
level of somatization (range 0-32) was 14.0 (SD=7.6).

Next, we examined the predictors of mental health status
5 years after arrival. Approximately, 60% reported that they
receive less social support than they would like on at least
one of the seven items. For example, 32% reported that they
experience “much less than they would like”, “less than they
would like”, or “some, but would like more” of the follow-
ing: “I have people around me who cares about what hap-
pens to me”. The most common daily hassles that the youth
responded “much” or “very much” to were: too little money
(27%), feeling unsafe (22%), unsure about the future (20%),
and difficulties getting documents from the authorities
(17%). Furthermore, the youth reported a mean number of
2.7 new traumas after arrival at Norway. More specifically,
55% of those who responded (rn=24) had witnessed vio-
lence, 51% (n=23) had experienced the death or illness of
a close person, 33% (n=15) had witnessed violence where
they lived, 24% (n=11) had experienced a medical trauma,
27% (n=12) reported a serious accident, 21% (n=9) had
experienced a natural disaster, 16% (n=7) had been beaten
or hurt by another person, 13% (n=6) had experienced bul-
lying, 9% (n=4) had experienced having been beaten, hit,
or threatened to be beaten or hit by an employee where they
had lived, and 4% (n=2) had been sexually assaulted.

Table 4 presents the relationships between these predic-
tors (social support, daily hassles, and trauma exposure after
arrival) and concurrent mental health problems (symptoms
of anxiety, depression, externalizing, posttraumatic stress,
and somatization) 5 years after arrival. Unadjusted, low lev-
els of social support and high levels of daily hassles were
associated with high levels of symptoms of anxiety, depres-
sion, externalizing, as well as posttraumatic stress symp-
toms. Trauma exposure after arrival was not significantly
associated with any of the mental health problems. Only
high levels of daily hassles, but not social support or trauma
exposure after arrival, were significantly associated with
high levels of somatization. When adjusted for each other,
the associations between high level of daily hassles and high
levels of mental health problems were the only ones that
remained significant.

Discussion
This study aimed to increase our knowledge about the men-

tal health status of the youngest unaccompanied refugee
minors after 5 years in Norway, and to identify predictors of
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Table 4 Associations between social support, daily stressors, and traumatic experiences after arrival at Norway, and anxiety symptoms, depres-
sion symptoms, externalizing, posttraumatic stress symptoms, and somatization (n~47)

Unadjusted Adjusted
Coeff 95%CI  95%CI p p Coeff 95%CI  95%CI p p

Anxiety symptoms

Social support -041 -0.77 —-0.05 0025 -035 -012 -033 9.21 0264 -0.10

Daily stressors 0.67 0.53 0.80 < 0.001 0.85 0.65 0.51 0.79 <0.001 0.83

Trauma exposure after arrival 0.08 —-0.99 1.14 0.886 002 -034 -091 0.23 0231 -0.10
Depression symptoms

Social support -054 -1.02 —-0.05 0.029 -034 -0.13 —-040 0.14 0328 —0.08

Daily stressors 0.91 0.75 1.08 < 0.001 0.86 0.90 0.72 1.07 <0.001 0.85

Trauma exposure after arrival 0.17 - 1.25 1.59 0.814 004 -039 -—1.11 0.32 0274 -0.09
Externalizing

Social support -0.16 —031 —-0.01 0.043 -031 -0.07 -020 0.06 0287 —-0.14

Daily stressors 0.20 0.12 0.29 < 0.001 0.62 0.19 0.11 0.28 <0.001 0.59

Trauma exposure after arrival < 0.01  —0.44 0.45 0992 <001 -014 -049 0.22 0445 -0.10
Posttraumatic stress symptoms

Social support -059 -—-1.12 —0.07 0028 -034 -025 -0.70 0.20 0276 -0.14

Daily stressors 0.75 0.47 1.03 < 0.001 0.65 0.69 0.40 0.99 <0.001 0.60

Trauma exposure after arrival 0.81 —-0.72 2.34 0.292 0.17 0.32 —0.88 1.53 0.592 0.07
Somatization

Social support -037 -130 0.56 0.421 -0.13 033 -034 1.00 0.327 0.11

Daily stressors 1.45 1.03 1.86 < 0.001 0.75 1.53 1.09 1.97 <0.001 0.79

Trauma exposure after arrival 026 —2.36 2.89 0.840 0.03 —-046 —-2.26 1.32 0.600 —0.06
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changes in their mental health during these 5 years. There
were four main findings.

First, whereas there was little change from arrival to
2 years after, the mean levels of depression had decreased
at 5 years. In contrast, neither the levels of externalizing
symptoms, anxiety, nor posttraumatic stress symptoms
seemed to have changed substantially. Second, female gen-
der and high levels of trauma exposure were associated with
general high levels of all symptoms, except externalizing,
over the 5 years. In addition, higher age was associated with
less change in symptoms of depression and posttraumatic
stress over time. Third, 5 years after arrival, a considerable
percentage still experienced clinical levels of mental health
problems. For example, 15% reported depressive symptoms
above the clinical cutoff, 24% reported anxiety symptoms
above the clinical cutoff, and 42% reported clinically sig-
nificant levels of posttraumatic stress symptoms. In addi-
tion, many reported health problems such as headache and
stomachache. Lastly, high levels of mental health problems
5 years after arrival were associated with both low levels
of social support and high levels of daily stress when not
adjusted for each other. When both were taken into account,
only levels of daily stress were associated with mental health
problems.

The finding that the level of mental health problems
remains generally high after 5 years in Norway is disturb-
ing. Particularly, posttraumatic stress in children tends to
become chronic if untreated [47], pointing to the need for
better services for these youth. The finding that more trauma
exposure is related to more mental health problems is not
surprising and is in line with numerous studies [19]. Also,
girls have been shown to be more at risk for developing post-
traumatic stress reactions than boys, possibly a reflection
of more interpersonal trauma experiences [19]. The older
children were also particularly at risk. This is in line with
meta-analyses showing that older age is associated with
more stable trajectories (i.e., less reduction in symptoms),
at least for PTSD [47]. In this study, we expected younger
age to be a risk factor since these youth had fled from their
home countries without adult protection and comfort and
thus had little help from trusting adults to make meaning of
their experiences and help regulate affect. This unexpected
finding may, however, reflect that the younger children were
more often placed in foster homes and therefore had more
opportunities for building trusting relationships and to estab-
lish new adult attachment figures.

Studies have shown that experiencing multiple child-
hood adverse experiences lead to a range of mental health
problems and that childhood adversities are associated with
almost 30% of all onsets of psychiatric disorders [48]. The
findings in this study shows that the youth not only have
experienced multiple traumas in their home countries and
during flight, but that many continue to experience new

traumas and have many daily hassles to overcome in their
host country. The finding that many had experienced new
traumas and particularly violence in their homes after arrival
(although this was not found to predict the sustainment of
mental health problems) is alarming. Although the youth
cannot be protected from all adversities, such as the death
of family members in their home countries, which was com-
monly reported, they should be able to feel safe in their own
homes. Taking into consideration the cumulative risk related
to adversities, effort should be put to reduce exposure to new
adversities.

High levels of daily hassles were also associated with all
mental health problems and somatic complaints. This find-
ing is in line with other studies showing that the number
of daily hassles leads to higher symptom levels of depres-
sion [12, 13], anxiety and PTSD [13], albeit no studies have
examined the relationship between somatic complaints and
daily hassles before. Daily hassles are day-to-day routine
challenges that all youth experience [49] and, although they
may be relatively minor or routine, studies have shown they
tend to have more proximal effects on well-being than many
major life events [50]. According to Almeida [51], daily has-
sles exert their influence through separate and immediate
direct effects on emotional and physical functioning. They
tend to accumulate and create continual frustration that
increases the risk of serious mental health problems. In this
study, the youth’s earlier experiences seem to be exacerbated
by post-migration stress, such as uncertainty about asylum
status, loneliness, and worry. These youth also have to learn
a new language and understand the cultural environment in
school and in the workplace. The results suggest therefore
that support is needed not only to handle pre-migration trau-
matization, but also to address ongoing and everyday stress
and hassles experienced during resettlement.

The youth in this study are in a period of transition from
childhood to adulthood, a period many experience as chal-
lenging. While most adolescents have family to support them
in this transition, most unaccompanied refugee minors do
not, and this study underscores the importance social sup-
port may have on adjustment. Social support has been found
to alleviate the effects of both trauma [18, 29, 30] and daily
stress [52]. For example, La Greca et al. [53] identified less
social support, high anxiety, and poor emotion regulation as
key predictors of whether elevated PTSD symptoms would
decline or remain chronic. Oppedal and Idsoe [24] found
that social support had direct effects on depression, but not
PTSD in a group of resettled unaccompanied minors. They
also found that social support had indirect effects though
increasing culture competence that may aid the young refu-
gees in dealing with discrimination which again is a source
of daily stress. A study by Sierau et al. from Germany [30]
showed that support from different social networks may
have different effects on youth’s mental health trajectories.
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In the current study, high levels of mental health problems
were associated with both low levels of social support and
high levels of daily hassles, but when both were taken into
account, only levels of daily hassles were associated with
mental health problems. Taken together, the findings suggest
that helping youth build social relationships that are sup-
portive, seeking to alleviate daily hassles that cause stress in
their lives, reducing the risk for new traumatization, and pro-
viding help for prevailing mental health issues and somatic
complaints should be the target for social and psychological
interventions.

This study adds to our understanding about an understud-
ied group and has several strengths. First, not many stud-
ies have focused on the youngest group of unaccompanied
refugee minors, and to our knowledge none have examined
mental health changes over a period of 5 years for this young
group of children. It is also considered a strength that the
study included females, as this is a group that is underrep-
resented in most studies on unaccompanied refugee minors.
Secondly, hardly any studies have examined somatic com-
plaints in refugee children. Third, the relationship between
risk (early and ongoing trauma, daily hassles) and protec-
tive factors (social support) is poorly understood and this
study contributes to our knowledge of important factors
that may contribute to the development and maintenance of
mental health problems in this highly vulnerable group of
children. However, the results must be understood in light
of some study limitations. One major limitation is that only
approximately half of the participants that participated at
T1 participated at T3. However, a high rate of dropout was
to be expected due to the long period of follow-up and the
fact that refugees can be difficult to find and often leave the
host country for various reasons. Missing data were not sig-
nificantly related to previous levels of CPSS or HSCL, yet it
cannot be ruled out that we had too low power to detect such
effects. Another limitation was that there was considerable
variability in the time interval between measurements. This
means that the effects of categorical variable of time (T2,
T3) on the outcomes need to be interpreted with caution. In
addition, the study sample included a low number of girls.
However, three out of four unaccompanied refugee minors in
Norway are boys, and the gender distribution in the current
study reflects this.

Implications

This study is the first to examine the long-term predictors
of mental health trajectories for unaccompanied refugee
youth under the age of 17 years. The findings highlight
how vulnerable these youth are. They not only experience
multiple traumas before and during flight, but also after
resettlement. Although most felt safe in Norway, an alarm-
ingly high percentage reported serious violence episodes,

@ Springer

both in their homes and in the community. This was some-
what surprising since Norway has relatively little commu-
nity violence compared to many other countries. Qualita-
tive interviews show that many of these have experienced
interpersonal violence in their primary families and in
school in their home countries [8]. In light of an over-
whelming amount of literature consistently documenting
the relationship between multi-traumatization and a range
of mental and physical health problems, measures need to
be taken to protect these youths against further traumati-
zation. In addition, the study documents the many daily
hassles the youth experience and this seems to exacerbate
their situation. More longitudinal studies are needed to
be able to understand the relationship between early and
ongoing stressors. It is possible that early traumatic expe-
riences have a larger impact on the earlier phases of life
in exile, while daily stress and hassles are more important
in the long term. Either way, understanding the impact of
everyday obstacles these youth face is important for clini-
cians and authorities. The finding that experienced social
support is associated with fewer problems is encouraging.
Building social networks around these youth seems worth-
while and may lead to better integration. The youngest
of the children are often put in foster homes and these
seem to be more resilient. Since support from adults seems
to mitigate the effects of negative life experiences [30],
building robust and stable networks with trusting adults
is important. Youth who have suffered many losses and
experienced continuous betrayal from adults may, how-
ever, not be able to accept support and affection from oth-
ers. Providing therapy to these youth may be necessary not
only to alleviate mental health problems and reduce the
effects of trauma, but also to restore trust in other people.
Having trusting relationships with others serves several
functions, and for unaccompanied refugee youths who, in
addition to facing normal developmental challenges tran-
sitioning from childhood to adolescents, have to face chal-
lenges related to acculturation and migration, this cannot
be underestimated.
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