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SUMMARY
The ever-increasing numbers of refugees worldwide present mental health care systems with
major challenges (Schauer, 2016; Silove, Ventevogel, & Rees, 2017; United Nations High
Commissioner for Refugees [UNHCR], 2018). Mental health disorders such as posttraumatic
stress disorder (PTSD), depression, and anxiety are highly prevalent in refugees, but only few
have access to mental health care (e.g. Nickerson et al., 2017; Porter & Haslam, 2005).
Researchers and stakeholders call for an improvement in mental health care for refugees in
order to reduce the mental health burden and thereby facilitate integration in the host
communities (Giacco & Priebe, 2018; Nationale Akademie der Wissenschaften Leopoldina
[Leopoldina; National academy of sciences Leopoldina], 2018; Schneider, Bajbouj, & Heinz,
2017). For this, an appropriate and timely identification and treatment of mental health
disorders is vital. However, at this point in time, research on an efficient identification of
mental health problems for the current refugee populations in Europe is scarce. Treatment
options for PTSD are available with good evidence for the effectiveness of exposure-based
therapy approaches (Nosè et al., 2017; Thompson, Vidgen, & Roberts, 2018), yet such
approaches are rarely used in practice due to therapists’ concerns regarding symptom
aggravation and dropout. Moreover, preventive interventions reducing additional stressors
and traumatic experiences such as child maltreatment are essential in affected populations
worldwide.
The present thesis addresses the challenge of identifying and treating mental health problems
in refugees and aims to close some of the current research gaps of this field to contribute to a
better provision of care. The following objectives will be addressed in detail: (1) to assess the
extent of mental health problems in a sample of refugees in Germany as well as to examine
the feasibility, validity, and reliability of the mental health screening instrument Refugee
Health Screener (RHS; Hollifield et al., 2013) as a self-rating and interview instrument; (2) to
analyze the course of mental health symptoms in refugees not undergoing psychological
treatment over one year and to find influencing factors; (3) to investigate PTSD symptom
trajectories of refugees receiving trauma-focused therapy, namely Narrative Exposure
Therapy (NET), as well as the influence of imaginal exposure to traumatic experiences and of
therapy-unrelated life events; (4) to examine the feasibility of the preventive approach
Interaction Competencies with Children (ICC) which aims to reduce violent disciplining in

XIX

Summary
highly burdened populations – tested on a sample of Tanzanian teachers inflicting corporal
punishment on a regular basis.
Article 1 found mental health problems to be prevalent in a refugee sample in Germany, with
clinically significant PTSD, depression, anxiety, and somatization symptoms being present in
35% of the same population. Furthermore, article 1 shows a good feasibility, validity, and
reliability of the RHS in detecting common mental health problems for refugees residing in
Germany. A shorter version, the RHS-13, shows equally good psychometric properties and is
easier to administer. In addition, the RHS can be used both as a self-rating and an interview
instrument.
In article 2 the course of mental health symptoms in refugees was examined by combining
monthly assisted self-reports on the phone with half-yearly clinical interviews. Over the
course of one year, the average of symptoms did not systematically change. However, on the
individual level, about 40% showed a significant symptom improvement or worsening.
Higher PTSD symptoms were related to more experiences of past traumatic stress, while a
worsening of PTSD symptoms over time was associated with reporting more current
postmigrational stressors (PMS). Furthermore, current emotional distress was associated with
negative life events, unemployment, and frequent visits to physicians.
Article 3 analyzed symptom trajectories during NET on the basis of the PTSD Checklist,
which was filled in before each therapy session as well as during follow-up interviews.
Overall, symptoms decreased during and after treatment – with some showing fast (27%),
slow (31%), or no immediate symptom response (42%) during therapy. Persistent symptom
worsening was not observed. Imaginal exposure to the most distressing traumatic experiences
was not associated with symptom aggravation. However, therapy-unrelated negative life
events were related to increases in PTSD symptoms.
Aiming to reduce additional ongoing and potentially traumatic stressors that could contribute
to a high trauma load, article 4 describes the preventive approach ICC which intends to
reduce violent disciplining. This approach was tested on a Tanzanian teacher sample, showing
a good feasibility and acceptance despite challenging conditions. Future studies should test
adapted versions in other affected populations such as refugee families.
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The current thesis highlights the need to provide better care for refugees presenting mental
health problems. It further discusses a potential mental health care model by incorporating the
findings of this thesis into the currently suggested scalable care approaches (Adorjan et al.,
2017; Elbert, Wilker, Schauer, & Neuner, 2017; Leopoldina, 2018; Schneider, Bajbouj, &
Heinz, 2017). Given that mental health problems in refugees are prevalent and often
persistent, we recommend the inclusion of a mental health screening, such as the RHS for all
refugees. Refugees with a positive screening result should be referred to appropriate mental
health services, which can range from low-threshold interventions conducted by supervised
peer counselors up to specialized mental health professionals for those with a complex
symptomatology. The collaboration with other professionals working with refugees such as
medical staff, social workers, teachers, and potentially also volunteers should be strengthened
to identify mental health problems that arise at later stages and warrant a timely referral.
Furthermore, training centers that offer qualifications, training, and regular supervision for the
different actors within such a care system are vital to provide good care. Training for
evidence-based treatments for PTSD such as NET should be offered, with therapists’
concerns of symptom aggravation and dropout being addressed and resolved. Such an
integrative mental health care model has not yet been tested nor been implemented into the
mental health care system – future studies should accordingly examine its feasibility and
efficacy with the aim to reduce the mental health burden of refugees in order to improve their
quality of life and functionality, thereby facilitating integration.
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ZUSAMMENFASSUNG
Die steigende Anzahl Geflüchteter weltweit stellt psychotherapeutische und psychiatrische
Versorgungssysteme vor große Herausforderungen (Schauer, 2016; Silove et al., 2017; United
Nations High Commissioner for Refugees [UNHCR], 2018). Obwohl psychische Störungen
wie beispielsweise die Posttraumatische Belastungsstörung (PTBS), Depression und
Angststörungen bei Geflüchteten weit verbreitet sind, haben derzeit nur wenige Geflüchtete
Zugang zu psychotherapeutischer oder psychiatrischer Versorgung (z.B. Nickerson et al.,
2017; Porter & Haslam, 2005). ForscherInnen sowie verschiedene InteressensvertreterInnen
fordern eine Verbesserung der psychotherapeutischen und psychiatrischen Versorgung
Geflüchteter, um die auftretenden psychischen Belastungen zu verringern und somit die
Integration im Aufnahmeland zu erleichtern (Giacco & Priebe, 2018; Nationale Akademie der
Wissenschaften Leopoldina [Leopoldina], 2018; Schneider, Bajbouj, & Heinz, 2017). Hierfür
ist eine adäquate und zeitige Identifizierung sowie Behandlung psychischer Störungen von
entscheidender Bedeutung. Bislang existiert jedoch kaum Forschung zur effizienten
Identifizierung psychischer Probleme in gegenwärtigen Populationen Geflüchteter in Europa.
Für die Behandlung von PTBS zeigen expositionsbasierte Therapieansätze eine gute
Wirksamkeit (Nosè et al., 2017; Thompson et al., 2018), welche jedoch in der Praxis aufgrund
von Bedenken seitens TherapeutInnen hinsichtlich Symptomverschlechterungen und
Therapieabbrüchen selten eingesetzt werden. Darüber hinaus sind präventive Interventionen
zur Reduktion zusätzlicher Stressoren und traumatischer Erfahrungen wie beispielsweise
Kindesmisshandlung in betroffenen Personengruppen weltweit von großer Wichtigkeit.
Die vorliegende Arbeit befasst sich mit der Herausforderung der Identifizierung und
Behandlung psychischer Problemen bei Geflüchteten und zielt darauf ab, einige der
derzeitigen Forschungslücken in diesem Bereich zu schließen und so einen Beitrag zu einer
besseren Versorgung psychischer Probleme zu leisten. Die folgenden Themenbereiche
werden im Detail behandelt: (1) Erfassung des Ausmaßes psychischer Probleme in einer
Stichprobe Geflüchteter in Deutschland sowie der Durchführbarkeit, Validität und Reliabilität
des Screeninginstruments Refugee Health Screener (RHS; Hollifield et al., 2013) als
Selbstauskunfts- und Interviewfragebogen; (2) Untersuchung des Verlaufs der psychischen
Gesundheit Geflüchteter ohne psychologische Behandlung über den Zeitraum von einem Jahr,
sowie möglicher Einflussfaktoren; (3) Analyse von PTBS-Symptomverläufen Geflüchteter,
die mit der traumafokussierten Therapie Narrative Expositionstherapie (NET) behandelt
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wurden, sowie eines möglichen Einflusses von in-sensu Exposition traumatischer Ereignisse
und von therapieunabhängigen Lebensereignissen; (4) Untersuchung der Durchführbarkeit
des präventiven Interventionsansatzes Interaction Competencies with Children (ICC) zur
Reduktion gewalttätiger Erziehungsmaßnahmen in hoch belasteten Personengruppen; ICC
wurde in einer Stichprobe tansanischer LehrerInnen, die regelmäßig körperliche Gewalt
anwenden, getestet.
Artikel 1 zeigt, dass psychische Probleme in einer Stichprobe Geflüchteter in Deutschland
weit verbreitet sind; es finden sich klinisch relevante PTBS-, Depressions-, Angst- und
Somatisierungssymptome bei 35%. Darüber hinaus zeigt sich eine gute Durchführbarkeit,
Validität und Reliabilität des RHS bei der Erkennung psychischer Probleme Geflüchteter in
Deutschland. Eine kürzere Version, der RHS-13, weist vergleichbar gute psychometrische
Eigenschaften auf und ist einfacher durchführbar. Darüber hinaus kann der RHS sowohl als
Selbstauskunfts- als auch als Interviewfragebogen eingesetzt werden.
In Artikel 2 wurde der Verlauf psychischer Gesundheit von Geflüchteten mithilfe
monatlicher assistierter Selbstauskünfte am Telefon und halbjährlicher klinischer Interviews
betrachtet. Das gesamtdurchschnittliche Symptomlevel veränderte sich im Laufe eines Jahres
nicht systematisch. Auf individueller Ebene zeigten etwa 40% der Teilnehmenden eine
signifikante Symptomverbesserung oder -verschlechterung. Ein höherer Schweregrad an
PTBS-Symptomen hängt mit einer höheren Anzahl erlebter traumatischer Ereignisse
zusammen, während eine Verschlechterung der PTBS-Symptome über die Zeit mit einem
häufigeren Vorkommen von aktuellen Postmigrationsstressoren verbunden war. Darüber
hinaus korrelierte die aktuelle emotionale Belastung mit negativen Lebensereignissen,
Arbeitslosigkeit und häufigen Arztbesuchen.
In Artikel 3 wurden Symptomverläufe während der NET anhand eines PTBS-Fragebogens,
der vor jeder Therapiesitzung und bei Nachuntersuchungen ausgefüllt wurde, analysiert.
Insgesamt nahmen die Symptome während sowie nach der Behandlung ab – dabei zeigten die
PatientInnen während der Therapie eine schnelle (27%), langsame (31%) oder keine
unmittelbare Symptomreduktion (42%). Eine anhaltende Symptomverschlechterung wurde
nicht beobachtet. Die in-sensu Exposition des jeweiligen schlimmsten traumatischen
Ereignisses war nicht mit einer Symptomverschlechterung verbunden. Therapieunabhängige
negative Lebensereignisse korrelierten jedoch mit einer Verstärkung der PTBS-Symptome.
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Zusammenfassung
Mit dem Ziel der Reduktion zusätzlicher, anhaltender und potenziell traumatischer Stressoren,
die zu einer hohen Traumabelastung beitragen, beschreibt Artikel 4 den präventiven
Interventionsansatz ICC, der beabsichtigt gewalttätige Erziehungsmaßnahmen zu verringern.
Die Machbarkeit der Intervention wurde im Rahmen eines Trainings mit tansanischen
LehrerInnen getestet. Trotz schwieriger Bedingungen zeigte sich eine gute Durchführbarkeit
und Akzeptanz. Zukünftige Studien sollten adaptierte Versionen von ICC für andere
betroffene Personengruppen wie beispielsweise geflüchtete Familien testen.
Die vorliegende Arbeit betont die Notwendigkeit und den Bedarf einer besseren Versorgung
von

psychisch

erkrankten

Geflüchteten.

Es

wird

ein

mögliches

Modell

eines

Versorgungssystems im Bereich psychischer Gesundheit diskutiert, welches die Ergebnisse
dieser Arbeit in die derzeit vorgeschlagenen gestuften Versorgungsansätze integriert (Adorjan
et al., 2017; Elbert, Wilker, Schauer, & Neuner, 2017; Leopoldina, 2018; Schneider, Bajbouj,
& Heinz, 2017). Da psychische Probleme bei Geflüchteten weit verbreitet und oftmals
anhaltend sind, empfehlen wir für alle Geflüchteten die Durchführung eines Screenings
psychischer Probleme, zum Beispiel durch den RHS. Geflüchtete mit einem positiven
Screening-Ergebnis

sollten

an

geeignete

psychotherapeutische

oder

psychiatrische

Versorgungsstellen verwiesen werden. Diese können von niedrigschwelligen Interventionen,
die von supervidierten Peer-BeraterInnen durchgeführt werden, bis hin zu Interventionen
durch PsychotherapeutInnen und PsychiaterInnen bei Personen mit komplexer Symptomatik
reichen. Die Zusammenarbeit mit anderen Fachkräften, die mit Geflüchteten arbeiten, wie
beispielsweise

medizinischem

Personal,

SozialarbeiterInnen,

LehrerInnen

und

möglicherweise Ehrenamtlichen, sollte verbessert werden, um auch später auftretende
psychische Probleme zu identifizieren und Betroffene zeitnah an entsprechende Stellen zu
verweisen. Darüber hinaus sind Ausbildungszentren, die Qualifikationen, Schulungen und
regelmäßige Supervision für die verschiedenen Akteure eines solchen Versorgungssystems
anbieten, für eine gute Versorgung unerlässlich. Dabei sollten Trainings für evidenzbasierte
Therapien von PTBS, wie beispielsweise NET, angeboten werden. Hierbei ist zu empfehlen
Bedenken

von

TherapeutInnen

bezüglich

Symptomverschlechterungen

und

Therapieabbrüchen anzusprechen und zu entkräften. Solch ein integratives Modell zur
Versorgung psychisch erkrankter Geflüchteter wurde bisher weder getestet noch in das
bestehende Versorgungssystem implementiert – zukünftige Studien sollten daher die
Durchführbarkeit und Wirksamkeit solcher Modelle untersuchen, mit dem übergeordneten
Ziel, psychische Probleme von Geflüchteten zu reduzieren und so Integration zu erleichtern.
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1. GENERAL INTRODUCTION

1. General Introduction
The major increase in the number of refugees worldwide in recent years has been termed a
“refugee crisis” (United Nations High Commissioner for Refugees [UNHCR], 2018). It is
marked by a variety of serious short- and long-term challenges. In this context, the integration
of refugees in the host communities has been named as “one of the most complex challenges
and opportunities of our era” for high-income countries (Gurría, 2016). The European
Parliament [EP] (2016) emphasizes the importance and complexity of integration, stating that
a “successful integration requires not only inclusion in the labor market, but also access to
language courses upon arrival, and to housing, education and training, social protection and
healthcare, including mental health support” (EP, 2016; p. 8). The matter of mental health
problems in refugees and asylum seekers is often neglected – although researchers and
clinicians have repeatedly emphasized its pivotal role for successful integration (e.g. Schauer,
2016; Silove, Ventevogel, & Rees, 2017). Mental health problems have widespread impact on
many areas of life. For example, they can interfere with vital aspects of integration such as
social participation, learning of the host country’s language, and ability to work (Nationale
Akademie der Wissenschaften Leopoldina [Leopoldina; National academy of sciences
Leopoldina], 2018). The importance of mental health support for refugees is further
emphasized by the directive 2013/33/EU of the European Parliament and of the Council
which holds that member states should ensure a timely assessment of special needs 1 ,
including persons with mental disorders, and provide appropriate medical and psychological
care (European Union [EU], 2013). However, at this time, few EU countries have developed
or implemented strategies for the identification and provision of appropriate care (Böttche,
Heeke, & Knaevelsrud, 2016; European Commission [EC], 2015; Munz & Melcop, 2018).
With this in mind, several questions arise: how prevalent are mental health problems in
refugees and asylum seekers? Do their mental health problems persist over time? How can we
address these mental health problems in refugees and what challenges do we encounter? The
present thesis will tackle these questions, with a focus on the refugees’ situation in Germany.
First, an overview of the existing literature on these topics will be provided. Then, empirical
studies addressing the issues named above will be presented. Finally, the findings and their
implications for research and practice will be discussed.
1

vulnerable groups, i.e. those with special needs are defined as “minors, unaccompanied
minors, disabled people, elderly people, pregnant women, single parents with minor children,
victims of human trafficking, persons with serious illnesses, persons with mental disorders
and persons who have been subjected to torture, rape or other serious forms of psychological,
physical or sexual violence, such as victims of female genital mutilation” (EU, 2013; art. 21).
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1.1. Mental health of refugees
Reviews and meta-analyses consistently find high prevalence of PTSD, depression, and
anxiety disorders in refugee populations 2 (e.g. Fazel, Wheeler, & Danesh, 2005; Morina et al.,
2018; Porter & Haslam, 2005). Estimates for PTSD and depression are around 30% (Lindert,
von Ehrenstein, Wehrwein, Brähler, & Schäfer, 2018; Miller, Elbert, & Rockstroh, 2005;
Steel et al., 2009). However, individual studies show a high variability of prevalence (e.g.
Fazel et al., 2005; Miller et al., 2005; Steel et al., 2009). This might be due to a variety of
factors: the extent of exposure to traumatic experiences, postmigrational stressors (PMS),
differing socio-demographic characteristics, as well as differences in research methodology
are commonly named as contributing factors (Giacco, Laxhman, & Priebe, 2018; Rodin &
van Ommeren, 2009; Silove et al., 2017). Most research in refugee populations has been
conducted with adults. However, refugee children and adolescents – both accompanied and
unaccompanied – are also known to present high rates of PTSD, anxiety, and depression (El
Baba & Colucci, 2018; Fazel, Reed, Panter-Brick, & Stein, 2012; Slone & Mann, 2016).
So far, research on refugees’ mental health has focused on PTSD, depression, and anxiety as
those are the most common mental health issues in refugee populations (Morina et al., 2018;
Nickerson et al., 2017). However, other mental health problems such as psychosis (e.g.
Dapunt, Kluge, & Heinz, 2017; Hollander et al., 2016), prolonged grief reactions (e.g.
Killikelly, Bauer, & Maercker, 2018; Nickerson et al., 2014), and somatic symptoms (e.g.
Olsen, Montgomery, Bøjholm, & Foldspang, 2007; Rohlof, Knipscheer, & Kleber, 2014;
Rometsch-Ogioun El Sount et al., 2018) seem to be more prevalent than in the general
population as well. Moreover, studies found suicidal behavior to be elevated in refugees (e.g.
Goosen et al., 2011; Vijayakumar & Jotheeswaran, 2010).

2

Following the definition of the UNHCR (2006), forcibly displaced people are divided into
internally displaced people, refugees, and asylum seekers. In the 1951 Geneva Convention, a
refugee is defined as a person with a “well-founded fear of being persecuted for reasons of
race, religion, nationality, membership of a particular social group or political opinion, is
outside the country of his nationality, and is unable to, or owing to such fear, is unwilling to
avail himself of the protection of that country“ (UNHCR, 2013; p. 77). An asylum seeker is a
person who has made a “claim that he or she is a refugee” (UNHCR, 2013; p. 75). An
internally displaced person is someone who has been “forced to move from their homes
because of collective violence, persecution or natural disaster, and remain displaced inside
their own country” (UNHCR, 2013; p. 75).
We acknowledge the different characteristics of these groups, however, in this work we will
simplify the terminology by using “refugee” to refer to both, refugees and asylum seekers.
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Do the aggravated mental health problems persist after the arrival in the host country? In
general, PTSD often shows a chronic course when no treatment is offered (Santiago et al.,
2013). A review of Steinert, Hofmann, Leichsenring, & Kruse (2015) based on non-refugee
populations found recovery rates of 18-50% between three to seven years after the traumatic
experience, with the rest experiencing recurrent or chronic PTSD symptoms. For refugees,
prevalences of 20% or above for PTSD, depression, and anxiety disorders were found in those
staying at least five years in the host country (Bogic, Njoku, & Priebe, 2015). Even decades
after resettlement, high rates of mental health issues can be found (e.g. Marshall, Schell,
Elliott, Berthold, & Chun, 2005; Priebe et al., 2009, 2013; Sabin, Lopes Cardoza, Nackerud,
Kaiser, & Varese, 2003), accompanied by a higher mortality rate and an increased risk for
long-term illnesses (Hollander et al., 2012; Robertson, Iglesias, Johansson, & Sundquist,
2003). However, most of those studies use cross-sectional designs – studies using longitudinal
designs are clearly lacking. Existing longitudinal designs showed inconsistent results: some
studies found no change in symptoms over time (Jensen, Skårdalsmo, & Fjermestad, 2014;
Lamkaddem et al., 2014; Vervliet, Lammertyn, Broekaert, & Derluyn, 2014), other studies
found a decrease in symptoms (Beiser & Hou, 2001; Mollica et al., 2001; Montgomery,
2010), and some other studies an increase in symptoms (Laban, Gernaat, Komproe,
Schreuders, & de Jong, 2004; Lie, 2002; Roth, Ekblad, & Ågren, 2006). Further, an often
underestimated sector of the refugee population presents PTSD symptoms not directly upon
arrival, but only after some months or years (Lamkaddem et al., 2014; Smid, LensveltMulders, Knipscheer, Gersons, & Kleber, 2011). Thus far, longitudinal studies have focused
on few assessment points, and there is a lack of studies closely monitoring mental health
problems over time. This is of importance to derive knowledge from the longitudinal course
of mental health symptoms as well as influencing factors for clinical practice.
In Germany, several studies have assessed mental health problems in the current influx of
refugees, revealing high rates of mental health problems, ranging between 11% - 40% for
PTSD and 15% - 55% for depression (e.g. Führer, Eichner, & Stang, 2016; Georgiadou,
Zbidat, Schmitt, & Erim, 2018; Schröder, Zok, & Faulbaum, 2018). A similar pattern can be
found in refugee children and adolescents (Buchmüller, Lembcke, Busch, Kumsta, &
Leyendecker, 2018; Marquardt, Krämer, Fischer, & Prüfer-Krämer, 2016; Ruf, Schauer, &
Elbert, 2010; Soykoek, Mall, Nehring, Henningsen, & Aberl, 2017). So far, no longitudinal
studies on the natural course of mental health symptoms in refugee populations in Germany
have been conducted.
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1.2. Risk factors for adverse mental health
A variety of risk factors contribute to the elevated mental health problems in refugees and the
heterogeneous prevalence rates. Of these, high exposure to traumatic experiences and PMS
have consistently been found to be associated with more mental health problems in refugees
(Chen, Hall, Ling, & Renzaho, 2017; Chu, Keller, & Rasmussen, 2013; Porter & Haslam,
2005) – even after years of staying in the host country (Bogic et al., 2015; Priebe et al., 2013;
Tam, Houlihan, & Melendez-Torres, 2017). Other risk factors commonly named are older
age, female gender, and a history of mental health problems (Acarturk et al., 2018; Marshall
et al., 2005; Porter & Haslam, 2005). For a variety of further potentially influencing factors,
there is either a lack of research or research shows inconsistent findings (Bogic et al., 2012;
Porter & Haslam, 2005; Priebe et al., 2009). In the following, aspects of the influence of
traumatic experiences and PMS on refugees’ mental health will be described.

1.2.1. Exposure to traumatic experiences
The vast majority of refugees have undergone traumatic experiences such as war, persecution,
and torture in their home country (Georgiadou et al., 2018; Giacco et al., 2018). This is often
followed by further stressful and traumatic events during flight, e.g. imprisonment, a
dangerous voyage in overcrowded and unseaworthy vessels, and other experiences of
violence. Additionally, experiences of maltreatment during childhood, e.g. in the family and
in school, are more likely in war-torn environments (Catani, Jacob, Schauer, Kohila, &
Neuner, 2008; Saile, Ertl, Neuner, & Catani, 2014; Timshel, Montgomery, & Dalgaard,
2017). Altogether, there is good evidence for a dose-response relationship between
cumulative exposure to traumatic experiences and the development and course of traumarelated disorders – also known as the building-block effect (Kolassa et al., 2010; Neuner,
Schauer, Karunakara, et al., 2004; Steel et al., 2009). The consequences of traumatic
experiences are not limited to mental health disorders but have widespread short- and longterm consequences on a psychological, physical, behavioral, and familial level (e.g. MorenoVillanueva et al., 2013; Serpeloni et al., 2017; Teicher et al., 2003). Accordingly,
interventions addressing this matter are of high relevance. For this, treating the consequences
of traumatic experiences on health is essential. Moreover, preventive interventions aiming to
reduce future traumatic stressors, for example by tackling child maltreatment, are crucial.
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1.2.1.1. Preventing child maltreatment – the example of violent disciplining
Extract of a narration of an Afghan adolescent on his experiences with violent discipline in
school (collected during Narrative Exposure Therapy):
“I never liked going to school. My teachers beat me a lot because I wasn’t a good student. I
had trouble remembering the letters. […] If I forgot my homework, I was beaten. If I did
badly in a test, I was beaten. If I was not able to pay my school fees in time, I was beaten. If I
played with marbles during the break, I was beaten. Sometimes I didn’t even know what I did
wrong, but I was beaten. The teacher stuck a pen between my fingers and pressed hard. She
hit me with a cable or a stick. She shouted at me. […] I often didn't go to school because I
was so afraid and didn't want to get beaten again.”
Consequences of child maltreatment on children’s physical and mental health are extensive
(e.g. Gilbert et al., 2009; Green et al., 2010; Norman et al., 2012) – with some studies
showing that the influence of child maltreatment is even higher than the influence of other
traumatic experiences such as war events (Olema, Catani, Ertl, Saile, & Neuner, 2014; Opaas
& Varvin, 2015). A study with refugee families in Germany showed that family violence, in
addition to the overall trauma load, contributes to higher rates of mental health problems in
refugee children (Ruf-Leuschner, Roth, & Schauer, 2014). Furthermore, child maltreatment –
that is, physical violence, sexual violence, emotional violence, physical neglect, and
emotional neglect perpetrated by family members, teachers, intimate partners, other children,
neighbors, or strangers – is highly prevalent worldwide (United Nations Children’s Fund
[UNICEF], 2014). On the whole, these findings highlight the importance of reducing
experiences of child maltreatment in order to decrease the overall mental health burden. This
is not only valid for refugees but also other affected populations worldwide. Moreover,
reducing childhood maltreatment could interrupt the cycle of violence, where the experience
of violence in childhood leads to a higher likelihood of perpetrating violence in adulthood
(Saile et al., 2014; Thornberry, Knight, & Lovegrove, 2012; Widom, 1989).
To reduce child maltreatment, evidence-based prevention approaches are of utmost
importance. However, research focusing on the prevention of violent disciplining in diverse
settings is insufficient (Fazel, Patel, Thomas, & Tol, 2014; Gershoff, 2017; Pereznieto,
Harper, Clench, & Coarasa, 2010). A recent publication of UNICEF (2017) reported that
three out of every four children experience violent disciplining such as physical punishment
or psychological aggression. Violent disciplining is present in families but also in schools
worldwide (UNICEF, 2014). Approaches addressing the negative consequences of violent
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disciplining as well as offering non-violent alternatives are vital to disrupt the cycle of
violence and decrease the trauma in refugees as well as in other affected populations.

1.2.2. Postmigrational stressors
On top of the traumatic stress already experienced, refugees encounter various difficulties in
their respective host countries, at arrival and years later (Chen et al., 2017; Chu et al., 2013;
Porter & Haslam, 2005). Similar to the building-block effect of traumatic experiences, a doseresponse relationship also seems to play a role in the extent of PMS experienced and its
consequences on mental health (Priebe et al., 2013; Söndergaard, Ekblad, & Theorell, 2001;
Vervliet et al., 2014). A review of Li, Liddell, & Nickerson (2016) summarizes the findings
on the multiple PMS risk factors, highlighting social and interpersonal factors as well as those
in relation to the socioeconomic situation and the asylum procedure. Additionally, protective
factors, such as social support also seem to play a role (Cantekin & Gençöz, 2017; Hecker,
Huber, Maier, & Maercker, 2018; Johnson & Thompson, 2008). First evidence has been
found for an association between additional stressful or traumatic events experienced in the
host country and more mental health problems (Bruhn, Rees, Mohsin, Silove, & Carlsson,
2018; Schock, Böttche, Rosner, Wenk-Ansohn, & Knaevelsrud, 2016; Söndergaard et al.,
2001). This is underlined by reviews focusing on non-refugee populations, which highlight
the impact of additional stressful experiences on the course of PTSD symptoms (Peleg &
Shalev, 2006).
So far, most studies assessing PMS are cross-sectional – therefore, no conclusion on the
interaction of PMS and mental health problems can be drawn. Nevertheless, PMS are
commonly thought to contribute to mental health problems (e.g. Miller & Rasmussen, 2010).
Referring to the current state of research, Neuner (2010) states that PMS could also be a
“consequence rather than a predictor of mental health” (Neuner, 2010; p. 1382). For example,
a longitudinal study of Tingvold et al. (2015) found that higher mental distress in the first
years after arrival predicts acculturative difficulties 20 years after arrival.

1.3. Current status of mental health care for refugees
Considering the elevated rates of mental illness in refugees, there is a great demand for mental
health care. However, the increasing number of refugees challenges existing mental health
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care services worldwide (Nickerson et al., 2017; Priebe, Giacco, & El-Nagib, 2016; Silove et
al., 2017). There is a huge gap between those refugees in need of mental health treatment and
those who actually receive treatment (Laban, Gernaat, Komproe, & de Jong, 2007;
Leopoldina, 2018; Nickerson et al., 2017). This has serious consequences, as later access
contributes to more severe and entrenched mental health issues (Giacco et al., 2018; Song,
Kaplan, Tol, Subica, & de Jong, 2015).
This treatment gap is due to a variety of differing factors (Priebe et al., 2016; Sijbrandij et al.,
2017; Silove et al., 2017): in many countries, a major barrier is the legal restriction of access
to health care depending on the residence status (Bradby, Humphris, Newall, & Phillimore,
2015; Langlois, Haines, Tomson, & Ghaffar, 2016; Norredam, Mygind, & Krasnik, 2005).
Often, asylum seekers are only permitted to access emergency care (Nickerson et al., 2017;
Norredam et al., 2005). From an economic point of view, this does not seem beneficial as
Bozorgmehr & Razum (2015) found that restricting access to health care enhances rather than
reduces health care costs. Another important barrier in access is that mental health care
systems often have a limited capacity (Bradby et al., 2015; Nickerson et al., 2017; Sijbrandij
et al., 2017). Discrimination and negative attitudes of health care professionals towards
refugees can further impede provision of services to refugees (Hadgkiss & Renzaho, 2014;
Shannon, Vinson, Cook, & Lennon, 2016). Some professionals also feel overburdened or not
skilled enough to work with refugees (Nickerson et al., 2017; Thöle, Penka, Brähler, Heinz, &
Kluge, 2017). Additionally, the lack of interpreters due to financial or capacity reasons
restricts refugees’ opportunities to receive appropriate care (Bradby et al., 2015; Norredam et
al., 2005; Priebe et al., 2016). In situations where services are available and free of charge,
lack of financial resources, e.g. for travel expenses, may also prevent access to care (Bradby
et al., 2015; Hadgkiss & Renzaho, 2014; Nickerson et al., 2017). On the other side, refugees
often lack knowledge of the health care system of the host country and have poor (mental)
health literacy (Hadgkiss & Renzaho, 2014; Priebe et al., 2016; Wångdahl, Lytsy,
Mårtensson, & Westerling, 2018). Differing expectations of health care and a divergent way
of expressing health needs leads to high rates of dropout and incorrect diagnoses (Burnett &
Peel, 2001; Nickerson et al., 2017; Priebe et al., 2016). Further, stigma associated with mental
health problems is often present in refugee populations (Jefee-Bahloul, Bajbouj, Alabdullah,
Hassan, & Barkil-Oteo, 2016; Silove et al., 2017). Refugees often report somatic symptoms
as they are more culturally accepted (Jefee-Bahloul et al., 2016). Accordingly, they prefer to
contact general practitioners or medical specialists and only few seek help in mental health
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specialists (Buhlinger-Göpfarth, Koehler, Laux, Szecsenyi, & Bozorgmehr, 2017; Laban et
al., 2007; Lamkaddem et al., 2014). This is accompanied by an elevated use of general health
services as well as higher hospitalization rates compared to the host population (Goosen et al.,
2011; Hadgkiss & Renzaho, 2014; Schoretsanitis et al., 2018).
Like in many other countries, care for mentally ill refugees in Germany is insufficient and
inadequate, with only a small number of those in need receiving any treatment
(Bundesärztekammer & Bundespsychotherapeutenkammer [BÄK & BPtK; German medical
association and German psychotherapists association], 2015; Leopoldina, 2018). In addition
to the barriers to access named above, specific factors contribute to the low provision of
mental health care for refugees in Germany: the Asylum Seekers’ Benefit Act (AsylbLG)
restricts the provision of health care, including mental health care, for asylum seekers in the
first 15 months in Germany (§4, AsylbLG; BÄK & BPtK, 2015). Problems in refunding of
expenses for mental health care in refugees are also reported both within this period of time
and subsequent to it (Bundesweite Arbeitsgemeinschaft der Psychosozialen Zentren für
Flüchtlinge und Folteropfer e.V. [BAfF; National association of psychosocial centres for
refugees and torture victims], 2018; Gouzoulis-Mayfrank, Schmitz-Buhl, Schaffrath, &
Pollmächer, 2017). Furthermore, there is a general shortage of mental health professionals for
the present population as well as a shortage of qualified therapists for trauma-related disorders
(Leopoldina, 2018). There are a few special psychosocial care centers for refugees, but they
report an average waiting time of six months and the necessity to reject the majority of
refugees (BAfF, 2018). All together, this contributes to a very low provision of appropriate
mental health interventions for refugees in Germany.

1.3.1. Mental health care in refugees – solution in sight?
Given the elevated mental health problems in refugees and the currently low usage of mental
health care, researchers and stakeholders call for an improvement of mental health care for
refugees (Giacco & Priebe, 2018; Leopoldina, 2018; Schneider et al., 2017). Although
research and statements on the barriers to access are widely available, evidence for solutionbased approaches is scarce (Giacco & Priebe, 2018). Yet, in the last years, there has been an
increase in research on mental health care models worldwide and in Germany (Adorjan et al.,
2017; Nickerson et al., 2017). Knowledge of the efficacy of those approaches is still pending
as most are still in the implementation phase. The majority of approaches aim to increase the
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number of beneficiaries of mental health services by implementing scalable approaches
(McNeely & Morland, 2016; Sijbrandij et al., 2017; World Health Organization [WHO] &
UNHCR, 2015). For example, in Germany researchers call for scalable programs including an
early mental health screening followed by a stepped care model (Adorjan et al., 2017; Bajbouj
et al., 2018; Leopoldina, 2018; Schellong, Epple, Weidner, & Möllering, 2017). For those
with low symptomatology, an observation phase is suggested, during which symptoms are
followed up after some months to detect whether there has been an improvement or
worsening (Leopoldina, 2018; Schneider et al., 2017). For refugees showing moderate
symptoms, low-threshold offers and interventions through trained peers are recommended
(Elbert et al., 2017; Leopoldina, 2018; Schneider et al., 2017). Such trained peers can learn to
conduct mental health screenings, to guide the refugees within the mental health system, and
to conduct low-intensity interventions (e.g. psychoeducation, behavior-activation, social
integration; Leopoldina, 2018; Schneider et al., 2017). Furthermore, this could be
complemented by group and e-based interventions (Schneider et al., 2017). This peer system
has been recommended as an addition to the current care system, which mainly focuses on
treatment by experts (Leopoldina, 2018; Schneider et al., 2017). Following this
recommendation, psychotherapists and psychiatrists would be able to focus on those
beneficiaries with complex symptomatology (Leopoldina, 2018; Schneider et al., 2017).
Leopoldina (2018) further recommends training peer counselors in conducting short-term
interventions addressing trauma-related disorders under the supervision of psychotherapists.

1.4. How to intervene
Screen and treat approaches are currently being highlighted as a means of providing better
mental health care for refugees (Leopoldina, 2018; Nickerson et al., 2017; Schneider et al.,
2017). But how can we identify and treat trauma-related disorders in refugees? The following
paragraphs focus on mental health screenings and the treatment of PTSD. The treatment of
other mental disorders in refugees is of vital importance as well; however, it will not be
addressed in this thesis.

1.4.1. Mental health screening
Currently, most European countries conduct medical but not mental health screenings
(Langlois et al., 2016; Munz & Melcop, 2018; Norredam et al., 2005). The implementation of
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screenings is promising as it is low-threshold and may help in overcoming barriers to access
treatment (Nickerson et al., 2017). Numerous mental health screening instruments for
refugees have been developed (e.g. PROTECT (Mewes, Friele, & Bloemen, 2018),
Cumulative Trauma Disorder Scale (CTD; Kira et al., 2012), Refugee Health Screener – 15
(RHS-15; Hollifield et al., 2013, 2016), WHO-UNHCR Assessment Schedule of Serious
Symptoms in Humanitarian Settings (WASSS; Llosa et al., 2017)). Yet, most of these
instruments are not at all or insufficiently validated for current refugee groups in Europe.
Accordingly, it is essential to thoroughly validate such screening instruments before
implementing them systematically. For this, challenges in the work with refugees should be
considered, e.g. the use of various languages, potential difficulties in reading and writing, and
stigma of mental health, as well as limited care capacities (Al-Obaidi, West, Fox, & Savin,
2015). Additionally, a broadly implemented screening instrument should not focus on one
disorder only, but cover the most common disorders such as PTSD, depression, and anxiety.

1.4.2. Treatment of PTSD
Reviews and meta-analyses on PTSD treatments in refugees find the strongest evidence for
trauma-focused psychotherapy (TFP) approaches – in adults, children, and adolescents
(Lambert & Alhassoon, 2015; Thompson et al., 2018; Tribe, Sendt, & Tracy, 2017). Of these,
Narrative Exposure Therapy (NET) and trauma-focused Cognitive Behavioral Therapy (TFCBT) are consistently recommended for refugee populations (Eberle-Sejari, Nocon, &
Rosner, 2015; Nosè et al., 2017; Slobodin & de Jong, 2015). Psychopharmaceutical treatment
studies with refugees have only limited availability and show low efficacy (Buhmann,
Nordentoft, Ekstroem, Carlsson, & Mortensen, 2016; Smajkic et al., 2001; Sonne, Carlsson,
Elklit, Mortensen, & Ekstrøm, 2013).
Overall, these findings are consistent with general guidelines and recommendations for the
treatment of PTSD (American Psychological Association [APA], 2017; Bisson, Roberts,
Andrew, Cooper, & Lewis, 2013; Hoffman et al., 2018). Here, the most common and
evidence-based TFP approaches are TF-CBT (Ehlers & Clark, 2000), NET (Schauer, Neuner,
& Elbert, 2011), Prolonged Exposure Therapy (PE; Foa, Hembree, & Rothbaum, 2007),
Cognitive Processing Therapy (CPT; Resick & Schnicke, 1996), and Eye Movement
Desensitization and Reprocessing Therapy (EMDR; Shapiro, 2017). Amongst others, they
differ in their duration and their content focus (Leopoldina, 2018; Schnyder et al., 2015).
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However, all those approaches include the imaginal exposure to a traumatic experience
(Schnyder et al., 2015). Some approaches focus on the repeated exposure for one event,
commonly the most distressing traumatic event, while others include the exposure for several
traumatic events (Schnyder et al., 2015). Furthermore, most TFP approaches include
psychoeducation and some cognitive restructuring or meaning making (Schnyder et al.,
2015).
1.4.2.1. Exposure therapy – yes?!
Research clearly shows the effectiveness of imaginal exposure for the treatment of PTSD –
however, “exposure therapy […] suffers from a “public relations problem” predicated upon
concerns that it is cruel and at odds with some ethical considerations” (Olatunji, Deacon, &
Abramowitz, 2009; p. 172). This leads to a low usage of exposure therapy in clinical practice,
even among therapists who have received training in the treatment of PTSD (Becker, Zayfert,
& Anderson, 2004; Cusack et al., 2016). Therapists report a variety of barriers: not enough
training, preference for eclectic treatment, as well as concerns that clients will drop out,
decompensate, or experience symptom aggravations (Cahill, Foa, Hembree, Marshall, &
Nacash, 2006; van Minnen, Hendriks, & Olff, 2010).
Therapists’ concerns about imaginal exposure have been addressed in some studies
highlighting that exposure therapy is safe and only activates temporary negative emotions in a
minority of clients (Foa, Zoellner, Feeny, Hembree, & Alvarez-Conrad, 2002; Olatunji et al.,
2009). Dropout rates have been found to be comparable to other active treatments, but higher
compared to no treatment conditions (Cahill et al., 2006; Hembree et al., 2003; Imel, Laska,
Jakupcak, & Simpson, 2013).
In addition to the concerns outlined above, therapists argue that PMS should be resolved
before conducting exposure therapy with refugees, as PMS could act as destabilizing factors
(Drožđek, 2015; Miller & Rasmussen, 2010; Zehetmair et al., 2018). This approach has been
questioned as research clearly shows the superiority of TFP in the treatment of PTSD in
refugees (Neuner, 2010; Tribe et al., 2017). Additionally, studies of NET have demonstrated
its feasibility and effectiveness even under volatile conditions (Hinsberger et al., 2017;
Köbach, Schaal, Hecker, & Elbert, 2017; Orang et al., 2018; Robjant & Fazel, 2010).
However, so far, therapists’ concerns regarding the potential “harm” of imaginal exposure in
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refugees and the role of PMS within therapy have not yet been addressed in longitudinal
studies.

1.4.2.2. Narrative Exposure Therapy
In contrast to other TFP approaches, NET does not focus on a single traumatic event but gives
space to the traumatic events experienced throughout the life span (Schauer et al., 2011;
Schnyder et al., 2015). Thus, it is especially suitable for people with multiple traumatic
experiences, such as refugees (Leopoldina, 2018). In NET, a chronological narrative of the
clients’ life is constructed – thereby, the focus lies on the imaginal exposure of the traumatic
experiences. During the exposure to those traumatic experiences, emotions, cognitions,
sensory information, physiological reactions, and meaning are repeatedly assessed – both for
the time of the traumatic event and the present moment – and linked to the respective
autobiographical context, namely time and place. This aims to separate the “here and now”
from the “there and then” and to elaborate the meaning of the traumatic events for the
individual (Schauer et al., 2011; Schnyder et al., 2015).
NET shows substantial evidence in reducing PTSD symptoms in refugee populations in
Germany (e.g. Adenauer et al., 2011; Hensel-Dittmann et al., 2011; Morath, Gola, et al.,
2014; Neuner et al., 2010) and in other countries (e.g. Hijazi et al., 2014; Neuner, Schauer,
Klaschik, Karunakara, & Elbert, 2004; Stenmark, Catani, Neuner, Elbert, & Holen, 2013).
Furthermore, it has proven to be successful for other populations who have experienced
traumatic events, such as natural disasters (Crombach & Siehl, 2018; Zang, Hunt, & Cox,
2013), work-related traumatic experiences (Alghamdi, Hunt, & Thomas, 2015), or intimate
partner violence (Orang et al., 2018). In addition to stable reductions in PTSD symptoms,
some studies also depict decreases in comorbid disorders (Pabst et al., 2014; Stenmark et al.,
2013; Steuwe et al., 2016). Adapted versions for children (KIDNET; Catani et al., 2009; Ertl,
Pfeiffer, Schauer, Elbert, & Neuner, 2011; Ruf, Schauer, Neuner, et al., 2010) and
perpetrators of violence (Narrative Exposure Therapy for Forensic Offender Rehabilitation
(FORNET); Crombach & Elbert, 2015; Hermenau, Hecker, Schaal, Maedl, & Elbert, 2013;
Hinsberger et al., 2017) have also been shown to be effective. Moreover, NET can also be
delivered by lay counselors who received extensive training and ongoing supervision (Jacob,
Neuner, Maedl, Schaal, & Elbert, 2014; Köbach et al., 2017; Neuner et al., 2008).
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Thus far, research on NET has focused on the assessment of pre-, post-, and follow-upassessments of mental health symptoms. Only one case study describes symptom courses
during a combination of NET and physiotherapy (Dibaj, Halvorsen, Kennair, & Stenmark,
2017). Accordingly, knowledge of how PTSD symptoms evolve during NET is limited. So
far, Schauer et al.'s (2011) NET manual recommends telling clients during psychoeducation
that “there might even be a transition phase during which symptoms become worse” (Schauer
et al., 2011; p. 42). But what symptom trajectories can be found when PTSD symptoms are
systematically assessed during NET? Are there symptom aggravations, symptom decreases,
or no changes at all during therapy?

1.5. Rationale of the present thesis
1.5.1. Preface: A step back – the “refugee crisis” and the year 2015
2015 was the year when the so-called “refugee crisis” began. The year, the number of forcibly
displaced people worldwide increased to an unprecedented high of 65.2 million (UNHCR,
2016). There were many major events during this tumultuous period: masses of refugees
entered Europe by crossing sea and land traversing long distances (Eurostat, 2016); the
“German border and hearts opened” to welcome refugees (Euronews, 2015); the influx of
refugees was “dominating headlines and prompting stormy political debate” (Spindler, 2015);
the EU directive 2013/33/EU should have been implemented (EC, 2015).
The worldwide increase in numbers of refugees has not stopped since then, with a current
high of 68.5 million in 2017 (UNHCR, 2018). The majority of displaced people remain in
low- and middle-income countries. However, European countries also experienced increasing
numbers of refugees with a peak in 2015/16, followed by a decrease in 2017 due to the
closing of the borders (EC, 2017; Eurostat, 2018). Germany, having opened its borders in
2015, experienced a rise of asylum claims up to 476.649 in 2015 and 745.545 in 2016 –
thereby documenting the highest number of individual asylum claims worldwide (UNHCR,
2016, 2017). In 2017, asylum claims decreased to 222.683 because of the closed borders
(Bundesamt für Migration und Flüchtlinge [BAMF; Federal Office for Migration and
Refugees], 2018).
The research topics presented here were conceived in response to the humanitarian and
political crises of the year 2015. The aim was to develop and implement evidence-based
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approaches to identify and meet the mental health needs of refugees, utilizing the extensive
expertise of the researchers of the Centre of Excellence for Psychotraumatology at the
University of Konstanz, Germany who have been dedicated to this topic for many years.

1.5.2. Research questions
The present thesis aims to contribute to research on mental health in current refugees residing
in Germany by providing some answers to the challenges in the identification and treatment
of mental health problems. It further examines mental health problems of refugees in a
longitudinal perspective. Moreover, a new approach that aims to reduce future stressful or
traumatic experiences through prevention of violent discipline will be described. In the
different studies of this thesis, I will address the following research questions:
Identification of mental health problems in the current refugee population
I.

How prevalent are mental health problems in a sample of current refugees residing in
Germany?

II.

Is the Refugee Health Screener (RHS) feasible, reliable, and valid in detecting mental
health problems in refugees residing in Germany?

Natural course of mental health symptoms in refugees
I.

How do mental health symptoms in refugees evolve over time when no treatment is
provided?

II.

What factors influence the course of mental health symptoms in refugees?

Symptom trajectories in refugees during NET
I.
II.

How do PTSD symptoms develop during NET?
Does imaginal exposure to the most distressing traumatic events and therapy-unrelated
life stressors influence PTSD symptoms during NET?

Preventing child maltreatment – the case of violent disciplining
I.

Is the training approach Interaction Competencies with Children for Teachers (ICCT), which focuses on the prevention of corporal punishment, feasible in a sample of
Tanzanian teachers?
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In the four articles that constitute this thesis, preliminary answers to these questions will be
given. The first article (Kaltenbach, Härdtner, Hermenau, Schauer, & Elbert, 2017)
investigates mental health problems in refugees by screening all refugees living in one
selected refugee accommodation in Germany with the RHS as well as conducting semistructured clinical interviews with a random subsample. Thus, the extent of mental health
problems in a refugee sample around the turn of the year 2015/16 could be detected and at the
same time the RHS was validated. For the second article (Kaltenbach, Schauer, Hermenau,
Elbert, & Schalinski, 2018), the natural course of mental health symptoms was assessed in a
longitudinal design with refugees not receiving psychological treatment. Here, we examined
the course of emotional distress, PTSD, and depression symptoms as well as the impact of
potentially influencing factors. In the third article (Kaltenbach, Elbert, Hermenau, Schauer, &
Schalinski, in preparation), PTSD symptoms in refugees during NET were investigated. Thus,
we examined symptom trajectories during NET and the influence of imaginal exposure as
well as of life stressors. Approaching the high trauma load present in refugees but also in
other populations, the fourth article describes a new preventive intervention, which aims to
reduce violent disciplining and consequently alleviate the mental health burden. This
approach was tested on a sample of Tanzanian teachers for whom regular corporal
punishment of the students is an accepted part of teaching.
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2. Efficient Identification of Mental Health Problems in Refugees in Germany

2.1. Abstract
Background: A substantial number of refugees present with mental disorders. This appears
particularly acute in the currently increasing refugee populations in Europe. Although EU
guidelines demand the identification and support of vulnerable individuals such as survivors
of trauma, no adequately validated and comprehensive mental health screening instruments
for refugees residing in Europe currently exist.
Objective: We studied the feasibility, validity, and reliability of the Refugee Health Screener
– 15 (RHS-15) - a time-efficient and easy-to-implement screening developed by Hollifield et
al. (2013) - as a self-rating and interview instrument.
Methods: A sample of refugees from different countries (N = 86), representative of those
who had arrived around the turn of the year 2015/2016 in Germany, filled in the RHS-15 on
their own. A semi-structured clinical interview was later conducted with a random subsample
(n = 56).
Results: Fifty-two percent of the refugees examined screened positive in the RHS-15, thus
indicating current mental health problems. The RHS-15 showed a good feasibility, reliability,
and validity in both the self-rating and the interview version. It detected clinically relevant
mental health problems when PTSD, depression, anxiety, or somatization problems were
present. A shorter 13-item version proved to be equally valid.
Conclusions: Together with previous research on the RHS in refugees living in the US, this
suggests that the RHS is a time-efficient and accurate instrument that is able to detect
common mental health problems in a wide range of refugees. Prospectively, the RHS could
be used as an instrument for identifying vulnerable refugees, for example, by integrating it in
the initial medical examination in the host community, thereby initiating support.
Keywords: refugee, asylum seeker, screening, mental health, psychiatric disorder,
psychometric, validation, Europe, Germany

17

2. Efficient Identification of Mental Health Problems in Refugees in Germany

2.2. Introduction
War, persecution, and violence have led to record-high numbers of people being forcibly
displaced, with figures estimated at 65.6 million people in 2016 (UNHCR, 2017). In Europe,
the number of first-time asylum applications increased strongly in 2015 and 2016, with
Germany being the largest recipient (Eurostat, 2017). The majority of refugees came from
current or former war populations such as Syria, Afghanistan, and Iraq (Eurostat, 2017).
Mental health problems are overrepresented in refugee as compared to non-refugee
populations (Porter & Haslam, 2005; Priebe et al., 2016). Given the refugees’ heterogeneity
and differences in pre-flight, flight, and postmigrational experiences, it is unsurprising that
reviews have found a high intersurvey variability (e.g. Miller et al., 2005; Steel et al., 2009).
However, prevalence rates of 30% for posttraumatic stress disorder (PTSD) and depression
are a typical estimate (Miller et al., 2005; Steel et al., 2009). Studies examining the mental
health of the present groups of refugees report comparable rates (e.g. Alpak et al., 2015;
Führer et al., 2016). The ever-growing number of refugees with traumatic experiences (Alpak
et al., 2015; UNHCR, 2017) and the associated high rates of mental health problems have
been termed a “mental health crisis” (Schauer, 2016). Hence, there is a strong imperative to
assess mental health needs – for example, by integrating mental health screening into the
initial medical examination already in place in many countries (e.g. Elbert et al., 2017;
Rhema, Gray, Verbillis-Kolp, Farmer, & Hollifield, 2014).
For EU states, this is underlined by the directive of the European Parliament and of the
Council (directive 2013/33/EU) stating that EU states have to assess refugees’ special needs
within a reasonable time period and accordingly address these needs in providing medical and
psychological treatment, especially for vulnerable persons. This includes, amongst others,
minors, victims of severe violence or human rights violations, and those suffering from
mental illnesses.
Given the substantial rates of mental illness in refugees, the high use of primary health care
and hospitalization rates is not surprising – however, access to mental health services is very
low (Bell & Zech, 2009; Hadgkiss & Renzaho, 2014). This is partly due to legal restrictions
in the use of health services and barriers such as communication problems, poor health
literacy, limited available care, and stigmatization associated with the use of mental health
services (Kluge et al., 2012; Norredam et al., 2005). However, a study by Bozorgmehr &
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Razum (2015) shows that restricted access to health care is connected with higher health care
costs. Further studies found that receiving appropriate and timely treatment is connected with
enduring improvements in the refugees’ mental health and a lower use of emergency care
(Lamkaddem et al., 2014; Song et al., 2015). Respectively, scientists and non-governmental
organizations recommend the inclusion of preventive care and assistance for asylum seekers
with mental health issues (e.g. Führer et al., 2016; Katsapaou, 2013). With this goal in mind,
state-wide programs in the United States have included mental health screening in the initial
medical examination. They found good results in the feasibility and acceptability of mental
health screenings in the public health system (Hollifield et al., 2016; Savin, Seymour,
Littleford, Bettridge, & Giese, 2005). Potential barriers in screening and acceptance of referral
to mental health services include problems in communication, confidentiality, literacy,
stigma, limited care capacities, and difficulties in contacting the refugees (e.g. Al-Obaidi,
West, Fox, & Savin, 2015).
In spite of existing research indicating the feasibility and usefulness of mental health
screening, most short screening instruments only test a limited range of mental problems, or
are either insufficiently validated or not validated at all (Hollifield et al., 2002, 2013). Despite
the directive 2013/33/EU, screening instruments validated for refugees who have fled to
Europe are scarce (Söndergaard, Ekblad, & Theorell, 2003). Furthermore, we found no
studies specifically examining whether a mental health screening can be self-administered,
thereby requiring less resources for wide-scale implementation.
One instrument that fulfills some of these issues is the Refugee Health Screener – 15 (RHS15; Hollifield et al., 2013). The RHS screens for multiple mental problems, shows good
psychometric properties, and is feasible in public health settings (Hollifield et al., 2013, 2016;
Johnson-Agbakwu, Allen, Nizigiyimana, Ramirez, & Hollifield, 2014; Polcher & Calloway,
2016). It assesses symptoms of the most common mental problems in refugees: PTSD,
depression, and anxiety symptoms. It can be administered as an interview or a self-rating and
is available in several languages. Studies have found a good reliability and concurrent and
predictive validity for refugees from Bhutan, Burma, and Iraq staying in the US (Hollifield et
al., 2013, 2016). They identified a one factor structure for the questionnaire. A recent study by
Hollifield et al. (2016) introduced a 13-item version, excluding items 14 and 15, with
potential for being more efficient.
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We therefore evaluated the feasibility, reliability, validity, and the mode of implementation of
the RHS-15 and its shorter version the RHS-13, for refugees who have come to Germany. The
study was conducted in Germany because its refugee characteristics are comparable to those
of other EU countries (BAMF, 2017; Führer et al., 2016; Gäbel, Ruf, Schauer, Odenwald, &
Neuner, 2006).

2.3. Method
2.3.1. Sample
The participating refugees lived in a refugee accommodation in a rural area in southern
Germany. Of the 89 people (> 12 years) living in this accommodation, 97% (N = 86 of 89)
participated. The average age of the total sample was M = 28.76 (SD = 11.23, range 12.08 65.83, N = 86) and 64% (n = 55 of 86) were male. The majority came from Syria (58%),
followed by Afghanistan (9%), Albania (8%), Kosovo (7%), Serbia (7%), Iraq (4%),
Macedonia, Somalia, and Georgia (each 2%). The length of stay in Germany was M = 6.53
months (SD = 2.99, range 3 - 24, N = 86). Participants reported an average of M = 10.44 years
(SD = 4.01, range 0 – 20, N = 86) of formal education, 7% (n = 6) were illiterate.

2.3.2. Study design
The study consisted of two consecutive parts: (1) Screening: Respondents completed the
RHS-15 as a self-rating questionnaire in their respective first language. In cases of illiteracy,
an interpreter read the questions word-for-word to the participant. Screenings took 10 - 30
minutes. (2) Semi-structured clinical interview: A randomized subsample was selected for
semi-structured clinical interviews. The interviews were conducted approximately 1-2 weeks
after the screening and took 1.5 h on average. Following Terwee et al. (2007), we decided that
a minimum of 50 interviews should be conducted. We expected a drop-out rate of 20-30%
because of experiences in previous studies. We first generated a randomized sequence of all
participants and selected the first 70 persons in this sequence for the interviews. Out of this
group, 80% (n = 56) participated in the interview. For further information on the study design,
see Figure 2.1. No significant differences could be detected between the participants who only
participated in the screening and those who additionally participated in the validation
interview (see Supplementary 2.1).
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89 Refugees > 12 yrs.

3 Excluded
2 Denied participation
1 Cognitive problems

86 Mental health screening

Randomization

16 Not contacted for
interview (due to
sample size calculation)

70 Contacted for interview
56 Interview conducted
8 Not found (moved out, traveled,
not encountered)
4 Denied participation
2 Hospitalized

Figure 2.1: Flow of participants

2.3.3. Sampling procedures
The refugees were originally randomly referred to the particular accommodation center by
government authorities. All refugees above the age of 12 years (N = 89) were invited to
participate in the study. To keep the sample as representative and realistic as possible, the
only exclusion criterion was suffering from severe cognitive deficits (no conversation
possible).
Refugees were informed of the study and its purpose in a general house meeting, with posters,
and by knocking on every door and personally informing the residents. Screenings and
interviews began with a comprehensive explanation of the study and a written informed
consent for the participant. For minors, the consent of the legal guardian was also obtained.
Participants were assured that participation was voluntary, that all data collected would be
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confidential, and that no monetary compensation would be offered. In case of a positive
screening, treatment options were discussed with the participant and, if desired, participants
were referred to appropriate services. The Ethical Review Board of the University of
Konstanz approved the study.

2.3.4. Setting
Data collection was completed over three weeks in 2016. Screenings and interviews were
conducted by clinical psychologists (N = 13) trained and experienced in the work with
refugees and the detection of mental health problems. Interpreters (N = 9; Albanian, Arabic,
Farsi, Kurdish, Russian, Serbian) who were trained in translating in the mental health context
and who had extensive experience in translating were present throughout the study. The
psychologists conducting the validation interviews were blind to the previous screening
results of the participants. The study took place in three rooms in a building close to the
refugee accommodation.

2.3.5. Measures
2.3.5.1. Refugee Health Screener
The RHS-15 (Hollifield et al., 2013) is a 15-item instrument screening for emotional distress
in refugees. It was developed by selecting the most significant items from several diagnostic
measures using a statistical multiple method approach (Hollifield et al., 2013). For previous
studies, see the description in the introduction.
The RHS-15 is organized as follows: The first 13 items (RHS-13) comprise symptoms
relating to the spectrum of depression, anxiety, and PTSD. The items are rated for the last
month on a 5-point Likert scale (0 = not at all to 4 = extremely), visualized through pictures
of bottles. Additionally, there is one coping item assessing the general ability to handle stress
on a 5-point Likert scale and a distress thermometer (DT) for the last week ranging from 0 to
10. For a positive screening result, Hollifield et al. (2013) recommend a sum score of items 1
to 14 ≥12 and/or a DT ≥5. For the RHS-13, a total score ≥11 is recommended (Hollifield et
al., 2016).
A translation of the questionnaire was already available for most of the native languages of
the participants (Arabic, Farsi, Russian, Somali); translations into Albanian, Kurdish, and
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Serbian had to be obtained. To ensure a valid and precise translation, a written translation was
generated, followed by a blind back-translation. Adequacy and differences between the
translations were intensively discussed to guarantee an accurate translation.
The following versions of the RHS were examined in detail: (1) RHS-15 case (Items 1-14 ≥12
and/or DT ≥5), (2) RHS-13 case (Items 1-13 ≥11), (3) RHS-15 score (∑z-transformed items 1-15), (4)
RHS-14 score (∑items 1-14), and (5) RHS-13 score (∑items 1-13).
2.3.5.1.1. Self-rated screening
The self-rated screening consisted of the RHS – 15 described above. Additionally, we
included some sociodemographic questions as well as one feedback question about how
difficult the refugees found the task of filling in the RHS – 15 themselves on a 5-point Likert
scale.
A psychologist present during screening filled in an observational questionnaire about the
amount of support needed by each person and the understanding of the questions.
2.3.5.1.2. Semi-structured clinical interview
The first part of the interview consisted of the RHS-15 administered as an interview (for more
details, see above) and sociodemographic questions. Hereinafter, the instruments used for
validating the RHS are presented.
The Brief Symptom Inventory – 18 (BSI-18; Derogatis, 2000) assesses depression, anxiety,
and somatization symptoms as well as a global score for psychological distress. It shows good
psychometric properties for adults and adolescents and has been used in various countries
(e.g. Asner-Self, Schreiber, & Marotta, 2006; Franke et al., 2017). It consists of 18 items, six
for each scale. The symptoms are rated on a 5-point Likert scale (0 = not at all to 4 =
extremely). Following a previous study (Zabora et al., 2001), we used a cutoff score ≥ 10 for
male and ≥ 13 for female as an indication for psychological distress. The BSI revealed good
internal consistency in this sample (α = .93). For calculations, we used the sum score and the
cutoff score. Additionally, Module C of the Mini International Neuropsychiatric Interview
(MINI, version 5.0.0; Sheehan et al., 1998) was used to assess suicidality in the past month.
Daily functioning was assessed with eight self-constructed items rated on a 4-point Likert
scale (0 = not at all to 3 = severe) selected because of their relevance for refugees (see
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Supplementary 2.2). Cronbach’s α for the present sample was .79. Calculations were
performed with the sum score.
The Posttraumatic Stress Disorder Checklist – 5 (PCL-5; Weathers et al., 2013) was used to
assess PTSD symptom severity and PTSD diagnosis according to DSM-5. Studies showed a
good validity and reliability of the PCL-5 (e.g. Blevins, Weathers, Davis, Witte, & Domino,
2015). A recent study also showed that the PCL-5 is applicable for adolescents (Yang et al.,
2017). The PCL-5 consists of 20 items rated on a 5-point Likert scale (0 = not at all to 4 =
extremely). It is designed as a self-rating instrument; however, in this study, it was
administered as a semi-structured clinical interview, rating both the severity and the
frequency of the symptoms. To diagnose PTSD, we additionally assessed PTSD criteria F – G
according to the DSM-5 criteria. As no definitions for sub-syndromal PTSD for DSM-5 are
available to date, we defined it the following way: Criterion A and 2 or 3 of the criteria B – E
have to be fulfilled. Cronbach’s α was .91 for this study. The sum score and PTSD diagnosis
were used for calculations.
To assess trauma exposure, the Life Events Checklist (LEC-5; Weathers, Blake, et al., 2013)
was used. Gray, Litz, Hsu, & Lombardo (2004) showed that the LEC has good psychometric
properties. The questionnaire lists 17 categories of traumatic events. For calculations, we used
the sum score of the different types of traumatic experiences that were personally experienced
or witnessed.
To assess the refugees’ acceptance of the RHS-15 as a self-rating instrument, two questions
rated on a 5-point Likert scale were formulated (How would you rate your experience filling
in the questionnaire? and Do you think that such a screening could be helpful for refugees?).

2.3.6. Data analysis
All analyses were carried out with SPSS, version 23. Independent t-tests and Pearson
correlations were computed for variables meeting the preconditions of parametric analyses.
Mann-Whitney U and Spearman correlations were used for variables deviating from the
preconditions (West, Finch, & Curran, 1995). Categorical and dichotomous variables were
calculated with the likelihood ratio χ2, Fisher’s exact test, and McNemar. Correlations and phi
were classified with .10 as a small, .30 as a moderate, and .50 as a large effect. We used an
alpha level of 5% in all calculations. Missing values accounting for < 10% of a scale were set
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as 0, participants with missing values > 10% of a scale were excluded from the corresponding
analyses. One outlier was detected in the RHS-15 self-rating; however we did not exclude this
outlier owing to content-related considerations.
Principal axis factoring analyses were only conducted for the RHS-15 and RHS-13 self-rating
versions because the subject-to-variable ratio of the RHS self-rating (5.73:1) is adequate,
however, it is deficient for the RHS interview version (3.73:1; Arrindell & Van der Ende,
1985). We used Kaiser’s eigenvalue (EV) criterion (>1), the scree plot, and parallel analysis
(Patil, Singh, Mishra, & Donavan, 2007) to determine the factor structure. To assess the
homogeneity of the RHS, item-total and inter-item correlations were calculated. Item-total
correlations above .20 are seen as appropriate (Streiner, Norman, & Cairney, 2015). Interitem correlations between .2 and .4 are seen as an optimal level of homogeneity, values above
.5 indicate the redundancy of some items because of equality (Briggs & Cheek, 1986).
To assess the reproducibility of the RHS self-rating and interview version, both agreement
and reliability were measured. Agreement was measured with the smallest real difference
(SRD) following de Vet, Bouter, Bezemer, & Beurskens (2001). Change scores of the
participants between the RHS interview and self-rating were compared with the SRD. Higher
or lower scores than the SRD were interpreted as “real” change, i.e. above measurement error.
The reliability was calculated with intraclass correlation coefficients (ICC2) estimates based
on a mean-rating, absolute-agreement, two-way random effects model (Koo & Li, 2016;
McGraw & Wong, 1996). ICC2 estimates were interpreted as < .5 poor, .5 - .75 moderate, .75
- .90 good, and > .90 excellent reliability (Koo & Li, 2016).
To assess the predictive validity of the RHS, sensitivity, specificity, negative predictive value
(NPV), positive predictive value (PPV), and Fisher’s exact tests were calculated. Positive
cases were defined as participants with a PTSD diagnosis based on the PCL-5 or a symptom
score above the cutoff of the BSI-18. The area under the receiver operating characteristics
(ROC) curve (AUC), a measure of responsiveness, was calculated for the different RHS
versions (Hajian-Tilaki, 2013). According to Terwee et al. (2007), an AUC of at least .70 is
adequate.
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2.4. Results
2.4.1. RHS, mental health, and traumatic experiences
Table 2.1 summarizes the mental health and traumatic experiences of the studied sample. Of
the whole sample, 52% had a positive screening result in the RHS-15 and 42% in the RHS13. The RHS-15 detected significantly more positive cases compared to the RHS-13 (selfrating: McNemar χ2(1) = 7.11, p < .01, ⱷ = .29, n = 86; interview: χ2(1) = 5.14, p < .05, ⱷ =
.30, n = 56). The higher number of positive cases was due to the DT. No differences in the
amount of positive cases were found between the self-rating and interview version.
Table 2.1: RHS, mental health, and traumatic experiences
% PC

(n)

RHS-15 self-rating

52

(45)

c

∑1-14:14.09 (12.51) / DT: 3.29 (3.13)

RHS-15 interview

54

(30) b

∑1-14:12.59 (12.24) / DT: 3.93 (2.97)

RHS-13 self-rating

42

(36)

c

13.00 (12.11)

RHS-13 interview

41

(23) b

11.55 (11.92)

Psychological distress (BSI-18)

35

a

10.75 (13.46)

Suicidal thoughts (MINI-C)

16

(9) a

PTSD (PCL-5)

13

(7) a

22

(12)

a

100

(56) b

Sub-syndromal PTSD
Exposure to traumatic events (LEC-5) ≥ 2

(19)

M (SD)

9.85 (11.58)
9.79 (4.93)

Notes. % PC = percentage of positive cases (above the according cutoff / fulfilling the diagnosis), a n =
55, b n = 56, c n = 86, RHS = Refugee Health Screener, DT = distress thermometer, BSI – 18 = Brief
Symptom Inventory – 18, MINI-C = MINI International Neuropsychiatric Interview, Module C
Suicidality, PTSD = Posttraumatic stress disorder, PCL-5 = Posttraumatic Stress Disorder Checklist –
5, LEC-5 = Life Events Checklist – 5.

2.4.2. Feasibility of the RHS – 15 as a self-rating instrument
The majority (72%, n = 62) of the participants reported no difficulties in filling in the RHS.
Small difficulties were reported by 20% (n = 17), moderate difficulties by 6% (n = 5), and
extreme difficulties by 2% (n = 2; M for the reported difficulties = .40, SD = .76, range 0 – 4,
n = 86). External report from the psychologists’ perspective was comparable, with the
majority showing no need for support or difficulties in understanding. The need for support
was rated with M = 1.00 (SD = 1.23, range 0 – 4, n = 81; 0 = no support needed to 4 = very
high support needed), with most support being needed by illiterates. Understanding of the
questions was on average M = .59 (SD = .86, range 0 – 3, n = 81; 0 = no difficulties to 4 =
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extreme difficulties), whereby the most common problems were present in the understanding
of questions 14 and 15 as well as in the comprehension of the general scaling.
Participants with a higher level of school education showed less need for support (r = -.47, p
< .001, n = 81) and fewer difficulties in understanding the questionnaire (r = -.50, p < .001, n
= 81). No relationship between the amount of required support or difficulties in understanding
with age or gender was found. Participants who had been in Germany for a longer period of
time showed less need for support (r = .36, p < .01, n = 53), however no significant
differences in the understanding of questions were found.

2.4.3. Reliability
2.4.3.1. Internal consistency, item-total, and inter-item correlations
The principal axis factoring analysis for the RHS-15 self-rating version showed two factors
with EV > 1. The first factor (EV = 7.51) accounted for 50%, the second factor (EV = 1.24)
for 8%. However, the scree plot, the parallel analysis, as well as a content-related analysis of
the two factors revealed a one-factor structure. For the RHS-13 self-rating version, all criteria
revealed a one-factor structure accounting for 54% of the variance (EV = 7.00).
The different versions of RHS showed excellent internal consistency with Cronbach’s α
ranging between .91 - .93. All item-total correlations were significant. Inter-item correlations
were slightly high, but acceptable (see Supplementary 2.3).
2.4.3.2. Reproducibility: comparison of self-rating and interview version
Agreement was measured with the smallest real differences, SRD = 13.38 for RHS-15 and
SRD = 15.93 for RHS-13. Changes between the interview and self-rating version higher than
the SRD were found in 5% (n = 3 of 55) in the RHS-15 and 5% (n = 3 of 56) in the RHS-13.
Additionally, we calculated a McNemar test that showed that there are no significant
differences in the positive RHS cases between self-rating and interview version (RHS-15:
χ2(1) = .10, p = .75, n = 56; RHS-13: χ2(1) = .00, p = 1.00). Intraclass correlation coefficients
(ICC2) indicated a good reliability for RHS-15 (ICC2 = .86, CI .76 - .92 ) and RHS-13 (ICC2
= .85, CI .75 - .92 ). At the item-level, moderate to good reliabilities (ICC2 range .56 - .84)
were found for most of the items; however, three items (5, 12, 14) showed a poor reliability.
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2.4.4. Validity
2.4.4.1. Face validity
Participants rated their experience with the RHS as very good (45%, n = 24), good (38%, n =
20), and moderate (17%, n = 9), with M = 3.28 (SD = .74, range 2 – 4, n = 53; 0 = very bad to
4 = very good). Most of the participants thought that a screening for refugees could be helpful
(M = 3.59, SD = .75, range 0 – 4, n = 51; 0 = not at all to 4 = extremely). Sixtynine percent (n
= 35) rated it as extremely helpful, 25% (n = 13) as quite helpful, 4% (n = 2) as moderately
helpful, and 2% (n = 1) as not at all helpful.
2.4.4.2. Predictive validity
Table 2.2 shows the sensitivity, specificity, PPV, and NPV of the RHS versions for the cutoff
recommended by Hollifield et al. (2016). All RHS versions, both self-rating and interview, do
an excellent job of predicting cases of clinically relevant depression, anxiety, and
somatization symptoms, and PTSD. The interview version shows slightly higher sensitivity,
specificity, PPV, and NPV than the self-rating version. Comparing the 15-item and the 13item versions, the RHS-13 showed a slightly higher specificity and PPV compared to the
RHS-15. On the other hand, the RHS-15 showed a slightly higher sensitivity and NPV than
the RHS-13. The RHS-13 and 15 version predicted both PCL and BSI cases well; however,
specificity and PPV for PTSD cases were low. The AUC of the ROC measuring the
responsiveness of the RHS showed adequate results for all versions (range AUC .89 - .98). A
balanced ratio of high sensitivity and specificity (specificity > .8) was considered for locating
the optimal cutoff. Thereby, a cutoff of 13 for the RHS-13 and a cutoff of 14 for the RHS-14
was determined. Differentiating between self-rating and interview version would result in
slightly higher cutoff values in the interview version: for example, 14 and 15 for RHS-13 and
RHS-14 (for an overview, see Supplementary 2.4).
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Table 2.2: Predictive validity of RHS-13 and RHS-15 cases
Comparison RHS self-rating to clinical rating
BSI and/ or PCL case

RHS-13
case

RHS-15
case

PCL case

Comparison RHS interview to clinical rating

BSI case

BSI and/ or PCL case

PCL case

BSI case

positive

negative

positive

negative

positive

negative

positive

negative

positive

negative

positive

negative

positive

15

8

6

16

15

8

18

5

7

15

18

5

negative

4

29

1

32

4

28

1

32

0

33

1

31

LR χ2=17.65, p < .001

p < .05 a

LR χ2=17.07, p < .001

LR χ2=38.70, p < .001

p < .001a

LR χ2=37.92, p < .001

Effect size

ⱷ = .55

ⱷ = .36

ⱷ = .55

ⱷ =.78

ⱷ = .47

ⱷ = .78

PPV/ NPV

.65 / .88

.27 / .97

.65 / .88

.78 / .97

.32 / 1.00

.78 / .97

Sens/Spec

.79 / .78

.86 / .67

.79 / .78

.95 / .87

Statistic

1.00 / .69

.95 / .86

positive

17

11

6

21

17

11

19

11

7

22

19

11

negative

2

26

1

27

2

25

0

26

0

26

0

25

LR χ2=19.81, p < .001

p = .051a

LR χ2=19.13, p < .001

LR χ2=32.31, p < .001

p < .05a

LR χ2=31.48, p < .001

Effect size

ⱷ = .57

ⱷ = .28

ⱷ = .56

ⱷ =.67

ⱷ = .36

ⱷ = .66

PPV/ NPV

.61 / .93

.22 / .96

.61 / .93

.63 / 1.00

.24 / 1.00

.63 / 1.00

Sens/Spec

.90 / .70

.86 / .56

.90 / .69

Statistic

1.00 / .70

1.00 / .54

1.00 / .69

Notes. RHS = Refugee Health Screener, BSI = Brief Symptom Inventory – 18, PCL = Posttraumatic Stress Disorder Checklist – 5, BSI and/ or PCL case =
BSI-18 or PCL-5 OR BSI-18 and PCL-5 are positive, PCL case = PTSD diagnosis (DSM-5) fulfilled, BSI case = above BSI-18 cutoff, RHS-13 case = above
RHS-13 cutoff, RHS-15 case = above RHS-15 cutoff, PPV = positive predictive value, NPV = negative predictive value, Sens = sensitivity, Spec = specificity,
LR χ2= likelihood ratio χ2, ⱷ = effect size phi, a Fisher’s exact test.
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2.4.4.3. Convergent validity
See Table 2.3 and Figure 2.2 for an overview of the correlations between the RHS and other
mental health measures. All RHS versions are highly correlated with depression, anxiety, and
somatization symptoms (see Table 2.3). This relation held when controlling for PTSD
symptoms (range partial r (pr) = .63 - .84, p < .001). The RHS versions also correlated with
PTSD (see Table 2.3). However, when controlling for the BSI-18, correlations with the PTSD
symptoms were only significant for the interview version (RHS-15: pr = .37, p < .05; RHS13: pr = .30, p < .01). In general, correlations were higher for the interview version than for
the self-rating version.
Table 2.3: Correlations between RHS and other mental health measures
RHS-13 selfrating

RHS-15 selfrating

RHS-13
interview

RHS-15
interview

.74*** b

.77*** c

.91*** b

.90*** b

Depression

.65*** b

.69*** c

.86*** b

.87*** b

Anxiety

.69*** b

.72*** c

.85*** b

.84*** b

Somatization1

.57*** b

.59*** c

.72*** b

.72*** b

Functioning

.52*** a

.58*** b

.62*** a

.64*** a

PCL-5

.37** b

.42*** c

.62*** b

.65*** b

LEC-5

.36** a

.38** b

.39** a

.41** a

BSI-18

Notes. a n = 56, b n = 55, c n = 54, ** p < .01, *** p < .001, 1 Spearman rank order correlation, RHS =
Refugee Health Screener, BSI-18 = Brief Symptom Inventory – 18, PCL-5 = Posttraumatic Stress
Disorder Checklist – 5, LEC-5 = Life Events Checklist – 5.
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Figure 2.2: Correlations between the Brief Symptom Inventory – 18 (BSI-18) and the
Refugee Health Screener – 13 (RHS-13) self-rating (A) and interview version (B), and
between the Posttraumatic Stress Disorder Checklist – 5 (PCL-5) and the RHS-13 self-rating
(C) and interview version (D)

2.5. Discussion
Despite EU regulations mandating the identification and support of vulnerable individuals,
there are no adequately validated screening instruments available to detect the full range of
mental health problems of the current refugee populations in Europe. This study examined the
feasibility and validity of a candidate screening instrument, the Refugee Health Screener, in a
refugee sample in Germany. The results are promising. The RHS successfully predicted
clinically relevant symptoms of PTSD, depression, anxiety, or somatization, thereby detecting
the most common mental health problems in refugees (Steel et al., 2009). Consistent with
research conducted on refugee samples in the US (Hollifield et al., 2013, 2016; JohnsonAgbakwu et al., 2014; Polcher & Calloway, 2016), the RHS showed an excellent feasibility,
validity, and reliability in the examined sample. It was not only applicable as an interview,
but also showed good psychometric properties when carried out as a self-rating instrument,
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thus making it accessible for a larger variety of settings. The RHS-13, a shorter version
consisting of the first 13 items, is even more time-efficient and equally valid.
In contrast to most other studies (e.g. Hollifield et al., 2016; Söndergaard et al., 2003), we did
not focus on specific nationalities, but included all refugees with the aim of providing a realworld study. Notwithstanding the heterogeneity of the sample, the psychometric properties of
the RHS were excellent, with a high predictability in the detection of mental health problems.
The positive screening rates of previous RHS studies showed figures ranging from 23 to 46%
(Hollifield et al., 2013, 2016; Johnson-Agbakwu et al., 2014; Polcher & Calloway, 2016). The
higher screening rate of 52% in the RHS-15 self-rating version and 35% for clinically relevant
depression, anxiety, and somatization symptoms in this study are comparable to prevalence
rates of studies with similar refugee populations such as Führer et al. (2016; 55% depression,
40% anxiety disorder, 18% PTSD). However, the PTSD rate of 13% found in the semistructured clinical interviews is comparatively low (Alpak et al., 2015; Führer et al., 2016),
with a high number of participants showing a sub-syndromal PTSD (22%). Since PTSD
depends on the cumulative exposure to traumatic stressors (Kolassa et al., 2010; Neuner,
Schauer, Karunakara, et al., 2004), the PTSD rate will vary with the severity and frequency of
life-threatening experiences. Further, manifest PTSD symptoms in refugees often appear after
some time, when the so-called ‘honeymoon phase’ of euphoria and relief has passed (e.g.
Sachs, Rosenfeld, Lhewa, Rasmussen, & Keller, 2008), but it can be detected quite early
using the predictive utility of early depression and anxiety symptoms (Smid et al., 2011).
The one-factor solution of the RHS found in our study and in Hollifield et al. (2016)
underlines that the RHS does not seem to specify between different disorders. The nonsignificant correlation between the RHS and PTSD symptoms when controlling for
depression, anxiety, and somatization symptoms is therefore not surprising. This might be due
to the high comorbidity of PTSD with clinically relevant depression, anxiety, and
somatization symptoms in the present sample.
The interview and self-rating version of the RHS showed a good reproducibility, thereby
indicating that the RHS can be administered both as a self-rating and as an interview.
However, we found items 5, 12, and 14 to have a low reliability. Possible reasons for this
could be notable symptom fluctuations across time or a bias, for instance, in terms of social
desirability. In addition to the good reproducibility, the majority of refugees were able to fill
in the RHS on their own, and the self-rating version only showed a slightly lower predictive
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value for mental health problems. Furthermore, the participants’ acceptance of the self-rated
screening was very high, with a denial rate of 3%, and the vast majority of participants
reporting the screening to be a good experience and a helpful tool for refugees. This goes
hand in hand with other studies reporting similarly high acceptance rates (e.g. Hollifield et al.,
2016). These findings are especially important, as a self-rating instrument could be more
easily integrated into an initial medical screening or be used by people working with refugees,
such as social workers or teachers. Similarly, Söndergaard et al. (2003) showed that a mental
health screening can be administered by laypersons. Nevertheless, we recommend that an
interpreter is present in case of a positive screening or if problems in filling in the
questionnaire arise. Furthermore, illiteracy and education level should be considered when
deciding upon the mode of administration. People using the RHS should be trained in
culturally sensitive ways of introducing a mental health screening, offering psychoeducation
to those with a positive screening result and, if desired, referring the refugees to mental health
institutions. When using the RHS or any other screening, it is essential to provide a
confidential setting, to use general health vocabulary, and to avoid potentially stigmatizing
meanings of terms connected with mental illnesses (Al-Obaidi et al., 2015; Hollifield et al.,
2013).
The present study showed possible future advancements for use in practice and research. The
shorter 13-item version of the RHS introduced by Hollifield et al. (2016) revealed to be more
time-efficient and feasible, with a gain in specificity and only a minor loss in sensitivity. The
two excluded items were most often the reason for understanding problems and, accordingly,
occupied more time. Furthermore, despite the good ability to detect clinically relevant
symptoms of PTSD, depression, anxiety, and somatization, the RHS may overestimate the
intensity of symptoms in some refugees. Two contributing factors were the DT and the cutoff
score recommended by Hollifield et al. (2013). The DT led to an increase in positive cases of
approximately 10%, thereby detecting any kind of stress, partially unconnected to mental
health problems. The cutoff recommended by Hollifield et al. (2016) could be slightly
adjusted with a cutoff of 13 for the RHS-13 and a cutoff of 14 for the RHS-15. In general, the
choice for a specific cutoff should also reflect the subsequent options for further diagnosis and
treatment. It seems plausible to first offer immediate diagnostic procedures to those with the
highest scores.
Consequently, the validation of the RHS for refugees in Europe suggests that it is both
suitable for use in further studies and as a practical tool for screening in existing health
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systems. Based on experiences of large-scale programs in the US (e.g. Hollifield et al., 2016;
Savin et al., 2005), we recommend the inclusion of a mental health screening such as the RHS
in the initial medical examination. Refugees with a positive screening result should be offered
psychoeducation and if the person wishes so, a referral to mental health services should be
organized. Consequences of the implementation of such a mental health plan for health
systems and refugees have not been studied systematically. Accordingly, future research
should include large-scale studies implementing an all-embracing mental health plan for
refugees (see e.g. Elbert et al., 2017), thereby specifying the validity and reliability of the
RHS for refugees with different nationalities, referral rates, the use of mental health services,
and its consequences on refugees’ mental health and the health care system.
Certain limitations should be considered while interpreting the findings of the study. The
sample size of the various nationalities and accordingly spoken languages did not allow for a
meaningful differentiation in accounting for the various cultural backgrounds. Despite the
potential respective variations, the correlations between the self-rating and interview versions
were high. Assessing the RHS self-rating and interview versions in the same order for all
participants led to different degrees of familiarity. Furthermore, the time period between the
self-rated screening and the interview could have led to symptom changes between the
assessments. However, this would have reduced rather than produced significant correlations
between the measures. The BSI-18 indicates symptoms of depression, anxiety, and
somatization, but certainly does not allow for a respective diagnosis. Both the self-rating and
the interviews rely on the subjective reports of the participants. Potential bias, such as social
desirability or assumptions about a potential connection to the asylum procedure, may have
added noise or biases despite intense explanation of the study aims to each participant.

2.5.1. Conclusion
The present study tackles the lack of valid mental health screening instruments for current
refugees in Europe. The Refugee Health Screener, which has already shown to be a valid
screening instrument in refugee populations in the US, also shows excellent feasibility,
validity, and reliability in the examined refugee sample in Germany. It detects clinically
relevant mental health problems such as PTSD, depression, anxiety, and somatization
symptoms, and is feasible and valid both as a self-rating questionnaire and as an interview.
The shorter 13-item version is even more time-efficient and equally valid. As refugees
frequently present with serious mental health problems that prevent integration into the host
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community, we suggest the inclusion of a mental health screening in the initial medical
examination. In the case of a positive screening result, referral to mental health services for
in-depth diagnostic and treatment is mandatory. Because of its excellent psychometric
properties, its simple feasibility, and the high acceptance of even vulnerable refugees, we
recommend the RHS as such a screening instrument. However, the capacities for supporting
and treating a large number of refugees in need of mental health care within the host countries
also need to be established, as suggested, for example, by Elbert et al. (2017). Based on
existing evidence, we hold that early detection and evidence-based treatment of mental health
problems is imperative both on humanitarian grounds and as a cost-effective measure, as it
can substantially improve psychosocial functioning and enhance integration (Bozorgmehr &
Razum, 2015; Lamkaddem et al., 2014; Schick et al., 2016; Song et al., 2015).

2.6. Highlights of the article
The Refugee Health Screener (RHS) showed a good feasibility, reliability, and validity as
a screening instrument within a heterogeneous refugee sample in Germany.
The RHS detects common mental health problems such as PTSD, depression, anxiety, or
somatization problems.
The RHS is valid as a self-rating and interview.
A shorter version of the RHS, the RHS-13, is more time-efficient and equally valid.
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3. Course of Mental Health in Refugees

3.1. Abstract
Background: Cross-sectional studies indicate that a substantial proportion of refugees have
psychiatric disorders. However, longitudinal studies on the course of psychiatric symptoms
and on influencing factors are scarce. The current study investigates the development of
symptoms in an untreated refugee sample in Germany and seeks to identify potential
predictors.
Methods: Over the course of one year, 57 refugees participated in monthly assisted selfreports on the phone assessing emotional distress. At the same time, semi-annual, semistructured clinical interviews focusing on posttraumatic stress disorder (PTSD) and
depression were conducted. The overall dropout rate for the year was 23% for the assisted
self-reports and 33% for the clinical interviews.
Results: Symptoms did not systematically change over the course of the year. On the
individual level, a reliable change in PTSD symptoms was observed in 13% who showed
improvement and 24% who showed worsening symptoms. Figures for depression symptoms
were 24% and 16% respectively. A higher number of traumatic experiences was related to a
greater intensity of PTSD symptoms. In addition, postmigrational stressors were associated
with a worsening of PTSD symptoms over the course of the year. Emotional distress was
associated with current negative life events, unemployment, and frequent visits to physicians.
Conclusions: There is on average no improvement or worsening of symptoms over the period
of one year. However, individual courses vary, and thus show the importance of risk factors.
Accordingly, the identification of risk factors such as trauma load and postmigrational
stressors can be useful to determine the need of further monitoring and to provide appropriate
interventions when necessary.
Keywords: refugee, mental disorders, longitudinal study, PTSD, depression, traumatic
experiences, postmigrational stressor, Germany
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3.2. Introduction
Increasing numbers of refugees worldwide have been recorded in the last years (UNHCR,
2017). In a careful meta-analysis of studies examining rates of psychiatric disorders in
samples of refugees relocated to high-income western countries, Fazel et al. (2005)
emphasized the heterogeneity of the samples and of the findings. From these data, Miller et al.
(2005) concluded that about a third of the refugees in well-to-do countries present with PTSD.
However, these authors also argued that a general, standard rate of PTSD in refugees
worldwide may not be meaningful, as the likelihood of developing PTSD depends largely on
the cumulative exposure to traumatic stressors (Conrad et al., 2017; Schauer et al., 2003) as
does its spontaneous remission (Kolassa et al., 2010). Recent reviews and studies with current
refugee groups in Germany and other European countries showed similar prevalence rates
(Führer et al., 2016; Giacco et al., 2018; Kaltenbach et al., 2017; Lindert et al., 2018; Stingl et
al., 2017; Tinghög et al., 2017). Research on the long-term mental health problems of
refugees also showed a high variability and high prevalences, with depression rates ranging
between 2-80% and PTSD rates between 4-86% (Bogic et al., 2015). In certain conditions,
PTSD or depression can affect half of the refugees even one to two decades after resettlement
(Marshall et al., 2005; Priebe et al., 2009; Sabin et al., 2003).
While most research in this area is conducted in the form of cross-sectional designs,
longitudinal studies are essential for designing healthcare. Findings of longitudinal studies in
refugee populations vary immensely – results range from improving to unchanging to
aggravating mental health symptoms over time. Several studies showed improvements in the
refugees’ mental health symptoms, for example, a decline in the PTSD and depression rate of
55% within 3 years (Beiser & Hou, 2001; Mollica et al., 2001; Sack, Him, & Dickason,
1999). On the other hand, a few studies found an overall increase in PTSD symptoms over
time – for example, from 37% to 80% within 1.5 years (Lie, 2002; Roth et al., 2006). Other
studies reported no overall change in mental health symptoms, but highlighted the high
variation in symptoms within persons over time (Jensen et al., 2014; Steel et al., 2011). For
example, Lamkaddem et al. (2014) found no change in PTSD prevalence after 7 years;
however, half of the refugees being diagnosed with PTSD at the 7-year follow-up were new
cases.
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Refugees frequently experienced adversities such as domestic violence and poverty during
their upbringing (Fazel et al., 2012; Ruf-Leuschner et al., 2014; UNHCR, 2017). Furthermore,
they often faced organized violence in their home country, such as war and torture, and
criminal violence during their flight (UNHCR, 2017). All of these factors are known to
contribute to mental ill-health (Catani et al., 2010; Luby et al., 2013; Steel et al., 2009).
Additionally to the exposure to traumatic stressors, it has been argued that postmigrational
stressors (PMS) – especially social and interpersonal factors, but also factors connected to the
asylum procedure and socioeconomical situation – may play a major role in the development
and course of PTSD, depression, and anxiety disorders in refugees (Bogic et al., 2015; Li et
al., 2016; Porter & Haslam, 2005; Tingvold et al., 2015).
To our knowledge, there are no longitudinal studies on the naturalistic course of refugees’
mental health across extended periods. Thus, we aimed to examine the course of mental
health symptoms in an untreated refugee sample living in Germany. We combined semistructured clinical interviews assessing PTSD and depression, conducted semi-annual, with
monthly assisted self-ratings on emotional distress (screening for symptoms of PTSD,
depression, and anxiety). Furthermore, we intended to reveal potential predictor variables
influencing the course of these symptoms. Therefore, we examined the association of
traumatic experiences and PMS with the changes in mental health. As research on daily
stressors and their effect on mental health is scarce, we moreover analyzed the effect of daily
stressors on emotional distress. We also aimed to detect further variables associated with
mental health problems such as higher numbers of medical visits.

3.3. Method
3.3.1. Study design
To closely monitor the course of mental health symptoms in refugees, the current study
consisted of two complementary parts:
(1) Monthly assisted self-report (t1 – t12): Monthly telephone interviews were conducted over
the course of one year and started one month after the first clinical interview (t0, see below).
Trained native speakers conducted an interview with the participating refugees using a selfreport instrument about emotional distress and life changes over the past month. The duration
was around 15 minutes.
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(2) Semi-annual clinical interviews (t0, t6, t12): Expert psychologists performed semistructured clinical interviews at baseline (t0), after 6 months (t6), and after 12 months (t12).
The initial interview (t0) was conducted within the scope of other studies performed at the
Center of Excellence for Psychotraumatology (CEP) and took around 2 to 4 hours to
complete, often split in two sessions. The interviews at t6 and t12 took around 1 to 2 hours to
complete. All interviews included questionnaires about posttraumatic stress disorder (PTSD)
and depression. Additionally, traumatic experiences were assessed at t0, and postmigrational
stressors at t12.
The study design and the flow of participants is depicted in Figure 3.1. Dropout was defined
as the last point in time a person participated in the study. Missed was defined as one absent
time point of a person who is still participating in the study. Completers for the assisted selfreport were defined as those who participated in at least 8 interviews or in all 3 time points for
the clinical interview, respectively. The dropout rate for the assisted self-report was 23% (n =
13). The reasons were deportation to the home countries (n = 5), the wish to end the
participation (n = 4), and unavailability on the phone (n = 4). The dropout rate for the clinical
interviews was somewhat higher (33%; n = 19) due to the relocation of some participants to
distant regions (n = 6). Characteristics between study completers and dropouts were
comparable in most aspects; however, completers had a shorter duration of stay in Germany
and a higher number of traumatic event types compared to dropouts (for further information,
see Supplementary 3.1).
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assisted self-report

clinical interviews
t0 N = 57

t1 N = 57

t2 n = 51
n = 2 dropout / n = 4 missed
t3 n = 50
n = 0 dropout / n = 5 missed
t4 n = 46
n = 2 dropout / n = 7 missed
t5 n = 45
n = 2 dropout / n = 6 missed
t6 n = 47
n = 1 dropout / n = 3 missed

t6 n = 46
n = 11 dropout

t7 n = 44
n = 3 dropout / n = 3 missed
t8 n = 42
n = 1 dropout / n = 4 missed
t9 n = 43
n = 0 dropout / n = 3 missed
t10 n = 41
n = 1 dropout / n = 4 missed
t11 n = 40
n = 1 dropout / n = 4 missed
t12 n = 38
n = 8 dropout

t12 n = 39
n = 0 dropout / n = 5 missed

Completers
n = 34
Dropouts
n = 19

Completers
n = 44
Dropouts
n = 13

Figure 3.1: Flow of participants through the study
Clinical interviews = half-yearly semi-structured clinical interviews, assisted self-report = monthly
assisted self-report on the telephone, dropout = participants dropping out of the study at the specific
time point, missed = participants who missed an interview at the specific time point but who continued
their participation.
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3.3.2. Procedures
Most refugees of the present study were actively recruited by research assistants in asylum
accommodations in and surrounding a medium-sized city in southern Germany. Some were
referred to the CEP by social workers, volunteers, or lawyers because they were conspicuous
in their behavior. After the initial interview (t0), the further procedure was discussed with the
participants.
Participants with mental health problems were thoroughly informed about their symptoms and
if wished, they either were offered therapy at the CEP or they were referred to other
institutions. Only refugees who did not receive psychological treatment were included in the
study. Some of the refugees showed clinically-relevant symptoms but either (a) were put on
our waiting list because of limited capacities of the CEP and when offered a therapy after
some months, they did not start a therapy (because they did not fulfill the PTSD criteria
anymore, moved away, or had no time because of their job or family issues), or (b) did not
wish a treatment at that point in time. At the end of the study some of the participants wished
and accordingly received treatment. Refugees who accepted psychological treatment at the
CEP were also monitored, but this investigation is still ongoing. No more than 2 persons of
the same family were included, this was the case for 5 dyads. Written informed consent was
given by the participants, and in case of minors, additionally by the legal guardian.
Participants received an information sheet with relevant information on the study. Monetary
compensation (€40) was given for their contribution. In case of arising problems, participants
were able to contact the investigators and, if necessary, an additional appointment was
arranged. The Ethical Review Board of the University of Konstanz, Germany approved the
study. Including the participants receiving psychological treatment, the project was registered
at Clinical Trials (clinicaltrials.gov) with the registration number NCT02852616. The goal of
the present investigation was not to evaluate treatment success, but to closely monitor
changes in those who do not seek treatment.

3.3.3. Setting
The study was conducted at the CEP between 2015 and 2017. Each participant was monitored
for a period of 12 months. The CEP is a specialized research center for asylum seekers and
refugees, which in particular studies the effects of traumatic stress on mental health and offers
treatment to refugees with severe trauma-related suffering. The clinical interviews were
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conducted by clinical psychologists trained and experienced in the work with refugees and the
diagnostic of mental health problems. Most interviews were conducted with the help of
experienced interpreters who were also trained and supervised in this context. To ensure
blindness in respect to the prior mental health status, we aimed to assign a different
interviewer and interpreter for each clinical interview of one participant. However, the
available interpreters for languages rarely requested were below three, resulting in a limited
blindness of the interpreters for some participants.
The assisted self-report was conducted by native speakers who received a training especially
designed for the purpose of this study (n = 23). The training included theoretical and practical
lectures on mental health issues, how to conduct an assisted self-report as a telephone
interview, how to handle possible upcoming problems, and supervised practicing of the
assisted self-report. Supervision was provided regularly. Participants had the same
interviewer for all assisted self-reports. However, due to the unavailability of five
interviewers in the course of the study, changes in the interviewer were necessary for the
according participants. The phone calls for the assisted self-reports were conducted at the
CEP or the homes of the interviewers without the presence of other people. To create a
confidential setting, respondents were asked to find a calm and undisturbed place. On
average, telephone interviewers tried to contact the participant M = 2.9 (SD = 2.4, range 1 –
20) until the interview could be successfully completed. The assisted self-reports took on
average M = 18.6 minutes (SD = 7.4, range 5 – 45).

3.3.4. Participants
Fifty-seven refugees and asylum seekers participated in the study. Inclusion criteria were
status as asylum seeker or refugee and age above 12 years. Exclusion criteria were continuous
psychotherapy, presence of acute psychotic symptoms, or no access to a phone.
Sociodemographic characteristics are depicted in Table 3.1.
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Table 3.1: Socio-demographic characteristics
Characteristics

Total sample (N = 57)

Female sex, No. (%)

34 (60)

Age, M (SD, range), years

30.3 (11.5, 12 – 56)

Adolescent, No. (%)

8 (14)

Education, M (SD, range), years

8.0 (4.1, 0 –15)

Stay in Germany, M (SD, range), months

9.3 (6.6, 2 – 36)

Core family members in Germany, No. (%)

41 (72)

Country of origin, No. (%)
Syria, No. (%)

22 (39)

Afghanistan, No. (%)

15 (26)

Iran, No. (%)

7 (12)

Balkan states, No. (%)

6 (11)

Iraq, No. (%)

4 (7)

West Africa, No. (%)

2 (4)

Russia, No. (%)

1 (2)

Accommodation, No. (%)
Emergency shelter

23 (40)

Standard refugee accommodation

22 (39)

Private accommodation

12 (21)

Asylum status, No. (%)
First instance application

40 (70)

Rejection

9 (16)

Recognition

8 (14)

3.3.5. Measures
3.3.5.1. Assisted self-reports
The assisted self-reports consisted of questions about daily life, changes in the past month and
the Refugee Health Screener – 13. Questionnaires were identical for all 12 interviews.
3.3.5.1.1. Daily life and changes in the past month
Five self-constructed questions about the participants’ occupation, life events, medical visits,
and changes in the accommodation and the asylum procedure were asked. If participants
answered with yes, subsequent in-depth questions were asked (e.g. which kind of change
occurred, what kind of occupation they had; see Supplementary 3.2 for the wording of the
questions). For calculations, occupation was defined as a regularly attended work,
apprenticeship, or school. Only a few people reported changes in their housing situation or
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asylum status; accordingly, no calculations with these factors could be conducted. New life
events were split into positive and negative events. For visits to physicians, the number of
visits to the general practicioner and other medical doctors (psychiatrists were excluded) were
summarized. Visits to psychotherapists, psychiatrists, or inpatient health care were rarely
reported and therefore not included in the calculations.
3.3.5.1.2. Refugee Health Screener – 13
The Refugee Health Screener – 13 (RHS-13; Hollifield et al., 2016) is a shortened 13-item
version of the original RHS-15 (Hollifield et al., 2013). It is an efficient self-rating instrument
which assesses emotional distress in refugees, thereby comprising symptoms of PTSD,
depression, and anxiety. The 13-item version shows good psychometric properties in refugee
samples in the US and in Germany, comparable to the characteristics of the RHS-15
(Hollifield et al., 2016; Kaltenbach et al., 2017; Stingl et al., 2017). Cronbach’s α varied
between .89 and .95 for the 12 time points. The RHS-13 correlated significantly with the
measures used for PTSD and depression symptoms at the according time points (PTSD: r t01 =
.33 (p < .05); rt06 = .55 (p < .001); rt12 = .45 (p < .01); depression: rt01 = .43 (p < .001); rt06 =
.63 (p < .001); rt12 = .52 (p < .001)).
3.3.5.2. Semi-structured clinical interviews
All the instruments used in the semi-structured clinical interviews are described below and are
organized thematically.
3.3.5.2.1. Sociodemographic data
Sociodemographic information was asked in detail at t0 and included, inter alia, sex, age,
education, country of origin, duration of stay in Germany, type of accommodation, and
asylum status.
3.3.5.2.2. PTSD
Due to the change from DSM-IV to DSM-5, PTSD and traumatic events were assessed with
two differing instruments in t0. Thereby, we applied one PTSD instrument for each
participant. For those participating at the beginning of the study, the PTSD Symptom Scale –
Interview Version (PSS-I; Foa, Riggs, Dancu, & Rothbaum, 1993) for DSM-IV was used. It
consists of 17 questions and is rated on a 4-point Likert scale. The PSS-I shows good
psychometric properties (Foa & Tolin, 2000; Griesel, Wessa, & Flor, 2006). For DSM-5, the
Posttraumatic Stress Disorder Checklist-5 (PCL-5; Weathers, Litz, et al., 2013) was used. It
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consists of 20 questions and is rated on a 5-point Likert scale. Studies show a good validity
and reliability for the PCL-5 (Bovin et al., 2016; Krüger-Gottschalk et al., 2017). Both PSS-I
and PCL-5 were administered as a semi-structured clinical interview, including severity and
frequency of the symptoms in equal parts. Each item which was rated with at least
“moderately” was considered for the evaluation of the DSM-5 criteria. Additionally, we
assessed the remaining criteria (duration of symptoms and functionality). In the 6- and 12month follow-up interviews, the PCL-5 (DSM-5) was used consistently.
The PSS-I and PCL-5 have a different scaling (PSS-I: 0 – 3, PCL-5: 0 – 4), therefore the
original scores needed to be transformed for calculations. As the majority of the data was
assessed with the PCL-5, we transformed the PSS-I scale to make it comparable to the PCL-5
scale. Following Wortmann et al. (2016) who have done the same transformation, the PSS-I
scale was transformed by multiplying the original values with 4/3. The three items that were
not assessed in the PSS-I were imputed using the individual mean of all measured items. The
total sum score of the PCL-5 (range 0 – 80) and diagnosis according to DSM-5 are used in
this study. Cronbach’s α at t0 is .89, at t6 .95, and at t12 .90.
3.3.5.2.3. Depression
The Patient Health Questionnaire – 9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001) was used
at t0, t6, and t12. It assesses all 9 depression symptoms on a 4-point Likert scale. The PHQ-9
is a commonly used instrument and shows good psychometric properties (Gilbody, Richards,
Brealey, & Hewitt, 2007; Kroenke et al., 2001). Cronbach’s α at t0, t6, and t12 is .87, .90, and
.85. We used the symptom severity and diagnosis according to DSM-5 in this study.
Depression diagnosis was met when at least 5 items were rated to be present “more than half
the days” or “nearly every day” in the past 2 weeks, with at least one of those items being
item 1 or 2 (depressed mood or loss of interest/ pleasure).
3.3.5.2.4. Traumatic events
Traumatic events were assessed in detail at t0 with two different instruments: The event
checklist of the PSS-I (Foa, Cashman, Jaycox, & Perry, 1997) contains 12 different traumatic
events types and was used in combination with the PSS-I. The Life Events Checklist (LEC-5;
Weathers, Blake, et al., 2013) was used in combination with the PCL-5. It contains 17
categories of traumatic events and shows good psychometric properties (Gray et al., 2004).
For each participant only one of the two questionnaires was assessed. For calculations, the
overlapping 12 events which were experienced or witnessed by the participants were used. To
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also include all events named by the participants where the LEC-5 was used, namings in the
additional 5 items were re-sorted to the most suitable of the 12 events. Calculations were
conducted with the sum score of the 12 dichotomous items. The occurrence of new traumatic
events was assessed in t6 and t12.
3.3.5.2.5. Postmigrational stressors
Postmigrational stressors (PMS) were assessed using the Post-Migration Living Difficulties
Checklist (PMLD; Silove, Sinnerbrink, Field, Manicavasagar, & Steel, 1997) at t12. The
checklist was especially developed for refugees and has been used in diverse refugee
populations (Aragona, Pucci, Mazzetti, & Geraci, 2012). It consists of 24 potential PMS and
is rated on a 5-point Likert scale for the last 12 months. Items can be grouped into three
domains: Protection concerns (e.g., fear of being sent home, delays in processing applications,
worries about family at home), access to health and welfare (e.g., poor access to emergency
care, little governmental help), and stress related to resettlement conditions (e.g., not being
able to find work, poverty, loneliness and boredom; 22). To meet the particular circumstances
of the refugee population in Germany, one item called “living situation” was added. No
change in Cronbach’s α = .83 could be detected by adding the item. For calculations the sum
score ranging from 0 to 100 was used.

3.3.6. Data analysis
The statistical program SPSS 24.0 supported the descriptive data analysis and the program R
3.3.2 was used for statistical calculations such as linear growth models, multiple imputation,
and for graphical displays. To check if participants who dropped out of the study differed in
their characteristics to those who stayed in the study, t-tests for independent samples, MannWhitney U tests, and LR χ2 tests were conducted.
3.3.6.1. Individual symptom changes
Meaningful symptom changes in the individuals were calculated with the reliable change
index (RCI; Jacobson & Truax, 1991). For the calculations, the test-retest reliability of r = .82
for the PCL-5 (Blevins et al., 2015) and r = .84 for the PHQ-9 (Kroenke, Spitzer, Williams, &
Löwe, 2010) was used. Further, the SD of the baseline assessment of the present sample was
included. Significant improvement or worsening of symptoms was considered as statistically
significant if the difference between t0 and t12 exceeded 1.96 (α = .05). Participants were
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divided in four groups: improvement, worsening, ongoing clinically relevant symptoms
without a significant change (defined as fulfilling the diagnosis according to DSM-5 at least
at one of the two included time points), and subclinical symptoms without a significant
change.
3.3.6.2. Linear growth models
Linear growth models (LGM; also called mixed effects or multi-level models) offer an
appealing approach to analyse longitudinal data by including within- and between-subject
changes (Bolger & Laurenceau, 2013). In the present study, LGMs were used to assess
potential changes in symptoms in the course of time as well as to identify possible predictors.
Calculations were conducted with the nlme package in R (Pinheiro, Bates, DebRoy, Sarkar, &
R Core Team, 2017).
We calculated LGMs for the response variables RHS-13, PCL-5, and PHQ-9. Fixed and
random effect components were specified in the following manner:
a) Fixed factors: Time, possible predictors, and their interaction were considered as fixed
main effects. Analyzed predictor variables for RHS-13, PCL-5, and PHQ-9 were
sociodemographic variables, traumatic events, and PMS. Additional predictor variables for
the RHS-13 were occupation, positive and negative events, and medical visits. We only
allowed two factors and their interaction per model to avoid overfitting. To control for the
cumulated alpha error due to multiple testing, we applied the Benjamini-Hochberg procedure
(Benjamini & Hochberg, 1995), resulting in a corrected p-value of α = .013 for the RHS-13
and α = .025 for the PCL-5. Because there were no close to significant results for the PHQ-9,
no corrected p-valued could be calculated.
b) Random factors: For each fixed effect model, random intercept and random slope model
were compared. First, we added a random intercept which included the variable subject,
thereby allowing each participant to have an individually different initial level of symptoms.
In a second step, we formulated a random slope model which included the variables subject
and time. Additionally to the random intercept, the random slope allows for individual
changes in symptoms over time. To determine the model with the best fit, the random
intercept and slope model were then compared using the likelihood ratio χ2 test. In case of a
non-significant difference between the models, and following the law of parsimony, the
random intercept model was chosen. Further, we included the autocorrelation structure AR(1)
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because symptoms of adjacent time points are likely to correlate to a higher degree (Bolger &
Laurenceau, 2013). As an estimator, the restricted maximum likelihood estimator was used
because it accounts for the uncertainty in the fixed effects and is therefore preferable in small
samples (Dedrick et al., 2009).
The assumptions of LGMs were met (Dedrick et al., 2009). Following Maas & Hox (2005),
LGMs also show accurate results in small sample sizes comparable to the present sample. The
inclusion of all available data (N = 57 participants) was allowed because LGMs can handle
missing data that are missing completely at random (the missings are completely unrelated to
the data) or missing at random (the missings are not related to the missing values itself but to
other variables; 55). Visual inspection of the raw values led us to the conclusion that the data
in the present study was found to be missing at random. To check the stability of the results,
we compared the LGMs with all participants included versus the LGMs excluding
participants with less than 2/3 of the data. No differences could be detected; therefore, the
results for the whole sample will be reported. To graphically illustrate the course of
symptoms, we used spaghetti plots and exemplary individual courses of symptoms as
described in Bolger & Laurenceau (2013).
3.3.6.3. Missing values
Missing values are a difficulty often faced in multilevel data (Enders, 2017). The replacement
of missings was done with multiple imputation (MI) – a commonly used and recommended
method in estimating missing values in multilevel data (P. Li, Stuart, & Allison, 2015). MI
was applied with the help of the R package mice 2.30 (van Buuren & Groothuis-Oudshoorn,
2011). The assumption that the missing data can be classified as missing at random can be
seen as fulfilled by visual inspection (van Buuren, 2012). Missing values in individual scores
were imputed to calculate sum scores of response variables when less than 10% of the
according questionnaire was missing. Additionally, missing time points were imputed for the
graphical presentation of the exemplary individual courses of symptoms if less than 1/3 of the
data was missing. This led to a reduced sample size of n = 44 for the RHS-13 and n = 34 for
PCL-5 and PHQ-9. For the LGMs no MI was conducted. As the missing 3 items in the PSS-I
don’t fulfil the assumption of random missingness, we imputed these items with the
individual mean.
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3.4. Results
3.4.1. Traumatic experiences, postmigrational stressors, and mental health
Participants experienced between 1 and 12 different traumatic event types (M = 4.9, SD = 2.6,
n = 57). Postmigrational stressors (PMS) were rated on average with M = 30.1 (SD = 14.9,
range 4 – 75, n = 38). A PTSD was diagnosed for 32% (18 of 57 cases; PCL-5 score M =
15.4, SD = 12.6, range 0 - 48) at t0, for 27% (12 of 44; M = 18.6, SD = 16.6, range 0 - 60) at
t6, and 24% (9 of 38; M = 16.7 , SD = 12.5, range 0 - 51) of the participants at t12. Criteria for
a major depression were fulfilled by 16% (9 of 57; PHQ score M = 8.2, SD = 6.1, range 0 27) at t0, by 27% (12 of 45; M = 9.5, SD = 7.0, range 0 - 25) at t6, and by 16% (6 of 38; M =
7.4, SD = 5.7, range 0 - 22) of the participants at t12.

3.4.2. Course of mental health symptoms
First, we examined the course of symptoms for the response variables RHS-13, PCL-5, and
PHQ-9 by including the fixed effect time only, and subject and time as a random slope. For
all three symptom parameters, time did not represent a significant factor for the linear growth
curve of the symptoms (RHS-13: estimate = -.13, SE = .14, t = -.95, p = .342; PCL-5:
estimate = 1.22, SE = 1.36, t = .90, p = .373; PHQ-9: estimate = -.11, SE = .63, t = -.18, p =
.856; for further information on the estimates see Supplementary 3.3). Respectively, in Figure
3.2, no change in the symptom level of emotional distress, PTSD, and depression could be
detected for an average person of the sample. However, the fitted lines for the individuals
show considerable between-subject variability of the intercepts and also of the slopes. The
within-subject variability is illustrated in Figure 3.3 on exemplary raw and fitted courses of
symptoms.
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Figure 3.2: Spaghetti plots derived from the linear growth models (LGM) for emotional
distress, PTSD, and depression
Bold lines represent the intercept and course of an average person. Each thin line represents the fitted
regression line for one subject. For the 3 LGMs with the according response variables RHS-13, PCL5, and PHQ-9, the fixed factor was time, and the random factors were subject and time (random
slope).
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Figure 3.3: Raw and fitted individual time courses of emotional distress, posttraumatic stress
symptoms, and depression symptoms for exemplary participants
Thin lines represent the actual course of symptoms. Bold lines depict the individually predicted
LGMs. Selection procedure: participants were ordered by the gradient of their slope and based on the
quartiles exemplary participants were chosen.

3.4.3. Individual symptom changes
The majority of participants showed no significant change in PTSD and depression symptoms
between t0 and t12. For PTSD symptoms, 24% (n = 9 of 38) of the participants showed a
worsening and 13% (n = 5 of 38) an improvement of their symptoms. No clinically significant
changes were found in 40% (n = 15 of 38) of the participants showing constantly subclinical
and 24% (n = 9 of 38) showing ongoing clinically relevant PTSD symptoms. Results for
changes in the depression symptoms are comparable, showing a worsening in 16% of the
participants (n = 6 of 38), an improvement in 24% (n = 9 of 38), and 53% (n = 20 of 38) with
subclinical depression symptoms, and 8% (n = 3 of 38) with ongoing clinically relevant
depression symptoms.
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3.4.4. Predictors for the course of mental health symptoms
3.4.4.1. Emotional distress
For the RHS-13, predictors detecting changes within the year were examined and tested with
LGMs (see Table 3.2 for the estimates). By including occupation (school, work, or
apprenticeship) and time as fixed effects in the model, a significant main effect for occupation
was found. That is, participants with a regular occupation reported less emotional distress.
In the second model, with the quantity of visits to physicians and time included as fixed
effects, the quantity of visits revealed a significant main effect. Hence, participants who
reported higher levels of emotional distress visited physicians more often.
Further, we constructed 2 models examining the effect of negative and positive events and
time on the level of emotional distress. The most common positive events reported by the
participants were the marriage of relatives or friends (n = 14), birth of relatives (n = 7), and
celebrations (n = 4). The occurance of positive events was not found to be associated with
emotional distress. However, including the occurance of negative events and time as fixed
effects in the model, a significant main effect for negative events was found. Consequently,
participants reporting more negative events showed a higher level of emotional distress.
Negative events most often mentioned were the death of relatives (n = 26), severe disease of
relatives (n = 18), and own illness (n = 16).
Sociodemographic variables (gender, education, age), traumatic events, and PMS did not
reveal a significant main effect and / or interaction with time.
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Table 3.2: Parameter estimates for linear growth models – RHS-13
Predictor occupation a

Predictor physician a

Predictor positive event a

Predictor negative event a

19.37 (1.77), [15.89, 22.85]

18.95 (1.57), [15.87, 22.03]

19.75 (1.57), [16.65, 22.84]

18.34 (1.56), [15.27, 21.42]

10.93, <.001

12.09, <.001

12.54, <.001

11.72, <.001

-4.51 (1.44), [-7.35, -1.68]

3.39 (.93), [1.57, 5.21]

-1.32 (1.53), [-4.32, 1.68]

4.88 (1.14), [2.64, 7.12]

-3.13, .002

3.66, <.001

-.87, .386

4.28, <.001

-.17 (.15), [-.48, .13]

-.12 (.14), [-.39, .16]

-.13 (.14), [-.40, .14]

-.09 (.14), [-.36, .18]

-1.14, .256

-.85, .395

-.94, .350

-.66, .509

.37 (.20), [-.02, .77]

-.21 (.15), [-.50, .08]

-.13 (.26), [-.64, .38]

-.08 (.19), [-.46, .29]

1.86, .063

-1.43, .155

-.50, .616

-.43, .669

10.60

11.02

11.09

10.84

Slope, SD

.66

.71

.70

.64

Intercept x time, correlation

-.33

-.26

-.21

-.17

Residuals, SD

5.66

5.93

6.00

5.88

Autocorrelation

.26

.18

.19

.24

AIC random intercept

3494.60

3576.76

3680.20

3638.35

AIC random slope

3486.42

3566.78

3670.29

3632.75

12.19, .002

13.98, <.001

13.91, .001

9.59, .008

Models for RHS
Fixed effects (intercept, slopes)
Intercept, estimate (SE), 95% CI
t, p
Predictor a, estimate (SE), 95% CI
t, p
Time, estimate (SE), 95% CI
t, p
Interaction, estimate (SE), 95% CI
t, p
Random Effects
Intercept, SD

Model selection

2

LR χ , p

Notes. corrected α = .013 with Benjamini-Hochberg procedure, SE = standard error, CI = confidence interval, AIC = Akaike information criterion, LR =
likelihood ratio, a = predictor as defined in the respective column.
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3.4.4.2. PTSD and depression
Sociodemographic variables as predictors for PTSD and depression were tested with LGMs.
No significant main effects and interactions with time of the variables gender, education, age,
partnership, duration of stay in Germany, duration of flight, asylum status at t0, and living
situation at t0 were found. Furthermore, for depression, no significant effects with traumatic
events or PMS were found (see Table 3.3).
When modeling the symptom level of PTSD along the time, the analysis revealed a
significant fixed effect of the number of different traumatic event types, but no interaction
with time (compare Table 3.3 for estimates). Consequently, across time, participants with a
greater number of different types of traumatic events showed higher PTSD symptoms.
In a second model, PMS and time as fixed effects for the level of PTSD symptoms were
tested. No significant fixed effect for PMS was found; however, a significant main effect for
time and a significant interaction between PMS and time were found. The result revealed that
participants who reported more PMS for the past year showed an increase in PTSD symptoms
over the course of the year, while participants with less PMS showed a reduction in their
symptoms (compare Table 3.3 for estimates).
To test whether both significant factors for PTSD – traumatic event types and PMS – remain
significant in a combined model, we tested an exploratory LGM including traumatic event
types, PMS, and time as main factors, and subject and time as random effects. Results
revealed the same effects: a significant main effect was found for traumatic event types
(estimate = 1.76, SE = .76, t = 2.31, p = .027), but not for PMS or time. A significant
interaction was detected between PMS and time (estimate = .25, SE = .09, t = 2.89, p = .005),
but not between traumatic events and time.
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Table 3.3: Parameter estimates for linear growth model – PCL-5 and PHQ-9
PCL-5

PHQ-9

Predictor traumatic events a

Predictor PMLD a

Predictor traumatic events a

Predictor PMLD a

6.58 (3.80), [-.99, 14.15]

21.36 (4.37), [12.65, 30.07]

7.29 (1.75), [3.80, 10.78]

8.61 (2.06), [4.49, 12.73]

1.73, .088

4.89, <.001

4.16, <.001

4.17, <.001

1.89 (.69), [.51, 3.27]

-.21 (.13), [-.48, .05]

.25 (.32), [-.38, .89]

-.03 (.06), [-.15, .10]

2.75, .008

-1.62, .113

.80, .428

-.47, .638

4.27 (3.08), [-1.86, 10.40]

-6.97 (2.77), [-12.49, -1.45]

-.92 (1.46), [-3.81, 1.98]

-2.19 (1.34), [-4.86, .47]

1.39, .170

-2.52, .014

-.63, .531

-1.64, .105

-.66 (.54), [-1.75, .42]

.26 (.08), [.10, .43]

.12 (.26), [-.39, .63]

.07 (.04), [-.01, .15]

-1.22, .226

3.18, .002

.46, .646

1.72, .090

Intercept, SD

.32

.36

.13

.18

Residuals, SD

13.61

12.13

6.31

5.75

.37

.35

.31

.35

AIC random intercept

1088.33

855.24

888.92

698.58

AIC random slope

1090.97

858.79

892.73

702.07

1.36, .506

.45, .800

.20, .905

.51, .775

Models for PCL-5 and PHQ-9
Fixed effects (intercept, slopes)
Intercept, estimate (SE), 95% CI
t, p
a

Predictor , Estimate (SE), 95% CI
t, p
Time, estimate (SE), 95% CI
t, p
Interaction, estimate (SE), 95% CI
t, p
Random Effects

Autocorrelation
Model selection

2

LR χ , p

Notes. corrected α = .025 with Benjamini-Hochberg procedure, SE = standard error, CI = confidence interval, AIC = Akaike Information Criterion, LR =
likelihood ratio, a = predictor as defined in the respective column.
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3.5. Discussion
The aim of the present study was to depict the representational course of mental health
symptoms in untreated refugees residing in Germany. Results indicate no overall change in
emotional distress, PTSD, and depression symptoms over the course of one year. This can
also be found on the individual level, with the majority showing no significant change in
PTSD or depression symptoms. Risk factors for the severity and course of PTSD symptoms
were the amount of different traumatic experiences and PMS. The intensity of emotional
distress symptoms was associated with current negative life events, no occupation, and the
amount of visits to physicians.
In line with previous longitudinal studies, the present findings showed on average no change
in symptoms over time (Jensen et al., 2014; Lamkaddem et al., 2014; Steel et al., 2011).
However, other studies find a trend of improving or worsening symptoms of refugees’ mental
health over time (Mollica et al., 2001; Roth et al., 2006). At first sight, these results seem
contradictory; however, we believe that the results mainly reflect the variability of mental
health symptoms due to differing refugee characteristics, experiences in the home country,
and the host country’s surroundings – a conclusion also drawn for differing prevalence rates
(Bogic et al., 2015; Giacco et al., 2018). Accordingly, the results first and foremost show that
the occurrence and the course of mental health symptoms in refugees depends on a variety of
factors thereby also influencing the overall course of symptoms. This is also depicted in the
high within- and between-subject variability found in the present study. Furthermore, around
40% show a significant worsening or improvement of their symptoms over time – this is in
line with other studies finding a high heterogeneity in the courses of individuals (Jensen et al.,
2014; Lamkaddem et al., 2014).
Consistent with previous research, we found high trauma exposure and PMS to be risk factors
for PTSD symptoms (Bogic et al., 2015; Porter & Haslam, 2005). Additionally, the
exploratory LGM including both PMS and traumatic events revealed that traumatic events
influence the severity of PTSD symptoms, while experiencing many PMS is associated with a
deterioration of the PTSD symptoms over time. This finding highlights the importance of
both traumatic events and PMS. To our knowledge, this result is new, as previous studies
including PMS were mainly cross-sectional or focused on particular PMS (Bogic et al., 2015;
Li et al., 2016). However, despite of the longitudinal design, the causality of this relationship
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cannot be determined. While most cross-sectional literature assumes that PMS influence
mental health (Li et al., 2016), a longitudinal study by Tingvold et al. (2015) showed that
psychological distress leads to more acculturative hassles a decade later. Accordingly, an
interaction between mental health and PMS seems to be likely. Furthermore, we looked in
detail at particular stressors present in the host country. Thereby, we found a surprisingly high
occurrence of negative events in the examined sample. The experience of those negative
events was associated with higher levels of emotional distress at the according time point.
This goes in line with other studies reporting that negative events in the host country or bad
news about family members in the home country negatively influence mental health
(Montgomery, 2010; Söndergaard et al., 2001; Vervliet et al., 2014). The finding that a
regular occupation such as work, school, or apprenticeship goes along with lower emotional
distress is consistent with the literature (Carlsson, Olsen, Mortensen, & Kastrup, 2006;
Marshall et al., 2005). However, the question of whether employment and mental health
symptoms interact or lead to the respective other one remains open.
The heterogeneity of the naturalistic course of symptoms implies that especially vulnerable
persons with a variety of risk factors need to be identified and suitable interventions should be
offered. The influencing factors found in this study correspondingly lead to certain
implications for practice and future research: Frequent visits to physicians can be an indicator
of mental health problems. Together with other studies showing that refugees tend to receive
little specialized treatment and are often not or wrongly diagnosed (Maier, Schmidt, &
Mueller, 2010), this leads to the conclusion that physicians and mental health specialists
should cooperate to provide the best possible and timely treatment - for example, by
conducting mental health screenings in medical practices and referring those with mental
health issues to the according mental health experts. Furthermore, appropriate treatment
should be offered to reduce the effect of traumatic experiences on the mental health. Thereby,
trauma-focused psychotherapeutic treatment shows good results in decreasing related mental
health symptoms (Neuner et al., 2010; Slobodin & de Jong, 2015).
The present study has certain limitations: The examined sample is a convenience sample,
including 5 family dyads. Further, refugees receiving treatment – that is, especially those with
more severe mental health symptoms – were excluded from this study. The slightly differing
characteristics between study completers and dropouts with regard to the number of traumatic
events and duration of stay in Germany might be due to the distinct characteristics of the
participants being deported to their home countries during the study period. In addition, we
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cannot rule out that the use of the two somewhat differing PTSD instruments and traumatic
event checklists in the baseline assessment due to the change from DSM-IV to DSM-5 led to
a potential measuring inaccuracy. The assisted self-ratings and the interviews rely on the
participants’ subjective reports.

3.5.1. Conclusion
On average, no change in the course of mental health symptoms could be detected – however,
on an individual level, an improvement or worsening of symptoms was observed in around
40% of the cases. Traumatic experiences seem to lead to generally higher PTSD symptoms,
while PMS experienced during the study period seem to be related to increasing PTSD
symptoms over time. Emotional distress is associated with unemployment, current negative
life events, and visits to physicians. Consequently, intensifying the cooperation of physicians
and mental health experts to identify mental health problems in refugees is indicated. Further,
evidence-based psychotherapeutic treatment is needed to reduce the mental suffering and
allow integration into the host society, thus breaking the cycle of PMS and mental
dysfunction.
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4. TRAJECTORIES OF POSTTRAUMATIC STRESS
SYMPTOMS DURING AND AFTER NARRATIVE
EXPOSURE THERAPY IN REFUGEES

Kaltenbach, E., Elbert, T., Hermenau, K., Schauer, M., & Schalinski, I.
(unpublished)

4. Trajectories of PTSD Symptoms During and After NET in Refugees

4.1. Abstract
It has been argued that trauma-focused treatment may aggravate symptoms, increase dropout,
and even “re-traumatize” refugees living in volatile conditions. To test the relevance of this
concern, we investigated PTSD symptom trajectories and their influencing factors during
Narrative Exposure Therapy (NET). For this, refugees filled out the PTSD Checklist before
each therapy session and during follow-up interviews. Results showed an overall decrease in
PTSD symptoms during and after treatment, whereby symptom trajectories ranged from fast
responders to slow responders to no immediate response during therapy, while persistent
symptom worsening was not observed. Even exposure to the most distressing events did not
evoke an increase of PTSD symptoms. However, stressful life experiences may aggravate
PTSD symptoms, also during treatment. Concerns about imaginal exposure in refugees were
not substantiated. However, stressful life events are common in refugees, even after they have
arrived at their host country.
Keywords: trauma therapy, symptom trajectories, refugee, imaginal exposure, PTSD
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4.2. Introduction
Mental health difficulties are one of the major health concerns in refugee populations
worldwide (e.g. Schauer, 2016). The experience of traumatic events in the home country and
during the flight as well as postmigrational stressors lead to high prevalences of mental health
disorders such as posttraumatic stress disorder (PTSD), depression, and anxiety disorders (e.g.
Giacco et al., 2018; Lindert et al., 2018; Porter & Haslam, 2005). These high rates of mental
health disorders remain elevated even after years of living in a host country (Bogic et al.,
2015; Kolassa et al., 2010). Due to the highly prevalent and often multiple traumatic
experiences of refugees and estimated PTSD prevalences of around 30%, the treatment of
PTSD is of particular importance (Miller et al., 2005; Nickerson et al., 2017). This is
especially important as reviews on the naturalistic course of PTSD show a chronic or
recurrent course in the majority of clients (Steinert et al., 2015). Recent studies in refugee
populations confirm this by showing that PTSD symptoms often persist when no treatment is
offered (e.g. Kaltenbach, Schauer, et al., 2018; Lamkaddem et al., 2014).
Several approaches for treating PTSD exist – thereof, trauma-focused psychotherapy (TFP)
approaches show the best long-term benefit (Bisson et al., 2013; Lee et al., 2016). Among
others, all TFP approaches include the imaginal exposure of the traumatic experiences
(Schnyder et al., 2015). Research on PTSD treatments in refugees found two TFP approaches
which have shown sound evidence and are recommended for treatment: Narrative Exposure
Therapy (NET) and trauma-focused cognitive-behavior therapy (TF-CBT; Nickerson et al.,
2017; Nosè et al., 2017; Slobodin & de Jong, 2015; Tribe, Sendt, & Tracy, 2017). NET
(Schauer et al., 2011) was especially developed for individuals with multiple traumatic
experiences (Gwozdziewycz & Mehl-Madrona, 2013; Jacob, Wilker, & Isele, 2017; Robjant
& Fazel, 2010). The etiological model of NET is based on the concept that repeated traumatic
experiences form a so called fear network, i.e. an association of sensory, cognitive, emotional,
and interoceptive memory components. With increasing traumatic experiences, this network
of memory components grows with ever increasing sensory cues, but also becomes detached
from the autobiographical context such as time and place of the happening (Foa & Kozak,
1986; Kolassa et al., 2010; Schauer et al., 2011). Through an activation of this fear network
and its connection with the autobiographical context, the present memory structure becomes
segmented again in memories of the particular events. Then, specific cues may still activate
the recall of a particular traumatic event but no more the non-locatable horror and fear
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(Schauer et al., 2011). NET shows sustained effects on PTSD symptoms as well as on
comorbid disorders and functioning (e.g. Hensel-Dittmann et al., 2011; Neuner et al., 2010;
Stenmark et al., 2013). Additionally, a child-friendly version of NET (KIDNET) has been
found to be effective in refugee children and adolescents (Eberle-Sejari et al., 2015; Ruf,
Schauer, Neuner, et al., 2010).
Despite the evidence in favor of TFP, it is not commonly used in clinical practice due to a
variety of perceived barriers: lack of training in TFP, concerns of patients’ decompensation,
dropout, and symptom exacerbation (Becker et al., 2004; Cahill et al., 2006; van Minnen et
al., 2010). Specifically for refugees, postmigrational stressors (i.a. the insecure living
conditions) are often named as a concern of clinicians to use TFP (Nickerson et al., 2017).
However, up-to-date evidence on TFP for other target groups did not find differences in
dropout and non-response rates compared to other active treatments (Hembree et al., 2003;
Imel et al., 2013). For refugee populations, NET has proven its effectiveness even in volatile
and insecure settings (e.g. Hinsberger et al., 2017; Köbach et al., 2017; Orang et al., 2018;
Robjant & Fazel, 2010).
Most psychotherapy research to date has focused on assessing symptoms before and after
treatment – however, emerging research began to assess symptoms during treatment as well.
By examining the overall course of symptoms during TFP, most studies report linear or
quadratic symptom changes (Hayes, Laurenceau, Feldman, Strauss, & Cardaciotto, 2007;
Kleim et al., 2013; Nishith, Resick, & Griffin, 2002). More recent studies have tried to
unravel trajectories during therapy by allocating the individuals to groups. Different patterns
have been found where most studies group individuals with (a) high symptom decreases at the
beginning of therapy, (b) gradual symptom decreases, and (c) little to no symptom changes
during the time of therapy (e.g. Allan, Gros, Myers, Korte, & Acierno, 2017; Clapp, Kemp,
Cox, & Tuerk, 2016; Schumm, Walter, & Chard, 2013). Symptom exacerbations seem to be
present in a small minority of clients only (Foa et al., 2002; Larsen, Stirman, Smith, &
Resick, 2016). Research on predictors influencing the symptom trajectories or outcomes (e.g.
sex, age, education, initial mental health symptoms) shows inconsistent results (e.g. Allan et
al., 2017; Galovski et al., 2016; Stein, Dickstein, Schuster, Litz, & Resick, 2012).
To-date, the majority of PTSD treatment studies examining symptom trajectories were
conducted with veterans using TF-CBT, prolonged exposure therapy, or cognitive processing
therapy as TFP approaches (e.g. Clapp et al., 2016; Kelly, Rizvi, Monson, & Resick, 2009;
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Schumm et al., 2013). To our knowledge, no studies have yet systematically examined
symptom trajectories of refugees during TFP. Until now, only one case study depicted the
course of symptoms in 6 refugees during a combination of NET and physiotherapy (Dibaj et
al., 2017). Otherwise, treatment studies with refugees have concentrated on a few assessment
time points of symptoms only (Bruhn et al., 2018; Schock et al., 2016; Stammel et al., 2017).
These studies have demonstrated the influence of postmigrational stressors and stressful life
events on mental health symptoms during therapy (Bruhn et al., 2018; Schock et al., 2016).
Given the lack of research on the trajectories of mental health symptoms in refugees and
during NET as well as clinicians’ concerns in using TFP in refugee populations, the current
study tackles the following issues: (1) We demonstrate the effectiveness of NET on PTSD
and depression in a refugee sample in Germany. (2) We examine trajectories of self-reported
PTSD symptoms and identify distinct symptom courses during NET as well as its
implications on treatment outcome. (3) We assess the influence of imaginal exposure to the
most distressing events as well as therapy-unrelated life stressors on PTSD symptoms during
NET.

4.3. Method
4.3.1. Design and procedure
The study was conducted between 2015 and 2018 at the Center of Excellence for
Psychotraumatology (CEP), a specialized research center for asylum seekers and refugees in
Germany. Refugees were either referred to the CEP by social workers, physicians, volunteers,
or lawyers, or they were recruited from asylum accommodations in southern Germany. All
were initially invited to a semi-structured clinical interview for the assessment of the trauma
history and mental health status. In case of mental health problems, the participant and the
psychologist decided after the interview how to proceed. Participants fulfilling the criteria of
PTSD were offered NET at the CEP. Additionally, other treatment options such as a referral
to psychiatric or other psychotherapeutic care were presented. A selection of refugees who
fulfilled the criteria of PTSD and who received NET at the CEP were invited to participate in
the present study. Those who did not need or did not wish treatment were included in a
parallel study (Kaltenbach et al., 2018). Refugees being referred to other care options were
not followed up.

64

4. Trajectories of PTSD Symptoms During and After NET in Refugees
In the course of the study, the clients’ symptoms were assessed in the following ways:
(1) Semi-structured clinical interviews: In addition to the initial clinical assessment (T0),
clinical interviews were conducted 3 (F3) and 6 months (F6) after therapy. All interviews
included the assessment of PTSD and depression symptoms.
(2) Self-report: Clients filled in a questionnaire about their PTSD symptoms and daily
functioning before each therapy session (T1 – Tend of therapy) as well as 3 and 6 months (F3 &
F6) after therapy. The duration varied between clients, with an estimated mean of 10-15
minutes. The number of filled-in questionnaires varied depending on the number of therapy
sessions.
Figure 4.1 shows the study design. The dropout rate during therapy was 7% (n = 2 of 28). One
person dropped out because of lack of motivation for therapy (after session 4) and one
without giving a reason (after session 1). Dropout for the follow-up interviews was 5% (n = 1
of 21) at F3 and 14% (n = 3 of 21) at F6. Five clients were not invited for the follow-up
assessments because the follow-ups would have exceeded the end of the funding period. One
client could not participate at F3 due to work reasons. At F6, reasons for dropout were
relocation to the home country, the wish to end the participation, and lack of time (each n =
1).
Baseline assessment
(T0: C)

Narrative Exposure
Therapy
(T1 – T29: S)

N = 28 included

n = 28 included
n = 26 completed
n = 2 discontinued

3 months follow-up
(F3: C & S)

n = 20 included
n = 1 missing

6 months follow-up
(F6: C & S)

n = 18 included
n = 3 missing

Figure 4.1: Flow of participants through the study
C = semi-structured clinical interview, S = self-rating.
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n = 5 not invited to
follow-up because of
the end of the study
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The clinical interviews were conducted by 17 clinical psychologists with extensive experience
in the work with refugees and mental health diagnostics. Twelve clinical psychologists trained
in NET and with substantial experience conducted the therapies. Regular supervision and
intervision was provided. The majority of the interviews and therapies (58%, n = 15) were
conducted with the help of trained and experienced interpreters. The clinical interviews at F3
and F6 were conducted by interviewers who did not know if the client received NET or was
part of the concurrent non-treatment study (Kaltenbach et al., 2018).
Before the start of the interview and therapy, a comprehensive explanation of the objectives
of the study and personal risks of participation were given. Furthermore, it was explained that
the study is completely voluntary and no monetary compensation would be offered. All
clients gave their written informed consent. In the case of minors, written informed consent
was also given by the legal guardian. The study was approved by the Ethical Review Board of
the University of Konstanz. The study was registered at Clinical Trials (clinicaltrials.gov)
with the registration number NCT02852616.

4.3.2. Treatment
The Narrative Exposure Therapy (NET) was conducted following the treatment manual of
Schauer et al. (2011). At the beginning of the NET, the therapist gives psychoeducation on
PTSD and an explanation of the rationale of NET. Then, the “lifeline” – a rope symbolizing
the clients’ path of life – is used to gain an overview of the emotional experiences from birth
to present and to structure the therapy. Thereby, highly arousing events with a positive
valence are symbolized with flowers and the negative (fearful, traumatic, sad) ones with
stones. In the following sessions, the client narrates his/ her life with the support of the
therapist in a chronological order with focus on the most traumatic experiences. During
narration, the therapist asks for sensory information, cognitions, emotions, physiological
reactions, and meaning – both in the past and present when it is remembered – and connects
them to the autobiographic context (time and place). After the sessions, the therapist writes
down the narration and reads it to the client in the following session, before continuing with
the narration of the next event. After completing the whole narration, the last session focuses
on the client’s life with an outlook on the future. For this, the client again lays down the
lifeline and the wishes for the future are added. At the end, the narration is handed out to the
client.
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Schauer et al. (2011) recommend 8 to 12 sessions with 90 minutes each, noting that in very
severe cases with complex trauma, even twice as many may be helpful. The aim of this study
was to provide a naturalistic therapeutic setting, with the clinical impression of the need for
more sessions overruling the recommended number of sessions.

4.3.3. Sample
The sample consisted of 28 refugees living in Germany. Inclusion criteria were the status as a
refugee or asylum seeker, age above 14 years, and fulfillment of the criteria of PTSD
according to DSM-5 (American Psychiatric Association, 2013). As we intended to conduct a
naturalistic study, the only exclusion criteria were the presence of acute psychotic symptoms
and acute suicidality leading to inpatient treatment. The two dropouts are not included in the
analyses. Clients were on average M = 28.8 years (SD = 12.2, range 14 – 61) old. Thirty-nine
percent (n = 10 of 26) were female. The majority of refugees in this sample came from
Afghanistan (42%; n = 11 of 26), Western Asian countries (27%; n = 7 of 26), and West
African countries (15%; n = 4 of 26). A high range of years at school was reported by the
clients (M = 8.1, SD = 5.0, range 0 – 18). For a more detailed description of the sample
characteristics, see Supplementary 4.1. Clients reported the experience of M = 7.2 (SD= 2.2,
range 3 – 11) different traumatic event types. At the beginning of therapy, all clients fulfilled
the criteria of a PTSD. A comorbid major depression was diagnosed in 58% (n = 15 of 26).

4.3.4. Measures
The instruments – conducted in the form of semi-structured clinical interviews and selfratings – will be presented thematically as follows. The clinical interviews are consistent with
those reported in the concurrent study with untreated refugees (Kaltenbach et al., 2018).
4.3.4.1. Sociodemographic data
Sociodemographic data was asked at T0. Questions assessed, among others, age, sex,
education, country of origin, duration of stay in Germany, asylum status, accommodation, and
the presence of core family members in Germany.
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4.3.4.2. Traumatic events
Two different instruments assessing traumatic events were used at T0 because of the change
from DSM-IV to DSM-5: The 12-item event checklist of the PSS-I (Foa et al., 1997) and the
17-item Life Events Checklist (LEC-5; Weathers, Blake, et al., 2013). Following the
procedure described in Kaltenbach, Schauer, et al. (2018), we used the sum score of the
overlapping 12 items.
4.3.4.3. PTSD
PTSD symptoms were assessed both in the semi-structured clinical interviews and in the selfratings. Consistent with the assessment of traumatic events, at T0 two different instruments
were used: the PTSD Symptom Scale – Interview Version (PSS-I; Foa, Riggs, Dancu, &
Rothbaum, 1993) was used for DSM-IV and the Posttraumatic Stress Disorder Checklist-5
(PCL-5; Weathers et al., 2013) for DSM-5. The PSS-I assesses PTSD symptoms with 17
items on a 4-point Likert scale, the PCL-5 includes 20 items measured on a 5-point Likert
scale. Both instruments show a good validity and reliability (Bovin et al., 2016; Foa & Tolin,
2000; Griesel et al., 2006; Krüger-Gottschalk et al., 2017). The instruments were administered
as semi-structured clinical interviews. The severity of symptoms was rated by combining both
frequency and intensity following the suggestion of Foa & Tolin (2000). In the clinical
follow-up assessments, the PCL-5 was used consistently. For PTSD diagnosis, we
additionally assessed the remaining criteria according to DSM-5 (Criteria F – G). Because of
the good psychometric properties of the PCL-5 as a self-rating instrument and its good ability
in detecting clinical change, the PCL was used in the self-rating assessments during and after
NET (Krüger-Gottschalk et al., 2017; Wortmann et al., 2016). For the self-rating, the PCL-5
was translated in the according languages of the participants (Albanian, Arabic, Farsi, French,
Kurdish, Serbian). To guarantee a valid and accurate translation, one experienced translator
generated a written translation and another translator generated a blind back-translation.
Differences in the translations were intensively examined and the translations were
accordingly adjusted.
For calculations including T0, the item scores of the PSS-I were multiplied with 4/3 to make
them comparable to the PCL-5 (Wortmann et al., 2016). To impute the missing three items of
the PSS-I, the individual mean of the questionnaire was used. We cannot rule out that the use
of two slightly differing PTSD instruments and traumatic event checklists in the baseline
assessment could potentially have led to a measuring inaccuracy. For calculations, the PTSD
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sum score (range 0 – 80) will be used. Cronbach’s α for the clinical ratings is .85 at T0, .83 at
F3, and .88 at F6. For the self-rating, it is .93 at T1, .91 at F3, and .94 at F6. The clinical and
self-rating version of the PCL-5 correlated at T0 / T1 (rs = .55, p = .003) and at F6 (rs = .62, p
= .008). The correlation at F3 was slightly significant (r s = .40, p = .090). Most of the time,
clinical ratings presented slightly lower PTSD symptoms than those found in the self-ratings.
4.3.4.4. Depression
Depression was assessed in the clinical interviews with the Patient Health Questionnaire – 9
(PHQ-9; Kroenke, Spitzer, & Williams, 2001), a widely used instrument with good
psychometric properties (Gilbody et al., 2007; Kroenke et al., 2001). It assesses symptom
severity with 9 depression symptoms on a 4-point Likert scale. Additionally, the diagnosis of
Major Depression according to DSM-5 can be derived from the PHQ-9. The sum score was
used for calculations. Cronbach’s α at T0, F3, and F6 is .82, .77, and .87, respectively.
4.3.4.5. Functional impairment
Functional impairment related to the symptoms of PTSD was assessed in the self-ratings
before each NET session as well as in the follow-up interviews. It was assessed directly after
the PCL-5 with eight items that showed good results in an earlier study (Kaltenbach et al.,
2017). The items included impairment related to relationships with family members,
relationships with friends, household chores and duties, fun and leisure activities, work,
education, general satisfaction with life, and overall functioning in all areas of life. The items
were assessed on the same scale as the PCL-5 (5-point Likert scale). The mean of the
applicable items for each person was used for calculations. Cronbach’s α is .87 at T1, .62 at
F3, and .90 at F6.
4.3.4.6. Life events during and after therapy
During the therapy, the therapist documented positive and negative life events experienced by
the client between the sessions. In the clinical follow-up assessments, the interviewer also
asked for positive and negative life events. The questions were rated on a binary scale, with
subsequent questions asking for details of the events.
4.3.4.7. Content of the therapy
The therapist documented the content of each session. The following categories were
specified: Narration on

negative

event,
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psychoeducation, counseling, others. Additionally, therapists wrote down the narration of the
client (including the type of event exposed in the session, as well as detailed information
about it).

4.3.5. Data analysis
The programs SPSS 24.0 and R 3.3.2 were used for the data analysis. Variables used for
calculations met the preconditions for parametric analysis (West et al., 1995). Accordingly, ttests and repeated-measures analyses of variance (ANOVA) were calculated. In case the
assumption of sphericity (tested with Mauchly’s test) was not met, the Greenhouse-Geisser
correction was used. Generalized eta squared (ηg2) and Hedges’s g were used as effect sizes.
To prevent alpha-inflation in case of multiple comparisons, the Bonferroni-Holm correction
was applied.
For comparisons of the symptom trajectories during NET, we summarized the self-rated
PTSD symptoms for calculations in five comparable segments. As reference value, we used
the first self-rating measurement T1, with the PTSD symptoms being reported directly before
the first NET session. Followingly, we parted the other sessions into quartiles (Q25, Q50,
Q75, Q100) and calculated the means of the PTSD symptoms in the respective quartiles.
Two change indexes depicting symptom changes in the individuals were used for
calculations: (a) The reliable change index (RCI; Jacobson & Truax, 1991) was used to
calculate meaningful symptom changes between the beginning and the end of the therapy, and
the follow-up assessments. For the clinical interviews, RCIs between T0 and F3 and F6 were
calculated. For the self-rating, the RCIs between T1 and the end of the therapy as well as F3
and F6 were calculated. To calculate the RCIs, the test-retest reliabilities of r = .82 for the
PCL-5 (Blevins et al., 2015) and r = .84 for the PHQ-9 (Kroenke et al., 2010) were used. For
the standard deviation, the according SD of the baseline assessment was used. If the
difference exceeded the threshold with α = .05, the improvement (Z ≥ 1.96) or worsening (Z ≤
-1.96) was considered as statistically significant. (b) To detect symptom changes during
therapy, a less strict criterion - a threshold of 10 points of change suggested by (U.S.
Department of Veterans Affairs, 2017) - was used. The 10-point-change was used to organize
clients into response groups. Therefore, change scores were calculated by subtracting the first
point in time from the subsequent point in time. Accordingly, negative numbers mean a
decrease in symptoms, while positive numbers mean an increase in symptoms. To summarize
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distinct symptom courses, fast responders were classified as those with at least 10 points of
change between T1 and Q25 and slow responders with at least 10 points of change between
T1 and T75. Participants who did not show more than 10 points of change over the course of
the therapy were classified as those not showing an immediate response.
The effect of the exposure of the most distressing event on the self-reported PTSD symptoms
was analyzed by extracting the time point right before the exposure of the most distressing
event, the time point after the first exposure of the most distressing event, the time point after
the last exposure, and the subsequent session. In case a client named more than one most
distressing event, the first one was chosen.
To examine the effect of negative life events on the self-reported PTSD symptoms, we
extracted the time point a negative event was reported as well as the most proximate time
point ahead of the negative experience. Several negative events of one person were used as
long as there was at least one time point without a negative event in between. When several
negative events happened in a row, we used the first one for the analysis.
Missing values were replaced through multiple imputation (MI) with the R package mice 2.30
(van Buuren & Groothuis-Oudshoorn, 2011). MI is commonly used to estimate missings in
multilevel data (Li et al., 2015). It requires the missing data to be missing completely at
random (completely unrelated to the data) or missing at random (not related to the missings
but to other variables; van Buuren, 2012). Through visual inspection, we can conclude that
the data are missing at random. The only systematic missingness was found at T0 in the PSS-I
(3 missing items) – therefore, these items were imputed with the individual mean. At item
level, missings were replaced if less than 10% of the questionnaire was missing, a higher
missingness led to an exclusion of the according questionnaire. In case of missing time points,
only the self-rated questionnaires assessed during NET were replaced through MI (< less than
10% missingness).

4.4. Results
4.4.1. Duration and content of therapy
The duration of active treatment was on average M = 161.0 days (SD = 81.9, range 35 – 372),
with the number of sessions ranging between 6 and 29 sessions (M = 14.3, SD = 5.1). The
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length of therapy and the number of sessions correlated with the amount of different traumatic
event types (r s = .49, p = .011; r s = .47, p = .016). Furthermore, higher self-reported PTSD
symptoms were linked to a longer therapy duration (rs = .47, p = .016).
The majority of sessions (M = 93 %; SD = 8.5, range 69 – 100 %) contained content of NET
(exposure, lifeline, psychoeducation). The exposure of the most distressing events took on
average M = 23 % (SD = 13.6, range 7 – 60 %) of the total sessions. Other content such as
crisis interventions and counseling on current difficulties was included in M = 25 % (SD =
18.6, 0 – 67 %) of the sessions. The experience of new traumatic events during therapy
correlated with a higher number of sessions (r s = .43, p = .029).

4.4.2. Effectiveness of NET
Table 4.1 depicts the mental health scores at the different measurement points. To capture
changes in the mental health symptoms before and after NET, we performed repeatedmeasures ANOVAs. Clinically-assessed PTSD symptoms showed a significant decrease
between T0, F3, and F6 (F (2, 30) = 26.55, p < .001, ηg2 = .64). Post-hoc tests revealed a
significant decrease between T0 and F3 (t (18) = 7.86, p < .001, g = 2.00) as well as between
T0 and F6 (t (17) = 4.28, p = .001, g = 1.47).
Table 4.1: Mental health scores at baseline, as well as at 3 months and 6 months follow-up
T0/ T1

End of NET

F3

F6

43.3
(12.5, 23 – 66)

20.6
(9.0, 9 – 48) b

24.9
(12.0, 9 – 46) c

Depression sum,
M (SD, range)

16.0
(5.8, 5 – 26)

8.2
(4.6, 1 – 22) a

10.7
(5.8, 3 – 23) c

PTSD diagnosis,
No. (%)

26 (100)

2 (11) b

7 (39) c

Depression diagnosis,
No. (%)

15 (58)

3 (15) a

6 (33) c

Clinical rating
PTSD sum,
M (SD, range)

Self-rating
PTSD sum,
M (SD, range)
Functionality sum,
M (SD, range)

52.2
(15.5, 22 – 80)

34.0
(19.7, 2 – 74)

34.2
(15.0, 8 – 62) a

38.5
(18.2, 3 – 62) d

2.16
(0.9, 1 – 3.8)

1.37
(0.8, 0 – 3.3)

1.33
(0.8, .13 – 3.1) b

1.47
(1.0, 0 – 3.4) d

Notes. n = 26, a n = 20, b n = 19, c n = 18, d n = 17, PTSD = posttraumatic stress disorder, T0 = clinical
baseline assessment, T1 = self-rating in the beginning of the first therapy session, F3 = 3-month
follow-up assessment, F6 = 6-month follow-up assessment.
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Consistently, self-rated PTSD symptoms showed a significant decrease between T1, the last
NET session, F3, and F6 (F (3,45) = 12.18, p < .001, η g2 = .45). In detail, the post-hoc tests
showed significant symptom reductions between T1 and the last NET session (t (25) = 5.79, p
< .001, g = 1.01), T1 and F3 (t (19) = 5.71, p < .001, g = 1.16), and T1 and F6 (t (16) = 2.76,
p = .014, g = .81). An increase in PTSD symptoms was found between the last NET session
and F6 (t (16) = -2.59, p = .020, g = -.23).
Depression symptoms assessed in the clinical interviews also revealed a significant decline
between T0, F3, and F6 (F (2,32) = 12.23, p < .001, ηg2 = .43). More precisely, a significant
decrease between T0 and F3 (t (19) = 4.74, p < .001, g = 1.46) and T0 and F6 (t (17) = 2.95, p
= .009, g = .90) could be found. Between F3 and F6, an increase in depression symptoms
could be detected (t (16) = -2.41, p = .028, g = -.48).
A meaningful symptom decrease in the clinically-assessed PTSD symptoms was found in
63% (n = 12 of 19) comparing T0 with F3 and in 44% (n = 8 of 18) comparing T0 and F6.
Slightly lower numbers were found in the self-rated PTSD symptoms: Compared to T1, 50%
(n = 13 of 26) showed a meaningful symptom decrease at the end of the therapy, 35% (n = 7
of 20) at F3, and 18% (n = 3 of 17) at F6. A meaningful decrease in clinically-assessed
depression symptoms was found in 60% (n = 12 of 20) and 33% (n = 6 of 18) comparing T0
with F3 and F6 accordingly. None of the clients showed a meaningful worsening of PTSD or
depression symptoms between the beginning and the end of the therapy and the follow-up
time points.

4.4.3. PTSD trajectories during NET
Examining the course of self-rated PTSD symptoms during NET, a significant reduction in
symptoms between the first therapy session, the first, second, third, and last quartile of the
therapy was found (F (2.14, 53.46) = 18.17, p < .001, ηg2 = .42, n = 26). Post-hoc tests
revealed significant t-tests between nearly all time points (all p < .001, range g = .18 - .95).
The difference between Q75 and Q100 failed to achieve statistical significance (t (25) = 1.90,
p = .069). When the follow-up time points were included in the ANOVA, the same effect was
found (F (3.60, 54.04) = 7.11, p < .001, η g2 = .32, n = 16). Figure 4.2 shows a graphical
depiction of the smoothed average course during and after NET as well as an overview of the
individual courses split in quartiles. Individual courses are depicted in the Supplementary 4.2.
Self-rated functional impairment showed a similar pattern, a significant decrease in
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impairment over time was found – both during NET (F (2.24, 56.05) = 15.82, p < .001, η g2 =
.39, n = 26) and also when including F3 and F6 (F (2.05, 28.65) = 4.73, p = .016, ηg2 = .25, n
= 16).
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Figure 4.2: Trajectories of self-rated PTSD symptoms during and after NET
The bold line represents the smoothed overall mean and the grey shade marks the 95% confidence
interval. The individual courses are depicted by the thin lines. The dotted lines mark the time after
NET. T1 is the beginning of NET, Q25, Q50, Q75, Q100 are the summarized quartiles during NET.
F3 and F6 are the 3- and 6-month follow-up assessments.

4.4.3.1. Distinct PTSD symptom courses during therapy
Clients showed different courses of PTSD symptoms during therapy. Splitting them in groups
with regard to their symptom changes of at least 10 points on the PCL leads to the groups as
depicted in Figure 4.3. Fast responders showed at least 10 points of change within the first
quartile of the therapy (27%, n = 7), slow responders showed a change of at least 10 points of
change within the first 3 quartiles of the therapy (31%, n = 8). Another group resumes those
showing no overall change in symptoms at the end of the therapy (42%, n = 11). A fourth
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group would include those with a negative response, meaning a worsening of symptoms of at
least 10 points of change over time. Such change was not found in any of the persons. Only
one person showed a temporary negative response in the symptoms.
The distinct PTSD symptom courses during therapy were not associated with the clinically
assessed reliable change of PTSD symptoms at F3 (χ2(2, N = 19)=1.81, p = .405) and F6
(χ2(2, N = 18)=.69, p = .710).

Figure 4.3: Groups of symptom courses during NET
Fast response is classified as those with a decrease of at least 10 points between T1 and Q25. Slow
response is classified as those with a decrease of at least 10 points between T1 and Q75. No immediate
response is classified as those who showed a change of less than 10 points over the course of NET.
Groups are depicted with the lines, the individual persons are depicted with the according signs. T1 is
the beginning of NET, Q25, Q50, Q75, Q100 are the summarized quartiles during NET. Negative
values represent symptom improvements in respect to baseline, whereas positive values show
aggravations.
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4.4.4. Influence of sociodemographic variables and initial symptom levels
No influence of sociodemographic variables such as gender, age, education, family members
in Germany, and duration of stay in Germany on the course of PTSD symptoms during and
after NET (measured with T1, Q25 – Q100) was found. Further, no influence of the number
of different traumatic event types on the change scores could be detected. The initial level of
clinically-assessed PTSD and depression symptoms did not correlate with the changes
reported during and after NET.

4.4.5. Influence of imaginal exposure sessions with the most distressing
events
The effect of imaginal exposure to the most distressing events on the self-rated PTSD
symptoms was examined. No significant difference in symptoms of PTSD before the first
exposure of the most distressing event (M = 41.9, SD = 15.9), the following session after the
first exposure of the most distressing event (M = 43.5, SD = 17.7), the session after the last
exposure (M = 42.4, SD = 17.6), and in the subsequent session (M = 37.9, SD = 19.2) could
be found (F(3,75) = 1.70, p = .175, η g2 = .06). On an individual level, 15% (n = 4) showed an
increase in PTSD symptoms between the first exposure of the most distressing event and the
following session, 69% (n = 18) showed no symptom change, and 15% (n = 4) showed a
symptom decline.

4.4.6. Influence of current life events during and after therapy
During the period of NET, all but one client (n = 25 of 26) reported experiencing at least one
negative life event. In total, new negative life events were reported in 24% (n = 87 of 371) of
the NET sessions. Thereof, 19 events included potentially traumatic content (5%; n = 19 of
371). Positive life events were reported in 12% (n = 43 of 371) of the sessions. In 27% (n =
10 of 37) of the follow-up assessments, clients reported experiencing negative life events;
thereof, 6 events were potentially traumatic (16%; n = 6 of 37). Positive events were reported
in 24% (n = 9 of 37) of the follow-up assessments.
Negative life events often named during NET were bad news from relatives or friends living
in the home country (n = 24 of 87), injury or illness of family members or close friends (n =
15 of 87), bad news in the asylum procedure (n = 12 of 87), own injury or illness (n = 11 of
87), violent verbal or physical argument (n = 11 of 87), and violent or illness-related death of
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a relative or close friend (n = 8 of 87). Positive events most commonly named during NET
were related to work or school (n = 17 of 43), the asylum procedure (n = 8 of 43), or
celebrations (n = 6 of 43). Reports of positive and negative life events at F3 and F6 are
comparable to those during NET.
Statistically, PTSD symptoms reported at the time point of a new negative life event (M =
47.6, SD = 18.7) were significantly higher compared to those at the time point before such a
negative event happened (M = 44.2, SD = 19.2; t(63) = -2.61, p = .011, g = .18). On an
individual level, in 23% (n = 15) of the events reported by the clients, a significant symptom
increase was found, while in 70% (n = 45) no symptom change, and 6% (n = 4) a symptom
decrease could be detected. No influence of positive events on the PTSD symptoms could be
detected.

4.5. Discussion
The current study tackles the lack of research on symptom trajectories of refugees during and
following NET. The symptom decrease during NET and at the 3- and 6-months follow-up
assessments underlines the evidence found for NET as an effective treatment for PTSD in
refugees. Upon closer examination, individuals showed their major symptom decreases at
different time points during NET: fast responders, slow responders, and no immediate
response during treatment. However, the distinct symptom courses during therapy were not
associated with differential improvements of PTSD symptoms at follow-ups. During therapy,
the exposure of the most distressing events did not evoke increases in PTSD symptoms. On
the contrary, stressful life events aggravated PTSD symptoms.
To our knowledge, this is the first study to systematically examine symptom trajectories of
refugees during NET. However, despite the differences within previous reports (with focus on
different target populations and TFP approaches), the results of the presented study are in line
with the existing research, for example, concerning symptom patterns and their ratio (e.g.
Allan et al., 2017; Clapp et al., 2016). The relevance of the differing symptom courses during
therapy is still unexplained, as there does not seem to be a direct influence of the distinct
symptom courses on the long-term mental health outcome after treatment. A possible
explanation may lie in the etiological model of the fear network: the recall of traumatic events
in its elementary representations (sensations, cognitions, emotions, and interoceptions)
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embedded in the autobiographical context is thought to segment the fear network
systematically. Accordingly, fear networks that have a different composition in different
subjects become segmented as memories of particular events with differing speeds during
therapy. This leads to distinct symptom courses, albeit, having the same result on the fear
network on the long-term.
Furthermore, the study adds to the limited research base of symptom exacerbations during
TFP, confirming that increases in symptoms are only temporarly present in a small minority
of clients and that imaginal exposure does not systematically lead to symptom increases (Foa
et al., 2002; Larsen et al., 2016) – also and even though TFP was conducted with refugees
living in volatile conditions.
However, we did find a factor evoking temporary symptom increases – the experience of new
stressful life events was connected with higher self-reported PTSD symptoms, even during
therapy. This aspect has not been considered in other studies examining symptom trajectories
during treatment. However, two multidisciplinary treatment studies with refugees as well as
studies examining the natural course of mental health symptoms in refugees also found this
negative influence of stressful life events on mental health symptoms (Bruhn et al., 2018;
Kaltenbach et al., 2018; Schock et al., 2016; Söndergaard et al., 2001). Accordingly, the
negative influence of stressful life events on refugees’ mental health seems to be present
independent of the type of treatment or treatment at all. We assume that the influence of these
stressful life events also led to the slight decrease in symptom reduction in the 6-month
follow-up. This is contrary to earlier studies detecting increasing symptom reductions even
one year after therapy (Hensel-Dittmann et al., 2011; Morath, Gola, et al., 2014; Ruf, Schauer,
Neuner, et al., 2010). Nevertheless, none of the clients experienced a meaningful worsening
of symptoms from pre-treatment to the end of therapy or the follow-up time points.
The current study has certain implications for clinical practice: TFP such as NET not only
show reductions in PTSD symptoms after therapy, but the majority of clients also already
shows symptom decreases during treatment. Furthermore, the “feared” symptom
exacerbations are only present in a small minority of clients and only seem to be of temporary
nature. No evidence has been found that these symptom increases are related to the exposure
of the traumatic event – they rather seem to be connected to stressful life events taking place
outside of the therapy setting and it is well possible that these increases had been attenuated
due to the treatment. The findings add to the knowledge that TFP in general, but also with
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refugees living in insecure conditions is well feasible (Hembree et al., 2003; Imel et al., 2013;
Nickerson et al., 2017; Robjant & Fazel, 2010). Concerns about the influence of
postmigrational stressors such as new negative life events on the symptoms cannot be
removed. This seems to be an unavoidable element that clinicians working with refugees are
faced with. In our study, this led to crisis interventions and counseling in 25% of the sessions,
thereby prolonging the duration of therapy. However, the influence of stressful life events
does not seem to be dependent on the type of treatment (Schock et al., 2016). Accordingly,
TFP showing the highest effectiveness among PTSD treatments should be offered to refugees
fulfilling PTSD criteria (e.g. Thompson, Vidgen, & Roberts, 2018). Concerning the barriers
reported by clinicians preventing them from applying TFP (Becker et al., 2004), training in
TFP and thereby disempowering clinicians’ concerns seems to be essential in improving the
provision of evidence-based TFP both in inpatient and outpatient settings.
The present study has some limitations that need to be considered: The current study does not
offer a comparison group undergoing no or another treatment. However, the concurrent study
by Kaltenbach, Schauer, et al. (2018) indicates that there is typically little or no spontaneous
remission in samples drawn from the same population. Moreover, the limited sample size
does not allow for more complex calculations. Both self-reports as well as clinical interviews
are based upon the participants’ subjective reports.

4.5.1. Conclusion
Evidence-based PTSD treatments for refugees – such as NET or TF-CBT – are infrequently
used in clinical practice due to concerns of potentially negative or destabilizing effects of
imaginal exposure. The present study addresses these concerns in depicting not only the longterm benefits of NET, but also examining the PTSD trajectories during therapy. Hereby, the
current study as well as previous research with other target groups can lessen these concerns:
symptom exacerbations were only found in a small minority, with no evidence that the
symptom increases are related to the imaginal exposure. To the contrary, symptom increases
seem to be related to stressful life events happening simultaneously to treatment. All of the
symptom increases were only temporary, with the majority of refugees showing a fast decline
in symptoms during the first sessions or a gradual decrease in symptoms, while others showed
no immediate response during treatment. Given the effectiveness of NET as a treatment for
PTSD in refugees and the absence of negative side effects during treatment, the use of NET or
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other TFP approaches in the therapeutical work with refugees can be recommended, even
under volatile conditions.
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5. Improving Interaction Competencies with Children

5.1. Abstract
Background: High prevalence rates of corporal punishment in schools worldwide and the
associated negative mental health issues show the need for interventions addressing this
problem. Yet, so far there are very few intervention studies aimed at altering corporal
punishment administered by teachers, particularly in low- or middle-income countries.
Objective: To conduct a feasibility study of the newly developed intervention approach
Interaction Competencies with Children for Teachers (ICC-T) – a training workshop designed
to prevent corporal punishment and improve the teacher-student relationship.
Methods: The one-week ICC-T intervention was conducted with 30 teachers in a Tanzanian
primary school. Participants filled out a survey before, directly after, and 3 months following
the intervention.
Results: The widespread use of corporal punishment indicated strong demand for a
preventive intervention. The feasibility of ICC-T was good: Despite challenging conditions,
implementation of the training and participants’ acceptance was high. Further, participants
reported a good integration of the training’s core elements in their daily working routine,
improvements in the teacher-student relationships, and in the students’ behavior.
Conclusions: ICC-T shows a promising feasibility in the Tanzanian teacher sample. These
encouraging results highlight the need for further studies testing the efficacy, sustainability,
and effects of ICC-T on the students’ well-being.
Keywords: corporal punishment, prevention, teacher, school violence, feasibility, SubSaharan Africa
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5.2. Introduction
5.2.1. Corporal punishment in schools: A global phenomenon
To date, corporal punishment remains legal in many schools worldwide (Gershoff, 2017;
GIEACPC, 2015b). It is still not fully prohibited in schools in 70 of the 198 countries tracked
in a recent report from the GIEACPC (2016d). The deficient legislation in relation to corporal
punishment suggests that it is still a widespread phenomenon in schools worldwide; however,
representative prevalence rates of corporal punishment are difficult to assess, particularly in
low-income countries (Devries et al., 2014). Nevertheless, research on this topic is growing,
and current findings indicate the frequent use of violent discipline in schools in low- and
lower-middle-income countries (LIC and LMIC) around the globe, particularly in African and
Asian countries (GIEACPC, 2015a). For the majority of the LIC and LMIC studied, high
prevalence rates of over 50% were reported (Antonowicz, 2010; Feinstein & Mwahombela,
2010; Gershoff, 2017; GIEACPC, 2016b; Portela & Pells, 2015). Even in countries where
school corporal punishment is legally prohibited, its ongoing use remains high (Gershoff,
2017).

5.2.2. School corporal punishment in Sub-Saharan Africa
A large number of children in Sub-Saharan Africa (SSA) are at particularly high risk of
experiencing corporal punishment in school – 25 of the 70 countries not fully prohibiting
corporal punishment in schools are located in this area (GIEACPC, 2016d). Research from
schools in 13 different SSA countries revealed rates of children reporting corporal
punishment ranging from 11% to 95%, and the witnessing of corporal punishment ranging
from 34% to 98% (Burton, 2005; Devries et al., 2014; GIEACPC, 2016b; Hecker, Hermenau,
Isele, & Elbert, 2014). A study in the Central African Republic reported that 52% of primary
school teachers inflict corporal punishment on a daily basis (Antonowicz, 2010). Corporal
punishment in schools in SSA is regularly applied even for minor offences such as tardiness
or answering a question incorrectly and leads to feelings of humiliation in children
(Anbarasan, 1999; Naker, 2005).
The frustrating and stressful working conditions of teachers in LIC contribute to the excessive
use of corporal punishment (Feinstein & Mwahombela, 2010; Greydanus et al., 2003; Mweru,
2010). Teachers in LIC and LMIC are constantly challenged to cope with the absence of basic
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resources like insufficient school equipment, lack of personnel, and deficient school
management. This results in overcrowded classrooms, limited teaching and learning
resources, and hierarchical authority structures (Barrett, 2005; Bennell & Akyeampong, 2007;
Vavrus & Bartlett, 2012). Bennell & Akyeampong (2007) reported that more than three
quarters of the teachers in five SSA countries indicated their working conditions to be poor,
demotivating, and stressful. Not surprisingly in this context, maltreatment has been reported
to be more prevalent in educational settings shaped by high stress and limited resources
(Benbenishty, Zeira, & Astor, 2002; Khoury-Kassabri, 2006).

5.2.3. Current situation in Tanzania
Consistent with many other SSA countries, in Tanzania corporal punishment is legal, though
the country is a signatory to the Convention on the Rights of the Child (GIEACPC, 2015a,
2016c). Despite government guidelines limiting corporal punishment in Tanzanian schools to
four strokes administered by head teachers only (GIEACPC, 2016c), the use of corporal
punishment by regular teachers is supported by authorities (Tanzania Daily News, 2013).
Further, teachers’ regular training does not equip them to handle children’s misbehavior in
nonviolent ways (Nkuba & Kyaruzi, 2015). Therefore, it is not surprising that there is a high
and recurring use of corporal punishment by regular teachers (Feinstein & Mwahombela,
2010; Frankenberg, Holmqvist, & Rubenson, 2010; Research and Analysis Working Group
United Republic of Tanzania, 2008; Yaghambe & Tshabangu, 2013). In a recent study by
Hecker et al. (2014) almost all students at a primary school in Tanzania reported experiencing
corporal punishment at school.

5.2.4. Consequences of corporal punishment
Research on consequences of corporal punishment shows that it carries multiple risks of harm
and has no long-term benefits (Gershoff, 2002; Norman et al., 2012). Meta-analyses and
comprehensive studies have consistently found negative effects of corporal punishment on
children’s physical and psychological state, especially associations with depressive disorders,
suicide attempts, aggression, antisocial behavior, and substance abuse (Gershoff, 2002;
Gershoff & Grogan-Kaylor, 2016; Hecker et al., 2014; Hyland, Alkhalaf, & Whalley, 2013;
Krug, Dahlberg, Mercy, Zwi, & Lozano, 2002; Naker, 2005; Norman et al., 2012). Further,
corporal punishment was associated with poorer academic performance (Antonowicz, 2010;
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Boden, Horwood, & Fergusson, 2007; Tomoda et al., 2009), as well as with negative
consequences later on in the children’s life, for example delinquent behavior and
victimization of ongoing physical abuse (Gershoff, 2002; McCabe, Lucchini, Hough, Yeh, &
Hazen, 2005; Pereznieto et al., 2010).
In the context of school corporal punishment, a recent review of Gershoff (2017) found
comparable negative effects: In addition to the general negative consequences, corporal
punishment in school increased children’s fear of going to school, created a violent and
humiliating learning environment, eroded the students’ trust in schools and teachers, and led
to increased levels of school drop-out (Antonowicz, 2010; Gershoff, 2017). It further
interfered with the children’s cognitive abilities, with lasting negative impacts on students’
verbal and executive functioning (Antonowicz, 2010; Portela & Pells, 2015; UNICEF, 2014).
Thereby it contradicted the intended outcome of improving discipline and school performance
(Gershoff, 2017; GIEACPC, 2016a; Hecker, Hermenau, Salmen, Teicher, & Elbert, 2016).
The depicted consequences also lead to negative long-term effects at the societal level, such
as lower income and higher use of social and health services (Gershoff, 2017; Pereznieto et
al., 2010). Hence, the United Nation’s Sustainable Development Goal Nr. 16.2 (UN, 2015) is
to end all forms of violence against children in order to address this global public health
challenge.

5.2.5. Interventions targeting corporal punishment in school settings
General recommendations to stop school corporal punishment include a legislative reform
banning corporal punishment, education about the negative consequences of corporal
punishment, provision of alternative discipline methods, and possibilities for reporting the use
of corporal punishment and appropriate penalties (Gershoff, 2017; GIEACPC, 2016b).
Further, there are several in-depth resources for teachers, such as guide books, toolkits, or
websites addressing this topic (GIEACPC, 2012). However, only a few interventions aimed at
altering violent disciplinary styles by school teachers have been conducted (Global Advocacy
Team, 2012; Parkes & Heslop, 2013), and even fewer have been scientifically evaluated
(Bonell et al., 2013). Devries et al. (2015) recently conducted a methodically comprehensive
cluster-randomized controlled study, training teachers in nonviolent disciplinary methods. It
aimed at changing behavior in school staff and students in 42 primary schools in Uganda by
providing training sessions and school-wide support in terms of knowledge on alternative
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non-violent discipline, reflection, skill practice, and ongoing supervision. Their intervention
reduced corporal punishment by 42% (Devries et al., 2015). There have also been a few other
studies performing interventions with school staff and/or students; however, they did not deal
with corporal punishment, but instead mainly focused on changing students’ misbehavior
(Flannery et al., 2003; Nolan, Filter, & Houlihan, 2014; Schiff & BarGil, 2004) or on
reducing teachers’ stress (Flook, Goldberg, Pinger, Bonus, & Davidson, 2013; Schussler,
Jennings, Sharp, & Frank, 2016; Taylor et al., 2016).

5.2.6. Objectives
At the present time, there have not been any scientifically evaluated interventions to prevent
corporal punishment in Tanzanian schools. The lack of interventions, especially in regions
with high prevalence rates of school corporal punishment and limited resources for
prevention, highlights the urgent need to develop comprehensive intervention approaches to
support teachers in changing their attitudes towards corporal punishment and provide them
with nonviolent action alternatives. This is all the more significant as corporal punishment in
schools is an important but often overlooked contributor to the public health burden
associated with child physical abuse (Devries et al., 2015).
To bridge this gap, the intervention approach Interaction Competencies with Children for
Teachers (ICC-T) was designed. Given the shortage of research in this area, conducting a
pilot feasibility study that assessed the demand, acceptability, implementation, integration,
and limited effectiveness of ICC-T was indicated.

5.3. Method
5.3.1. Participants
The feasibility study was conducted with 30 teachers of one English medium primary school
(i.e., English is language of educational instruction) in Southern Tanzania. The students in the
primary school had already participated in a cross-sectional study on the consequences of
corporal punishment on mental health and school performance (Hecker et al., 2014, 2016).
All teachers in this school were invited to participate. Of these, 83% (n = 30 of 36)
participated. No exclusion criteria were applied. The participants were on average 34.93 years
old (SD = 11.92; range 23 – 71; n = 30) and 55% (n = 16 of 29) were female. They reported
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on average 14.92 years of formal education (SD = 2.12; range 11 – 22; n = 26). The
participants taught classes from the 1 st to 7th year of formal schooling, with students between
6 and 15 years of age. Class size was around 50 students per class.

5.3.2. Design and Procedure
The study took place in the facilities of the cooperating primary school. First, the teachers
participated in a baseline survey assessing the demand for training. Subsequently, they
attended the ICC-T training workshop. Seventy-three percent (n = 22 of 30) participated in
the entire training (defined as attending more than 80% of the training sessions). Further data
from the teachers was collected both directly after the training workshop and 3 months
afterwards. Drop-out at the 3-months follow-up was 23% (n = 7 of 30). Additionally, trainers
evaluated the implementation of each ICC-T session and notes were taken during the training
workshop (for more details see Figure 5.1).
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Baseline survey
Participation: n = 30

ICC-T training workshop
Participation:
n = 22 (entire training)
n = 8 (partial participation)
Reasons: family obligations,
preparations of the upcoming holidays

Evaluation of the training sessions:
Drop-out, n = 6

N = 24

Reasons: family obligations,
preparations of the upcoming
holidays

Post survey
Participation: n = 24

Drop-out, n = 1
Reason: not available during data
assessment

3-months follow-up survey
Participation: n = 23

Figure 5.1: Flow-chart of the study design
Figure 1: Flow-chart of the study design
One Tanzanian and one German psychologist conducted the ICC-T training workshop, with
the help of three assistant facilitators. The training workshop was held during school holidays
and conducted in English. The management of the school invited all teachers to take part in
the training workshop. The workshop was free of charge for the teachers, and without
financial compensation, however they received free beverages and food. The study has been
conducted according to the principles expressed in the Declaration of Helsinki. Informed
consent was obtained from all participants at the beginning of the study. Teachers’
participation in the study’s assessments and training workshop was voluntary and independent
from each other. Participants were informed that they were free to end their participation at
any time without consequences. Furthermore, all participants agreed that the information and
quotations gathered in the assessments and during the intervention could be published for
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scientific purposes in anonymized form. They were assured that all personal information
would be kept strictly confidential.

5.3.3. Intervention
The intervention was 5.5 days (8 hours on a full day) training workshop for teachers. The
preventive intervention approach Interaction Competencies with Children (ICC) aims at
preventing maltreatment and improving the adult-child relationship by introducing essential
interaction competencies in the work with children. The training concept follows the childcare
guidelines of the American Academy of Pediatrics (1999) and is available for different target
groups. A good feasibility and first evidence for its effectiveness has already been found for
caregivers working in institutional care settings (Hermenau, Kaltenbach, Mkinga, & Hecker,
2015). The present study tested the feasibility of Interaction Competencies with Children for
Teachers (ICC-T). The specific focus of ICC-T is on preventing corporal punishment as a
disciplinary measure in school settings and on improving the teacher-student relationship.
Key principles of ICC-T are:
a) Participative approach: Participants are encouraged to participate actively and to strategize
how to implement ICC-T components in their daily work.
b) Practice: Theory and practice are combined to enable participants to use the acquired ICCT skills in everyday school life.
c) Trustful atmosphere: Confidentiality is assured and participants are invited to talk openly
about work problems, their needs, and experiences with corporal punishment to create a
trusting and open atmosphere.
d) Sustainability: Intensive practicing, reinforcement and repetition of the content, selfreflection about own behavior, team building measures, and organization of a peer
consulting system are emphasized to ensure sustainability of the ICC-T training
workshop.
Five core components form the ICC-T training, with the aim of establishing a better
relationship between teachers and students and to decrease corporal punishment. This is
predicted to ultimately improve the children’s well-being. For more detailed information on
the ICC-T content see Table 5.1.
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(1) The sessions about teacher-student interaction aimed to foster empathy and understanding
of the students’ behavior, raise awareness of the responsibility of being a role model for
the students, create a good learning atmosphere, and improve teacher-student interactions.
(2) The sessions on maltreatment prevention aimed to raise awareness of the negative
consequences of corporal punishment for the children’s well-being. Teachers reflected on
their own experiences of corporal punishment as a child and on their use of corporal
punishment as a teacher, with the aim of connecting their own experiences and feelings to
their current behavior and its consequences. These sessions were closely linked to the
sessions about effective discipline strategies aiming to reduce the teachers’ use of corporal
punishment and other forms of emotional and physical maltreatment.
(3) The introduction and practice of different effective discipline strategies aimed to provide
the teachers with tools on how to maintain and reinforce desired behavior, and how to
change or improve undesirable behavior. The aim is to reduce misbehavior by giving nonviolent alternatives to corporal punishment and reducing feelings of helplessness.
(4) Identifying and supporting burdened students aimed to raise awareness for common
emotional and behavioral problems and to show how to identify and support them in the
school context.
(5) The sessions on implementation aimed at ensuring the realization of the ICC-T
components in everyday school life and were essential for the sustainability and efficacy
of ICC-T approach. Furthermore, establishing support strategies to improve the working
atmosphere for teachers were implemented, including a peer consulting system and the
collaboration with school-counselors and parents.
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Table 5.1: Overview of Interaction Competencies with Children – Teacher version
Contenta

Component
Teacher-student interaction

Communication skills
Instructions and Expectations
Teachers as role models and its implications
Structure, rituals and rules in the classroom

Maltreatment prevention

Discussion about common discipline strategies in the relevant
country
Consequences of corporal punishment
Self-reflection about own experiences of corporal punishment as a
child
Self-reflection about own experiences when using corporal
punishment
Myths about the effectiveness of corporal punishment
Practice of alternative strategies to corporal punishment (connected
with component effective discipline strategies)

Effective discipline strategies

Introduction of non-violent strategies to maintain good behavior
(e.g., reinforcement systems, contracts, etc.)
Introduction of strategies to change misbehavior (e.g. time-out,
privilege removal, etc.)
Practice of introduced strategies in role plays

Identifying and supporting
burdened students

Stress in children
Delayed development
Externalizing problems: Aggressive and oppositional behavior
Internalizing problems: Depression and social withdrawal
Discussion about specific cases
Elaboration of strategies to support burdened children

Implementation

Implementation of the new knowledge into everyday school life
Collaboration with other teachers and the school counselor
Organization of a peer consulting system

Notes. a the components included presentations by the trainers, discussions (in the plenary and in small
groups), record of the results, role plays, and repetitions.

5.3.4. Measures
The baseline survey and the two surveys following the training were conducted as selfadministered questionnaires in English. The baseline survey took 30 minutes; the other two
surveys took 20 minutes each. Due to the lack of established and validated assessment tools in
this research area, most questions were purpose-built. All three surveys included quantitative
and qualitative questions.
The present study applied the guidelines for feasibility studies of Bowen et al. (2009).
Accordingly,

the

demand,

implementation,

acceptability,

integration,

and

limited

effectiveness of ICC-T were assessed. The baseline survey assessed the demand for training
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by measuring the working conditions of the teachers (e.g., working hours, difficulties at work,
workload). The work-related burnout section of the Copenhagen Burnout Inventory (CBI;
Kristensen, Borritz, Villadsen, & Christensen, 2005), which showed a good reliability and
validity in a teacher sample (Milfont, Denny, Ameratunga, Robinson, & Merry, 2008),
assessed stress at work. CBI items, measured on a 5-point Likert scale, are added to a sum
score ranging from 0 to 100, with high burnout being defined as ≥ 50 (Borritz, Rugulies,
Christensen, Villadsen, & Kristensen, 2006). Additionally, qualitative data about the attitude
and use of corporal punishment was assessed through transcription during the training,
especially during the sessions about maltreatment prevention. In this part, the number of
participants answering the questions varies, depending on how many participants narrated
something on the relevant topics. Acceptability and implementation of the training was
measured in the survey directly after ICC-T training. Further, the trainers evaluated the
implementation of each ICC-T session throughout the training (see Supplementary 5.1).
Integration into daily life and limited effectiveness were assessed through the teacher’s report
three months after the training. For more information on the content of the questions see
Supplementary 5.2.

5.3.5. Data Analysis
Qualitative data was analysed using inductive content comparison analysis (Leech &
Onwuegbuzie, 2007): The collected data was read and two independent raters clustered the
data into smaller content-related parts. These were then labeled with descriptive titles and
sorted by similarity thereby identifying themes. Differences between the two raters were
discussed intensively. Additionally, classical content analysis was used to assess the number
of participants who reported each theme (Leech & Onwuegbuzie, 2007). As multiple
responses were possible, total percentage scores were higher than 100%. Examples are
presented throughout the study. Quantitative data was reported descriptively using SPSS,
version 21.
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5.4. Results
5.4.1. Demand
5.4.1.1. Corporal punishment
During the training workshop, participants named corporal punishment, especially beating
with a stick, to be a very common and generally accepted way of punishing a child in the
school and family setting. Other forms of physical or emotional violence named were
pinching, slapping, burning extremities, yelling, insulting, isolating, or withholding meals.
They also reported disciplinary measures like warning the child or giving the child extra
chores. In the school setting, additional penalties such as push-ups and jumping like a frog
were reported. The participants’ attitude towards corporal punishment was generally positive,
with most of the participants rating it as a necessity in the education and upbringing of a
child, for example “We wouldn’t be able to control the students without corporal
punishment” and “I believe Tanzanians can’t survive without a stick”.
In the sessions about self-reflection, participants reported own experiences with corporal
punishment. Sixteen of 17 participants (94%) reported having experienced corporal
punishment as a child. For example, “The teacher punished me for my bad handwriting. He
beat me with a stick. Since that time I hated the teacher and the subject.” or “I got 40 strokes
from a teacher. I was so scared that I shit my pants.” Other experienced forms of punishment
reported were additional tasks (29%; n = 5 of 17) and isolation (18%; n = 3 of 17). The
punishment was undertaken by teachers, parents, and other relatives. All the participants with
experiences of corporal punishment reported negative feelings such as anxiety, fear, shame,
guilt, unlovingness, feelings of revenge, and hatred.
Using corporal punishment as a disciplinary strategy against their students themselves was
reported by 14 of 17 participants (82%), e.g. “When I punish the students, they have to pull
down their trousers and I punish them with a stick.” Of these, 13 (93%) reported experiencing
negative feelings (e.g. “Sometimes the children make me so angry that I beat them.
Afterwards I feel bad.”) and 5 (36%) also reported experiencing positive feelings (e.g. “I feel
good punishing the children with a stick, because I am responsible for changing their
behavior.”). They gave different reasons for using corporal punishment, for example, feeling
forced by the group pressure of other teachers to beat a misbehaving child, feeling responsible
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for changing the child’s behavior, being angry, and using it as a time-efficient way of
punishing.
5.4.1.2. Working conditions
Participants reported working M = 51.79 hours per week (SD = 8.98; range 37 – 84; n = 29).
Out of the time spent working, 81% was utilized in giving and preparing classes, and 19%
was spent interacting with students (n = 27). They rated their current workload on a scale
from 0 (very low workload) to 10 (very high workload) with M = 6.76 (SD = 1.90; range 5 –
10; n = 29). On the work-related burnout section of the CBI, 22% (n = 6 of 27) showed high
burnout symptoms (M = 39.55; SD = 12.99; range 14.29 – 64.29; n = 27; see Table 5.2). The
majority of the teachers (68%; n = 19 of 27) rated their work as either somewhat or highly
emotionally exhausting.
Participants reported the difficulties they face at work in an open-ended question: Forty-seven
percent (n = 14 of 30) named problems in interactions with students, especially with students’
misbehavior and with exceptionally demanding students (students with learning difficulties,
family problems, or aggressive behavior). Another area of concern named by 67% (n = 20 of
30) were the working conditions, in particular the work overload, the lack of material, the
difficulties in the collaboration with the school management, and the high number of students
in class.
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Table 5.2: Results of the work-related burnout section of the Copenhagen Burnout Inventory
Question

M (SD)

0

25

50

75

100

% (n)

% (n)

% (n)

% (n)

% (n)

1.

Is your work emotionally exhausting?

45.54 (27.26)

17.9 (5)

14.3 (4)

35.7 (10)

32.1 (9)

0 (0)

2.

Does your work frustrate you?

32.41 (26.69)

29.6 (8)

25.9 (7)

29.6 (8)

15.8 (4)

0 (0)

3.

Do you feel burnt out because of your work?

30.36 (25.78)

32.1 (9)

25.0 (7)

32.1 (9)

10.7 (3)

0 (0)

4.

Do you feel worn out at the end of the working day?

50.00 (21.52)

7.1 (2)

7.1 (2)

71.4 (20)

7.1 (2)

7.1 (2)

5.

Do you have enough energy for family and friends
during leisure time? (reversed)

50.00 (20.04)

3.4 (1)

13.8 (4)

69.0 (20)

6.9 (2)

6.9 (2)

6.

Do you feel that every working hour is tiring for you?

31.03 (21.81)

24.1 (7)

31.0 (9)

41.4 (12)

3.4 (1)

0 (0)

7.

Are you exhausted in the morning at the thought of
another day at work?

36.61 (24.04)

17.9 (5)

28.6 (8)

46.4 (13)

3.6 (1)

3.6 (1)

Note. Questions 1 – 3: 0 = to a very low degree; 25 = to a low degree; 50 = somewhat; 75 = to a high degree; 100 = to a very high degree; Questions 4 – 7: 0 =
(almost) never; 25 = seldom; 50 = sometimes; 75 = often; 100 = always; n = 28 for questions 1,3,4,7; n = 27 for question 2; n = 29 for questions 5,6.
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5.4.2. Implementation
The trainers evaluated the implementation of each training session (N = 24) on a four-point
Likert-Scale from 0 (poor) to 3 (excellent): Participation was good (M = 1.83; SD = .70), with
most participants engaging actively in the training workshop, e.g. in various discussions and
small group activities. Participants were also motivated (M = 1.79; SD = .51). Time
management of the sessions was adequate (M = 1.83; SD = .70), however, the sessions
sometimes ran later because of the participants’ strong need to discuss individual cases. The
trainers perceived the participants’ comprehension as good (M = 1.54; SD = .51). This finding
is supported by the participants reporting a very good understanding of the training content
directly after the training (M = 3.26, SD = .45; range 3 – 4; n = 23; scale 0 = understood
nothing to 4 = understood everything).

5.4.3. Acceptability
Before the training, participants rated their motivation to participate in the training as very
high (M = 8.68; SD = 2.39; range 1 – 10; n = 28) and they expected the training to be helpful
in their daily work (M = 9.07; SD = 1.71; range 3 – 10; n = 29; scale 0 = not at all to 10 =
very much).
After the training, participants’ acceptance of the training was measured with questions about
their satisfaction regarding ICC-T content (M = 2.63; SD = .49; N = 24), teaching methods (M
= 2.63; SD = .49; N = 24), trainers (M = 2.50; SD = .59; N = 24), and the training in general
(M = 2.63; SD = .58; N = 24) on a four-point Likert-Scale (0 = poor to 3 = excellent),
indicating a high acceptance. Concordantly, all participants (100%; n = 24) said they would
recommend the training to others.
Participants freely stated that the sessions about effective discipline strategies and
maltreatment prevention were of high importance to them (92%; n = 22 of 24). Of these, 73%
(n = 16 of 22) named non-violent discipline strategies, 50% (n = 11 of 22) reinforcement of
the students, and 25% (n = 6 of 24) awareness of the consequences of corporal punishment.
Teachers wrote for example “It is better to pay more attention to the positive behavior of a
child and to reward them than to punish the negative behavior” and “I will be more creative
and find ways to change a child’s misbehavior without hurting him or her.” Further, the
sessions about teacher-student-interaction (50%; n = 12 of 24) and identifying and supporting
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burdened students (38%; n = 9 of 24) were rated as highly important for the participants as
well. Moreover, 92% (n = 22 of 24) reported a better understanding of the students as a result
of the training (e.g. “A child is another me, only younger. That means: What I don’t want
done to me should not be done to a child either”, “I learned that it is not punishment but
showing concern that leads to changes in weak students”).

5.4.4. Integration into daily life
Participants reported high use of ICC-T aspects in their daily work (M = 2.70; SD = .76; range
1 – 4; n = 23; scale 0 = no aspects to 4 = all aspects) three months after the training. The
majority (74%; n = 17 of 23) reported in an open-ended question that they used the discipline
strategies learned in the training. Of these, the most cited were strategies to maintain good
behavior (57%; n = 13 of 23) and strategies to change misbehavior (52%; n = 12 of 23). The
use of other strategies to improve the teacher-student interaction was named by 39% (n = 9 of
23).

5.4.5. Limited effectiveness
Three months after the training, 83% (n = 19 of 23) of the participants reported changes in
their work due to the training. Concerning the relationship to the students, 96% (n = 22 of 23)
reported improvements and 4% (n = 1 of 23) reported no change as a result of the training.
Teachers named changes like “The students tell me so many things” and “They feel like I am
their friend”. Further, 96% (n = 22 of 23) reported better behavior and 4% (n = 1 of 23)
reported no change in the behavior of the students resulting from changes in their own
behavior, for example “The students are behaving well without me using corporal
punishment” and “The students listen to me.” A summary of the main study results can be
found in Table 5.3.
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Table 5.3: Summary of the main results
Categories

Results

Demand
Working conditions

High work load
High work-related burnout symptoms
Difficulties in the teacher-student interaction and working
conditions

Corporal punishment

Generally positive attitude towards corporal punishment
High rate of experiencing corporal punishment as a child,
connected with negative feelings
High rate of using corporal punishment as a discipline
strategy

Implementation

Good participation, motivation, time management, and
comprehension of the training

Acceptability

High motivation to participate
High satisfaction of the participants

Integration in daily life

Frequent use of the training aspects in the teachers daily
work

Limited effectiveness

Improvements in the teacher-student relationship
Improvements in the students’ behavior

5.5. Discussion
There is a high prevalence of school corporal punishment in many countries worldwide
(Gershoff, 2017; GIEACPC, 2016b) and a lack of scientifically evaluated interventions
addressing this issue. This pilot feasibility study explored strategies to resolve these problems
by evaluating the intervention approach Interaction Competencies with Children for Teachers
(ICC-T). ICC-T is a comprehensive training workshop for teachers aiming at preventing
corporal punishment and at improving the teacher-student relationship in school settings. It
showed a promising feasibility in the examined teacher sample in a primary school in
Tanzania.
In accordance with previous research in Tanzania and other SSA countries (Devries et al.,
2014; Feinstein & Mwahombela, 2010; GIEACPC, 2016b; Hecker et al., 2014), participants
reported high use of corporal punishment in school. They regarded corporal punishment as a
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necessity in the education of children, mirroring a widely held belief in Tanzanian society
(Tanzania Daily News, 2013). The poor working conditions, considerable work-related stress,
and problems in teacher-student interaction were also comparable with previous research
(Barrett, 2005; Bennell & Akyeampong, 2007; Vavrus & Bartlett, 2012).
The widespread use of corporal punishment, together with the problems in the teacher-student
interaction in our sample clearly indicated the necessity for intervention. However, research
on interventions preventing school corporal punishment is scarce. To our knowledge there are
only few other studies addressing violence prevention in schools through teacher training
(Devries et al., 2015; Gershoff, 2017). ICC-T extends the range of interventions in offering
prevention training by delivering important educational competencies and initializing change
in teachers’ attitudes. It further offers an approach that is applicable in settings with low
resources. In Tanzania, a violence prevention training for teachers is all the more important,
since teachers’ regular training does not equip them with adequate skills regarding nonviolent discipline (Nkuba & Kyaruzi, 2015).
Despite challenging conditions and little resources in the school, ICC-T showed a good
feasibility: Implementation of the training workshop was successful, with a good
understanding of the content and participants engaging actively in the training workshop.
Further, participants showed a high acceptability before and after the training workshop. They
reported a frequent use of the training aspects in their daily work life, as well as substantial
improvements in the teacher-student relationships, and more desired behavior from the
students. This is in line with the findings for the ICC version for caregivers in institutional
care (Hermenau et al., 2015). Consistent with earlier studies (Feinstein & Mwahombela,
2010; Yaghambe & Tshabangu, 2013), the participating teachers reported corporal
punishment to be a very common, effective, and socially accepted way of educating a child in
Tanzania. Accordingly, we expected skepticism and resistance from the participants towards
the training content. However, the participative approach and focus on creating a trusting
atmosphere may have helped to overcome skepticism and to reduce resistance. Further, the
teachers’ reflection on their own experiences of corporal punishment and their current way of
punishing the children themselves, may have contributed to them reconsidering common
beliefs. For example, the trainers observed that participants started questioning their own
behavior and its effect on the children after the self-reflection units. Accordingly, the study
supports the notion that it is possible to broach the issue of corporal punishment with
teachers, to discuss negative consequences of this practice, and to question the common
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attitudes and beliefs on discipline in Tanzania. Yet, so far we cannot infer a change in
behavior from the teachers’ self- reported attitude change.
We believe that the preventive intervention ICC-T could also be applicable in other settings.
This is because the participants showed many characteristics common to teachers in other
studies in SSA countries, and because the ICC-T was feasible despite challenging conditions.
However, this hypothesis needs to be tested in further studies.
In sum, the study results indicate the feasibility of ICC-T as well as the teachers’ willingness
to actively partake in the changing process. Following the United Nation’s Sustainable
Development Goal Nr. 16.2 (UN, 2015), ICC-T aims at preventing school corporal
punishment, thereby addressing the public health challenge related to the high prevalence
rates of corporal punishment. Subsequent research should focus on assessing the efficacy of
ICC-T using rigorous study designs, additionally including students’ reports, and assessing
long-term efficacy. Addressing this need for further research, we are currently conducting a
randomized cluster trial with ICC-T in Tanzania.
The present study has some limitations: Although the teachers in our sample share common
characteristics with teachers in SSA and elsewhere, the small sample size limits our capacity
to generalize to other settings and countries with certainty. Due to the uncontrolled study
design, no causal conclusions can be drawn. This study did not systematically assess changes
in teachers’ corporal punishment before and after the training, thus teachers’ reported
improvements have to be interpreted with caution and conclusions about the effectiveness of
the intervention are preliminary. The reported attitude changes do not necessarily imply
changes in the teachers’ actual disciplinary behavior. Further, a potential bias of social
desirability in the teachers’ self-reports cannot be completely ruled out.

5.5.1. Conclusion
The prevention of corporal punishment in schools has so far been insufficiently addressed in
research and practice, although the need for preventive measures is high. ICC-T intervention
addresses the issue of corporal punishment in school in order to initialize a change in attitude
and behavior of teachers. Our study provides the first promising results in the feasibility and
integration in the teachers’ daily work. The training’s efficacy, sustainability, and effects on
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the well-being of students are currently being studied in a follow-up cluster randomized trial
with ICC-T in Tanzania.
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6. General Discussion
The presently high number of refugees entering Europe and other countries brings various
challenges in providing appropriate mental health care. The current thesis specifically seeks to
identify and treat mental health problems in refugees. It thereby aims to close some of the
current research gaps of this field and in this way contribute to the knowledge necessary to
provide better care for those in need.
The thesis indicates that mental health problems such as PTSD, depression, and anxiety are
common in refugees currently residing in Germany. The screening instrument RHS showed a
good feasibility, validity, and reliability in detecting these mental health problems as a selfrating and interview instrument. Furthermore, the course of mental health symptoms in
refugees not receiving any psychological treatment showed no systematic change over time.
However, individual courses varied, with the trauma load being related to the intensity of
PTSD symptoms and a higher amount of PMS being associated with a worsening of
symptoms over time. In comparison, refugees receiving NET showed an overall improvement
in PTSD symptoms during and after treatment, whereby symptom trajectories differed, with
some showing a fast, a slow, or no immediate response during treatment. Contrary to
therapists’ concerns, imaginal exposure to the most distressing traumatic experiences did not
evoke symptom increases, whereas treatment-unrelated stressful life events were associated
with higher symptom severity. In addition to research on the treatment of the consequences of
violence, approaches for preventing further violence are vital to reduce the mental health
burden in refugees and other affected populations. For this, a pilot study on the preventive
approach ICC-T tackling violent disciplining in Tanzanian teachers shows promising results
in feasibility and acceptance, and shows potential for future studies in other affected
populations, such as refugees.

6.1. Identification of mental health problems
The first aim of article 1 was to examine the extent of mental health problems in refugees
residing in Germany from the end of 2015 and the beginning of 2016. The results, showing
high rates of PTSD, depression, anxiety, and somatization, are in the range of prevalences
found by other recent studies conducted in refugee populations in Germany (PTSD: 11% 40%; depression: 15% - 55%; Führer et al., 2016; Georgiadou et al., 2018; Schröder et al.,
2018). The characteristics of the reported refugee sample are comparable to those found in the
overall refugee population in Germany in relation to countries of origin, gender, and age
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(BAMF, 2017). However, given the limited sample size, we need to be cautious in drawing
conclusions for the overall refugee population in Germany. In general, sample sizes and
representativeness of the available studies on prevalences in the current refugee populations
are limited, not allowing proper estimates of the overall extent of mental health problems in
refugees in Germany. However, estimates of around 30% for PTSD and depression, which are
drawn for refugee populations in general, seem to be reasonable to apply to the current
refugee population in Germany as well (Miller et al., 2005; Steel et al., 2009). Such estimates
can be useful for a needs assessment and to be able to develop an adequate mental health plan.
Recently, some other studies also used the RHS to assess mental health problems in refugee
populations in Europe. Those studies found very high rates of emotional distress; among
those, article 1 reported the lowest positive screening rates with 52% (Ben Farhat et al., 2018;
Bjärtå, Leiler, Ekdahl, & Wasteson, 2018). At about the same time as our study, Stingl et al.
(2017) screened refugees living in a reception center and a communal accommodation in
Germany, finding 66% and 80% of positively screened refugees. As illustrated in the general
introduction, differences in the rates of mental health problems are likely to be due to
differing refugee characteristics, for example, the extent of exposure to traumatic experiences
(Giacco et al., 2018; Rodin & van Ommeren, 2009; Silove et al., 2017). Moreover, it should
be mentioned that the RHS is a screening instrument and therefore not suitable to conduct a
needs assessment. Screening instruments are designed to overestimate rather than
underestimate mental health problems, and thus do not allow for a proper estimation of
mental health problems (Burnett & Peel, 2001). Additionally, the one-factor structure of the
RHS found in article 1 and in Hollifield et al. (2016) shows that the RHS does not distinguish
between different mental health issues, but only allows conclusions on a general level of
emotional distress. Accordingly, more detailed diagnostic measures, such as semi-structured
clinical interviews (as used in article 1 – 3 of this thesis in addition to self-rating instruments),
are necessary for a proper needs assessment. Screening instruments should focus on their
strength – efficiently identifying those with a high probability of mental health problems –
with a more detailed assessment of health problems taking place in case of a positive
screening result.
Given the lack of research on the validity of screening instruments for refugees residing in
Europe, the second aim of article 1 was to validate the RHS. The RHS had previously only
been validated for refugee samples in the US (Hollifield et al., 2013, 2016). These studies
revealed good feasibility, validity, and reliability for detecting common mental health
106

6. General Discussion
problems. Recently, another study with refugees in Sweden also found comparable
psychometric properties to the ones presented in article 1 (Bjärtå et al., 2018). The RHS
further showed a good applicability as a self-rating instrument. Bjärtå et al. (2018) supports
this by finding a good feasibility in using the RHS-13 as a self-rating instrument, conducted
on tablets. These results support the implementation of the RHS in different settings and with
different refugee groups. Along with other studies, the newly established shortened version
RHS-13 showed comparably strong psychometric properties and a better feasibility, given
that participants needed less support (Bjärtå et al., 2018; Hollifield et al., 2016). Thus, we
would recommend the use of the RHS-13 rather than the RHS-15 in low-resource settings
because it is more time-efficient and feasible.
In sum, article 1 shows that mental health problems are common in refugees currently staying
in Germany. The RHS shows good psychometric properties in detecting common mental
health problems in refugees and can therefore be recommended as a screening instrument,
both in interview and self-rating version.

6.2. Natural course of mental health symptoms in refugees
The main goal of article 2 was to examine the natural course of mental health symptoms in
refugees – on average, we found no change over the course of one year. Some previous
longitudinal studies showed a similarly stable level of symptoms (Jensen et al., 2014;
Lamkaddem et al., 2014; Steel et al., 2011). Other studies found overall improvements or
worsening in symptoms over time (Mollica et al., 2001; Roth et al., 2006). The individual
level may help to provide more insight into these apparently differing results: Forty percent of
the present sample showed a clinically significant improvement or worsening of the
symptoms over the course of the year. Moreover, trauma load and PMS were associated with
the severity and course of the symptoms. Because of this it can be argued that the differing
characteristics in refugees, such as trauma load and PMS not only influence mental health
prevalences assessed cross-sectionally but also the course of symptoms. Findings that
underline this argument are currently mainly present for non-refugee populations, indicating
that risk and protective factors are crucial for the development as well as the course of mental
health symptoms (Steinert et al., 2015).
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This highlights the importance of incorporating confounding variables on mental health in
research on refugees. Thus, we could replicate the building-block effect by showing an
association of trauma load with the severity of PTSD symptoms (Kolassa et al., 2010; Neuner,
Schauer, Karunakara, et al., 2004; Steel et al., 2009). The association between more reported
PMS and a worsening of PTSD symptoms over time is a new finding that is congruent with
previous research results on PMS (Li et al., 2016; Söndergaard et al., 2001). Both trauma
exposure and PMS are commonly named as the major factors contributing to mental health
problems in refugees (Porter & Haslam, 2005; Tam et al., 2017). Furthermore, sub-factors of
PMS such as unemployment and negative life events assessed throughout the year were found
to be related to emotional distress. Despite of the longitudinal design of article 2, no causality
can be attributed to the presented risk factors. For example, unemployment could interact with
emotional distress in different ways – it could either lead to or worsen mental health
problems, or mental health problems could hinder the ability to find or keep a job. The oftused claim to focus on the reduction of PMS to improve mental health symptoms (Miller &
Rasmussen, 2010) is therefore narrow (Neuner, 2010). From the current state of research, we
could equally claim that treatment of mental health problems reduces their potential influence
on the perception and coping with PMS.
All in all, the severity and course of mental health problems in refugees depends on a variety
of factors, amongst them the trauma load and PMS. An overall conclusion on how symptoms
develop over time is therefore difficult. However, article 2 shows that in a refugee sample in
Germany, overall symptoms do not seem to decrease or increase over time when no treatment
is offered – thus highlighting the necessity of providing adequate treatment.

6.3. Symptom trajectories in refugees during treatment
Chronic courses in PTSD can be found in the majority of people presenting PTSD in nonrefugee populations (Steinert et al., 2015) – and given the results of article 2, there is first
evidence for persisting symptoms in the majority of refugees not receiving treatment as well.
Therefore, addressing PTSD symptoms is of vital importance to decrease the mental health
burden of refugees. As there is already good evidence for NET as a treatment of PTSD in
refugees (Neuner et al., 2010; Stenmark et al., 2013; Thompson et al., 2018), article 3 focused
on closing the gap in knowledge on symptom trajectories and influencing factors during NET.
In line with research focusing on other TFP approaches and groups of beneficiaries, article 3
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shows significant decreases in PTSD symptoms during treatment (e.g. Allan et al., 2017;
Clapp et al., 2016). We could further replicate the finding of groups showing slow, fast, or no
immediate improvement during therapy (Clapp et al., 2016; Galatzer-Levy et al., 2013).
However, results on the significance of the different symptom trajectories for the overall
treatment outcome are mixed. We did not find an association between symptom trajectories
and the overall treatment outcome – contrary to some other studies reporting less severe
symptoms after treatment in those already showing significant symptom decreases during
treatment (Allan et al., 2017; Clapp et al., 2016). More research on this topic is necessary to
reach a conclusion and explain these differing findings. Differences in TFP approaches could
partly explain the contrasting findings, for instance, it may make a difference if one or several
traumatic experiences are exposed. For NET, a potential explanatory approach for the
different symptom trajectories both during and after treatment could be that the fear network
is being segmented at a different speed in each person – especially as research not only shows
decreases in mental health symptoms but also changes in neurobiological and physiological
processes after treatment (Adenauer et al., 2011; Morath, Gola, et al., 2014; Morath, MorenoVillanueva, et al., 2014). Furthermore, as yet unknown variables might inhibit, decelerate, or
accelerate symptom decreases.
Another important focus of research on symptom trajectories is the examination of the effect
of the exposure on the most distressing traumatic experiences and other potentially
influencing factors to derive conclusions for clinical practice. This is essential to address
therapists’ concerns of symptom aggravation. Our results show no difference in symptoms
before, during, and after exposure to the most distressing events as well as no elevated
dropout rates. Thus, according to these results, therapists need not have concerns regarding
the effects of exposure across the refugee population. Only one person showed a significant
temporary worsening of symptoms during treatment. This is comparable to other studies
focusing on non-refugee samples (Foa et al., 2002; Imel et al., 2013; Larsen et al., 2016).
Despite these promising findings, we would still suggest, concordant with the
recommendations of Schauer et al. (2011), that psychoeducation includes information on the
likelihood of temporary symptom increases during treatment, to reduce possible frustration
and hence potential drop-out.
The impact of current negative life events on symptoms during exposure therapy had not been
investigated before this study. Given the volatile living conditions of our study sample, the
occurrence of negative life events was high and associated with elevated PTSD symptoms
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during therapy. This is consistent with findings of non-treatment studies and multidisciplinary
treatment studies (see article 2; Bruhn et al., 2018; Schock et al., 2016; Söndergaard et al.,
2001). Accordingly, the influence of negative life events seems to persist independently of
treatment. However, in the long-term, treatment should lower mental health problems and
should help to acquire new strategies on how to deal with negative events – both could
potentially buffer the impact of future negative life events.
In summary, article 3 shows first results on symptom trajectories in refugees receiving NET,
with the majority showing symptom decreases during treatment. No evidence for therapists’
concerns that imaginal exposure leads to persistent symptom aggravation or high dropout
could be found. However, negative life events occurring during treatment are associated with
increased PTSD symptoms.

6.4. Preventing child maltreatment – the case of violent
disciplining
In addition to treating the consequences of violence on mental health, preventive interventions
aiming to reduce further traumatic stressors are vital. The building-block effect – as shown in
article 2 as well as in many other studies (e.g. Kolassa et al., 2010; Neuner, Schauer,
Karunakara, et al., 2004) and the cycle of violence (Saile et al., 2014; Thornberry et al., 2012;
Widom, 1989) highlight the necessity for preventive interventions to reduce the mental health
burden in refugees and other affected populations. Article 4 contributes to this in describing a
new preventive approach tackling violent disciplining: Interaction Competencies with
Children (ICC) aims to be adaptable to different settings in which physical and emotional
violence is inflicted. Up until now it has been tested in caregivers of orphanages (ICC-C;
Hermenau et al., 2015) and teachers (ICC-T; article 4 of this thesis). A common characteristic
of these settings has been a high stress load, which seems to be associated with inflicting
more emotional and physical violence (Hecker, Goessmann, Nkuba, & Hermenau, 2018).
The finding that ICC-T is feasible and accepted by teachers who inflict corporal punishment
on a regular basis is promising. The first positive signs of its effectiveness came from
teachers, who reported improvements in teacher-student relationships. As mentioned in the
discussion of article 4, a randomized controlled trial (RCT) followed this pilot study (Nkuba,
Hermenau, Goessmann, & Hecker, 2018): it replicates the feasibility of ICC-T and extends
article 4 by showing evidence of its effectiveness. Both students and teachers reported
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decreases in emotional and physical violence after the intervention. Furthermore, teachers
reported a decrease in their positive attitude towards the use of violence (Nkuba et al., 2018).
Given the comparatively high occurrence of violence in refugee families (Ruf-Leuschner et
al., 2014; Timshel et al., 2017), there is a clear need to conduct such interventions in refugee
families as well. Characteristics of refugee families differ from teachers and caregivers of
orphanages in Tanzania – however, there are essential commonalities, such as a high stress
level and own experiences of violent disciplining that allow for the same basic module. Thus,
we conducted one pilot group intervention with refugee mothers in Germany with an adapted
version of ICC, finding good acceptance and feasibility (unpublished). In teachers, caregivers,
and also refugee mothers, a key mechanism appears to be linking their own experiences of
violence with the perpetration of violence.
All in all, article 4 describes a promising approach to prevent violent disciplining, thereby
reducing future traumatic stressors, which could contribute to the building-block effect. In
addition to treatment approaches, preventive interventions should also be tested and
implemented in affected populations such as refugees.

6.5. Implications for research
The present thesis adds to the existing research on mental health problems in refugees; it also
raises new research questions, which require further testing. In the following, future research
areas and questions related to the topics of this thesis will be presented.
A thorough assessment of mental health problems in refugees is of immense importance for
the application of appropriate interventions for those in need. Article 1 and other recent
studies took the first step in showing high rates of mental health problems in current refugees
in Germany (Georgiadou et al., 2018; Schröder et al., 2018). However, to gain a better
overview, representative nation-wide studies should be conducted. Furthermore, longitudinal
studies – such as depicted in article 2 – are key to gaining a better understanding of long-term
mental health states of refugees. Future longitudinal studies should include large samples and
time frames should be extended to several years. In this way, popular but under-researched
concepts like the “honeymoon phase” – described as a phase of euphoria and relief at the
beginning of the stay in the host country and often used as an explanation for the late-onset of
mental health disorders in refugees – could be investigated (Sachs et al., 2008). For this,
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assessments should start shortly after arrival in the host country. Further, the efficiency and
feasibility of such longitudinal designs could be improved by using technology-based
methods of assessment such as applications for smartphones.
Interpretation of risk factors reported in the present thesis is limited, because the question of
causality cannot be resolved in these studies. Most study designs that would allow
conclusions on causality are not practically realizable due to ethical considerations. However,
longitudinal studies that would assess PMS as well as other risk factors and mental health
systematically over long time periods could potentially reveal temporal aspects. Furthermore,
including new ways of assessing risk factors, e.g. by using objective measures additionally to
participants’ subjective reports, could widen the perspective. In addition to PMS, social
factors such as social support and integration should also be addressed in upcoming studies,
e.g. through a low-threshold intervention facilitating social support in a part of the sample.
The influence of traumatic experiences on mental health has been shown in many studies,
however, it might be of interest to assess traumatic events in more detail, for instance, in
assessing the age at which those events were experienced or in sub-classifying them by the
time or location of experience (e.g. home country, flight, and host country). This way,
information on crucial time periods could be derived and the influence of, for example, the
flight could be detected.
To provide a good “mental health care package” for refugees, evidence-based identification of
mental health problems as well as evidence-based treatment options should be available. At
this point in time, there is not enough research on these topics. Article 1 is the first study
validating a mental health screening instrument for refugees residing in Germany. To obtain
more detailed information on the validity of the RHS or other suitable screening instruments,
the psychometric properties of such instruments should be examined for specific refugee
subgroups and language versions. As the major aim of a screening does not lie in symptom
detection but in enabling better access and provision of treatment, future research may focus
on the inclusion of mental health screenings into integrative screen and treat approaches. In
this case, research on refugees’ acceptance or resistance to different stages of treatment (e.g.
the referral to mental health specialists), would help us to understand and improve mental
health screenings. Furthermore, research may assess different cut-off values for those with
low, medium, and high symptoms to make the screening more applicable to scalable care
approaches (Bjärtå et al., 2018). As a screening should be followed by clinical assessment,
research on this topic should also be extended to derive an “assessment package” validated for
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refugees and how to proceed. Amongst others, e-based approaches and their applicability in
overcoming barriers to access could be tested for this.
In the treatment of mental disorders in refugees, research has mainly focused on PTSD –
future studies should add to this in testing the efficacy of treatment approaches for other
mental disorders in refugee populations. For research on PTSD treatment, article 3 contributes
in showing first results on symptom trajectories during NET with refugees. Given the small
sample size of this study and the results of other studies showing symptom decreases up to
one year after treatment (Hensel-Dittmann et al., 2011; Morath, Gola, et al., 2014), further
studies should investigate symptom trajectories in larger samples with longer follow-up
periods. Thus, the association of symptom trajectories during therapy with long-term therapy
outcome should be investigated in more detail to derive conclusions for treatment.
In general, future studies should not only focus on replicating the effectiveness of existing
therapy approaches but also on their improvement. Concordant with other studies, article 3
shows that – despite a decrease of PTSD symptom severity in the majority of clients – a
certain percentage do not show improvements. Research should investigate associated risk
factors and subsequently find adaptions or extensions of treatments to meet or reduce the
influence thereof. For example, Øktedalen, Hoffart, & Langkaas (2015) found that shame
influenced PTSD levels during treatment. Further studies could include the development and
implementation of an additional short intervention addressing shame, to investigate whether
this leads to greater improvements in low-responding patients with high levels of shame.
Overall, tackling the lack of research on evidence-based mental health care approaches is of
great importance, for example, in testing the different components, the overall effectiveness,
and the implementation into the mental health care system. Research should not focus on
feasibility and effectiveness only, but also address interdisciplinary questions such as longterm costs and benefits of such care approaches for health systems and for societies
implementing them.
Consistent with treatment interventions, interventions preventing child maltreatment are in
need of further research. The pilot study on ICC-T described in article 4 and the following
RCT study (Nkuba et al., 2018) show the feasibility and effectiveness of the intervention for
teachers in Tanzania. Further studies should test its feasibility and efficacy for other target
groups such as parents and other caregivers. Given the elevated rates of violent disciplining in
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refugee families, testing the efficacy of preventive interventions such as an adapted version of
the ICC is vital so that the trauma load does not increase further (Ruf-Leuschner et al., 2014;
Timshel et al., 2017). As physical and emotional violence is still widely accepted as a
punishment of children worldwide (Gershoff, 2017), community-based intervention
approaches initiating change in the attitude towards violent disciplining and the strengthening
of alternative educational methods should be tested as well. Furthermore, researching the
mechanisms that initiate the change in attitude towards violent punishment would be of great
interest for understanding and improving interventions.
In sum, valuable research on refugees’ mental health and appropriate treatments has been
conducted in the last years. However, future research should aim to combine the different
components necessary for good mental health care in refugees and examine the feasibility and
efficacy of such approaches and their implementation in mental health care systems.

6.6. Clinical and practical implications
Together with other studies, this thesis has shown that in current refugee samples in Germany
prevalences of mental health problems are elevated and persist over time when no treatment is
provided (Georgiadou et al., 2018; Schröder et al., 2018). However, at the moment
comparatively few refugees have access to mental health care (Laban et al., 2007; Leopoldina,
2018; Nickerson et al., 2017). There is clearly a need to take action on various levels as
mental health problems lead to a variety of restraints in the short and long term, thereby
hindering integration into the new host country. In the following, the clinical implications of
the findings of this thesis will be discussed within the scope of the currently suggested
scalable screen and treat approaches (e.g. Leopoldina, 2018; Schneider et al., 2017; Sijbrandij
et al., 2017).
Screening instruments such as the RHS can be useful to pave the way to access mental health
care. The RHS is currently the most researched and validated short screening instrument
detecting common mental health problems in refugees (Bjärtå et al., 2018; Hollifield et al.,
2013, 2016). Article 1 adds to this in showing good feasibility and validity for refugees living
in Germany. Given the good results of the RHS as a self-rating instrument as well as other
studies showing that screening instruments can be conducted by lay persons or non-mental
health professionals (Hocking, Mancuso, & Sundram, 2018; Söndergaard et al., 2003), the
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RHS could be used in a variety of settings. As we deal with a heavily burdened group of
people, and also following the EU directive 2013/33/EU, we advocate the use of the RHS as a
screening instrument for all refugees. A potential scenario to reach all refugees would be to
include a mental health screening in the initial medical examination. This would require little
additional effort and avoid stigmatization. As around 40% of interviewees showed an
improvement or worsening over the course of one year (see article 2), follow-up screenings
should also be considered. These could be conducted by professionals working with refugees
such as social workers, teachers, peer counselors, and possibly by trained volunteers.
Additionally, article 2 shows that refugees with more severe mental health problems more
often seek help from physicians. Thus, the cooperation with medical staff should be expanded
and a screening to detect potential mental health problems could be included in such settings
as well. Generally, the RHS can be used as a low-threshold offer that can be conducted with
minimal resources. For non-clinicians, we do recommend training beforehand – even when
the RHS is applied as a self-rating. This is important as the way the interviewer introduces the
questionnaire, carries out the psychoeducation, and subsequent referral following a positive
screening, will have an effect upon how truthfully the patients fill in the questionnaires and
whether they are likely to accept a referral (Al-Obaidi et al., 2015; Hollifield et al., 2013). The
presence of a translator is recommended to be able to communicate appropriately. Given the
high rates of positive screening results in refugees found in article 1 as well as the low
availability of mental health care (Sijbrandij et al., 2017; Stingl et al., 2017), the use of
several cut-offs as suggested by Bjärtå et al. (2018) is advisable. This is congruent with
scalable treatment approaches, where those showing low, moderate, and high symptoms could
be referred to different treatments (Elbert et al., 2017; Leopoldina, 2018; Schneider et al.,
2017).
The process from the first screening to the realization of different treatments is still in need of
further research. Given that the RHS only detects an overall level of emotional distress, a
more detailed examination of the symptoms is recommended for those with a positive
screening result to ensure the appropriate treatment. Moreover, for a sustainable and effective
transition from screening to treatment, a coordination office is vital (Adorjan et al., 2017).
Scalable approaches aim to offer diverse treatments – dependent on the level of symptoms
and the individual needs. E-based interventions and interventions conducted by trained peer
counselors could be offered to those with low to medium symptom levels (Leopoldina, 2018;
Schneider et al., 2017). Peer counselors should be trained and supervised in screenings and
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interventions such as psychoeducation, behavior-activation, and group interventions.
Interventions should not only focus on the treatment of mental health problems but also on
preventive approaches aiming to reduce the mental health burden by reducing ongoing
stressors or traumatic experiences. Preventive interventions such as the concept of ICC could
be adapted for refugee families to reduce violent disciplining and to improve the parent-child
relationship (Gavranidou, Niemiec, Magg, & Rosner, 2008). In addition to low-threshold
interventions conducted by peer counselors, refugees showing a high symptom load should be
referred to mental health experts such as psychotherapists and psychiatrists for treatment.
For the treatment of PTSD, article 3 replicates the effectiveness of NET as a treatment for
PTSD in refugees (Jacob et al., 2017; Morath, Gola, et al., 2014) and further shows that
therapists’ concerns regarding symptom aggravation and dropout are not substantiated. Given
the success of NET as conducted by supervised lay counselors (Jacob et al., 2014; Köbach et
al., 2017), implementing such a component within a scalable approach could increase the
number of beneficiaries (Leopoldina, 2018). However, doubts and resistance in professional
associations in Germany are currently high (Abbott, 2016). Therefore, studies assessing the
effectiveness of such an approach as well as potentially negative effects should be tested in a
pilot study with close supervision by experienced psychotherapists. As with the treatment of
PTSD, evidence-based approaches should also be used for the treatment of other mental
health disorders in refugees.
To ensure a high quality of care in such scalable approaches, it is essential to implement
training centers that provide adequate qualifications, training, and supervision for the different
components. This is important for a correct identification of mental health problems as well as
to provide evidence-based treatment. Given the low use of exposure-based treatments such as
NET in clinical practice, training centers should address these concerns. Training should
therefore include theoretical input as well as practical training and be followed by regular
supervision. Following up the implementation of TFP approaches as well as other evidencebased approaches in clinical practice is vital to ensure appropriate care. Training should
furthermore address the importance of negative life events on the symptomatology in
refugees, as shown in article 2 and 3, and their implications for clinical practice. The therapy
duration might be prolonged and symptoms might increase or persist due to these events.
Although the clinicians do not have power to influence the occurrence of these events or
PMS, strategies on how to deal with those should be introduced and practiced.
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All in all, the results of this thesis support and extend the models of scalable mental health
care approaches currently suggested for implementation in practice and further highlight the
importance to take action (Adorjan et al., 2017; Bajbouj et al., 2018; Elbert et al., 2017;
Leopoldina, 2018; Schneider et al., 2017).

6.7. Conclusions
The need to respond to the increasing number of refugees and their mental health problems
has been grown steadily in the last years. The current thesis contributes to research on the
current status of mental health problems in refugees and how to identify and treat them.
The thesis found mental health problems to be highly prevalent in refugees currently residing
in Germany. Furthermore, mental health problems seem to persist when no treatment is
conducted. This highlights the importance of properly identifying and treating mental health
problems. The mental health screening instrument RHS thereby shows good psychometric
properties in detecting common mental health problems. NET further shows an effective
treatment approach for refugees presenting PTSD symptoms. Clinicians’ reservations
regarding potential symptom aggravation and high dropout due to imaginal exposure have not
been substantiated. However, negative life events feature prominently in the lives of refugees
and are associated with worse mental health - both in those with and without treatment.
With these findings, the current thesis provides some evidence for components of scalable
mental health approaches currently recommended to facilitate and increase access to mental
health care for refugees (Adorjan et al., 2017; Bajbouj et al., 2018; Elbert et al., 2017;
Leopoldina, 2018; Schneider et al., 2017). This is depicted in Figure 6.1, which adapts and
extends the suggestions of scalable mental health approaches by incorporating the findings of
articles 1 to 3 of this thesis. Given the high prevalence rates in refugees, the inclusion of a
mental health screening for all refugees is recommended, for example, in the initial medical
examination. Accordingly, those with a positive screening result should be referred to mental
health services. Depending on the type and extent of symptoms, this may range from lowthreshold interventions conducted by peer counselors to specialized care conducted by mental
health experts. Furthermore, I suggest involving different actors that work with refugees as
mental health problems can also arise at a later point in time. Brief training would help
medical staff, social workers, teachers, and potentially volunteers to see the necessity of

117

6. General Discussion
mental health screenings. It would also educate them in how to conduct a mental health
screening and to refer patients to mental health services. To ensure a proper and timely
referral to appropriate services, a coordination office is vital. Moreover, training centers
should ensure best-practice identification and care for refugees in offering regular training and
supervision for people working with refugees. Training on evidence-based treatments for
refugees such as NET should be offered. Therapists’ doubts regarding the use of exposure
therapy need to be addressed to ensure a better provision of treatment approaches known for
their effectiveness. Future research should test the feasibility and efficacy of implementing
such scalable approaches in the mental health care system, thereby improving the provision of
care for refugees to reduce their mental health burden and facilitate integration in the host
country.
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(article 2)
> necessity to identify mental health
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contact points
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aggravate symptoms (article 3)
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- Peer counseling
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- Evidence-based treatments for refugees
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- Etc.

Good feasibility, validity, and reliability of the RHS as self-rating and
clinical interview instrument
(article 1)
> implement RHS as screening
instrument

Coordination
Positive screenings
Mental health screening
Included in the initial medical examination
Refugees

findings of the thesis

Figure 6.1: Suggested scalable mental health care model, based on literature and adapted and extended by the findings of this thesis
(e.g. Adorjan et al., 2017; Bajbouj et al., 2018; Elbert et al., 2017; Leopoldina, 2018; Schneider et al., 2017)
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7. RECORD OF ACHIEVEMENT
The articles of this thesis were realized in cooperation with colleagues. In the following, I list
my own research contributions to these articles.
Chapter 2: Efficient identification of mental health problems in refugees in Germany:
the Refugee Health Screener (published in European Journal of Psychotraumatology, 2017,
8, 1–12. http://doi.org/10.1080/20008198.2017.1389205)
Kaltenbach, E., Härdtner, E., Hermenau, K., Schauer, M., & Elbert, T.
My contributions:
developed the study concept and design together with colleagues
guided the study realization
carried out a large number of clinical interviews
supervised self-ratings and clinical interviews
conducted the statistical analysis
drafted the manuscript

Chapter 3: Course of mental health in refugees - a one year panel survey (published in
Frontiers in Psychiatry, 2018, 9(352), 1–12. http://doi.org/10.3389/fpsyt.2018.00352)
Kaltenbach, E., Schauer, M., Hermenau, K., Elbert, T., & Schalinski, I.
My contributions:
developed the study concept and design together with colleagues
guided the study realization
carried out a large number of clinical interviews
supervised telephone interviewers and student interviewers
conducted the statistical analysis
drafted the manuscript
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Chapter 4: Trajectories of posttraumatic stress symptoms during and after Narrative
Exposure Therapy in refugees (unpublished)
Kaltenbach, E., Elbert, T., Hermenau, K., Schauer, M., & Schalinski, I.
My contributions:
developed the study concept and design together with colleagues
guided the study realization
carried out NET therapies and clinical interviews
supervised student interviewers
conducted the statistical analysis
drafted the manuscript

Chapter 5: Improving Interaction Competencies With Children — A Pilot Feasibility
Study to Reduce School Corporal Punishment (published in Journal of Aggression,
Maltreatment & Trauma, 2018, 0(0), 1–19. http://doi.org/10.1080/10926771.2017.1357060)
Kaltenbach, E., Hermenau, K., Nkuba, M., Goessmann, K., & Hecker, T. (equal contribution)
My contributions:
contributed to the teacher training
conducted the data collection together with colleagues
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Supplementary 2.1: Sociodemographic characteristics and group differences
Characteristic

Total sample (N = 86)

Screening only (n = 30)

Interview (n =56)

Statistic

p value

Female sex, No. (%)

31 (36)

11 (37)

20 (36)

LR χ2=.01 c

1

Age, M (SD, range), y

28.76 (11.23, 12.08 –65.83)

28.62 (9.09, 17.17 – 47)

28.84 (12.32, 12.08-65.83)

t(83)=-.09 b

.933

Education, M (SD, range), y

10.44 (4.01, 0 – 20)

10.48 (4.82, 0 – 20)

10.41 (3.57, 0 – 17)

t(83)=.08 b

.938

LR χ2=13.98 c

.159

Country of origin, No. (%)
Syria, No. (%)

50 (58)

14 (47)

36 (64)

LR χ2=2.48

.168

Afghanistan, No. (%)

8 (9)

2 (7)

6 (11)

a

.708

Albania, No. (%)

7 (8)

3 (10)

4 (7)

a

.691

Kosovo, No. (%)

6 (7)

3 (10)

3 (5)

a

.416

Serbia, No. (%)

6 (7)

3 (10)

3 (5)

a

.416

Iraq, No. (%)

3 (4)

0 (0)

3 (5)

a

.549

Macedonia, No. (%)

2 (2)

1 (3)

1 (2)

a

1

Somalia, No. (%)

2 (2)

2 (7)

0 (0)

a

.119

Georgia, No. (%)

2 (2)

2 (7)

0 (0)

a

.119

Stay in Germany, M (SD, range), months

6.53 (2.99, 3 – 24)

7.43 (4.49, 3 – 24)

6.05 (1.59, 3 – 10)

U=735.5, z=-.97 b

.333

RHS-13 self-rating score, M (SD, range)

13.00 (12.11, 0 – 50)

15.5 (14.27, 0 – 50)

11.66 (10.68, 0 – 44)

U=719.5, z=-1.09 c

.274

RHS-14 self-rating score, M (SD, range)

14.09 (12.51, 0 – 53)

16.77 (14.65, 0 – 53)

12.66 (11.08, 0 – 46)

t(84)=1.46 c

.148

RHS-15 case, No. (%)

45 (52)

17 (57)

28 (50)

LR χ2=.35 c

.652

RHS-13 case, No. (%)

36 (42)

13 (43)

23 (41)

LR χ2=.04 c

1

Notes. y = years, LR χ2= likelihood ratio χ2, a Fisher’s Exact Test, b n = 85, c n = 86, RHS = Refugee Health Screener.
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1.

Relationships to family members

2.

Relationships to friends

3.

Household chores and duties

4.

Fun and leisure activities

5.

Work

6.

School / education / academic studies

7.

General satisfaction with life

8.

Overall functioning in all areas of life

162

Not applicable

Severe

Quite a bit

A little bit

Have you been impaired in your daily life by mental problems in the last 4
weeks?

Not at all

Supplementary 2.2: Self-constructed questionnaire to assess daily functioning

Supplementary files
Supplementary 2.3: Cronbach’s alpha, item-total, and inter-item correlations
RHS-13 self-rating
M

range

RHS-15 self-rating
M

RHS-13 interview

range

.91 b

M

range

.91 c

RHS-15 interview
M

range

Cronbach’s α

.93 a

Inter-item correlations

.49 a

.26-.75

.45 b

.13-.75

.45 c

-.06-.71

.42 c

-.06-.74

Item-total correlations

.68 a

.53-.85

.64 b

.41-.83

.64 c

.30-.81

.62 c

.30-.84

Notes. a n = 86, b n = 84, c n = 56, RHS = Refugee Health Screener
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Supplementary 2.4: Sensitivity, specificity, and AUC of the RHS
RHS score
BSI-18 / PCL-5 case
RHS-13 Self-rating

RHS-13 Interview

RHS-14 Self-rating

RHS-14 Interview

8

9

10

11

12

13

14

15

16

17

18

19

AUC

95% CI

p

Sensitivity

.90

.90

.90

.79

.74

.74

.68

.68

.68

.68

.63

.63

.89

.81, .98

< .001

Specificity

.62

.68

.76

.78

.81

.87

.87

.87

.89

.89

.92

.92

Sensitivity

1.00

.95

.95

.95

.95

.95

.95

.90

.84

.79

.79

.68

.98

.95, 1.00

< .001

Specificity

.78

.81

.84

.87

.89

.89

.92

.95

.95

1.00

1.00

1.00

Sensitivity

.90

.90

.90

.90

.84

.79

.74

.68

.68

.68

.68

.68

.90

.82, .98

< .001

Specificity

.62

.62

.65

.76

.78

.81

.84

.87

.87

.87

.89

.95

Sensitivity

1.00

1.00

.95

.95

.95

.95

.95

.90

.90

.90

.84

.84

.98

.95, 1.00

< .001

Specificity

.76

.78

.81

.81

.87

.87

.89

.92

.95

.95

.97

.97

Notes. AUC = Area under the curve, CI = confidence interval, RHS = Refugee Health Screener, BSI-18 = Brief Symptom Inventory – 18, PCL-5 =
Posttraumatic Stress Disorder Checklist – 5.
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Supplementary 3.1: Comparison of completers and dropouts

Female sex, No. (%)

Total sample
(N = 57)
34 (60)

Completers
(n = 44)
27 (61)

Dropouts
(n =13)
7 (54)

Age, M (SD, range), years

30.3 (11.5, 12-56)

29.7 (11.6, 12-56)

Education, M (SD, range), years

8.0 (4.1, 0-15)

7.7 (4.1, 0-13)

Characteristic

Statistic

p value

LR χ2=.23

.750

32.5 (11.3, 14-56)

t(55)=-.76

.453

8.9 (4.1, 0-15)

t(55)=-.94

.353

2

LR χ =15.63

.081

U=118.50, z=-3.20

.001**

t(53)=.48

.634

Country of origin, No.
Syria

22

18

4

Afghanistan

15

14

1

Iran

7

5

2

Iraq

4

3

1

Macedonia

4

1

3

Albania

1

0

1

Kosovo

1

0

1

Nigeria

1

1

0

Russia

1

1

0

Togo

1

1

0

Stay in Germany, M (SD, range), months
Duration of flight, M (SD, range), months
Core family members in Germany, No. (%)

9.3 (6.6, 2-36)
10.6 (17.7, 0-75)
41 (72)

7.9 (5.3, 2-28)
a

11.2 (18.6, 0-75)
32 (73)

13.9 (8.3, 6-36)
b

8.4 (14.5, 0-38)
9 (70)

Accommodation, No. (%)
Emergency shelter

23 (40)

21 (48)

2 (15)

Standard refugee accommodation

22 (39)

13 (30)

9 (69)

Private accommodation

12 (21)

10 (23)

2 (15)
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c

2

LR χ =.41

.709

LR χ2=7.04

.057
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Supplementary 3.1: Comparison of completers and dropouts (continued)
Total sample
(N = 57)

Completers
(n = 44)

Dropouts
(n =13)

Asylum status, No. (%)

Statistic

p value

LR χ2=6.19

.068

First instance application

40 (70)

31 (71)

9 (69)

Rejection

9 (16)

5 (11)

4 (31)

Recognition

8 (14)

8 (18)

0 (0)

Traumatic Events, M (SD, range)

4.9 (2.6, 1-12)

5.3 (2.5, 1-12)

3.4 (2.5, 1-10)

t(55)=2.46

.017*

PHQ sum score, M (SD, range)

8.2 (6.1, 0-27)

7.8 (6.2, 1-27)

9.4 (5.4, 0-19)

t(55)=-.81

.424

PTSD sum score, M (SD, range)

15.4 (12.6, 0-48)

14.9 (11.9, 0-48)

17.1 (14.9, 0-38)

t(55)=-.56

.578

2 (15)

2

LR χ =.00

1.00

5 (39)

2

.735

Depression diagnosis, No. (%)

9 (16)

PTSD diagnosis, No. (%)
2

7 (16)

18 (32)
2 a

b

13 (30)
c

Notes. LR χ = likelihood ratio χ , n = 55, n = 43, n = 12.
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Supplementary 3.2: Self-constructed questions in the assisted self-report
1. Did you follow a (regular) occupation in the
last month?

☐ no ☐ yes
If yes, what kind of occupation?
☐ work
☐ apprenticeship
☐ school
☐ language course
☐ other

2. Did your housing situation change in the last
month?

☐ no ☐ yes
If yes, where are you living now?
☐ transfer to a refugee accommodation
☐ transfer to another refugee accommodation
☐ transfer within a refugee accommodation
☐ transfer to an apartment/ house
☐ transfer to a supervised housing group
☐ other change in housing situation

3. Has there been any new development
regarding your application for asylum in the last
month?

☐ no ☐ yes

4. Did you see a doctor or therapist in the last
month?

☐ no ☐ yes

If yes, what kind of change?
☐ rejection
☐ approval
☐ letter of unknown content
☐ other

If yes, how many times did you see the according
professionals?
☐ psychotherapist
☐ psychiatrist
☐ general practitioner
☐ other doctor
☐ inpatient health care
5. Have there been special life events in the last
month (e.g. disease, death of relative, wedding
etc.)?

☐ no ☐ yes
If yes, which kind of event?
☐ positive event, specify: ____________________
☐ negative event, specify: ____________________
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Supplementary 3.3: Parameter Estimates for linear growth models with fixed effect time –
RHS-13, PCL-5, and PHQ-9
Models

RHS-13

PCL-5

PHQ-9

19.54 (1.58)

15.75 (1.76)

8.47 (.79)

12.38, < .001

8.93, < .001

10.73, < .001

-.13 (.14)

1.22 (1.36)

-.11 (.63)

-.95, .342

.90, .373

-.18, .856

11.18

.22

.10

Slope, SD

.72

2.89

1.30

Intercept x time, correlation

-.24

.18

-.05

Residuals, SD

6.02

13.57

6.11

Autocorrelation

.20

.39

.31

Fixed effects (intercept, slopes)
Intercept, estimate (SE)
t, p
Time, estimate (SE)
t, p
Random Effects
Intercept, SD

Notes. RHS-13 = Refugee Health Screener – 13, PCL-5 = Posttraumatic Stress Disorder Checklist-5,
PHQ-9 = Patient Health Questionnaire – 9, SE = standard error.
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Supplementary 4.1: Sociodemography
Characteristics

Sample (N = 26)

Female sex, No. (%)

10 (39)

Age, M (SD, range), years

28.8 (12.2, 14 – 61)

Education, M (SD, range), years

8.1 (5.0, 0 – 18)

Region / Country of origin, No.
Afghanistan

11 (42)

Western Asia

7 (27)

West Africa

4 (15)

Balkan states

2 (8)

Ethiopia

1 (4)

Sri Lanka

1 (4)

Duration of stay in Germany, M (SD, range), months

19.0 (13.4, 2 – 57)

Core family members in Germany, No. (%)

12 (50) a

Accommodation, No. (%)
Refugee accommodation

19 (73)

Private accommodation

7 (27)

Asylum status, No. (%)
First instance application

14 (54)

Rejection

7 (27)

Recognition

5 (19)

a

Notes. n = 24.
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Supplementary 4.2: Individual trajectories of self-rated PTSD symptoms during and after
NET
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Supplementary 5.1: Evaluation of the training sessions
Unit:
Instructor:
Method:
Lecture

Discussion

Small group

Role play

Other:

Duration:
Time management (e.g. enough time for questions)
excellent

good

satisfactory

poor

good

satisfactory

poor

good

satisfactory

poor

good

satisfactory

poor

Participation
excellent

Participants’ comprehension of the topic
excellent
Motivation of the participants
excellent
Difficulties:
Ideas for improvement:
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Supplementary 5.2: Teacher surveys at t1, t2, t3
Time point
Sociodemographic information
Date of birth:
Gender:
female
male
How many years did you go to school?
Demand
Working conditions
How many hours do you work in a week?
Please tell us how many hours of the day you spend doing the following activities:
Giving and preparing lessons
0
1
2
3
4
5
6
Interacting with students outside of the class

7

8

9

10

0
1
2
3
4
5
How do you rate your current workload?
0
0

7

8

9

10

6

t1, t2, t3
t3
t1

t1
t1

10

very low workload

very high workload

CBI: Work-related burnout
Which difficulties do you have in your daily work routine?
Implementation
Did you understand the content of the workshop?
I understood
I understood a
I understood
I understood
nothing
few things
half
most
Acceptability
How motivated are you to participate in this workshop?
0
0
not at all

t1
t1
t2
I understood
everything
10

t1

very much

How much do you think this workshop will help you in your daily work?
0
0
not at all

10

t1

very much

How satisfied were you with the workshop?

t2

excellent
good
satisfactory
How satisfied were you with the content of the workshop?

excellent

t1

good

satisfactory
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poor
t2

poor
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How satisfied were you with the teaching methods?

excellent
good
How satisfied were you with the trainers?

t2

satisfactory

poor
t2

excellent
good
satisfactory
poor
Would you recommend this workshop to others?
yes
no
What are the three most important things you learned during the workshop?
How did the workshop influence your understanding of the children?
Integration in daily life
How many aspects of the workshop can you use in your daily work?
no aspects

half of the
most of the
all aspects
aspects
aspects
Which aspects of the workshop do you use in your daily work?
Effectiveness
Have there been any changes in your workplace since the workshop?
yes
no
Did the relationship to the children in your care change because of the workshop?

t2
t2
t3

a few aspects

much better
better
no change in
worse
much worse
relationship
relationship
the relationship
relationship
relationship
Do you see a change in the behavior of the children in your care as a result of your
different behavior?
much better
behavior

t2

better
behavior

no change in
behavior

worse behavior

t3
t3
t3

t3

much worse
behavior

Notes. t1 = pre-survey, immediately before the intervention; t2 = post-survey, immediately after the
intervention; t3 = follow-up survey, 3 months after the intervention.
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