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1. Introduction

Refugees and asylum seekers are a particularly at-risk target group for developing post-
traumatic stress disorder (PTSD) as they are often exposed to multiple traumatic events that fulfil
stressor criteria for PTSD according to the Diagnostic Statistical Manual of Mental Disorders [1,2].
While prevalence rates may vary among different target populations, the literature is replete with
evidence showing a dose response relation between the number and severity of experienced
traumatic events and risk for PTSD development or comorbid psychopathology [3-5]. Given that
war and oppression are the primary events responsible for creating refugees and asylum seekers [6]
it is not surprising that most of the studies have focused on pre-migration, war related trauma
experiences and PTSD in this particularly vulnerable population. However, it has also been
consistently pointed out that besides such pre-migration traumatic experiences, refugees and asylum
seekers also face numerous challenges in the post-migration environment (i.e., refugee camp,
settlement country) [7-13]. Examples relate to conditions and duration of living in unsafe
environments, crowded and impoverished refugee camps, challenges in meeting basic survival
needs (inadequate access to food, water, shelter, health care), inability to pursue income-generating
activities and isolation from family and traditional social supports. These more chronic stressors
may negatively impact mental health and contribute to PTSD development over and above the
traumatic events experienced in the pre migration context of persecution [14-18]. Specifically,
Braun-Lewensohn & Al-Sayed [19] found that the amount of time spent in the refugee camp and
exposure to war situations both contributed to the explained variance in the different psychological
problems of refugee camp residents and those that had more recently arrived were in better

condition and reported fewer psychological problems.

While conditions under which exposure to traumatic events and duration of living in a

refugee camp may lead to PTSD are yet to be uncovered, research shows that individual
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characteristics like trait resilience and coping style may play a buffering role [20-23] putatively

accounting for the variance in PTSD incidence in different refugee populations.

Resilience is defined as the ability to adapt to challenging life circumstances and maintain
mental health despite exposure to experiences of significant adversity [24, 25]. Research shows that
resilient individuals are less likely to develop PTSD symptoms following a traumatic event [26-28 ]
There is growing consensus that although resilience and coping are closely related, they are
conceptually distinct constructs [29] in that resilience influences how individual appraises his/her
capacity to respond to an event, whereas coping refers to the strategies employed following the
appraisal of a stressful encounter [30]. Coping refers to the ability of enacting behavioral and
cognitive strategies aimed at contrasting adverse aspects of one’s environment, and to down
regulate or avoid internal threats induced by stress or trauma [31].While, positive coping strategies
reflect attempts to actively modify perceptions of the stressor or its qualities (i.e., by engaging in
problem solving and cognitive reappraisal), negative coping on the other hand involves actions and
thought processes that are aimed at avoiding direct engagement with the stressor (i.e., wishful
thinking and social withdrawal) [32]. In order to contrast negative effects of stress or trauma, a
more active coping style (i.e., engagement) is considered a more constructive and adaptive strategy,
whereas avoidant coping (i.e., disengagement) on the other hand is considered as less adaptive and

associated with increased levels of PTSD [33].

To the best of our knowledge, no study has systematically examined the role of individual
traits in the relationship between pre-migration trauma and chronic stressors of refugee life with
PTSD and psychopathology, in refugees and asylum seekers. The aim of the present study was
examining the impact of exposure to war related trauma and duration of living in refugee camps on
PTSD symptoms and psychiatric morbidity and assessing the moderating role of trait resilience and
coping style. We hypothesized that both pre-migration war related stressors and duration of living

in refugee camp would be associated with significant levels of PTSD. Furthermore, based on
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research suggesting that being resilient and engaging with a problem attempting to solve it will
better serve someone in coping with such stressors, as opposed to isolating oneself and avoiding the
situation [34-36] we hypothesized that individuals with higher levels of resilience and with an
engagement coping style, would experience a lesser impact of war related trauma and duration of

living in refugee camp on PTSD symptoms.
2. Methods
2.1 Participants

This is a cross sectional study involving a sample of asylum seekers and refugees from
Middle Eastern countries. Participants were recruited between June - December 2017 at the
National Reception Center for Refugees (NRC) in Tirana, Albania with the assistance of the
Refugee and Migrant Services (RMSA) local organization. Inclusion criteria were being 18 years or
older, having endured some form of persecution and trauma, and absence of a psychotic disorder
that would impede accurate responding. All residents of the NRC at the time of data collection that
fulfilled the selection criteria were approached and informed about the study objectives and were
invited to participate in the study. Participants were assured that their participation in study was on
voluntary basis only and that nonparticipation would not affect their current situation in any way.
They were also free to withdraw at any moment without any consequence. From a total number of
120 adult refugees and asylum seekers residing at the NRC, Tirana at the time of data collection,
119 fulfilled the selection criteria and 83 (70%) agreed to participate in the study. Verbal informed
consent was obtained. The protocol complied with the Declaration of Helsinki 11 and ethical
approval was obtained by the joint Ethical Review Committee of the RMSA and the NRC (dated

January 21%, 2017).

2.2. Measures
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Trained interpreters (of Farsi and Arabic) were used for interviewing participants whose
primary language was other than English. All measures used in this study were translated and back
translated by accredited translators in accordance with gold standard translation practices [37].
Discrepancies were rectified jointly by the research team and independent bilingual individuals who

were experienced in working with health-related questionnaires.

2.2.1 Socio-demographic information

Semi structured interviews were conducted to gather sociodemographic information, a short
narrative of participant’s history of persecution, the history and duration of life in exile and in
refugee camps as well as whether participants had received any psychosocial support or

psychotherapy treatment (see Supplementary material S1).

2.2.2 Harvard trauma questionnaire (HTQ)

Pre-migration war related trauma was measured with the HTQ part | [38] which is the most
commonly used instrument for measuring trauma history among refugee populations [39, for a
review see 40]. The HTQ part I subscale is a trauma event list yielding 43 items indexing exposure
to traumatic events in first person or through witnessing or hearing about experiences of other
people. An overall war related trauma exposure was calculated based on the sum of the traumatic

events experienced and/or witnessed by each participant.

Presence of PTSD symptoms was measured through HTQ part 1V, which includes a list of
symptoms that correspond to DSM-1V-R [41] criteria for posttraumatic stress disorder (PTSD). The
answers yield a score with a cutoff point of 2.5 for differentiating between clinical and non-clinical

presence of PTSD symptoms.

2.2.3 General Health Questionnaire (GHQ-12)

Psychiatric morbidity was assessed with the GHQ-12 [42].) which is one of the most widely

used self-report screening tests for non-psychotic psychological illness [43] and has been found as a
5
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valid instrument for psychiatric screening in Middle East populations population [44]. We used a
threshold of 3 above which probability of clinical caseness is considered as suggested by Goldberg

[45].

2.2.4 The Coping Strategies Inventory—Short Form (CSI-SF)

Coping style was measured with the CSI-SF [46] which is considered as one of the best
measures of coping for adults [for a review see 47]. The CSI-SF is a 16-item scale that generates
two overall coping factors, Engagement and Disengagement, and four secondary factors: Problem
Engagement, Problem Disengagement, Emotion Engagement, and Emotion Disengagement. It has
showed good internal consistency (average o =.91) and has been used extensively in refugee

research.

2.2.5 The Brief Resilience Scale (BRS)

We used the BRS [48] to measure trait resilience. It is a 6-item self-report scale with a 5-
point response scale ranging from 1 (strongly disagree) to 5 (strongly agree). A higher score
indicates a higher degree of resilience. The scores load into one factor, and it has showed good
internal consistency (a ranging from .80 to .91). A literature review of resilience measurement

scales listed BRS among the top four scales with the best psychometric ratings [49].

2.3 Data analysis

Descriptive statistics were computed, and ANOVAs were performed to test for group
differences using SPSS (v.24). Associations between PTSD, psychiatric morbidity, trait resilience
and coping strategies were assessed by computing Pearson r coefficients. The moderation effects
were examined using Model 1 in PROCESS [50], model 1, 5000 bootstrap resampling). We

performed a series of moderation analysis with pre migration war related trauma exposure and
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duration of living in refugee camp set as predictor (X), respectively, PTSD symptoms was set as

outcome (YY) and trait resilience and coping style were set as moderator (M), respectively.

3. Results

3.1 Sample

Table 1 lists the socio-demographic and clinical characteristics of the entire sample and
separately for the PTSD and non-PTSD group. A total of 83 participants (7 females; age range
between 31 and 65 years) participated in the study. The majority of participants were male (n = 76,
91.6 %) and originally from Middle Eastern countries (n = 81, 97.6%). Participants in this study had
experienced a mean of 13.8 (SD= 8.5) types of traumatic events, whether by witnessing other or in
first person (see Table 1). Figure 2 shows the typology and incidence of traumatic event exposure
for the entire sample. The number of years spent in exile and living in refugee camps was 23.6 (SD
=7.6) and nearly half of the sample (n = 35, 44.9%) had received some kind of psychosocial

support in the form of lay problem solving counselling or psychological first aid.

3.2 Prevalence of PTSD and psychiatric morbidity

Of the entire sample 32.5% reached the threshold for clinical presence of PTSD and 38.8 %
for psychiatric morbidity. No socio-demographic variables were significantly associated with PTSD
symptoms or psychopathology. As expected, pre-migration war related trauma (F(1,82) = 24.118, p
< 0.001) and duration of living in refugee camp (F(2,81) = 2.511, p = 0.008) were associated with

high levels of PTSD (see Table 1).
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3.3 Variables correlated with PTSD

Table 2 shows associations between PTSD, psychiatric morbidity, trait resilience and coping
strategies in the entire sample and separately for PTSD and no PTSD symptoms group. As
expected, there was a significant correlation between PTSD, psychiatric morbidity, coping style
and trait resilience: Disengagement coping style was significantly and positively correlated with
clinical PTSD levels as well as psychiatric morbidity: we found significant positive correlations
between GHQ and Emotion Focused Disengagement (r = .345, p =.002) and Disengagement Focus
subscales (r =.321, p = .004). Conversely, Engagement focused coping style were significantly and
positively associated with no / low-level PTSD (see Table 2). Resilience was positively and
significantly related with Problem focused Engagement (r = .325, p =.017) and Engagement

focused coping (r =.285, p = .039).

3.4 Moderators of relation between stressor exposure and PTSD

Given that both war related trauma and duration of living in refugee camp were significantly
associated with PTSD, we performed a series of moderation analysis with both these variables set as
predictor variables, PTSD set as outcome and trait resilience and coping style as moderator
variables.

The analysis with duration of living in refugee camp set as predictor (X), PTSD set as
outcome (Y) and trait resilience and coping style set as moderators (M) did not yield any significant
results. Then we performed the same analysis with war related trauma set as predictor (X), PTSD
was set as outcome (), and trait resilience was set as moderator (M). Only the analysis with trait

resilience as moderator offered significant results. The full model was significant: R2 = 0.26, MSE
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=0.547, F(3,79)=9.6357, p < .0001 (see Figure 2). Findings indicated that the interaction variable
(War related trauma x Resilience) was significant: b =—0.256, SE =0.011, t =-2 .396, p = 0.02,
95% CI [—.046, — .004], as were the respective slopes: for low resilience levels, b = 0.047, SE =
0121, t=3.941, p <0.001 95 % CI [0.023, 0.072] and high resilience levels, albeit this latter was at
the threshold levels of significance, b = 0.022, SE = 0.011, t = 1.987. p = 0.50, 95 % CI [0.00,
0.044]. Therefore, resilience level can moderate the relationship between pre-migration war related
trauma exposure and PTSD. Figure 2 further shows that the slope of the low resilience levels was
higher than that of high resilience level which implies that the role of pre-migration war related

trauma in developing PTSD likely became weaker in high resilience individuals.

4. Discussion

The aim of the present study was to examine the impact of exposure to war related
premigration trauma and duration of living as a refugee on PTSD and psychiatric morbidity in a
sample of trauma affected refugees and asylum seekers, while also assessing the role of trait
resilience and coping style. As expected, the higher the exposure to war related trauma events and
the longer the time spent in refugee camps, the higher the levels of reported PTSD. This confirms
evidence from more recent approaches showing that both pre-migration and post migration stressors

related to refugee life contribute to PTSD development [14-18].

Our participants reported extensive exposure to multiple war related traumatic events prior
to migration and quite long duration of living in refugee camps, and we found an incidence of
32.5% for clinical levels of PTSD and 38.8 % for psychiatric morbidity. Our findings are in line
with the vast majority of research investigating the prevalence of PTSD and psychological disorders
in populations exposed to high rates of war related traumatic events (prevalence estimates range
between 10% and 40%) [2, 51] as well as with evidence that these elevated rates of psychological

disorders persist even years after displacement, both in refugee camp and countries of settlement
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contexts [52-54] Nevertheless, factors that might account for the variance in prevalence rates could
be linked with individual traits like resilience and coping style. This was confirmed by the strong
correlation between resilience trait and coping style with PTSD: more specifically, Disengagement
focused coping style was positively and significantly correlated with clinical levels of PTSD
whereas Engagement focused coping was significantly and positively related with no/low levels of
PTSD. This is in line with our expectations and literature showing a more constructive and adaptive
function of engagement coping style in face of adversity, whereas coping by disengagement and
avoidance on the other hand is considered as less adaptive and associated with increased levels of

PTSD [20, 23].

Although we anticipated that both resilience and coping style would moderate the effects of
premigration trauma and post migration stressors on PTSD, our hypothesis were partially
confirmed. In particular, only the moderating effect of resilience on the impact of war related pre
migration trauma on PTSD symptoms was demonstrated by our results. This could be related to the
fact that resilience and coping style are independent constructs and resilience reflects not only one’s
appraisal of the challenging situation but also the beliefs in one’s capacity to react and overcome
such life adversities, which seems to be an important fact in contrasting negative effects of trauma
exposure [30, 48, 49]. Our findings suggest that highly resilient individuals experience a weaker
effect of war related trauma exposure on PTSD symptoms development. This is in line with trait
accounts of resilience and PTSD suggesting that the higher the individual’s capacity to adapt to
life’s adversities, the lower the probability that they present clinically significant PTSD symptoms

[22, 55].

Our study is not exempt of limitations. First, our sample was composed of asylum seekers
and refugees residing in the NRC, and the convenience sampling and the cross-sectional design
might limit the interpretation of our results. Secondly, we only measured duration of living in

refugee camp and the variability in camp conditions might have somehow influenced our results.

10
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Furthermore, a potential overlap between PTSD symptoms and specific modes of coping, could
have obscure some of the results: for example, social withdrawal an aspect of emotion
disengagement, is also a PTSD symptom. Also, the possibility that cultural differences in the
understanding of the psychological constructs assessed may have influenced participants responses
cannot be completely ruled out. The sample size of the various nationalities did not allow for a
meaningful differentiation in accounting for the various cultural backgrounds. We do not exclude
that other factors as sense of coherence, attachment, etc., could play a role in mitigating impact of
stressor exposure on presence of PTSD symptoms. Therefore, our results should be interpreted with
caution and their generalizability should be further tested by means of cross-cultural studies.
Finally, the modest sample size and lack of a control group may have obscured some potentially
important associations. Further research with larger and a more gender balanced sample, and using

a case control design is needed to more fully explore these important associations.

Despite these limitations, our findings highlight the importance of understanding the
interplay between trauma exposure and resilience traits. Our results contribute to our understanding
of the relationship between trauma and resilience, shedding light on the ways their interaction may
affect presence of PTSD symptoms. Future research should help delineate typologies of trauma
profiles that might help identify which patterns of coping and resilience variables are most
appropriate for different individuals under which traumatic conditions, allowing a more nuanced
approach to intervention as well. Our findings support the notion that resilience-based interventions,
targeting adults who have been exposed to especially high levels of war related trauma may help
bolster resilient functioning and enhance chances that individuals present less PTSD symptoms [55-
57]. Such efforts are certainly needed to optimize treatment of this disadvantaged and highly

distressed population.

11
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