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Summary  
Literature that deals with mental health adversities in unaccompanied minor asylum-seekers 

(UM), is usually based on self-report questionnaires, rarely on clinical interviews. The results 

indicate high levels of psychological distress in the form of emotional and behavioral 

problems. Self-report questionnaires may be easy to administer, and less costly than clinical 

interviews, but the method is limited by the subjects varying ability to read and understand the 

items. Researchers often have limited time and resources needed to properly translate and 

validate psychometric instruments into a new cultural setting.  

The present study sample was recruited from UM that arrived in Norway during a period of 

two years. They were young men, 15-18 years old, from Afghanistan, Somalia, Algeria and 

Iran, and were included in the study shortly after arrival. 

Mental health symptoms were assessed by Hopkins Symptom Checklist-25 (HSCL-25), and 

Harvard Trauma Questionnaire (HTQ). Serious Life Events checklist (SLE) was used to 

indicate the amount and types of traumatic events they might have experienced. Unlike 

previous research we administered the instruments by the use of computer-based audio-

translations and touch-screen technology. In this manner we also wanted to address some 

methodological challenges that often arise in connection with mental health assessments, 

especially with participants that have limited reading and writing skills.  

A central part of the study was to estimate the prevalence of psychiatric morbidity based on 

structured clinical interviews (CIDI), and 160 unaccompanied minor asylum-seekers 

consented to be interviewed. The most prevalent diagnosis in this sample was Posttraumatic 

Stress Disorder (PTSD) that was present in 48 (30.6%) of the cases. Depression was 

diagnosed in 26 (16.3%), and Anxiety Disorder in 13 (8.1%) of the cases. Most of the youth 

included in this study had experienced a high number of potentially traumatic events.  

In order to determine how the self-report instruments could be used to screen subjects 

according to specific psychiatric illnesses, the psychometric properties were evaluated against 

the CIDI- interviews. Agreement between diagnoses (CIDI) and screening results for PTSD, 

Anxiety and Depression showed the same main pattern of high sensitivity, and low specificity. 

The results were similar to other studies, but this is the first time cut-off values for a sample of 

unaccompanied refugee minors has been calculated.  
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In order to explore the trajectories of unaccompanied refugee minors prospectively during the 

asylum-seeking process, the mental health data were collected within three weeks (n=138), 

and at 4 months (n=101), 15 months (n=84) and 26 months (n=69) after arrival. In this 

longitudinal part of the study, the impact of potential stressors such as age-assessments, 

achieving or not achieving legal recognition as a refugee, and living-conditions during the 

waiting-period were examined. At the group level the young asylum seekers reported high 

levels of psychological distress on arrival, and symptom levels that stayed relatively 

unchanged over time.  

The official age assessments, based on x-ray examinations of hands and teeth, decided on a 

mean age of 18.4 years (SD 2.4), range 15-28, which meant that 72 (56%) participants were 

considered to be adults. About half of them (one third of the total number of participants) 

were placed in a reception centre for adults, and they had higher levels of psychological 

distress symptoms both at 15 months and 26 months compared to the remaining participants 

who were placed in reception centres for youth. Refusal of asylum was highly associated with 

higher levels of psychological distress, and refusal was also related to the official determined 

age of the asylum seeker. 

The number of asylum applicants considered to be unaccompanied minors has been 

increasing in the EU-region. Young people leaving their home countries without a parent, or 

other caring adults frequently encounter serious risk factors such as exploitation, violence and 

multiple losses. It is also well documented that the asylum process, with long periods of 

uncertainty, can be stressful for these youngsters. Placement in a low support facility and 

refusal of asylum were the main factors associated with higher levels of psychological distress 

in our study. These findings highlight the importance of support in the post-migration 

environment. 
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Norsk sammendrag 
Forskningslitteratur som omhandler enslige mindreårige asylsøkere og deres helseplager, er 

som oftest basert på selvutfyllings-skjemaer og i liten grad kliniske intervjuer. Publiserte 

resultater tyder på mye psykisk uhelse i form av emosjonelle og atferdsmessige problemer hos 

denne gruppen. Selvutfyllings-skjemaer er ofte enklere å administrere, og bruken koster 

mindre enn kliniske intervjuer, men forskere vil ofte ha begrenset tilgang på tid og ressurser 

som trengs for å oversette og validere psykometriske instrumenter til bruk i en ny kulturell 

setting. Manglende lese og skriveferdigheter vil kunne begrense deltagernes muligheter til å 

svare på skjemaene til tross for at det foreligger korrekte oversettelser. 

Den aktuelle studien begynte i ankomstmottaket, med kartlegging av psykisk helse hos en 

gruppe enslige mindreårige asylsøkere (EMA), gutter i alderen 15-18 år, fra Afghanistan, 

Somalia, Algerie og Iran. På denne tiden var Hvalstad asylmottak i Asker det mottaket der 

alle enslige mindreårige ble plassert i de første ukene. Senere ble de sendt til asylmottak over 

hele landet, for å ha et botilbud mens de ventet på avgjørelsen av asylsøknaden. Deltagerne 

ble inkludert i prosjektet like etter ankomst, det vil si innen de hadde vært 3 uker i Norge. 

Vi ønsket å gjennomføre prosjektet uten å måtte ekskludere asylsøkere med begrensede lese 

og skriveferdigheter. Til dette formålet benyttet vi en PC-basert, flerspråklig testmetode; 

(multilingual computer assisted self-interview: MultiCASI), der informantene, uansett lese- 

og skriveferdigheter, ble testet individuelt, og på en måte som gjorde resultatene 

sammenlignbare. Skjemaene besto av Hopkins Symptom Checklist-25 (HSCL-25), Stressful 

Life Events checklist (SLE), og Harvard Trauma Questionnaire (HTQ).  

En sentral del av studien var å estimere prevalens av psykiske lidelser basert på stukturerte 

kliniske intervjuer (CIDI). Dette ble gjennomført med 160 av deltagerne. Den vanligste 

diagnosen i dette utvalget var posttraumatisk stress-lidelse (PTSD) som fantes hos 48 (30.6%) 

av deltagerne. Depresjon ble diagnostisert hos 26 (16.3%), og angstlidelse hos 13 (8.1%). Så 

godt som alle ungdommene i studien hadde erfart mange potensielt traumatiserende hendelser.  

For å evaluere om de psykometriske instrumentene kunne brukes som screening med tanke på 

spesifikke psykiatriske lidelser, ble de individuelle «skårene» sammenlignet med diagnoser 

fra CIDI- intervjuene. Utregning av samvariasjon mellom diagnosene (CIDI) og screening 
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resultater for PTSD, Angst and Depresjon viste høy sensitivitet, og lav spesifisitet for alle tre 

tilstandene. Lignende resultater er funnet i tidligere studier, men dette er første gang «cut-off» 

verdier for et utvalg av enslige mindreårige asylsøkere har blitt beregnet. 

 

Vi ønsket å gjøre en prospektiv evaluering av ungdommenes psykiske helse under forløpet av 

asylsøker-prosessen, og samlet data innen tre uker (n=138), etter 4 måneder (n=101), 15 

måneder (n=84) og 26 måneder (n=69) etter ankomst. I gjennomsnitt rapporterte de unge 

asylsøkerne om høye nivåer av psykisk belastning ved ankomst, og liten grad av bedring over 

tid. I denne longitudinelle delen av studien, vurderte vi mulige stressorer som offisiell alders-

fastsettelse, samt det å få eller ikke få fast oppholdstillatelse. Vi ønsket også å undersøke 

mulige konsekvenser av mottaksforholdene.  

Etter at informantene hadde vært gjennom røntgenundersøkelser av tenner og håndrot, viste 

det seg at Utlendingsdirektoratet (UDI) estimerte 62% av dem til å være over 18 år. Noen av 

de «overårige» fikk lov til å bli boende på mottak for enslige mindreårige, mens andre måtte 

flytte til et voksenmottak (Ca. en tredjedel av hele utvalget).  Det var forskjell mellom disse 

gruppene. Dårligst psykisk helse fant vi hos dem som i tillegg til at de ble tildelt en alder over 

18år, også ble plassert i ordinære asylmottak for voksne. Det var også disse ungdommene som 

i størst grad endte opp med avslag på asylsøknaden. 

Antallet enslige mindreårige asylsøkere synes å øke I EU-området. Ungdommer som forlater 

hjemlandet uten foreldre eller andre voksne som kan ta vare på dem blir ofte utsatt for farlige 

situasjoner som kan innebære utnyttelse, vold og tapsopplevelser. Det er også godt 

dokumentert at asyl prosessen, med venting og usikkerhet, kan være en stor påkjenning for 

enslige mindreårige. Det å bli plassert i mottak med lite støtte og oppfølging var, sammen 

med avslag på asylsøknaden, den viktigste faktoren forbundet med høyere nivåer av psykisk 

uhelse i vår studie. Disse funnene understreker viktigheten av et støttende miljø i tiden like 

etter flukt og ankomst til et nytt land. 
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Abbreviations and acronyms 

CCD  “Cultural Concepts of Distress”  

CRC  Convention on the Right of the Child 

EU-region The 28 EU-member states together with Iceland, Liechtenstein, Norway and     
Switzerland 

MultiCASI Multilingual Computer Assisted Interview 

NOAS  Norsk organisasjon for asylsøkere (Norwegian Organization for Asylum-
Seekers) 

ROC  Receiver operating characteristic () curves  

UM  Children and adolescents who have been separated from both parents and 
relatives and are not being cared for by an adult who, by law or custom, is 
responsible for doing so. 

UNESCO United Nations Educational, Scientific and Cultural Organization 

UNICEF United Nations Children`s Fund 

UNHCR United Nations High Commisioner for Refugees 
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Key concepts 
Asylum seekers are individuals who have sought international protection and whose claim 
for refugee status has not yet been determined 

Cronbach`s alpha  the average of all possible split-half estimates of reliability in the 
instrument 

Ceiling effect   the level above which an independent variable no longer has an effect on a 
dependent variable, or the level above which variance in an independent variable is no longer 
measured or estimated 

Overall diagnostic efficiency The proportion of correct test-results 

Positive predictive value the proportion of patients with positive test results who are  
correctly diagnosed 

Negative predictive value the proportion of patients with negative test results who are  
correctly diagnosed  

Sensitivity The likelihood of a correct test result if the patient is ill 

Specificity The likelihood of a correct test result if the patient is healthy 

Separated children and adolescents are those separated from both parents, or from their 
previous legal or customary primary care-giver, but not necessarily from their relatives 

Unaccompanied refugee minors (UM) are the same as unaccompanied children or 
adolescents in this thesis. Not all UM are registered asylum-seekers, but if they are, they will 
sometimes be described as unaccompanied asylum-seeking children (UASC) 
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1. Introduction
This dissertation is based on a study that examined the health situation of 204 unaccompanied 

refugee minors (UM) who arrived in Norway in 2009, 2010, and 2011. Structured clinical 

interviews with 160 participants from this sample were conducted in order to establish the 

prevalence of mental health disorders, 4 months after arrival. The study also included a 

longitudinal part where the focus was on important potential stressors such as age-

assessments, the outcome of the asylum-applications, and living-conditions during the 

waiting-period. For this purpose, self-report measures on mental health were repeated four 

times over the course of 26 months. In addition, a part of the study addressed methodological, 

language-related challenges that often arise in connection with mental health assessments in 

transcultural psychiatry, and in order to include participants with varying reading-skills, we 

used a computer-based technology that had never been used in any previous study with UM. 

1.1.Background 

The number of asylum applicants considered to be unaccompanied minors seems to be 

increasing in the EU-region, even though the exact numbers of children and adolescents on 

the move at any given time are uncertain. Registration practices differ, and many refugees 

choose not to stay at the available facilities. Some refugees pass through several countries 

without registration, rendering them “invisible” to the authorities. This means that there at all 

times will be quite a high number of minors not accounted for in any public registry.  

For many years the registered numbers of new UM-arrivals have varied between10 000 and 

13 000, but in 2014 the number had risen to 23 000, and in 2015 the estimates had reached 

around 90 000 unaccompanied minors in Europe. In 2016 the number was reduced down to 

63 300, and in 2017 the trend is towards a further reduction. The countries of origin 

represented in the statistics vary from year to year (Eurostat, 2017).  In 2015, Eurostat 

reported that more than half of the UM came from Afghanistan (51%), and relatively large 

groups came from Syria (16%) and Eritrea (6%), but these numbers are also changing. At the 

time of the present study (2009-11), Afghan and Somali adolescents were the most numerous 

among unaccompanied minor asylum-seekers in Norway (Norwegian Directorate of 

Immigration, 2011). 
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have to wait for a decision about their legal status, and what the final outcome will be 

(Bronstein, Montgomery, & Ott, 2013). These young people have no parents or other adults to 

guide them, and because of this they are in need of both material and psychological support 

(Hodes, Jagdev, Chandra, & Cunniff, 2008).  

Epidemiological studies involving refugees often include diagnostic categories with a wide 

variation of prevalence-estimates (Fazel, Wheeler, & Danesh, 2005). Cultural and situational 

differences between specific populations can explain some of the variance, but 

methodological issues, such as method of measurement and different time since exposure, 

may also have influenced the results (Green et al., 2012). One explanation for the diverging 

numbers can be that some researchers have diagnosed their participants through the 

application of clinical interviews, while others have based their diagnoses on scores above 

cutoff on self-report questionnaires (Turner, Bowie, Dunn, Shapo, & Yule, 2003). The latter 

method has been shown to over-estimate the prevalence of disorders (Steel et al., 2009), and 

is considered less precise for diagnostic purposes (Sandanger et al., 1998). 

The results of varying diagnostic practices can be exemplified by looking at two review 

articles that include refugee children. One article is a review of studies with children 

traumatized by war or disaster, not only refugees, which included several kinds of 

methodologies. Only three out of seventeen studies in this review used clinical interviews to 

determine a diagnosis, and this review demonstrated a wide range in Posttraumatic Stress 

Disorder (PTSD) prevalence (4,5-89,3%) and a pooled estimate of 47% (Attanayake et al., 

2009). The other example is a review article that exclusively included non-clinical studies 

with refugee children, based on well-established diagnostic interviews (Fazel et al., 2005). 

The study-populations were divided into different age-groups, and data from five surveys with 

a total number of 206 children from different countries lead to the conclusion that about 11% 

(range: 7-17%) were suffering from PTSD. In studies including older adolescents and young 

adults (n=358), this review found a higher PTSD-prevalence of approximately 35% (range: 

28-42%), but still much lower than the estimate from the first review. 

Publications with prevalence-estimates of mental health disorders for unaccompanied minor 

refugees (UM) are few, and are based both on self-report questionnaires (Bean, 2006), and on 

clinical interviews ( Huemer et al., 2011). The results indicate high levels of psychological 

distress in the form of emotional and behavioral problems (Bronstein & Montgomery, 2011; 

Bronstein et al., 2013), with girls reporting significantly more distress than boys (Seglem, 
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Oppedal, & Raeder, 2011). In a review article of 22 studies that included unaccompanied 

minors, published between 1998 and 2008, the researchers described only two prevalence 

studies, with self-report screening, that presented very different estimates (Huemer et al., 

2009). One study found that 37-47% of participants suffered from severe or very severe 

anxiety, depression and PTSD, while the other focused on one diagnostic category, and found 

20% PTSD. In studies that have compared UM directly with other groups, the main finding 

has been that UM have more mental health problems compared both to host populations and 

other migrant populations (Bean, Derluyn, Eurelings-Bontekoe, Broekaert, & Spinhoven, 

2007a; Reijneveld, Boer, Bean, & Korfker, 2005) 

Another important methodological issue is how differences in language-background and 

literacy-level influence the chosen methods of measurement. Even if illiterate participants are 

not actively excluded, there may still be an element of selection-bias based on illiteracy. 

Individuals who volunteer to participate may be more confident in their own reading and 

writing abilities, and illiterate individuals may be more likely to refuse to participate in a 

study where they are expected to fill in several questionnaires, by themselves. Many studies 

describe procedures where translators are present and assist the participants by reading the 

items and filling in the self-report questionnaires for them (Bean, 2006; Oppedal & Idsoe, 

2012). This can introduce other methodological problems, but seems to be the only possible 

solution in many projects. Participants with limited reading and writing abilities are often 

encountered in refugee-populations (Hodes et al., 2008), and since many studies rely on 

written self rating, this is a challenge that needs to be addressed (Ommeren, 2003). 

Almost all previous studies of unaccompanied refugee minors have been cross-sectional 

(Hodes et al., 2008), and there is a lack of studies that include informants with similar “time-

since arrival”, and also a lack of longitudinal studies with UM (Huemer et al., 2009). There 

are different asylum-procedures within the different countries (Hernández, 2013), and the 

asylum seekers are usually provided with some form of shelter while they are waiting for their 

cases to be processed. The living-conditions and timespan for staying in the shelters vary 

greatly (Evans, Forte, & Fraser, 2013).  Widespread use of cross-sectional designs makes it 

difficult to evaluate the impact of these different factors on health and well-being. 

The driving forces behind the increasing number of migrants are often complex, and the 

consequences for the individuals on the move and the societies that receive them, are many. In 

addition to numbers, age groups and countries of origin, there will often be a demand for 
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estimates of both prevalence and severity of different health conditions (Achenbach, 2010). 

Cut-scores of psychometric instruments can be used for identification of individuals who are 

at risk of developing a certain disease. The consistency of decisions, made on the basis of cut-

scores, depends on how well scores reflect the underlying traits that are being measured 

(Sandanger et al., 1999). Existing research about unaccompanied refugee minors has not 

established valid cut-scores for this population yet (Bean, 2006). 

If we want to improve the mental health of separated young people asking for protection in a 

new country, we also need to know more about the problems that are manifest at the time of 

arrival, and the impact of the first years in exile. Existing knowledge can be used as an 

argument for considering the UM`s situation as especially difficult, but there is still a need for 

prevalence-studies and validation-studies with more robust methodology (Alisic et al., 2014; 

Thomas & Byford, 2003; Wintrob, 2013) in order to learn more about psychiatric disorders in 

this specific group of refugees. This can bring more knowledge into discussions about 

allocation of resources, and hopefully improve the level of social support and health care 

services that are offered to meet the needs of separated young refugees. 

Positive health effects have been associated with receiving a permanent residence permit 

(Bean, Eurelings-Bontekoe, & Spinhoven, 2007; Silove et al., 2007), but this process may 

take months and sometimes years. The field needs research designed to make valid 

assessments before, during and after the process from seeking asylum until finally being 

accepted or rejected as a refugee. With an established baseline, and repeated assessments 

following important milestones in the asylum-seeking process, we can increase our 

understanding of the health challenges of unaccompanied young refugees. 

 

1.2 Diagnostic considerations 
One of the most basic underlying challenges in mental health research is how to define mental 

health problems, and in particular psychiatric diseases. There have been several discussions 

about Western diagnostics, and whether or not they can be applied to individuals with a non-

Western background (Littlewood, 1992). In the literature one can find authors who advocate 

that cultural aspects must have a stronger influence on how disorders are understood and 

classified (Kirmayer, 2012). Others warn that if the methods connected with transcultural 

research become an obstacle, an unwanted consequence may be less research with people 

from other cultures (Winthrob, 2013). 
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Many languages have no words that correspond to what we think of as depression, anxiety, 

etc., and this can be a challenge when we want to identify risk groups, or assess the severity of 

distress in individual cases (Dein & Bhui, 2013). There exist several specific local symptom 

clusters with local names throughout the world, often termed “Cultural Concepts of Distress” 

(CCD). Most of them do not correspond to known diagnostic categories (Kohrt et al., 2014), 

and are hence difficult to use in epidemiological studies. 

Since 1994, the Diagnostic Statistical Manual (American Psychiatric Association, 1994) has 

included a framework for registering cultural information in clinical settings, and in the DSM-

5, a revised interview-guide “The Cultural Formulation Interview” was added 

(psychiatryonline.2015). These 16 items elicit information that can highlight the cultural and 

social context and make the clinical encounter more relevant to each individual, and also 

include CDD (Lewis-Fernandez et al., 2014), but “The Cultural Formulation Interview” has 

not yet been validated for use in quantitative research. 

Much of transcultural psychiatric research has focused on finding diagnostic categories that 

can be used cross-culturally, easing the exchange of knowledge between populations from 

different backgrounds (Kirmayer, 2005; Wintrob, 2013). The focus has been on universal 

human reactions, and researchers argue that although there are differences between societies, 

the variation within societies is just as great (Achenbach, 2010). In a world with an increasing 

number of migrants, there will sometimes be demand for prevalence estimates of disorders 

where the purpose is to compare treatment needs in different populations over time in order to 

design better policies. Using the same screening instruments or similar diagnostic procedures 

across cultures can facilitate the identification of both similarities and differences between 

populations, and the findings can further collaboration between countries, and within 

countries (Achenbach, 2010). On this background, we have decided to use diagnostic 

categories that are included in well-known psychometric instruments and diagnostic manuals 

in the present study.  

 

1.2.1 Validation as an ongoing process   
Whether the purpose of research is to conduct a cross-sectional observation study, monitor 

changes during an observation-period, or to conduct a controlled study of a therapy-

intervention, the measurements need to be appropriate for the intended purpose. The validity 

is determined by the extent to which the interpretations, consequences or decisions of the 
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findings fit with the data and the methods used in the study. This means that psychometric 

instruments can be valid in one setting, and less valid in another (Taylor, 2013). 

In some cases the main purpose will be to establish a base-line of relevant symptoms or signs 

at the beginning of a study, related to the problem-areas that are investigated. The 

psychometric instruments can then be used to quantify problem-areas over time, and give an 

indication of how much change that has occurred between the measuring waves.  When 

psychometric instruments are used in this manner, the focus is not so much on diagnostic 

“case-ness”, but rather more on valid indicators of outcomes that can be compared from time 

to time. Research areas where psychometric instruments are utilized in this manner are 

typically intervention-studies, and other follow-up studies with repeated measures.  

Many studies on mental health in refugee populations have expanded the use of psychometric 

instruments in order to quantify the psychological burden of the group in focus (Hollifield, 

Warner, & Lian, 2002). In these settings the instruments are used to describe diagnostic 

categories and make prevalence-estimates, and this challenges their claim of validity. 

Criterion validity should be established before instruments are used to screen for specific 

psychiatric illnesses. This usually means that the cut-values need to be evaluated against a 

more reliable diagnostic procedure (Switzer, Wisniewski, Belle, Dew, & Schultz, 1999), such 

as a structured diagnostic interview. It may be considered problematic that many researchers 

use well known psychometric instruments for screening purposes, when the relevant cut-

values have not been established (Ommeren, 2003).  

Another concern regarding the use of cut-values in quantitative studies is related to the 

possible effect of dichotomization of continuous variables. The data may be easier to interpret, 

but small differences may be blown out of proportions since values close to the cut-value fall 

into opposite categories (Altman & Royston, 2006). 

 

1.2.2 Diagnostic  practices 
Diagnoses build on theories, mental constructs, and sociocultural factors, and are not neutral 

or true (Sandanger, Nygård, & Sørensen, 2002). There are several ways to conceptualize and 

measure mental health problems, and the main results of a study will to a large extent depend 

on the basic concepts and how they are operationalized (Taylor, 2013). The proportion of 

individuals found to be suffering from a specific disorder at a given time represents the 

prevalence of the disorder, and two methods often used for determining prevalence are the use 
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of questionnaires, and the use of clinical diagnostics. The first method is based on the concept 

of symptom overload, where the researcher seeks to determine how much symptom-based 

distress the subject has. The other approach is the concept of criteria, which is the “backbone” 

of diagnostic evaluations, where the researcher/clinician mainly seeks to determine if the 

participants fulfil the criteria for a specific disorder (Sandanger et al., 2002). Other practices, 

such as most diagnostic interviews, use a combination of the two basic concepts. 

1.2.3 Clinical diagnostics versus psychometric  instruments  
A diagnostic evaluation by a trained clinician is usually performed in a setting where one 

person at a time is evaluated in dialogue with someone whose knowledge and experience is 

documented because of their professional training. All available information can be used to 

determine whether or not the suffering presented by the “patient” fits a prototype of a specific 

disorder. This procedure is guided and informed by the clinicians` knowledge of diagnostic 

criteria, and the conclusion is usually that the individual either has the disorder or not. This 

approach to assessment is more time consuming than screening, but it is a more precise way 

of determining participants` morbidity and individual treatment needs.  

Psychometric instruments are mostly based on the overload concept, with a total-score 

representing a measure of severity, and a cut-score representing the probability of illness. In 

addition to the diagnostic approaches already described, some studies in this field have used 

self-report instruments not as self-screens, but as structured interviews, performed by trained 

health professionals, and with the same cutoff-values as the ones used in self-report studies 

(Carlsson et al., 2014). If criterion validity has not been established, one can argue that this 

use of self-report instruments is questionable, and the following estimates of “case-ness” 

unreliable (Sandanger et al., 1999).   

1.2.4 Diagnostic interviews 
Several studies use a diagnostic interview in order to find participants that fulfill diagnostic 

criteria for one or more psychiatric illnesses. These interviews are designed to aid 

professionals in making a precise diagnostic evaluation in a time-efficient manner, and can be 

described as a combination of a symptom overload and a criterion approach (Sandanger et al., 

1998; Sandanger et al., 2002). They consist of “decision trees” with modules focusing on 

categories of diagnoses, and usually begin each module by asking ”screening questions” in 

order to determine if the subject is likely to have a disorder in a specific category. If not, the 

interview will skip to the next module. Clinical diagnostics or structured diagnostic interviews 

are often used in comparison with psychometric instruments/self-report questionnaires as a 
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“gold standard” to determine or validate the best “cutoff” for a specific population in a 

research setting (Taylor, 2013). 

1.2.5 The “Composite International Diagnostic Interview” 
In the present study we have chosen to use the “Composite International Diagnostic Interview” 

(CIDI) to estimate the prevalence of psychiatric disorders in our sample. The CIDI is a 

structured diagnostic interview that was developed by the World Health Organization, in 

collaboration with the US Mental Health Administration Task Force (Robins et al., 1988). In a 

review of prevalence rates in 145 refugee and post-conflict studies, the CIDI was the most 

commonly used diagnostic interview (Steel et al., 2009), and previous research has 

documented good reliability and validity of the interview (Andrews & Peters, 1998; Wittchen 

et al., 1991).The available version of the interview has been developed into a computer-

program that makes it easier to use. Interpreters, if needed, are usually present during the 

whole interview.  

 

1.3 Some practical and methodological challenges  
A basic premise for assessment of mental health problems is the participants` understanding 

of concepts and questions through language. It is important to use words and concepts that not 

only are correctly written, but also are appropriate for the knowledge level of the subjects 

(Punch, 2002). Younger age groups require different approaches to assessment because of 

lower levels of mental and emotional maturation and fewer years of formal school-attendance.  

This can become a challenge in a setting where the age, or the educational level of potential 

participants, is unknown. A large part of a sample may consist of participants that are unable 

to read and write in their own language, and cannot fill in the self-report instruments by 

themselves no matter how good the translated versions are. This means that the guidelines for 

making translations and adaptations of psychometric instruments only apply, when the 

participants are literate. In other instances, the researchers may prepare the measurements for 

use in a new cultural setting, and discover that the effort was insufficient. 

 

1.3.1 Literacy 
It is not always clear how researchers solve the challenge of varying literacy, just from 

reading the articles (Bronstein et al., 2013; Reijneveld et al., 2005). In one project the illiterate 

participants seem to be included, while the scale of the challenge and how it was solved is not 
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reported (Oppedal & Idsoe, 2012). Another describes different adaptations that have been 

made in situations where the instruments cannot be filled in by the youth themselves, but not 

how often these adaptations were used (Hodes et al., 2008). An unavoidable consequence of 

having participants that cannot read and write on their own, and the many solutions that are 

used, is that the concept of self-report takes on a different quality. If problems maintaining the 

technical equivalence become a systematic bias, especially when the items and the scores 

have to pass through the minds of several interpreters, and are of such a degree that the results 

become less reliable, it should be a concern in the field (Sulaiman-Hill & Thompson, 2011). 

There is no standard international definition of literacy. It usually refers to a context-bound 

continuum of reading, writing and numeracy skills developed in school-like settings. 

Educational level, measured as approximately five years in school, has been used as a proxy 

measure to determine literacy in settings where a more precise evaluation is lacking 

(UNESCO, 2006). In order to include illiterate participants, it is common to offer the aid of 

translators that read and write and often explain the items as well (Bronstein, Montgomery & 

Dobrowolski, 2012). Another approach is assessment in larger groups, like in a classroom, 

where the translator reads each item out loud, and explains the scoring-alternatives on a 

blackboard or a flip-over (Bean, 2006; Geltman et al., 2005).  

In the largest study on mental-health among young refugees (Bean, Derluyn, Eurelings-

Bontekoe, Broekaert, & Spinhoven, 2007b) less than half of the youth approached in the 

recruitment phase agreed to participate. Of the 920 UM-participants, approximately 80% were 

refugees from low income countries. The researchers rated the percentage of informants with 

less than five years of schooling to 45% (Bean, 2006), and less than 3 years to 23% of the 

sample (Smid, Lenvelt-Mulders, Knipscheer, Gersons, & Kleber, 2011). There are only sparse 

descriptions of how the less educated managed to fill in their screening instruments, and no 

discussion about how this may have impacted the validity of an otherwise impressive study. 

This is just one of many examples of uncertainties connected with illiteracy and assessments.  

1.3.2 The question of identity and age.  
Children are entitled to welfare, healthcare and educational support (Evans et al., 2013). 

Unaccompanied asylum-seekers that are believed to be younger than 18, will most likely be 

offered a higher level of care than if believed to be older. Many UM come from countries 

where birth registration is incomplete. When they arrive in Europe without identity-card or 

birth certificate, the number of years they declare as their age, will often be questioned. It is 
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usually impossible to provide a confirmation of chronological age together with secure 

identity documentation after the flight (Smith & Brownlees, 2011). Because of this, age can 

become a matter of great importance when unaccompanied adolescents are seeking asylum. It 

can also represent a conflict of interest between the young person seeking protection and the 

society that is expected to provide it. In order to solve the situation, UM are often asked to go 

through some kind of age assessment procedure. 

Since the authorities have an interest in knowing the age of every young separated person they 

are expected to care for, they usually make a decision about age based on the estimates from 

whatever tests they employ (Hjern, Brendler-Lindqvist, & Norredam, 2012). An overview 

from The European Migration Network reported that EU member states use different age 

assessment arrangements in each country (Smith & Brownlees, 2011). The most common 

method has been an interview together with available written documentation. In addition 

many have used skeletal assessment, dental assessment, and clinical judgement by a doctor 

and/or psychological methods. There are several reports about the weaknesses of all known 

methods for age assessment. The methods can determine physical maturity, but none of them 

are precise enough to provide an individual`s chronological age, neither alone nor in 

combination (Hjern et al., 2012).  

1.3.3 Age determination and consequences  
To some children the dispute over their age represents a challenge to their life history and 

their sense of identity (Crawley, 2007). Others fear being caught lying, or feel that they are 

being accused of doing so. Some are unfamiliar with medical procedures, and have problems 

understanding why they have to take x-rays when they have no tooth-ache, and no broken 

bones. In addition, there are the ethical problems connected to solving a legal problem with an 

uncertain medical approach. The process is usually not transparent, and there is little 

possibility for appeal (NOAS, 2014).  

The practical consequences for young asylum seekers when they have been designated an 

“official age” will depend on the policies of the host country. As a rule, asylum seekers 

over18 are not considered minors and in need of special protection. The “official age” of the 

young asylum seekers will determine what levels of social and material support they are being 

offered (Crawley, 2007), and adult asylum seekers are usually treated differently than the 

minors, with more supportive housing for those under 18. Several studies have found that 

high-support housing, with sufficient supervision, was associated with lower levels of 
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psychological symptoms (Bronstein, Montgomery & Dobrowolski, 2012; Hodes et al., 2008). 

Those considered as being over 18, who are moved from supportive into “adult” housing, may 

suffer as a result of this move. Also, many countries will only give time-limited protection, 

until the date they assume the young refugee is 18, and then effectuate deportation. In this 

manner the result of age determination can also determine the fate of a young person; being 

taken care of versus being abandoned or in some cases being deported. 

The age determination process has consequences for researchers as well, since uncertainty 

about age becomes a factor in research-planning and impacts our ethical and methodological 

choices. Adolescents and young adults belong to different age-groups that have different 

social and intellectual competencies as well as life experiences (Punch, 2002). As researchers 

in the present study, we have had to adapt to the fact that we didn`t know the true age of the 

participants, and we also had to accept more uncertainty about living conditions of the 

participants while we were conducting the study. Norwegian authorities insisted on age-

assessments, with a combination of skeletal and dental assessments, for almost all young 

refugees with a self-reported age of 15-18 years during the recruitment to our study, and the 

results also impacted our interpretation of the research-findings.  

 

 

 

1.4 Assessment procedures 
 

1.4.1 Cross-cultural equivalence and  translations 
Translation from one language to another is just one of many factors that have to be 

considered before psychometric instruments and other assessments can be used in a new 

setting. In order to minimize the impact of cultural differences, and establish cross-cultural 

equivalence on all levels of assessment, several guidelines have been promoted, such as the 

“Translation Monitoring Form” (Ommeren et al., 1999), and the “International Test 

Commission” (International Test Commission, 2010). These guidelines build on an article 

published in 1988 that still is considered relevant. Flaherty and colleagues outlined five 

important steps to follow in order to translate a psychometric instrument from one cultural 

setting into another (Flaherty et al., 1988). The steps were: 
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1. Content equivalence: Determining whether the meaning of the items is equally relevant for 

both cultures. 

2. Semantic equivalence: An analysis comparing the wording of each item from the translated 

version to the original item, in order to convey the same meaning. 

 3. Technical equivalence: This step refers to whether the method used for data-gathering can 

be expected to yield comparable data.  

4. Criterion equivalence: This step focuses on the interpretation of the results, whether or not 

the same cut-scores or algorithms can be used in the new cultural setting. 

 5. Conceptual equivalence: The collection of items that make up a screening instrument, are 

usually designed to represent some specific underlying disorder, or problem. This step is to 

ensure that the same theoretical construct is being measured. 

Following the recommended processes in the guidelines can become very time consuming 

(Ommeren, 2003), and in practice there are few studies where the researchers manage to 

follow all the steps. One explanation for this may be lack of resources and time, another may 

be lack of knowledge and oversight in these comprehensive processes. Mental health studies 

with refugees have mostly focused on points 1,2 and 5; maintaining the cross-cultural validity 

and context relevance of existing screening instruments, and calculating Cronbergs`alpha, 

while assuming that psychometric properties were already established (Bronstein et al., 2013). 

Fewer studies have focused on diagnostic evaluations or validation of the appropriate “cutoff” 

values connected to diagnostic categories (4), and the technical equivalence regarding how 

psychometric instruments are used (3). 

1.4.2 How to administer the psychometric instruments  
An important concern in any research project is to administer the psychometric instruments in 

a manner that can be expected to yield comparable data across the data-set and over time.  As 

described in connection with literacy, a recurrent feature of studies with UM is that the 

method used for data-gathering differs within each project. In one study some of the 

participants were able to finish the assessments by themselves, while the investigator himself 

completed the questionnaires for the participants who were unable to do so (Hodes et al., 

2008). In another study, trained research assistants used standardized explanations and 

translations in English to help the participants, but needed additional assistance from 

interpreters with 15% of the sample (Oppedal & Idsoe, 2015). One study used a classroom-
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setting with maximum 10 participants and three research assistants for most of the sample, but 

also included some participants that were tested one by one (Bean, Derluyn, et al., 2007b).  

Repeated assessments with interpreters may unintentionally introduce different words from 

time to time, and bring uncertainty into the process. The researcher, who usually does not 

speak the language himself, will not be able to evaluate the impact of this problem, or 

interfere. There are examples of how the technical aspect of assessment can be managed even 

though the levels of literacy between participants differ. In a study with refugee minors in 

USA, the researchers found a solution by reading all items out loud, while the answers were 

written privately by each participant (Geltman et al., 2005). Another strategy can be to use 

self-report instruments as structured interviews for all participants in the study (Carlsson et al., 

2014).  

The methodological choices that can facilitate inclusion of illiterate subjects in transcultural 

research, has to my knowledge not been sufficiently discussed (Ommeren, 2003). Refugees 

often come from areas where mandatory education is lacking, with the result that they are 

unable to read and write in their own languages. The basic challenges connected with how to 

define and measure psychiatric disorders become even more of a challenge when diagnostic 

categories and psychometric instruments have to pass through ad hoc translations. We need to 

be certain that we measure what we think we measure when we test the participants, and this 

is one of the reasons for the focus on assessment-methodology in the present study. 

1.4.3 Computer-based assessments 
Several areas of mental health research have utilized computer-administered clinical rating 

scales (Kobak, Greist, Jefferson, & Katzelnick, 1996), and have evaluated the responses 

positively. Some participants have indicated that they prefer the computer to interviews in 

order to report about sensitive topics (Turner et al., 1998). In an earlier study with refugees in 

Norway, participants who needed a lot of help from interpreters gave answers that were less 

reliable compared with participants who could read and write by themselves (Jakobsen, 

Johansen, & Thoresen, 2011). The less literate participants may have had difficulties 

understanding the items, even when interpreters were present and rephrased the items. The 

situation may also have been influenced by common response tendencies, such as need for 

social approval, and trait desirability, and could explain why some participants in this study 

had scores that were not in agreement with their clinical diagnoses (Moum, 1998). 
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The Berlin Center for Torture Victims wanted to make their screening-procedures more 

efficient, and developed a computer based tool (multilingual computer assisted self-interview: 

MultiCASI), that can be used to present the same self-report instruments in several different 

languages (Knaevelsrud & Müller, 2008). With this program it is possible to record sound-

files to match all items in the questionnaires. Each item can be repeated, as many times as 

needed, together with a sound-file that is activated by touch, and thus reducing the problems 

connected with limited reading or writing skills (Knaevelsrud, Wagner, Karl, & Müller, 2007). 

This method of assessment has only been subjected to limited research, and has not yet been 

used in studies with refugee youth, or with the instruments that are used regularly in studies 

with unaccompanied refugee minors. On this background we decided to use MultiCASI, and 

evaluate the feasibility of this method as a part of the project.  

 

1.5 Relevant studies with Unaccompanied Minor Refugees. 
The earlier sections of this thesis have already raised concerns about several methodological 

challenges in previous studies with young refugees and asylum-seekers, arguing that there 

may be uncertainties connected with illiteracy and assessments, often leading to different 

modes of testing within the same research project. There has also been a lack of studies that 

include informants with similar “time-since arrival”, and studies with repeated measures over 

time. In addition, early assessments with valid prevalence data designed to actually measure 

the possible agreement between cut-values used for screening and clinical diagnosis, have 

been lacking in these studies. In the following, the focus will be on studies with UM that have 

used some of the same procedures, measurements or explanations that have been central in the 

present study.  

1.5.1 Prevalence 
In the research literature prior to our study there are only two articles where researchers have 

used clinical diagnostic evaluations to determine the prevalence of psychiatric illness with a 

population of unaccompanied minors. The first was a study from the United States (Kinzie, 

Sack, Angell, Manson, & Rath, 1986) where they evaluated 40 Cambodian high school 

students 4 years after their migration, when half of them were reunited with at least one 

family member. The youth underwent a thorough diagnostic procedure with a psychiatrist and 

a trained Cambodian mental health worker. The result was that 50% had developed PTSD, 

and that almost all of them suffered from comorbid prolonged depressive symptoms as well. 

In the other study (Servan-Schreiber, Lin, & Birmaher, 1998), researchers located 61 Tibetan 
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separated refugee children resettled in India who were interviewed for symptoms of PTSD 

and depression, with a prevalence rate of 11,5% for each of the disorders. Both studies 

described populations and living conditions that were quite different from what 

unaccompanied minors experience in Europe, today.   

There has been one more recent study from Austria with 41 unaccompanied minor asylum-

seekers from 10 African countries ( Huemer et al., 2011), who were diagnosed with a 

comprehensive assessment-program, including a structured clinical interview conducted in 

English. As much as 56% of the participants fulfilled at least one diagnosis, with a prevalence 

of 20% for PTSD. If partial PTSD were included, almost half of the population qualified for 

the disorder. The other most common disorders were adjustment disorders and dysthymia. 

This European study has more in common with the present study, although with fewer 

participants and different nationalities included. 

1.5.2 Observation  studies   
We have already mentioned that most studies examining the well-being of UM have been 

cross-sectional observation studies that have used psychometric instruments on one occasion, 

while at the same time registering some demographic data, some potential risk factors, and 

some factors related to everyday life. The samples have mostly been small convenience 

samples from health clinics or schools in the host country, or participants with a specific 

country-background (Bronstein, Montgomery & Dobrowolski, 2012; Jones & Kafetsios, 2005; 

Sourander, 1998). Other studies have included larger samples with several language groups, 

but they have all been comprised of individuals that have stayed in the host country for a 

variable length of time (Bean et al. 2007a, 2007c; Hodes et al.,2008).This means that some of 

the participants may have resided in the host countries for years, while others just arrived. The 

possible confounding factors “residence-time” and “time since trauma” differs widely 

between the participants. The lack of description and interpretation of these factors 

demonstrates the varying attention and emphasis given to this theme in the studies.  

Some descriptive factors have repeatedly been connected to the young refugees` health 

situation, and have been described as risk factors of mental health difficulties. Being a girl 

significantly increases the likelihood of having high symptom scores (Derluyn, Mels, & 

Broekaert, 2009; Hodes et al., 2008), and the same tendency has been connected with a low 

education-level (Hodes et al., 2008). The country of origin was related to depressive 

symptoms in a study where UM from Somalia reported significantly lower scores than UM 
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from Afghanistan, Sri Lanka and Iraq (Oppedal, Røysamb, & Heyerdal, 2005). The age of the 

participants have given mixed results, with young age being connected to more severe 

symptoms in one study (Sourander, 1998), and older age being connected to more traumatic 

experiences in another (Bean, 2006). 

An important element of studies with refugees is the participants` self-report descriptions of 

exposure to violent events, war trauma and maltreatment. Some researchers have used a 

questionnaire like the Serious Life Events (SLE) (Derluyn et al., 2009) or the Harvard Trauma 

Questionnaire (HTQ, partI) (Hodes et al., 2008) to register the number of potentially 

traumatic experiences for each participant. Others have used interviews or collected 

information from other sources (Thomas et al., 2004).  What the survey-methods have in 

common are that they rely on retrospective data. There have been some investigations into 

how consistent the reporting of these stressful life events have been over time, and into 

possible explanations for observed discrepancies (Spinhoven, Bean, & Eurelings-Bontekoe, 

2006). Inconsistency between accounts of autobiographical details given at different times has 

been found to be common, especially among refugees with high levels of PTSD-symptoms 

(Herilhy, Scragg, & Turner, 2002).  

Several general risk factors have been associated with UM’s mental health problems, such as 

recollections of difficulties, typically a high level of past traumatic experiences, and dangers 

connected with the flight (Bronstein & Montgomery, 2011). Mental health problems have also 

been related to the challenges UM experience as asylum-seekers and newly resettled refugees, 

such as daily stressors, uncertainty regarding their legal status, and housing-problems (T. 

Bean, Eurelings-Bontekoe, et al., 2007). The widespread use of cross-sectional study-designs, 

make it difficult to evaluate the impact of pre and post- migration stressors in these studies 

(Thomas & Byford, 2003). 

 

1.5.3 Studies aiming to validate psychometric instruments. 
As far as we have been able to verify, there has only been one epidemiological study with 

refugee youth, dedicated to develop, translate and validate instruments for refugee adolescents 

and unaccompanied refugee minors. The study, referred to earlier in this thesis (page 21), was 

conducted in Belgium and the Netherlands from 2002 to 2005, with a total of 3273 

respondents, including 920 UM, aged 12-18 years, from 111 countries (Bean, 2006). The 

instruments that were evaluated were a version of the Hopkins Symptom Checklist-25 with 
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some additional items about problematic behaviour (HSCL-37A), and the Reactions of 

Adolescents to Traumatic Stress (RATS). These instruments were translated into 21 

languages. The study focused on accurate translations, acceptable test-retest results, and 

evaluated the reliability of the instruments by calculating internal consistency within the 

scales using the indicator “Cronbach`s alpha”. This is a measure of how closely related a set 

of items are as a diagnostic construct (Taylor, 2013). The instruments` criterion-validity was 

also evaluated to some extent by studying their performance in relation to another well-known 

instrument: The Strengths and Difficulties Questionnaire (SDQ) (Goodman, 2001), scored by 

teachers, and also by relating cut-scores to the level of health-care utilisation by the 

participants ( Bean, Derluyn, et al., 2007b). 

The researchers in this Dutch study did not include clinical validation of a cut-off value to 

indicate symptom-severity or “case-ness”, since they lacked a diagnostic “gold-standard” 

measurement for comparison. Instead, they assessed the severity of the symptoms by 

developing a norm-referenced scoring model, dividing the population into percentiles. They 

then proposed to use the 60-percentile as a limit between high and average symptom scores 

for UM, even though a criterion-referenced scoring model is more appropriate for identifying 

individuals who are at risk (Taylor, 2013). They also acknowledged the weakness of applying 

percentiles in this manner, and expressed a wish for a future study with determination of 

sensitivity and specificity of the norms (Bean, Eurelings-Bontekoe, Derluyn, & Spinhoven, 

2004a).  

1.5.4  Longitudinal studies with UM 
A few longitudinal studies have looked into the processes that characterize the trajectories of 

UM in a host country. T. Bean and colleagues measured self-reported symptoms one year 

after the first investigation, and found that the UM without a residential status, were likely to 

have an increased score of internalizing symptoms connected to depression and anxiety (Bean, 

Eurelings-Bontekoe, et al., 2007). Another study has demonstrated that higher levels of 

psychological distress are associated with low-support housing (Hodes et al., 2008). The 

description and interpretation of the time since arrival differ in and between the studies and 

the restrictions of the study-design makes it difficult to interpret other possible confounding 

factors as well.   

Some Norwegian researchers have collected self-report data in a different longitudinal project 

called: “Social networks, coping and mental health among youth who have arrived in Norway 
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as unaccompanied asylum-seeking minors”. The follow-up with 223 UM, in average 5 years 

since arrival, found little change in symptom-levels over time, but with large individual 

variations (Oppedal & Idsoe, 2012). The participants reported high levels of life satisfaction, 

despite persistent symptoms, and several daily hassles. Time since arrival differed between 

subjects, and there were no base-line measures. 

A different Norwegian study has focused on follow-up data with the youngest unaccompanied 

minors that were under the age of 15 when they arrived (Jensen, Skårdalsmo, & Fjermestad, 

2014). The study was based on self-report (n=75), and described a high rate of children , more 

than 50%, with a score above clinical cut-off, and no change in overall symptom-score nearly 

two years after arrival. In order to further investigate UM’s health, in particular their mental 

health, it has been recommended to start assessments immediately after arrival in the host 

country, and do a follow-up registration together with post-migration factors connected to the 

current living situation (Huemer et al., 2009; Sourander, 1998).  

2. Aims of the study 
The overarching goal of the present project has been to investigate the well-being of 

unaccompanied refugee boys, in particular their mental health, shortly after arrival, and 

repeatedly during the first 2-3 years in Norway. The wish to improve validity of assessments 

regarding symptom-scores and cut-values has also been important throughout the study.  

The project was initially part of a controlled study of an expressive arts therapy-intervention 

(Meyer Demott, Jakobsen, Wentzel-Larsen, & Heir, 2017); research that required reliable 

assessment tools. After thorough reading of available literature, we decided on some widely 

used psychometric instruments with translated versions in the relevant languages. In order to 

find appropriate cut-values for refugee youth, we decided to conduct structured clinical 

interviews with a substantial portion of our participants, and compare the diagnoses with self-

report scores from the same participants.  

The research population in this thesis was also part of a larger research project in which UM 

in two European countries (Belgium and Norway), were assessed shortly after arrival 

(Vervliet et al., 2014) and followed up for 1.5 years during the asylum-seeker period. Results 

from the group-intervention study and comparisons between participants from Belgium and 

Norway are not part of this thesis. 
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1) In the first paper the aims were to establish the prevalence of PTSD, depression and 

anxiety in unaccompanied asylum-seeking boys within four to five months after 

arrival in Norway. 

2) The main focus in the second paper was to determine the criterion-validity of some 

widely used self screening instruments against psychiatric diagnoses, on the basis of 

structured clinical interviews administered by trained clinicians. The self-screen 

assessments were administered by the use of MultiCASI, and this paper also contains 

an evaluation of the role of this technology with the intention to give all informants a 

possibility to report their symptoms privately, regardless of their ability to read.  

3) In the third paper, the goal was to examine the unaccompanied minors mental health 

during the asylum-seeking process, and more specifically whether the official age 

assessment procedures, level of support as asylum-seekers, and the outcome of the 

asylum application were associated with UM`s mental health at different stages of the 

process. 

3. Materials and Methods 

3.1 Procedure 
The sample in this study was recruited from an asylum reception centre for unaccompanied 

asylum-seeking adolescents between ages 15 and 18 years (Hvalstad Arrival Centre near 

Oslo). This was the only arrival-centre for this age-group in Norway at that time, and UMs 

who claimed to be in this age group stayed there for the first 2-5 weeks while asylum 

interviews and age-assessment procedures were performed. A research assistant kept track of 

all new arrivals, and each time our testing capacity allowed us to include some new 

participants, she was instructed to invite the ones who had arrived most recently.  

The study was conducted between September 2009 and September 2013. The inclusion 

periods for this project were 12 weeks in 2009, 8 weeks in 2010, and 21 weeks in 2011. 

During these time periods young asylum seekers came mainly from Afghanistan, Somalia, 

and countries in the Middle-east and North-Africa (MENA)-region. According to the statistics 

unit at the Norwegian Directorate of Immigration (personal communication), 406 male UM 

representing the language groups Arabic, Dari, Farsi, Somali, Sorani and Pashto,  arrived in 

Norway during the inclusion periods.  Altogether, 216 adolescents were asked to participate, 

and 209 returned the informed consent and attended the study. Five UM later declined 

participation for different reasons.  204 UM decided to take part in study, mostly young men 
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from Afghanistan and Somalia; all returned the informed consent and completed the screening 

questionnaires. Some participants (71) were also included in an Expressive Arts intervention 

group that is not part of the present dissertation. More about the whole project can be found 

on our home pages (www.nkvts.no).  

Information to participants was given in written form, but also verbally in small groups with 

an interpreter present. Informed consent was signed by the participants themselves or by the 

interpreter when someone was unable to write his name. The information included statements 

that participation would not impact the chances to stay in the country. Only one contact 

attempt was made for each individual, and no payment was offered. 

 

Initially, a research assistant, together with an interpreter, filled in a short socio-demographic 

questionnaire about participants’ age, gender, country of origin, whether parents are still alive, 

literacy-level and number of years in school.  

All participants then followed the normal procedures in the asylum process. In Norway all 

UMs receive assistance from a multi-disciplinary professional staff (educators, social workers, 

psychologists, physicians, and nurses) in the first reception centre while waiting for their 

“official-age” to be assigned. Later, the asylum-seekers considered to be from 15 to 18 years 

were moved to specialized youth centres, with staff available 24 hours, every day. Those 

defined as 18 or older were moved to adult housing where less professional assistance was 

provided. There were some exceptions to this pattern during the study-period. Because of 

extra housing capacity some 18-year old asylum-seekers were allowed to stay in the youth 

centres for a longer period of time.  

The youth centres are located all over Norway, and are required to have language classes for 

all inhabitants. Food is prepared and served by the staff, and there are staff members available 

day and night. Most centres have recreational activities, and are supposed to provide 

individualised support and medical follow-up if needed. In an adult centre, the asylum-seekers 

are left to themselves most of the time. They buy and cook their own food, have no school or 

other scheduled activities, and have no guardians to ask for advice.  

The first screening procedure was conducted within the first three weeks (n=138), and later 

repeated at 4 months (n=101), 15 months (n=84) and 26 months (n=69) after arrival.  
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At the last assessment the population was almost halved, mainly because many of the 

informants were transported out of the country, or had disappeared from the different living 

facilities. The participants who were deported were mostly individuals who had been 

registered as asylum-seekers in another European country before coming to Norway, or 

individuals suspected of having some connection to illegal activities. The ones who deflected 

were typically those who feared deportation after their asylum-applications were turned down. 

It was, however, impossible to obtain exact numbers and reasons for the attrition in this 

project.  

The study was approved by the Regional Committee for medical and health research Ethics 

(REC).  

 

 

3.2 Sample characteristics 
 

 

Main focus and the different subsamples in each paper (table 1) 

 

 

                                        Main focus                                              Participants 

 

 

Paper I 

 

Prevalence of psychiatric 
disorders after 4 months. CIDI 

interviews 

 

160 unaccompanied refugee 
minors, self-selected from the 

total sample of 204 

 

Paper II 

 

Validity of HSCL-25 and PTSS-
16, with the use of MultiCASI 

 

Same participants as in paper I 

 

Paper III 

 

Mental health during the first 26 
months; follow up in 4waves 

The 138 unaccompanied refugee 
minors who were not participants 

in the group-intervention 
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3.3 Measures 
Since this project introduced a novel method of assessment, there was concern about how 

many items the participants would be able or willing to respond to. On this background we 

decided to keep the questionnaire relatively short, with only 65 items at the most. Only three 

psychometric instruments were used in the study, one measuring general psychological 

distress, one measuring exposure, and one measuring posttraumatic stress.  We decided to use 

well-known instruments that had been used previously with refugee youth. The instruments 

were available in the languages spoken by the participants, and they had been subjected to a 

thorough translation process including steps to assure that the items were relevant for the 

cultures involved (www.Centrum 45.nl).  

3.3.1 General psychological distress 
The Hopkins Symptom Checklist (HSCL-25) is a frequently applied instrument to assess 

general psychological distress. Its origins have a more than 70 year history (Parloff, Kelman, 

& Frank, 1954), and it has been used with a wide variety of populations, including adult 

refugees (Jakobsen et al., 2011; Winocur, Winocur, Rickels, & Cox, 1984). It was further 

adapted in a large epidemiological study with refugee youth conducted in Belgium and the 

Netherlands described earlier (pages 21, 28 & 29). After simplifying the language and the 

scoring-code, the instrument was translated into 19 languages, and controlled for correct 

spelling and content. The evaluation process involved native adolescents, and accompanied 

refugees in addition to unaccompanied refugee youth. Published articles from this previous 

study have centered on the internal consistency and reliability of the screening instruments 

( Bean, Derluyn, et al., 2007b).  

The 25 internalizing items are often separated into 10 symptoms of anxiety and 15 of 

depression, and can be used to indicate each of these disorders (Mollica, McDonald, Massagli, 

& Silove, 2004). A mean score greater than 1.75 on a range from: 1 (not bothered) to 4 

(extremely bothered), is usually thought to indicate “clinically significant distress”. However, 

different cutoff scores have been used in different samples. Studies involving refugee 

adolescents, have found that a cutoff score of ≥ 2.0, indicated the possibility of a clinically 

meaningful condition (Bean et al., 2007a; Vervliet, 2013). This cutoff score was calculated 

from a division into percentiles in a sample where no clinical diagnosis or standardized 

diagnostic interview was available (Bean et al., 2004). There has, to our knowledge, never 

been conducted a study of HSCL-25 among refugee youth that has been validated by clinical 

interviews. 
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3.3.2  Exposure 
Serious Life Events checklist (SLE) was developed by Tammy Bean and colleagues in order 

to determine if an adolescent meet the criteria A1 (experienced a traumatic event) in the 

DSM-IV, for a diagnosis of PTSD. The twelve item checklist was used to indicate types of 

traumatic events which they might have been exposed to (Bean, Eurelings-Bontekoe, Derluyn, 

& Spinhoven, 2004b). The instrument is scored by answering yes or no for each item. A 

thirteenth item of this instrument is an open space where the informants can write about 

traumatic experiences that are not covered by the other items. This item was left out of the 

present study, because many of the informants were illiterate, and unable to use it. 

3.3.3  Posttraumatic stress 
The Harvard Trauma Questionnaire (HTQ) is a comprehensive screening instrument that was 

developed to assess potentially traumatic experiences and post-traumatic symptoms in various 

cultural contexts, and is one of very few instruments developed specifically for traumatized 

refugees (Mollica et al., 1992). The psychometric properties of the HTQ, part IV, were first 

established in a highly traumatized, clinical population. It has been included in many refugee 

studies, but mainly studies with adults. The HTQ part IV, comprises 30 symptom items, and 

the first 16 items measures specific PTSD-symptoms according to the DSM –IV (APA, 1994). 

These 16 items, also called “Post traumatic Stress Scale-16” (PTSS16) are reported in this 

thesis. Each item is related to last week`s experiences and rated using a four-point Likert-scale 

ranging from 1 (not at all) to 4 (extremely).The ability of the HTQ to distinguish between 

PTSD cases and non-PTSD cases varies greatly among different studies, but in non-clinical 

populations, a mean HTQ score of ≥ 2.0 has been most accurate (Silove et al., 2007). The 

HTQ has also been used to measure PTSD symptoms with adolescents (Geltman et al., 2005; 

Hodes et al., 2008), but no validation studies, using clinical diagnostics, have been conducted 

with young refugees.  

3.3.4  Computer-based-assessments 
The 65 items from the chosen self-report instruments were assembled into a single computer-

based questionnaire in each of the languages used in the project; Arabic, Dari, Farsi, Somali, 

Sorani and Pashto. Native speakers of the languages recorded sound files to items and 

answering alternatives, before the questionnaires were transported to laptops with touch-

screen function, according to instructions for the computer program ‘Multilingual Computer 

Assisted Interview’ (MultiCASI, Knaevelsrud & Müller, 2008). During assessment the items 

of the questionnaire appeared one after another on the screen, together with answering 

alternatives. All text had a sound-file connected to it that could be activated by touch, as many 
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times as necessary, allowing participants with varying reading abilities to answer questions 

without support of an interpreter. 

3.3.5  Diagnostic interview 
The Composite International Diagnostic Instrument (CIDI) , version 2.1, is a structured 

diagnostic interview that includes diagnostic criteria both in the DSM and in the ICD-systems. 

It was developed by the World Health Organization, in collaboration with the US Mental 

Health Administration Task Force. Previous research has documented the good reliability and 

validity of the interview (Wittchen et al. 1991). In this study, each person was interviewed 

using the modules for, depression, anxiety, and PTSD, in a fixed sequence. The CIDI 

interviews were performed by health professionals, who were trained and certified in the use 

of CIDI. Interpreters were present, either in person or on the phone, during the whole 

interview. In cases of diagnostic doubt, the professionals discussed the individual cases until 

consensus were reached.  

3.3.6 Data analysis 
In study 1and 2 we mainly used descriptive statistics and some basic statistical methods such 

as t-tests. In study 3 we used more complicated statistical methods in order to examine the 

longitudinal course of the factors that we had registered as variables. Differences in HSCL 

and PTSS between 0, 4, 15 and 26 months were assessed by linear mixed effects models by 

categorical time, including an inter-individual random effect. Relationships between HSCL, 

and PTSS at each time point ≥ 4 months and characteristics known at that time point were 

assessed by unadjusted and linear regression. Initially, covariates were being literate, parents 

deceased, number of adverse events and age assessed as ≥18 years at 4 months. At 15 

months, being placed in a reception center for adults or youth, was included, and at 26 months 

also asylum status; permanent, time limited or refusal of asylum. Due to a low number of 

missing values in the independent variables in the regression analyses (at most 3 missing 

values on any independent variable) complete case analysis was considered appropriate. 

Nonresponse analysis during follow up (4 to 26 months) used a generalized estimating 

equations (GEE) logistic regression by time and baseline HSCL score, reading ability, 

category for parents alive and number of serious life events. For descriptive analyses we used 

the Statistical Package for the Social Sciences (SPSS) version 22 for Windows. Beyond this, 

data was analyzed using the statistical program R (The R Foundation for Statistical 

Computing, Vienna, Austria) with the R package nonlinear mixed effects (nlme) models and 

gee for GEE analyses (Pinheiro, 2016).  
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4. Summary of results 
This thesis has addressed several research questions, and the following section will present a 

summary of the findings, following the order of assessments previously described in the study: 

 n from 199 to 202 

Age, self-reported 

  Mean years (SD) 

  Range 

 

16.23 (0.83) 

14 – 20 

Age, assessed by authorities 

  Mean years(SD) 

  Range 

 

18.43 (2.40) 

15 – 28 

Nationality 

  Afghanistan 

  Somalia 

  Iran 

West-Sahara 

Algeria 

Palestine 

 

155 (74.2%) 

  46 (22.0%) 

   4   (1.9%) 

  2   (1.0%) 

1    (0.5%) 

               1    (0.5%) 

 

 

Literacy, self-reported 73 (36.1%) 

Loss of parent 

  Father 

  Mother 

  Both 

 

88 (43.8%) 

4 (2.0%) 

43 (21.4%) 

HCL-25, mean (SD) at 
arrival 

2.01 (0.56) 

PTSS-16, mean (SD) at 
arrival 

2.19 (0.58) 

Overview of participants` characteristics (table 2) 
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4.1 Serious life events   
Most of the participants had experienced at least one of the potentially traumatizing events 

from the Serious Life Events checklist in their former life. The average number of different 

experiences from the scale were 6.2 (SD=2.2). Almost half of the young men had war related 

experiences, and the most frequently reported experiences were life threatening events, 

physical abuse, or loss of a close relative.  This is also illustrated in table 2, where the 

numbers reveal that “loss of father” was the most frequent bereavement, and a considerable 

part of the participants had lost both their parents.   

 

Drastic changes in family during the last year 

Separated from family against will 

Loss of close relative 

Life threatening medical problem 

Serious accident 

Natural disaster 

War related experiences 

Physical abuse 

Witnessing violence against others 

Sexual abuse 

Life threatening events 

Witnessing life threat of others 

130 (65.3 %) 

112 (56.6 %) 

157 (78.1 %) 

56 (27.7 %) 

43 (21.6 %) 

109 (54.8 %) 

100 (50.0 %) 

158 (78.2 %) 

117 (58.5 %) 

19 (9.5 %) 

166 (82.6 %) 

106 (52.7 %) 

Any negative life event 182 (96.3%) 

 

Self reported negative life events in male unaccompanied refugee minors (n from 199 to 202) at arrival 

in Norway, results from the SLE (table3). 

 

4.2 Prevalence of psychiatric morbidity 
The diagnostic interviews were performed with 160 participants after only four months in 

Norway. We found that this non-clinical population had a high prevalence of psychiatric 
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illness, with 41.9% of the participants fulfilling the diagnostic criteria for a current psychiatric 

disorder. The most prevalent diagnosis was Posttraumatic Stress Disorder (PTSD), that was 

present in 48 (30.6%) of the cases. Depression was diagnosed in 26 (16.3%), and Anxiety 

Disorder in 13 (8.1%). The category depression comprised the DSM IV-diagnoses: Major 

depressive disorder, dysthymic disorder, and mood disorder with depressive features due to 

general medical condition. The category of anxiety comprised the DSM IV-diagnoses: 

Agoraphobia, generalized anxiety disorder, social anxiety disorder or panic disorder. The 

number of participants fulfilling criteria for any psychiatric disorder was 67 (41.9%), which 

means that there were some cases of comorbidity. Exact numbers of comorbidity-cases were 

not calculated. 

4.3 Self- screening instruments  
A main focus for this project was to determine the criterion-validity of some widely used self-

screening instruments against psychiatric diagnoses, on the basis of the 160 CIDI-interviews 

administered by trained clinicians. The sample was dichotomized based on the earlier studies 

with these instruments. Using the cutoff value of ≥2.0 for all three screening instruments, 

gave anxiety in 80(51.0%) cases, and depression in 80(51.0%) cases according to the 

respective parts of HSCL-25. A condition of posttraumatic stress was estimated in 97(60.2%) 

of the cases, according to PTSS-16. The CIDI interviews found a considerably lower 

psychiatric morbidity. Altogether, our finding was that criterion-validation based on 

diagnoses from the CIDI resulted in a high sensitivity regarding all screening instruments, and 

in relation to all three diagnostic categories. The Specificity however, was 0.53 or lower, 

when using a cut-value of ≥2.0 for all scales.   

4.4 Evaluation of MultiCASI  
The self-screening instruments were administered by the use of MultiCASI. One important 

result was that the screening procedures were well received and understood by the informants, 

regardless of reading and writing abilities. All participants completed the touch-screen 

assessments, and less than 1% of the items were left unanswered.  

Internal consistency, measured by Cronbach’s alpha for HSCL-25 in the whole study 

population was: 0.94, and for PTSS 16: 0.89 

Two thirds of the participants reported that they were unable to read and write fluently in their 

own language, while the rest of the participants had sufficient reading abilities, according to 

self-evaluation. Calculations were done separately for these groups, in order to investigate 
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possible differences in internal consistency of the scales between the participants who only 

had an auditory understanding of the items, and the participants who could both read and 

listen during the assessment. 

Data from the literate group of participants gave a Cronbach’s alpha of: 0.96 for the HSCL-25, 

and : 0.91 for the PTSS-16. Comparative data from the illiterate group (n=97) were only 

slightly lower: HSCL-25: 0.93, PTSS-16: 0.88 

 

4.5 Agreement between CIDI diagnoses and screening-instruments 
Receiver operating characteristic (ROC) curves were calculated for each of the three 

diagnostic categories. The ROC curve gave the following area under curve for anxiety: 0.81.  

ROC for depression: 0.75.  ROC for PTSD: 0.75. (see appendix) 

We examined the coordinates, looking for the best fit for this sample, within each diagnostic 

category. The best fit for the 10 items for anxiety was achieved with a cut-score of ≥2.17, 

and resulted in a sensitivity of 0.92, and a specificity of 0.69. Overall diagnostic efficiency for 

anxiety disorder was 0.56. 

The best fit using the 15 items for depression, was also achieved with a cut-score of≥ 2.17.  

This gave a sensitivity of 0.71, and a specificity of 0.66.  Overall diagnostic efficiency for 

depression was 0.57. 

For the PTSS-16 scale, a best fit was achieved with a cut-score of ≥2.23. This score gave a 

sensitivity of 0.80, and specificity of 0.64. Overall diagnostic efficiency for PTSD was 0.59. 

 

4.6 Unaccompanied minors mental health trajectories  
The study sample was recruited from adolescent asylum seekers that arrived in Norway 

during a period of two years, and data were collected within three weeks (n=138), and at 4 

months (n=101), 15 months (n=84) and 26 months (n=69) after arrival. The young asylum 

seekers reported on average, high levels of psychological distress at the arrival. Overall there 

were no significant changes in the level of symptoms within the study period (p≥.084), neither 

for HSCL nor for PTSS.  

It became clear that there was a considerable difference between self reported age and the 

official age estimates given by the immigration authorities, decided on the basis of x-rays and 
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dental examinations. According to these procedures 56% of the population was not 

recognized as minors. Of this “adult” group, half of the participants were allowed to stay at 

the care centres for adolescents, while the rest had to move to centres for adults.  Those who 

were placed in reception centres for adults had higher levels of psychological distress 

symptoms both after 15 months and 26 months compared to the remaining participants who 

were placed in reception centres for youth. However, when adjusted for the outcome of the 

asylum application at the 26 month assessment, the difference was not significant.  

Refusal of asylum was highly associated with higher levels of psychological distress, and 

refusal was related to the officially determined age of the asylum seeker. Among the 

participants who were considered to be 18 or more, twice as many were refused, compared to 

the participants who were considered to be younger than 18.  

Loss to follow-up was not significantly related to initial levels of distress. Also, none of the 

baseline covariates were significantly related to nonresponse. ?? 

 

5. Discussion 

 

This prospective study has followed unaccompanied asylum seeking minors over more than 

two years. The structured clinical interviews four months after arrival demonstrate that 

unaccompanied refugee minors are a non-clinical group with a high prevalence of psychiatric 

morbidity. The first assessments were conducted as soon as practically possible after arrival, 

and the longitudinal part of the study examined the effect of placement facilities and asylum 

application decisions on the mental health of these young refugees in Norway according to the 

time-sequence in which they occurred. Placement in a low- support facility was associated 

with higher levels of psychological distress.  

 

5.1 Discussion of main findings 

5.1.1 Prevalence 
To our knowledge, this is the first study with refugee minors that have included structured 

diagnostic interviews with 160 participants, just a few months after arrival to the host country. 

The most prevalent psychiatric disorder among the young refugees in our study was 

Posttraumatic Stress Disorder (PTSD), which is in accordance with the main results from 
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other refugee-studies both with adults and youth (Hodes et al., 2008; Jakobsen et al., 2011; 

Søndergaard, Ekblad &Theorell, 2003). The percentage (36% with PTSD) was slightly lower 

than the results from studies that based their diagnoses on scores above cutoff on self-report 

questionnaires (Alisic et al., 2014), and more in line with studies based on well-established 

diagnostic interviews (Fazel et al., 2005).  

The high level of psychiatric morbidity was most likely present already when the youth 

arrived, since the level of self-report symptoms at arrival and the same self-reports at the four-

month test, were almost identical. This contrasts earlier findings that many refugees 

experience a kind of ‘honeymoon period’ shortly after arrival in the host country (Carlson, 

Cacciatore, & Klimek, 2012), with lower mental health problems. The stable symptom levels 

of general psychological distress and posttraumatic stress in our study can indicate that the 

prevalence of illness determined by the CIDI-interviews was present from the start, and not an 

effect of possible stressors connected to the first four months as an asylum seeker in Norway.   

It can be difficult to compare prevalence rates between refugee-populations, because of 

differences in type and duration of war and human rights violations, in addition to different 

cultural settings and different methodology.The findings from our prevalence study illustrates 

the difficult situation of many UM and their persistent mental health challenges. The results 

also resemble levels of prevalence usually only found in clinical populations (Bronstein & 

Montgomery, 2011; Heptinstall, Sethna, & Taylor, 2004). Possible explanations for the high 

prevalence rates among our participants may be severe traumatization and dangers during the 

flight. 

 

5.1.2 Self-screening instruments 
The psychometric instruments that have been used in the present study have also been used in 

several other studies with specific cross-cultural adaptations (Hollifield et al., 2002). In order 

to study the construct validity of the psychometric instruments, and find appropriate cut-

values for refugee youth, we utilized the structured clinical CIDI-interviews with 160 of our 

participants, and compared the diagnoses with self-report scores from the same participants. 

We found that the screening results were very sensitive, but lacking in specificity, a finding 

that resembles the results from other studies (Jakobsen et al., 2011; Sandanger et al., 1998; 

Turner et al., 2003). Calculating separate values for the three main language groups in the 
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sample, gave similar results, with the same main pattern of high sensitivity, and low 

specificity.  

Widely used screening instruments should ideally give reliable results in diverse populations 

that have a varying prevalence of the conditions and among participants who have 

experienced different potentially traumatic events in different settings (Brewin, 2005). It is, 

however, well known that optimal cutoff levels vary with the prevalence of illness in the 

population under investigation (Therakopian, Sinaii, Engel, Schnurr, & Hoge, 2008). The 

prevalence will also influence the positive and negative predictive value of the test-results. 

Still, we argue that the cut-values, based on the calculated sensitivity and specificity in our 

study, can be used with new populations of UM, with the caution that there is a tendency to 

over-diagnose, and to loose some information in the process of dividing a continous measure 

into categories.  

5.1.3 MultiCASI 
On the background of earlier methodological problems connected with illiteracy, it was 

considered important to include informants regardless of reading and writing skills in this 

project, while at the same time using a mode of testing that could be repeated reliably. We 

compared the reliability calculations from the present study with earlier studies using the 

same instruments but with different modes of assessment, and found similar or better results. 

Another important intent was to give all informants a possibility to report their symptoms 

privately, regardless of literacy. In this process, we have found that MultiCASI is a very 

useful technology in a follow-up study with participants from several countries, and with 

varying reading-abilities.  

Young refugees with little education may come from a different background than young 

refugees with more education, and should be included in transcultural research in order to 

improve generalizability. Our study demonstrates that the possible bias of different modes of 

testing within the same research project; i.e. reading and writing by yourself versus having 

another person read and write for you, can be solved with the use of new technology. This can 

inspire further solutions to validity-issues in transcultural research (Ommeren, 2003), and 

while selection-bias can be difficult to avoid altogether, a methodology that facilitates 

inclusion of participants with varying literacy-levels may secure a more representative group 

of informants for research in this field.  
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5.1.4 Exposure to traumatic events 
The participants in our study had experienced numerous threatening, horrible and potentially 

traumatic events, a finding that is common among refugees from all parts of the world, also 

among children and adolescents ( Bean, Derluyn, et al., 2007a; Jensen et al., 2014). Few 

educational opportunities and limited access to health facilities are examples of psychosocial 

adversities that in addition to serious negative life events, often constitute important reasons 

for leaving one’s country and seek a future somewhere else.  

Most of the participants in this study came from Afghanistan and Somalia, parts of the world 

with a long history of war and political unrest. These experiences, coupled with other possible 

stressors from childhood and adolescence, may have increased the likelihood of developing 

mental health problems after the young men had to leave their familiar surroundings in 

exchange for a life as an unaccompanied asylum-seeker. The overwhelming exposure may 

also be an explanation for why there was only a weak connection between the number of 

SLE-items and symptom-scores in our population, also called a “ceiling-effect”. A majority of 

the participants had experienced bereavement, and had lost the protection and social stability 

that parents could have offered before and during the flight.  

Many studies have reported that a high number of pre-migration traumatic experiences, as 

well as a high number of post-migration daily stressors, were connected with increased 

symptom levels (Bean, Eurelings-Bontekoe, et al., 2007; Bronstein et al., 2013; Vervliet, 

Lammertyn, Broekaert, & Derluyn, 2013). It is possible that the uprooting from culture, 

family and friends as well as traumatic events prior to departure in our sample may increase 

the likelihood of even more health problems at a later stage, as these young refugees are faced 

with more post-migration challenges. 

5.1.5 Findings from the longitudinal study 
The present study includes a follow-up of unaccompanied refugee minors with four waves of 

assessment from within three weeks after arrival to more than two years spent in the host 

country. Mental health symptoms were repeatedly assessed by the Hopkins Symptom 

Checklist-25 and the Harvard Trauma Questionnaire part IV throughout the follow-up period, 

showing little improvement on average, in symptom levels over time.  

Determination of the legal status of the asylum seekers involved age assessment procedures, 

with x-rays and dental examinations for all participants in this study. There was a 

considerable gap between self-reported age and the official age estimates designated by the 
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immigration authorities. On the basis of these examinations 55% of the asylum seekers were 

considered to be at least the age of 18, and thus did not achieve a UM status.  

Uncertainty concerning the participants’ true chronological age represents a potential 

disturbing factor in many studies with UM (Hjern et al., 2012). Defined to be overage, in the 

present study, was not significantly related to the symptom scores at the 4 month assessment, 

and there was no indication that this process was very stressful in itself. However, the age 

designated by the authorities determined what type of housing and level of care that was 

offered during the remaining asylum-procedure. A low level of support was associated with 

higher levels of psychological distress. Also, the likelihood of being granted asylum was 

related to age, as illustrated by the numbers of children and adults in our study who got 

refusal of their claims.  

Only a few earlier studies have evaluated problems directly connected to the asylum process, 

such as age-assessment procedures, lack of adequate housing, low support, etc., (Hodes et al., 

2008). A weakness with most of these studies, are cross-sectional designs where there are no 

base-line measurements. The results from our study are in agreement with other studies that 

have found that high-support housing, with sufficient supervision, was associated with lower 

levels of psychological symptoms (Bean, Eurelings-Bontekoe, et al., 2007), with the 

difference that we conducted repeated assessments, starting shortly after the UM’s arrival, and 

thus at the onset of their trajectories in the host country.  

We know that longitudinal studies indicate a trend towards reduction of mental health 

symptoms for resettled refugees over time, but this may take years (Mina Fazel, Reed, Panter-

Brick, & Stein, 2012; Montgomery, 2010). Many of the participants in our study were moved 

to a facility for adults, with low levels of support and care, and limited access to education 

and leisure activities. This meant that these participants had to live in a setting where they had 

no guardian, no school, had to cook for themselves, and find out how to spend the limited 

amounts of money they were given. Our findings that participants who were moved to a 

facility for adults had higher levels of psychological distress, add further evidence that living 

conditions in the asylum seeking period may influence the mental health of young refugees in 

a negative way (Bronstein, Montgomery & Dobrowolski, 2012). The outcome of the 

individual asylum application was communicated to the asylum seekers between one and two 

years after the arrival. However it also seems clear that being categorized as an adult, and 

transferred to such a facility for adults, increased the risk of claim refusal, a fact which was 



46 
 

certainly known in the community and among the youth. On this background it may be 

difficult to interpret the separate impact of these factors.  

Increasing symptoms connected with a negative outcome of the asylum applications in our 

study was as expected since other studies have found that difficulties obtaining legal residence 

are associated with a range of psychological problems (Ramel, Taljemark, Lindgren, & 

Johansson, 2015). One study have also described problems directly connected to the asylum 

process (Davis & Davis, 2006), while another study suggests that the positive health effects 

upon receiving permanent residence are mediated through improved living conditions 

(Lamkaddem, Essink-Bot, Devillé, & Gerritsen, 2015). This emphasizes the importance of a 

supportive post-migration environment for all refugees with pre-migratory experiences of 

serious trauma and human rights violations.  

 

5.2. Methodological considerations 

 

5.2.1  Strengths and limitations 
A major strength of this study is the use of structured diagnostic interviews with trained health 

professionals and a relatively large number of participants. The health professionals 

performing the CIDI interviews were all experienced clinicians. They had worked extensively 

with refugees in clinical settings and were familiar with face-to-face interviews with the aid of 

interpreters. We evaluated 12 DSM-IV disorders that are common in western populations, but 

we cannot rule out the presence of other conditions. Many of our participants had suffered 

several losses, including bereavement of parents, and symptoms related to prolonged grief 

could also have influenced the diagnostic process. 

Another important strength of our study is our choice of a prospective design, with first 

assessment within three weeks after arrival to the host country, and repeated measures in three 

waves following the first one. A further strength is that the self-report instruments were filled 

in by the participants themselves, regardless of literacy, using the MultiCASI-technology. 

There was no need to exclude illiterate participants, or treat them differently than those who 

were able to read and write. We believe that this improved the validity of the testing 

procedure. 
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The self-report questionnaires used in this study were either developed specifically for 

refugees, or designed for a different purpose, but then adapted for research with a refugee 

population (Hollifield et al., 2002). Translations were retrieved from earlier projects that had 

been carried out by other research-teams ( Bean et al., 2004a, 2004b; Jakobsen et al., 2011). 

Due to this, our team cannot verify that all recommended procedures for cross-cultural 

adaptation have been followed in these former studies, but native speakers representing each 

of the languages in the project, read through the items before recording the sound-files. 

Audio-translations were the same throughout the study, so possible discrepancies or mistakes 

in the translations were experienced by all participants, and will probably not have influenced 

the results substantially.  

The computer-based method (MultiCASI) for testing may have improved the criterion-

validity of the psychometric instruments to some extent, but a weakness in our study is that 

the design makes it difficult to separate the quality of the instruments from the assessment-

method itself. We could have focused more on the validity of the testing procedure, and for 

instance had some self-report instruments that were filled in with pen and pencil, and 

compared them with responses registered by the MultiCASI approach.  

Another weakness in the present study is that it is difficult to dis-entangle the effect of the 

placement facility from the changes in the participants` expectations based on other factors. 

The asylum-processes in this study are naturally occurring phenomena, and not controlled 

experiments. It was probably known in the community and among the youngsters that being 

categorized as an adult increased the risk of asylum refusal. 

Several possible confounding factors have not been registered in the study, such as how the 

experience of uncertainty may have affected the health conditions of the asylum seekers, 

together with some participants` expectations towards a reduced chance of obtaining asylum. 

Because of this clustering of risk factors, there should probably be a cautious interpretation of 

the results. 

The participants themselves were the only source of information regarding trauma exposure, 

medical history, and other important events. Because of this the clinical interviews may have 

been influenced by recall bias, since there were no medical records and no relatives available 

to supply or correct the information. There may also have been misunderstandings because of 

differences in language and cultural background between the participants and the clinicians. 
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Still, we argue that the level of experience and training among the interviewers improved the 

validity of the diagnostic procedures, and made up for some of the differences.  

5.2.2 Relevance/generalizability 
The study sample was recruited from young asylum seekers that arrived in Norway during a 

period of two years. All participants were considered to be healthy young men, and none of 

them were selected on the basis of the presence or absence of symptoms. We argue that the 

recruitment procedures gave a representative sample of UM from the chosen countries. 

However, selection of participants was limited to specific age-groups, and the true 

chronological age was disputed. This may limit the generalization of our findings to some 

extent. 

The nationalities represented among new asylum seekers typically differ from year to year, 

bringing with them new languages and cultural diversity. Since the areas of origin for UM 

vary over time and, our results may not be representative for populations of UM from other 

parts of the world. It is also possible that our research team was not viewed as sufficiently 

independent from the authorities, even though we stressed this fact when we informed about 

the project, and that can have influenced the results.  

High attrition rate in this kind of research is to be expected, due to the fact that asylum seekers 

tend to move between and within countries. In our study, many were told to leave the country, 

and they may have been in some ways different than the ones who stayed. When we compare 

those who have completed all four assessments with those who missed out at one occasion or 

more, there were no significant differences in any baseline demographic or symptom variables.   

The participants had relatively weak educational backgrounds, with a high percentage of 

illiteracy, a factor that may be different in some other refugee-groups. Also, the specific 

cutoffs were derived from the best fit in this non-clinical sample, and may not be appropriate 

in another situation, such as a clinical setting. We have no data as to whether poor mental 

health might have affected the likelihood of attaining asylum, but mental health is generally 

not an issue in the processing of asylum applications in Norway. The baseline levels of mental 

health did not differ between participants that later received asylum and those who did not.   
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5.2.3 Ethical considerations 
This study has important human rights implications by documenting the adverse impact of 

immigration policies on mental health and protection outcomes for unaccompanied minors. 

The discussion on the ethical and clinical problems associated with age determination 

processes is warranted, since the procedures in place reflect a considerable uncertainty about 

the participant’s true chronological age. Our findings should encourage the host-societies to 

shift the attention from a narrow focus on age to a consideration of the physiological-

psychological dimension of development of the youngsters, who are in transition from 

adolescence to early adulthood.  

The risk factors that were found to contribute to UM’s mental health problems, also describe 

their difficult and often marginalised position in relation authority-figures, including 

researchers. It is therefore highly important that the researchers act in responsible ways and 

not add to the burden of the individual research-subject. On the other hand it seems important 

to be able to give these young refugees a voice, and draw attention to the high level of past 

traumatic experiences, possible post-migration stressors, and generally difficult life-situation 

of this group through our work. On this background, the ethical implications of our study and 

methods must constantly be evaluated. We must also be ready to focus on individual health 

needs during the study. If the research-subjects don`t receive immediate gains from the 

screening, there must be an independent evaluation of the long-term gain for persons in 

similar future situations, as a result of the research.  

The cut-scores of the psychometric instruments can be used as a screen in order to find 

asymptomatic individuals at risk, at an early stage. The suspected disorder must represent a 

considerable threat to the health of the individual, while the participation in screening should 

be voluntary, and subject to ethical considerations. A score above a certain value can indicate 

that individuals are in need of a more thorough diagnostic procedure before receiving a 

specific and effective treatment, if such treatment is available. On this background there ought 

to be a positive gain for the individuals that are subjected to the procedure. Such a possible 

gain could be a treatment possibility, rehabilitation services, or documentation of mental and 

physical scars that can be used in a legal setting, and possibly grant some compensation-rights.  

5.2.4 Implications/future research 
 

There are several challenges connected to the cross-cultural assessment of psychiatric 

diagnoses, ranging from methodological issues, to criterion validity.  The discussion about 
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whether or not the criteria for a specific disorder will fit psychopathological conditions in a 

given non-western culture is important. At the same time, if clinicians and researchers around 

the world are to assess their samples, and share the results, they need to know that the 

available instruments are evidence based, validated, and can be used in different settings. 

Studies on refugee minors that travel alone have had a focus on trauma and mental health, 

generally showing that UM have a high risk for developing mental health problems (Fazel et 

al. 2011; Huemer et al. 2009). Some studies have also described different factors connected to 

the current living situation, such as daily stressors and uncertainty (Ramel et al., 2015; 

Vervliet et al., 2013), and behavioural problems ( Bronstein, Montgomery & Ott, 2013; 

Sourander, 1998). Other health-related issues have received less attention, but there is one 

study that focuses on sleep ( Bronstein & Montgomery, 2013), and another that have included 

several assessment-procedures from general health status to selected infections (Marquardt, 

Krämer, Fisher, & Prüfer-Krämer, 2016). This study found a complex disease burden (n=102), 

with a high prevalence of infections (58.8%) together with anaemia (17.6%), and mental 

illness (13.7%), highlighting the need to look beyond mental health in this kind of research. 

Young migrants, like other young persons, usually have aspirations for their lives, intertwined 

with whatever other reasons they had for leaving their home country. In the research literature 

these forces have often been described as a combination of push and pull-factors. Lately it has 

become more common use the term aspiration together with loss and psychological trauma, 

when describing the dynamic forces that motivate adolescents to start on the uncertain and 

often dangerous road into a new life-situation (Vervliet, 2013). In addition to risk factors and 

disadvantage, we need research that also focuses on strengths, hopes, and aspirations. Most 

UM want to improve their lives by getting an education, learning the language of the host-

country, and understanding the new culture. The relationship between mental health, agency 

and aspirations is complex. We need to understand how we can strengthen resilience and how 

development of mental health problems can be prevented.  

This study has focused on the trajectories of young asylum-seekers in a relatively safe setting, 

and in a small, transparent European country, but we have not focused on the UM that leave 

the asylum-centres each year, and are not found by the police or otherwise accounted for. This 

problem is probably much greater at the south Mediterranean borders of the EU. Some reports 

estimate that between 30 to 50% of the unaccompanied minors go missing on their journey 

through Europe (Ferrara et al., 2015). The weak social situation of these children renders them 
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“invisible” to the authorities, and at the same time they may become exposed to serious 

dangers. It is important to focus research on the fate of migrant minors that disappear, in order 

to raise the awareness in the societies that are ignorant of this problem, and hopefully stop 

some of the negative consequences connected with the dangerous refugee-situation for 

unaccompanied minors. 

 

5.2.5 Conclusion 
Mental health-professionals have proposed a common term for the constellation of symptoms 

and difficulties that many refugees experience, called: “ the chronic and multiple stress 

syndrome”(Carta, Bernal, Hardoy, & Haro-Abad, 2005). Others use the name “Ulysses 

syndrome” after the mythical Greek character who faced extreme challenges while he spent 

many years on a risky voyage through the Mediterranean sea. For most refugees, the adverse 

events that necessitated their flight to another country represent only the beginning of a 

process that include several stressful events and long periods of uncertainty.  

There are large variations in the procedures host countries use to determine protection needs 

and legal status of persons arriving at their borders. Living conditions offered to asylum 

seekers while they wait, are also variable. While most European countries provide extra care 

for unaccompanied minor refugees, it is nevertheless well documented that the asylum 

process can be very stressful for young people leaving their home countries without a parent, 

or other caring adults (someone who can look after their interests). Studies with adults, 

suggest that the positive health effects of getting a residence permit is mediated by 

improvement in living conditions. The findings from our study, in a similar way, highlight the 

importance of support in the post-migration environment. This is not necessarily a new 

finding, but given how the policies of few countries reflect this, it is an important message.  

Studies of unaccompanied asylum-seeking children arriving in different host countries are 

examples of research that involve marginalized groups, and that challenge our research 

methodology.  In order to make sense of these risk factors and possible effects, there needs to 

be research with reliable baseline-data, and follow up over time. We also need to relate the 

findings to known outcomes such as symptoms and diagnoses, in order to provide sufficient 

treatment and care. Because of this, we hope that the prevalence data and the methodological 

improvements in the present study may be considered an important contribution to the field. 
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Appendices 
 

  (1) 

 Not at all 

(2)    

A little 

(3)                   

Quite a bit 

(4) 

Extremely 

1.             Recurrent thoughts or memories of the most 
hurtful or terrifying events 

    

2.  Feeling as though the event is happening again     

3.  Recurrent nightmares     

4.  Feeling detached or withdrawn from people     

5.  Unable to feel emotions     

6.  Feeling jumpy, easily startled     

7.  Difficulty concentrating     

8.  Trouble sleeping     

9. Feeling on guard     

10. Feeling irritable or having outbursts of anger     

11. Avoiding activities that remind you of the 
traumatic or hurtful event 

    

12. Inability to remember parts of the most 
traumatic or hurtful events 

    

13. Less interest in daily activities     

14. Feeling as if you don't have a future     

15. Avoiding thoughts or feelings associated with 
the traumatic or hurtful experience 

    

16. Sudden emotional or physical reaction when 
reminded of the most hurtful or traumatic 
events 

    

 

HTQ part IV, first 16 items (PTSS16) 
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 PART I 

ANXIETY SYMPTOMS 

  

Not at all 

  

A little 

  

Quite a bit 

  

Extremely 

1.  Suddenly scared for no reason     

2.  Feeling fearful     

3.  Faintness, dizziness or weakness     

4.  Nervousness or shakiness inside     

5.  Heart pounding or racing     

6.  Trembling     

7.  Feeling tense or Keyed up     

8.  Headaches     

9.  Spell of terror or panic     

10.  Feeling restless or can’t sit still     

 

Hopkins symptom checklist-25 anxiety-items 
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   PART II 

DEPRESSION SYMPTOMS 

  

Not at all 

  

A little 

  

Quite a bit 

  

Extremely 

11. Feeling low in energy, slowed down     

12. Blaming yourself for things     

13. Crying easily     

14. Loss of sexual interest or pleasure     

15. Poor appetite     

16. Difficulty falling asleep, staying asleep       

17. Feeling hopeless about future     

18. Feeling blue     

19. Feeling lonely     

20. Thought of ending your life     

21. Feeling of being trapped or caught     

22. Worry too much about things     

23. Feeling no interest in things     

24. Feeling everything is an effort     

25. Feeling of worthlessness     

 

Hopkins symptom checklist-25 depression-items 

  



61 
 

 
 

Area Under the Curve 

Test Result Variable(s):   HSCL_c_ang   

Area Std. Errora 

Asymptotic 

Sig.b 

Asymptotic 95% Confidence 

Interval 

Lower Bound Upper Bound 

,809 ,064 ,000 ,683 ,935 

The test result variable(s): HSCL_c_ang has at least one tie between 

the positive actual state group and the negative actual state group. 

Statistics may be biased. 

a. Under the nonparametric assumption 

b. Null hypothesis: true area = 0.5 
 

 

Case Processing Summary 
cidi_ANGSTHELE Valid N (listwise) 

Positivea 13 

Negative 144 

Missing 3 

Larger values of the test result 

variable(s) indicate stronger evidence for 

a positive actual state. 

a. The positive actual state is angst. 
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Coordinates of the Curve 
Test Result Variable(s):   HSCL_c_ang   

Positive if 

Greater Than or 

Equal Toa Sensitivity 1 - Specificity 

,000 1,000 1,000 

1,050 1,000 ,958 

1,150 1,000 ,917 

1,250 ,923 ,875 

1,350 ,923 ,833 

1,414 ,923 ,792 

1,464 ,923 ,785 

1,550 ,923 ,708 

1,650 ,923 ,646 

1,707 ,923 ,604 

1,746 ,923 ,597 

1,789 ,923 ,590 

1,850 ,923 ,528 

1,950 ,923 ,472 

2,050 ,923 ,382 

2,121 ,923 ,319 

2,171 ,923 ,313 

2,250 ,769 ,257 

2,350 ,769 ,201 

2,450 ,692 ,174 

2,550 ,538 ,118 

2,650 ,385 ,111 

2,707 ,308 ,090 

2,757 ,308 ,083 

2,850 ,308 ,069 

2,950 ,231 ,056 

3,050 ,077 ,049 

3,150 ,000 ,035 

3,350 ,000 ,028 

3,550 ,000 ,021 

3,650 ,000 ,014 

3,750 ,000 ,007 

4,800 ,000 ,000 

 

 
 

The test result variable(s): HSCL_c_ang has at 

least one tie between the positive actual state 

group and the negative actual state group. 

a. The smallest cutoff value is the minimum 

observed test value minus 1, and the largest 

cutoff value is the maximum observed test value 

plus 1. All the other cutoff values are the 

averages of two consecutive ordered observed 

test values. 
 

 



63 
 

 

 

 

 
 

Area Under the Curve 

Test Result Variable(s):   HSCL_c_depr   

Area 

Std. 

Errora 

Asymptotic 

Sig.b 

Asymptotic 95% Confidence 

Interval 

Lower Bound Upper Bound 

,751 ,054 ,000 ,646 ,856 

The test result variable(s): HSCL_c_depr has at least one tie 

between the positive actual state group and the negative actual 

state group. Statistics may be biased. 

a. Under the nonparametric assumption 

b. Null hypothesis: true area = 0.5 
 

Case Processing Summary 

cidi_DEPRHELE Valid N (listwise) 

Positivea 24 

Negative 133 

Missing 3 

Larger values of the test result 

variable(s) indicate stronger evidence for 

a positive actual state. 

a. The positive actual state is depresjon. 
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Coordinates of the Curve 
Test Result Variable(s):   HSCL_c_depr   

Positive if 

Greater Than or 

Equal Toa Sensitivity 1 - Specificity 

,000 1,000 1,000 

1,067 1,000 ,970 

1,138 1,000 ,947 

1,171 1,000 ,940 

1,233 1,000 ,932 

1,300 1,000 ,917 

1,367 1,000 ,850 

1,433 ,958 ,812 

1,500 ,958 ,767 

1,567 ,958 ,729 

1,608 ,917 ,684 

1,641 ,917 ,677 

1,690 ,917 ,654 

1,724 ,917 ,647 

1,767 ,875 ,571 

1,809 ,833 ,549 

1,842 ,833 ,541 

1,900 ,792 ,504 

1,967 ,750 ,466 

2,033 ,708 ,406 

2,100 ,708 ,383 

2,167 ,708 ,338 

2,233 ,667 ,301 

2,300 ,667 ,286 

2,367 ,667 ,256 

2,433 ,667 ,218 

2,503 ,625 ,188 

2,569 ,625 ,180 

2,633 ,542 ,165 

2,700 ,458 ,128 

2,767 ,333 ,098 

2,833 ,333 ,083 

2,900 ,250 ,075 

2,967 ,208 ,060 

3,033 ,167 ,053 

3,100 ,167 ,045 
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3,167 ,125 ,030 

3,233 ,125 ,023 

3,333 ,125 ,015 

3,467 ,125 ,008 

3,624 ,083 ,008 

3,724 ,083 ,000 

3,833 ,042 ,000 

4,933 ,000 ,000 

The test result variable(s): HSCL_c_depr has at 

least one tie between the positive actual state 

group and the negative actual state group. 

a. The smallest cutoff value is the minimum 

observed test value minus 1, and the largest 

cutoff value is the maximum observed test value 

plus 1. All the other cutoff values are the 

averages of two consecutive ordered observed 

test values. 
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Area Under the Curve 

Test Result Variable(s):   PTSS_c_total   

Area 

Std. 

Errora 

Asymptotic 

Sig.b 

Asymptotic 95% 

Confidence Interval 

Lower 

Bound 

Upper 

Bound 

,745 ,082 ,010 ,584 ,907 

The test result variable(s): PTSS_c_total has at least one tie 

between the positive actual state group and the negative 

actual state group. Statistics may be biased. 

a. Under the nonparametric assumption 

b. Null hypothesis: true area = 0.5 

 

Case Processing 
Summary 

cidi_PTSD Valid N (listwise) 

Positivea 15 

Negative 25 

Missing 120 

Larger values of the test result 

variable(s) indicate stronger 

evidence for a positive actual 

state. 

a. The positive actual state is 

Ja. 
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Coordinates of the Curve 
Test Result Variable(s):   PTSS_c_total   

Positive if 

Greater Than or 

Equal Toa Sensitivity 1 - Specificity 

,4375 1,000 1,000 

1,5313 1,000 ,960 

1,6563 ,933 ,840 

1,7104 ,933 ,800 

1,7417 ,933 ,760 

1,7841 ,933 ,680 

1,8778 ,933 ,640 

1,9688 ,867 ,560 

2,0625 ,800 ,520 

2,1563 ,800 ,480 

2,1938 ,800 ,400 

2,2333 ,800 ,360 

2,2896 ,733 ,360 

2,3438 ,733 ,280 

2,4063 ,667 ,240 

2,5045 ,600 ,200 

2,5982 ,533 ,200 

2,6563 ,533 ,160 

2,7188 ,533 ,120 

2,8125 ,467 ,120 

2,9042 ,400 ,120 

2,9667 ,333 ,120 

3,0625 ,267 ,120 

3,1563 ,200 ,080 

3,2500 ,067 ,040 

3,4375 ,000 ,040 

4,5625 ,000 ,000 

The test result variable(s): PTSS_c_total has at 

least one tie between the positive actual state 

group and the negative actual state group. 

a. The smallest cutoff value is the minimum 

observed test value minus 1, and the largest 

cutoff value is the maximum observed test value 

plus 1. All the other cutoff values are the 

averages of two consecutive ordered observed 

test values. 
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Abstract: Unaccompanied asylum-seeking children (UASC) are known to be subjected to several potentially traumatic 

life events, risking more mental health problems than other populations of same age. In this study, we aimed to explore 

the prevalence of psychiatric morbidity at an early stage after arrival to the host country. We performed structured clinical 

interviews (CIDI) with 160 male UASC from different countries (Afghanistan, Somalia, Iran), after four months in Nor-

way. Most of the participants had experienced life threatening events (82%), physical abuse (78%), or loss of a close rela-

tive (78%) in their former life. Altogether 41.9% of the participants fulfilled diagnostic criteria for a current psychiatric 

disorder. The most prevalent diagnosis was PTSD (30, 6%), followed by MDD (9, 4%), Agoraphobia (4, 4%) and GAD 

(3, 8%). Implications of this vulnerability call for more mental health resources in the early stages of the asylum process. 

Increased awareness of psychiatric morbidity in UASC may improve the prognosis, give more appropriate care, and ease 

the integration process on all levels of society. 

Keywords: Afghan, asylum, mental health, PTSD, refugee children, Somali. 

INTRODUCTION 

The number of unaccompanied asylum-seeking children 
(UASC) arriving in Norway the last ten years has varied be-
tween 322 (in 2005) and 2500 (in 2009) [1]. Also, the na-
tionalities represented have differed from year to year. Euro-
pean countries received 13.300 asylum claims from UASC 
in 2011, which is 75% of the worldwide number [2]. Refu-
gee adolescents are known to encounter numerous risk fac-
tors that can cause psychological distress, including exposure 
to violence, and multiple losses [3-5]. 

Several studies have examined the rates of psychological 
distress in different samples of refugee children, using self-
report instruments, or instruments filled in by parents, teach-
ers or others [6-10]. A large study from Belgium and the 
Netherlands has revealed higher levels of PTSD symptoms 
for UASC in comparison to the host populations, and also 
compared to refugee minors that migrate together with their 
caregivers [11]. UASC in the same study also reported 
higher levels of exposure to physical and sexual maltreat-
ment and higher levels of anxiety and depression. 

 Most studies in this field have used estimates of diagnos-
tic “caseness” based on selfreport instruments filled in by 
parents, teachers, or the youth themselves; either with “pen 
and pencil” or with the aid of translators [12]. How to deal 
with the challenge of whether or not to include illiterate sub-
jects, are usually not discussed in detail. Also, the possible 
impact of different modes of testing in the same research 
project; i.e. reading and writing by yourself versus having 
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another person read and write for you, is very seldom dis-
cussed [13]. Even a renowned analysis of validity problems 
in the field of transcultural epidemiology does not address 
this challenge [14]. 

Other studies have focused on the cross-cultural validity 
and context relevance of existing screening instruments, 
seeking adaptation to new settings, while keeping the inter-
nal consistency and the construct validity of the scales [15]. 
Diagnostic evaluations or validation of the appropriate “cut-
off” values are often lacking [16]. 

There are few prevalence studies focusing on young 
refugees or UASC and to our knowledge none that have used 
clinical evaluations or diagnostic interviews shortly after 
migration. On the other hand there is some research with 
adults, indicating that post-migrational stressors contribute 
significantly to the psychopathology of refugees [17]. The 
precise impact of post-migrational stressors can be difficult 
to determine due to lack of baseline measures or early diag-
nosis. In addition, this lack of knowledge gives immigration 
authorities less possibilities to plan for appropriate care when 
the young refugees arrive. The prevalence of psychiatric 
morbidity in UASC boys, within four to five months after 
their arrival in Norway, will be the focus of this study, in 
addition to self-report screens and demographic data. 

MATERIALS AND METHODOLOGY 

Participants 

The population in this study were male, unaccompanied 
asylum-seeking children (UASC) arriving in Norway. 
Shortly after arrival, all UASC between ages 15 to18, were 
placed for 3-6 weeks in one transit centre, right outside of 
Oslo. At the transit centre, a research assistant kept track of 
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all new arrivals. Each time our testing capacity allowed us to 
include some new participants she was instructed to invite 
the ones who had arrived most recently. Inclusion was re-
stricted to the six largest language groups due to translation 
costs; Arabic, Dari, Farsi, Pashto, Somali, and Sorani. Be-
cause of changes in migration patterns, we ended up with a 
population consisting mostly of young men from Afghani-
stan and Somalia. Inclusion was done in 2009 (12 weeks), 
2010 (8 weeks), and 2011 (21 weeks).  

According to the statistics unit at the Norwegian Direc-
torate of Immigration, 406 male UASCs from the actual lan-
guage groups arrived in Norway during the inclusion peri-
ods. Altogether, 216 UASC were asked to participate, and 
were given oral information with the aid of a translator. The 
information stressed the fact that the research had no link to 
the asylum process. Out of these, 204 UASC decided to par-
ticipate, and signed the informed consent form (94% re-
sponse rate). We made only one attempt to contact each in-
dividual, without offering any payment. The 204 UASC, 
who wanted to be in the study, all completed screening in-
struments at the first testing point, and no later than 3 weeks 
after arrival in Norway. Of these individuals, 160 completed 
a second assessment with a Composite International Diag-
nostic Interview (CIDI) [18] performed by trained clinicians 
4-5 months after the first screening, in addition to a second 
screening for psychiatric symptoms. At the time of the sec-
ond assessment, the UASC had been moved from transit and 
placed in asylum centres for young people or adults.  

The Regional Medical Ethics Committee, South-East 

Norway gave this study their written approval.  

All participants gave their informed consent. 

Measures 

Demographic information included country of origin, 

number of years in school, age, and whether or not their par-
ents were alive. These data were obtained by semistructured 

interviews performed with the aid of interpreters. Screening 

instruments included Hopkins Symptom Checklist-25 
(HSCL-25) [19], Harvard Trauma Questionnaire (HTQ) Part 

IV [20], and Stressful Life Events checklist [21]. Most trans-

lations were obtained from the Centrum 45 internet pages, 
and some from a previous research project by our centre 

[16]. The Pashto versions had to be translated and back-

translated specifically for this project. Spelling control, in-
cluding some language adjustments were made with the aid 

of native speaking interpreters for all languages. 

The participants filled in the instruments by themselves, 
using their native languages, on laptops with touch-screen. 

All three screening instruments were combined into a sin-

gle questionnaire using a computer program called Multi-
lingual Computer Assisted Self Interview (MultiCASI) 

[22]. Items of the questionnaire appeared one after the 

other on the laptop, with answering alternatives as well. A 
native speaker in each language had already made sound-

files for the written text. The sound of the questionnaire 

could be repeated until the meaning was understood by the 
participant. This gave all informants, regardless of reading 

abilities, the possibility of answering the questions without 

the aid of an interpreter. 

The HSCL-25 questionnaire is often used as a measure of 
emotional distress, and is one of the several HSCL versions 
that have been used all over the world [12]. It has been used 
and validated as a self-report screening in both community 
settings and clinical samples [19, 23]. The HSCL-37A ver-
sion is built on the HSCL-25. Several refugee studies with 
minors have used this questionnaire [24-26]. The HSCL-25 
asks for 25 symptoms that are considered typical for depres-
sion and anxiety during the last week. Each symptom was 
assessed on a likert scale ranging from 1 (not at all) to 4 (ex-
tremely). In clinical refugee samples, the screen is a reliable 
tool for diagnosing these categories. Other research has 
demonstrated limited diagnostic validity for the HSCL-25 in 
non-clinical samples [23, 16].  

The Harvard Trauma Questionnaire [20] was developed 
to assess potentially traumatic experiences, and a rich variety 
of post-traumatic symptoms in different cultural settings. It 
was developed and first used with a group of severely trau-
matized patients, but have also been used in larger commu-
nity samples, and with asylum seeking adolescents [9]. 

The HTQ has four parts that can be used separately. The 
first three parts give descriptions of potentially traumatic 
events (Part I: different events that are considered potentially 
traumatic, and often encountered by refugees; Part II: identi-
fication of the most difficult traumatic event; Part III: physi-
cal trauma directed at the head). Part IV is a list of 30 items, 
where the first 16 focus on PTSD symptoms that can be used 
to diagnose this disorder in the DSM –IV [27]. In this paper, 
we use these 16 items together with the HSCL-25, in order to 
enable comparison of the participants who completed the 
diagnostic interviews with the non-participants, as well as 
comparison of symptom levels at the different testing points. 

Stressful Life Events checklist (SLE) was developed by 
Tammy Bean and colleagues [21] in order to assess if an 
adolescent meet the criteria A1 (experienced a traumatic 
event) in the DSM-IV, for a diagnosis of PTSD. The twelve 
item checklist is used to indicate types of traumatic events to 
which they may have been exposed. The instrument is scored 
by answering yes or no on each item, and has been used in 
several studies with children and youth [11]. 

The Composite International Diagnostic Instrument 
(CIDI) was developed by the World Health Organization, a 
collaboration with the US Mental Health Administration 
Task Force that started in 1979. Good validity and reliability 
of this structured diagnostic interview has already been re-
ported [18]. In this study, the modules for depression, anxi-
ety, and PTSD was presented to each informant in the same 
sequence. The health professionals had received certification 
in the use of CIDI, and performed the diagnostic interview 
with the aid of interpreter, either in person or on telephone, 
during the whole interview. In cases of doubt, the profes-
sionals discussed the individual cases until consensus were 
reached. 

RESULTS 

Characteristics 

The 160 youth that completed the diagnostic psychiatric 
interview (CIDI) had similar age, background and psycho-
logical distress level compared with the youth who did not 
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participate. No significant differences in registered character-
istics of participants and non-participants were found  
(Table 1). Participants’ selfreported age were in average 2.3 
yrs (95% CI = 1.9-2.6) lower than age assessed by health 
care professionals using radiographs of skeleton and teeth at 
a later stage (p<0.001). These age tests were used by the 
immigration authorities to estimate an official chronological 
age for the young asylumseekers. The result was an increase 
from 5(3%) to 99(62%) regarding the number of participants 
considered to be more than 18 years old. The ages of the 
non-participants were in a similar range. 

A slight majority reported that they were able to read and 
write in their own language. Less than half of the partici-
pants reported education of 5 years or more.  

Life events 

Table 2 show self-reported, stressful life events. Most of 
the participants (96.3%) had experienced at least one of the 
stressful life events listed. The most frequently reported ex-
periences were life threatening events, physical abuse, and 
loss of a close relative. The average number of different ex-
periences from the scale were 6.2 (SD=2.2). Almost half of 
the young men had war related experiences. Loss of father 
was the most frequent bereavement, and a considerable part 
had lost both their parents (Table 1). 
 

Table 1. Characteristics of participating and non-

participating male unaccompanied refugee minors 

at arrival in Norway. Figures are given as number 

(%) when others not specified. 

 
Participants  

N = 160 

Non-participants 

N = 44 

Age, self reported   

   Mean years (SD) 16.23 (0.83) 16.09 (0.77) 

   Range 14 - 20 15 - 17 

Age, assessed by authorities   

   Mean years (SD) 18.48 (2.28) 18.32 (2.95) 

   Range 15 - 28 15 - 27 

Nationality   

   Afghan 122 (76.3) 34 (77.3) 

   Somalian 35 (21.9) 9 (20.5) 

   Iran 3 (1.9) 1 (2.3) 

Literacy, selfreported 60 (37.8) 12 (27.3) 

Years of education  5 73 (45.8) 15 (34.1) 

Loss of parent   

Father 104(65.0) 27 (61.4) 

Mother 38(23.8) 9 (20.5) 

Both 35(21.9) 8 (18.2) 

HCL-25, mean (SD) 1.75 (0.44) 1.76 (0.36) 

PTSS-16, mean (SD) 34.60 (9.31) 35.33 (9.37) 

Table 2. Self reported negative life events in male unaccom-

panied refugee minors (N = 160) at arrival in Nor-

way. 

Drastic changes in family during the last year 94 (62, 3%) 

Separated from family against will 82 (54, 7%) 

Loss of close relative 120 (77, 9%) 

Life threatening medical problem 43 (27, 9%) 

Serious accident 33 (21, 9%) 

Natural disaster 81 (53, 6%) 

War related experiences 74 (48, 7%) 

Physical abuse 120 (77, 9%) 

Witnessing violence against others 87 (57, 2%) 

Sexual abuse 15 (9, 8%) 

Life threatening events 125 (81, 7%) 

Witnessing life threat of others 76 (49, 7%) 

Any negative life event 154 (96.3%) 

 

Selfreported Symptoms 

Measurements of general psychological distress (HSCL-
25) and posttraumatic stress (PTSS-16) were obtained 
shortly after arrival, and after four months (Table 3). There 
was no significant change in score during this time period.  
 

Table 3. Self reported general psychological distress and 

posttraumatic stress in male unaccompanied refugee 

minors (n=149) at two time points: at arrival and af-

ter 4 months in Norway. 

 At Arrival After 4 Months p-Value 

HCL-25 1.75 (0.37) 1.77 (0.37) 0.66 

PTSS-16 34.64 (9.35) 35.12 (9.42) 0.51 

 

Psychiatric Morbidity at 4 Months 

Table 4 show psychiatric morbidity according to DSM-
IV [27] diagnoses. As much as 41.9% of the participants 
fulfilled the diagnostic criteria for a current psychiatric dis-
order. The most prevalent diagnosis was Posttraumatic Stress 
Disorder (PTSD), followed by Major Depressive Disorder 
(MDD), Agoraphobia and Generalized Anxiety Disorder 
(GAD).  

Worst Incident in Relation to PTSD 

The participants had to choose a “worst incident” from 
their trauma history, and think of this incident when asked 
about the related PTSD symptoms, in order to be diagnosed. 
The most common incidents among those 49 youth who 
were diagnosed with PTSD were: “a life threatening epi-
sode”, given by 16 (32, 6%); next came “witnessing cruelty 
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against others” 11 (22, 4%); followed by “experiences in 
prison” 10 (20, 4%). 
 

Table 4. Psychiatric morbidity among male unaccompanied 

refugee minors (n=160) 4 months after arrival in 

Norway. All diagnoses according to the DSM-IV 

[ref]. 

Psychiatric Disorder 
Current Prevalence 

N (%) 

Major depressive disorder 15 (9.4) 

Dysthymic disorder 7 (4.4) 

Mood disorder with depressive features due to 

general medical condition 

4 (2.5) 

Panic disorder 1 (0.6) 

Agoraphobia 7 (4.4) 

Generalized anxiety disorder 6 (3.8) 

Social anxiety disorder 3 (1.9) 

Specific phobia 5 (3.1) 

Post Traumatic stress Disorder 49 (30.6) 

Any psychiatric disorder 67 (41.9) 

 

DISCUSSION 

This study demonstrates that unaccompanied refugee mi-

nors are a very vulnerable group with a high prevalence of 
psychiatric morbidity. The young men that we interviewed 

had experienced numerous threatening, horrible and poten-

tially traumatic events, and the most prevalent psychiatric 
disorder was PTSD. A majority of the youth was bereaved, 

and lacked the protection and social stability that parents 

could have offered. In addition to PTSD, high prevalence of 
depressive and anxiety disorders were found.  

To our knowledge, this is the first study on refugee mi-
nors that has applied clinical interviews soon after arrival to 

the host country. Compared to studies that have used this 

methodological approach in a later phase [28, 29], our find-
ings suggests considerable higher prevalence of both depres-

sion and PTSD. Servan-Schreiber, Le Lin and Birmaher, 

found that 11,5% of Tibetan refugee children (n=61) suf-
fered from PTSD, and the same proportion met criteria for 

major depression (MDD). Tousignant et al. did not measure 

PTSD in a group of 203 adolescent refugees from 35 coun-
tries, but diagnosed simple phobia in 21%, overanxious dis-

order in 13% and MDD in 5%. Plausible explanations are 

different diagnostic approaches as well as refugee popula-
tions with different backgrounds. Participants from our study 

were young men, mainly from Afghanistan and Somalia, 

parts of the world with a history of war and a corresponding 
weakening of the social fabric. Low levels of literacy, fre-

quent exposure to loss and trauma, and limited access to 

health facilities underscores the impact of psychosocial ad-
versities in their upbringing. In that respect, our findings are 

similar to previous studies using estimates of “caseness” 

according to selfreport instruments [8-11]. In general, studies 

on refugee minors show higher prevalence of psychopa-

thology than studies on youth from the main population. In a 
comparable study with adolescents from different racial and 

ethnic groups in the USA, they found a prevalence of PTSD 

from 7,4% (Latino) to 3,4% (Non-Latino Black) [30]. 

The burden of psychosocial problems and postmigra-
tional events for adult asylumseekers and refugees in their 
new host countries, are well documented [31, 32]. Our find-
ing that symptom levels of general psychological distress 
and posttraumatic stress were stable from arrival to the time 
of the diagnostic interviews, indicate that the psychiatric 
morbidity was present when the youth arrived, and therefore 
probably not an effect of the stressors connected to life as an 
asylum seeker per se. Psychiatric morbidity related to psy-
chosocial problems later in the refugees lives may also be 
compounded by the presence of a considerable number of 
traumatic experiences from their former lives [9]. An illus-
tration of this may be the experiences chosen as the “worst 
incident” related to the PTSD diagnoses with this research 
population. Life-threatening experiences dominated together 
with witnessing cruelty against others, and severe prison 
events. Many of these young men told us that their worst 
experience happened while they were imprisoned in transit 
countries, such as Lebanon, Greece and Italy.  

Our study demonstrated a gap between self reported age 
and the official age estimates given by the immigration 
authorities, on the basis of x-rays and dental examinations 
performed after some months. This reflects a considerable 
uncertainty about the participant’s true chronological age. 
Birth registration services are often nonfunctioning in the 
countries the UASC come from, and the scientific basis for 
age assessment is controversial, since the tests have their 
greatest uncertainty in the ages with the greatest natural 
variation, e.g. ages 15 to 21[33]. The uncertainty with skele-
tal and dental age assessment is considered to be large, i.e. 
between two and five years [34]. This could have crucial 
consequences for a large part of the young asylum seekers, 
since they no longer are considered minors and in need of 
special protection according to UNHCR [35]. The increase 
from 5 to 99 in the numbers of asylum seekers over 18 years 
in our population, due to age testing later on, may impact our 
claim that we have conducted a prevalence study on unac-
companied refugee minors. In that respect, our study popula-
tion should be considered to be more representative for 
UASC according to self report, since this was the only 
source of age determination available on arrival. 

METHODOLOGICAL CONSIDERATIONS 

Strength of this study is the use of structured diagnostic 
interviews with trained health professionals, and unlimited 
use of time and interpreters. We also argue that the recruit-
ment procedures gave a representative sample of UASC 
from the chosen countries.  

The self-report instruments were filled in by the infor-
mants themselves, regardless of literacy, because of the Mul-
tiCASI method [22]. There was no need to exclude illiterate 
subjects, or treat them differently than the other informants. 
We believe that this improved the validity of the testing pro-
cedure. 
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The life situation of the informants, together with the dis-
tance, both physically and culturally to their countries of 
origin, gave us limited access to objective data concerning 
their backgrounds. The informants themselves were the only 
source of information, and the clinical assessments may have 
been influenced by inaccurate data. The health professionals 
performing the CIDI interviews were all experienced clini-
cians, who had worked extensively with refugees, using in-
terpreters. We argue that this has improved the validity of 
the diagnostic procedures.  

The study sample was recruited from young asylum 
seekers that arrived Norway in a period of two years. UASC 
areas of origin vary over time and thus, our results may not 
be representative for populations of UASC from other parts 
of the world.  

CONCLUSION 

Unique to this study is that these high numbers of unac-
companied minor asylum seekers with a psychiatric diagno-
sis were found a relatively short time after the UASC ar-
rived, and thus in the early stages of their stay in the country 
where they apply for asylum. As far as we know, this has not 
been the focus of any previous study, and contrasts earlier 
findings that most refugees experience a period of wellbeing 
and hopefulness shortly after arrival in the host country [36, 
37], with lower mental health problems, and clearly illus-
trates the overall vulnerable situation of UASC. 

The manifest presence of severe symptoms presents a 
challenge for the host country as it may be difficult to meet 
the complex needs for support UASC have in this specific 
phase of their lives. Therefore, expanded and multi-
disciplinary professional staff in the reception centres for 
UASC who recently arrived is needed in order to give ap-
propriate physical and emotional support, and to create a safe 
living environment for all UASC [3, 38]. This involves en-
suring basic needs, and sufficient time to support all UASC 
in developing a sense of stability, safety and trust [39]. 

Forced migration is part of a global process where popu-
lations from different corners of the world interact because 
of war and natural catastrophes. Increased trade, mass media, 
the internet, and improved communications are also factors 
related to the movement of people [40]. These developments 
affect public health in the host countries, and pose a chal-
lenge to the systems responsible for treatment and follow up 
of psychiatric health problems. 

We believe that the prognosis may be better if trauma-
tized children are threated in an early phase. This would also 
ease the integration process on all levels of society. 
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ABSTRACT
Objectives To examine the mental health of 
unaccompanied refugee minors prospectively during the 
asylum-seeking process, with a focus on specific stages in 
the asylum process, such as age assessment, placement 
in a supportive or non-supportive facility and final decision 
on the asylum applications.
Design This was a2½ year follow-up study of 
unaccompanied minors (UM) seeking asylum in Norway. 
Data were collected within three weeks (n=138) and at 4 
months (n=101), 15 months (n=84) and 26 months (n=69) 
after arrival.
Setting  Initially in an observation and orientation centre 
for unaccompanied asylum-seeking adolescents, and 
subsequently wherever the UM were located in other 
refugee facilities in Norway.
Participants Male UM from Afghanistan, Somalia, Algeria 
and Iran.
Main outcome measures Mental health symptoms 
assessed by Hopkins Symptom Checklist-25 and Harvard 
Trauma Questionnaire.
Results At the group level, the young asylum seekers 
reported high levels of psychological distress on arrival 
and symptom levels that stayed relatively unchanged over 
time. According to age-assessment procedures, 56% of 
the population were not recognised as minors. Subsequent 
placement in a low-support facility was associated with 
higher levels of psychological distress in the follow-up 
period. Those who were placed in a reception centre 
for adults had higher levels of psychological distress 
symptoms both after 15 months and 26 months compared 
with the remaining participants who were placed in 
reception centres for youth. Refusal of asylum was highly 
associated with higher levels of psychological distress.
Conclusion Mental health trajectory of young asylum 
seekers appears to be negatively affected by low support 
and refusal of asylum.

INTRODUCTION 
In 2015, more than 88 700 unaccompanied 
minors (UMs) fled to Europe,1 putting consid-
erable pressure on these countries to provide 
the necessary resources needed. Separated 
children  who are no longer protected by 
parents or other caregivers, usually have to be 

under the age of 18 in order to be given the 
special protection and care that is granted 
unaccompanied refugee minors. In the coun-
tries of origin for UM, the civil registration 
service of their country often function poorly, 
and birth certificates can be lost, thrown away 
or falsified.2 The scientific basis for assessing 
age is controversial, in that these tests only 
determine physical maturity and are most 
uncertain from the age of 15 to 21 years, 
where natural variation is at its greatest.3 The 
consequences for many young asylum seekers 
assessed to be 18 years or older is that they 
will no longer be considered as minors and 
therefore not receive special protection in 
accordance with the United Nations.2

Most studies investigating UM mental 
health have a cross-sectional design with a 
selection of youths with different levels of 
legal recognition and different durations of 
time in exile.4 These studies show consistently 
that individual factors such as exposure to 
violence and other traumatic events prior to 
migration, correspond to elevated symptoms 
of psychological distress.5 In some studies, 
the negative effects of exile-related stressors 
are also described,6 yet they focus on youths 
with varying time in exile. There are different 
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Strengths and limitations of this study

 Strengths include a longitudinal design, with first 
assessment within 3 weeks after arrival to the host 
country, and repeated measures.

 Use of computer-based assessment with audio-
translations throughout the study.

 Selection of participants was limited to the most 
common nationality groups arriving in Norway at the 
time of inclusion.

 High attrition rate due to the fact that asylum seekers 
tend to move between and within countries and that 
many were told to leave the country.
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asylum procedures within the different countries,7 and 
most UM endure some uncertainty before their legal 
status is defined. Most countries provide some form of 
shelter for UM while they are waiting for their case to 
be processed, but conditions vary greatly. Positive health 
effects have been shown to be associated with receiving a 
permanent residence permit,8 but this process may take 
months and sometimes years. The impact of different 
levels of social support that UM are offered, especially 
after the first stage of reception and registration, has not 
been studied in detail.9

The aim of our study was to examine UM’s mental 
health during the asylum-seeking process and more 
specifically whether the official age assessed, level of 
support and the outcome of the asylum application were 
associated with UM’s mental health at different stages of 
the asylum-seeking process.

METHODS

Participants and procedures
The sample in this study was recruited from an asylum 
reception centre for unaccompanied asylum-seeking 
adolescents between ages 15 and 18 years, which was the 
only one in Norway at this time. In this reception centre, 
all UMs who claimed to be in this age group stayed for 
the first weeks while asylum interviews and age-assess-
ment procedures were performed. A research assistant 
kept track of all new arrivals, and each time our testing 
capacity allowed us to include some new participants, she 
was instructed to invite the ones who had arrived most 
recently. The study was conducted between September 
2009 and March 2011. Altogether, the inclusion periods 
for this project were 12 weeks in 2009, 8 weeks in 2010 
and 21 weeks in 2011. During these time periods, young 
asylum seekers came mainly from Afghanistan and 
Somalia. According to the statistics unit at the Norwegian 
Directorate of Immigration, 406 male UM from these 
language groups arrived in Norway during the inclusion 
periods. Unaccompanied males who had just arrived 
were contacted by the research assistant. Altogether, 216 
adolescents were asked to participate, and 209 returned 
the informed consent and attended the study. Some 
participants were included in an Expressive Arts interven-
tion group (n=71) that is not part of the present study. 
The remaining 138 are the focus of this article. Inclusion 
in the intervention group was based on a randomising 
procedure shortly after arrival in Norway. The partici-
pants in the present article were not significantly different 
from the intervention group in any baseline characteris-
tics (p 0.071).

More about the whole project can be found on our 
home pages.10

Information to participants included statements that 
participation would not impact the chances to stay in the 
country. Only one contact attempt was made for each 
individual, and no payment was offered.

Participants followed the normal procedures in the 
asylum process. In Norway, all UMs receive assistance from 
a multidisciplinary professional staff (educators, social 
workers, psychologists, physicians and nurses) in the first 
reception centre while waiting for their ‘official-age’ to 
be assigned. Those defined as 18 or older can be moved 
to adult housing where less professional assistance is 
provided. The asylum seekers considered to be from 15 
to 18 years are moved to specialised youth centres, with 
staff available 24 hours, every day. The youngest children 
stay in even more specialised orphanages. There are some 
exceptions to this pattern; according to variable housing 
capacity, some 18-year-old asylum seekers are allowed to 
stay in the youth centres for some time. The youth centres 
are located all over Norway and have language classes for 
all inhabitants. Food is prepared and served by the staff, 
and there are staff members available day and night. Most 
centres have recreational activities, and they give individ-
ualised support and medical follow-up if needed. In an 
adult centre, the asylum seekers are left to themselves 
most of the time. They buy and cook their own food, 
have no school or other scheduled activities and have no 
guardians or staff members to ask for advice.

The first screening procedure was conducted within the 
first 3 weeks and later repeated at 4 months (n=101), 15 
months (n=84) and 26 months (n=69) after arrival. At the 
last assessment, the population was almost halved, mainly 
because many of the informants were transported out of 
the country or had disappeared from the different living 
facilities. The participants who were deported were mostly 
individuals who had been registered as asylum seekers 
in another European country before coming to Norway 
or individuals suspected of having some connection to 
illegal activities. The ones who deflected were typically 
those who feared deportation after their asylum applica-
tions were turned down. It was, however, impossible to 
obtain exact numbers and reasons for the attrition in this 
project. When we compared those who have completed 
all four assessments with those who missed out at one 
occasion or more, there were no significant differences in 
any baseline demographic or symptom variables.

Measures
Demographic data were registered with the aid of inter-
preters at the initial assessment. We asked for self-reported 
age, literacy, years of school attendance and whether their 
parents were still alive, deceased or if participants had 
lost touch with their parents and did not know. Later, we 
registered the results of official age assessments, especially 
which participants who were thought to be at least 18 
years of age. We also determined the level of care offered 
according to placement in asylum centres for either adults 
or for youth. Before the last assessment, we registered the 
legal status, as participants were either given time-limited 
or permanent permission to stay or were refused legal 
residence in the country. New variables of interest such 
as level of care and legal status were included when they 
occurred prior to a new assessment.
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Exposure
Serious Life Events checklist (SLE) was developed by 
Tammy Bean and colleagues11 in order to assess if an 
adolescent meet the criteria A1 (experienced a traumatic 
event) in the Diagnostic and Statistical Manual of Mental 
Disorders, Fourth edition (DSM-IV), for a diagnosis of 
post-traumatic stress disorder (PTSD). It is a self-report 
questionnaire which asks whether or not the participant 
has experienced 12 different kinds of traumatic events, 
such as separation from family, natural disaster, war and 
physical or sexual abuse. The instrument was scored by 
answering yes or no on each item.

Psychological distress
Hopkins Symptom Checklist-25 (HSCL-25)12 is a self-ad-
ministered questionnaire designed to measure anxiety 
and depression. It has been validated in various clinical 
and community samples.13 14 The HSCL-37 A version is 
an extension of the HSCL-25 and has also been applied 
in a number of refugee studies with minors.15 16 The addi-
tional 12 items measuring externalising behaviour are 
not included in this paper. Each item was scored with 1 
(not bothered) to 4 (extremely bothered). Scores 2 was 
considered probably clinically significant.17

Post-Traumatic Symptom Score (PTSS)
The Harvard Trauma Questionnaire18 (HTQ) is a 
comprehensive instrument that was developed to assess 
potentially traumatic experiences and post-traumatic 
symptoms in various cultural contexts. Its psychometric 
properties were first established in a highly traumatised, 
clinical population, but it has also been evaluated with a 
larger community sample and with asylum-seeking adoles-
cents.6 19 The HTQ part IV comprises 30 symptom items, 
among which the first 16 items measure ‘The symptoms 
of PTSD’ according to the DSM-IV.20 These 16 items are 
scored with 1 (not at all) to 4 (extremely). Scores 2 was 
considered probably clinically significant.17

Computer-based assessment
The chosen psychometric measurements were combined 
into a single questionnaire using the program Multi-
CASI.21 The questionnaires were filled in by the 
participants themselves, in their native languages, Dari, 
Pashto, Farsi or Somali, using laptops with touch-screen 
function. Translations had been attained from earlier 
projects and were controlled by independent, native 
speaking, interpreters before they were added to the ques-
tionnaire. The items appeared one after the other on the 
screen, together with answering alternatives. All text had 
a sound-file connected to it that started as soon as the 
item appeared on the screen. The test could be used with 
any level of reading competence, and the sound of each 
item could be activated by touch as many times as neces-
sary. Items could be skipped and left unanswered, but 
would then be repeated once more towards the end of 
the questionnaire. The first introduction to the comput-
er-based self-screening was done shortly after arrival, 

with one language group at the time. An interpreter 
was present together with maximum five participants, 
as they were instructed in how to use the touch screen. 
They were encouraged to ask clarifying questions as they 
went on with answering the items, all in the same room, 
with earphones on, in order not to disturb each other. 
During the following waves of data collection, the same 
questionnaire was used and translating services were not 
necessary. The results were transported digitally to the 
SPSS files.

Data analysis
Differences in HSCL and PTSS between 0, 4, 15 and 26 
months were assessed by linear mixed effects models by 
categorical time, including an interindividual random 
effect. Relationships between HSCL and PTSS at each 
time point 4 months and characteristics known at that 
time point were assessed by unadjusted and linear regres-
sion. Specifically, covariates were being literate, parents 
deceased, number of adverse events and age assessed 
as 18 years at 4 months. At 15 months, being placed in a 
reception centre for adults or youth was included, and at 
26 months also asylum status: permanent, time-limited or 
refusal of asylum. Due to a low number of missing values 
in the independent variables in the regression analyses 
(at most three missing values on any independent vari-
able), complete case analysis was considered appropriate. 
Non-response analysis during follow-up (4–26 months) 
used a generalised estimating equations (GEE) logistic 
regression by time and baseline HSCL score, reading 
ability, category for parents alive and number of serious 
life events. For descriptive analyses, we used the SPSS 
Version 22 for Windows. Beyond this, data were analysed 
using R (The R Foundation for Statistical Computing, 
Vienna, Austria) with the R package nlme for mixed 
effects models and gee for GEE analyses.22

Results
Three-fourths of the population came from Afghani-
stan, while the remaining came from Somalia and Iran 
(table 1). There were no significant differences between 
the countries of origin and the variables included in 
this article. A minority (36%) were able to read in their 
own language. Mean number of serious lifetime events 
experienced was 6.1 (SD 2.3), range 1–11. Most of the 
participants (96%) had experienced at least one of the 
serious life events listed. The most frequently reported 
experiences were life-threatening events (82%), physical 
abuse (78%) and loss of a close relative (78%). The offi-
cial age assessment found a mean age of 18.4 years (SD 
2.4), range 15–28, which meant that 72 (56%) partici-
pants were considered to be adults. Of this ‘adult’ group, 
36 participants were allowed to stay at the care centres 
for adolescents, while the rest had to move to centres for 
adults. None of the participants received psychiatric treat-
ment during the study. Overall, there were no significant 
changes in the level of symptoms within the study period 
(p 0.084), neither for HSCL (table 2) nor for PTSS.
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Table 1 Baseline characteristics of male unaccompanied 
refugee minors at arrival in Norway  

N=138

Age, self-reported (n=130)

  Mean years (SD)  16.22 (0.84)

  Range  14–20

Age, assessed by authorities (n=132)

  Mean years (SD)  18.22 (2.27)

  Range  15–27

Nationality

  Afghan 102 (73.9)

  Somalian  32 (23.2)

  Iranian   3 (2.2)

  Algerian   1 (0.7)

Literacy, self-reported (n=136)  50 (36.8)

  No loss of parent  30 (21.7)

  Loss of father  60 (43.5)

  Loss of mother   4 (2.9)

  Loss of both parents  25 (18.5)

  Unknown  16 (11.9)

Psychological distress (n=131)

  Mean HSCL (SD)   1.94 (0.58)

  Caseness (n≥2.0)  29 (21.0)

Post-traumatic stress (n=133)

  Mean PTSS (SD)   2.16 (0.62)

  Caseness (n≥2.0)  81 (58.7)

Values are given as number (%) when others not specified.
HSCL, Hopkins Symptom Checklist; PTSS, Post-Traumatic Stress 
Symptom Checklist.

Table 2 MEC for time modelling the course of psychological distress (HSCL) and post-traumatic stress (PTSS) in 
unaccompanied refugee minors after arrival in host country

HSCL PTSS

MEC 95% CI p Value MEC 95% CI p Value

Time 0.136 0.725

4 months versus 0 months 0.04 −0.09 to 0.16 0.557 0.02 −0.12 to 0.15 0.811

15 months versus 0 months 0.14 0.01 to 0.27 0.037 0.03 −0.11 to 0.17 0.671

26 months versus 0 months −0.02 −0.16 to 0.13 0.831 −0.06 −0.21 to 0.09 0.441

HSCL, Hopkins Symptom Checklist; MEC, mixed effect coefficients; PTSS, Post-Traumatic Stress Symptom Checklist.

Tables 3-5 show the associations between variables 
of interest and symptoms of psychological distress at 
different test points. Outcome of age assessment, which 
was known shortly after the first assessment, had no 
significant association with psychological distress at 4 
months (table 3). However, those who were estimated 
to be 18 years or older, had higher levels of symptoms 
at 15 months (table 4) and at 26 months (table 5), but 
not when adjusted for the outcome of the asylum applica-
tions at the 26-month assessment.

One-third of the participants were placed in a reception 
centre for adults. Figure 1 shows the trajectories of psycho-
logical distress for participants placed in a reception 
centre for adults or for youth. Those who were placed in 
a reception centre for adults had higher levels of psycho-
logical distress symptoms both at 15 months (table 4) and 
26 months (table 5) compared with the remaining partic-
ipants who were placed in reception centres for youth. 
However, when adjusted for the outcome of the asylum 
application at the 26-month assessment, the difference 
was not significant.

Final decision on the asylum claims was given between 
the last two test points. Refusal was highly associated with 
higher levels of psychological distress. Achieving time-lim-
ited residence permission was not significantly different 
compared with permanent asylum (table 5). Trajectories 
of psychological distress for those who received refusal 
or acceptance of their asylum application are illustrated 
graphically in figure 2. Refusal was related to the official 
determined age of the asylum seeker. Among the partic-
ipants who were considered to be 18 or more, 52 out of 
72 (72.2%) were refused, compared with 15 out of 59 
(25.4%) among the participants who were considered to 
be under 18 (seven missing).

The symptom scores of the PTSS (not illustrated in the 
tables) showed a similar association as the HSCL scores, 
with higher levels of PTSD symptoms for those placed in a 
reception centre for adults at 15 months (adjusted differ-
ence 0.34, 95% CI 0.06 to 0.63, p=0.017) as well as higher 
symptom scores for those who received a negative result 
for the asylum application at 26 months (adjusted differ-
ence 0.60, 95% CI 0.24 to 0.95, p=0.001).

Loss to follow-up was not significantly related to initial 
levels of distress. Also, none of the baseline covariates 
were significantly related to non-response.

DISCUSSION
The present study is a follow-up of unaccompanied 
refugee minors with four waves of assessment from 
within 3 weeks after arrival to more than 2 years spent in 
the host country. At the group level, the young asylum 
seekers reported high levels of psychological distress 
on arrival and symptom levels that stayed relatively 
unchanged over time. A low level of support during the 
asylum process and a negative outcome of the asylum 
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Table 3 Regression coefficients for literacy, premigration bereavement, serious life events and postmigration age assessment, 
related to course of psychological distress (Hopkins Symptom Checklist) in young male asylum seekers 4 months after arrival 
in host country; results unadjusted and adjusted for the other variables

Unadjusted Adjusted

Coefficient 95% CI p Value Coefficient 95% CI p Value

Being literate 0.348 0.115 to 0.581 0.004 0.262 0.006 to 0.518 0.045

Parents deceased 0.245 0.457

  Unknown versus both alive 0.175 −0.232 to 0.581 0.396 0.146 −0.254 to 0.545 0.472

  One dead versus both alive 0.146 −0.166 to 0.457 0.355 0.182 −0.119 to 0.483 0.234

  Both dead versus both alive −0.172 −0.564 to 0.219 0.384 −0.053 −0.442 to 0.337

Adverse events 0.066 0.015 to 0.116 0.012 0.046 −0.006 to 0.098 0.084

Age assessed≥18 years 0.126 −0.118 to 0.370 0.308 0.068 −0.191 to 0.326 0.604

Table 4 Regression coefficients for literacy, premigration bereavement, serious life events and postmigration age assessment, 
in addition to asylum seeker facilities, related to course of psychological distress (Hopkins Symptom Checklist) in young male 
asylum seekers 15 months after arrival in host country; results unadjusted and adjusted for the other variables

Unadjusted Adjusted

Coefficient 95% CI p Value Coefficient 95% CI p Value

Being literate 0.054 −0.254 to 0.363 0.727 0.008 −0.296 to 0.313 0.957

Parents deceased 0.134 0.073

  Unknown versus both alive 0.240 −0.278 to 0.757 0.359 0.346 −0.133 to 0.825 0.154

  One dead versus both alive 0.253 −0.141 to 0.646 0.206 0.317 −0.051 to 0.684 0.090

  Both dead versus both alive 0.581 0.097 to 1.065 0.019 0.626 0.157 to 1.094 0.010

Adverse events 0.039 −0.030 to 0.107 0.262 0.054 −0.010 to  0.119 0.099

Age assessed≥18 years 0.522 0.238 to 0.805 <0.001 0.375 0.058 to 0.692 0.021

Adult reception centre 0.464 0.136 to 0.792 0.006 0.354 0.011 to 0.695 0.043

application were associated with higher levels of psycho-
logical distress.

Determination of the legal status of the asylum seekers 
involved age assessment procedures, with X-rays and 
dental examinations for all participants in this study. This 
resulted in a considerable gap between self-reported age 
and the official age estimates designated by the immi-
gration authorities. On the basis of these examinations, 
55% of the asylum seekers were considered to be at least 
the age of 18 and thus did not achieve a UM status. They 
risked being moved to a facility for adults, with low levels 
of support and care, and limited access to education and 
leisure activities. Also, the likelihood of being granted 
asylum was related to age, as illustrated by the numbers of 
children and adults in our study who got refusal of their 
claims.

The results from our study are in agreement with other 
studies that have found that high-support housing, with 
sufficient supervision, was associated with lower levels 
of psychological symptoms.5 Others have also described 
problems directly connected to the asylum process and 
have registered them as components in a list of postmi-
gration stressors.9 A weakness with most of these studies, 
are cross-sectional designs where there are no base-
line measurements. Only a few studies have repeated 

assessments6 where problems directly connected to the 
asylum process, such as age-assessment procedures, lack 
of adequate housing, low support, and so on, have been 
evaluated. The complexity of factors contributing to the 
increasing health risk make it difficult to draw specific 
conclusions within the total burden of stressors.

In all studies with UM, it is likely that there will be some 
uncertainty concerning the participants’ true chrono-
logical age.3 Defined to be overage, in the present study, 
was not significantly related to the symptom scores at the 
4-month assessment, and there was no indication that this 
process was stressful in itself. The age designated by the 
authorities, determined what type of housing and level of 
care that was offered during the remaining asylum proce-
dure. This meant that many of the participants had to 
live in a reception centre for adults, where they had no 
guardian, no school, had to cook for themselves and 
budget their benefits. Our findings that this group had 
higher levels of psychological distress add further evidence 
that living conditions in the asylum seeking period may 
influence the mental health of young refugees.6 9 It was 
probably known in the community and among the youth 
that being categorised as an adult increased the risk of 
asylum refusal. This factor is impossible to separate from 
the expectations associated with the placement in youth 
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Table 5 Regression coefficients for literacy, premigration bereavement, serious life events and postmigration age assessment, 
asylum seeker facilities, in addition to asylum status, related to course of psychological distress (Hopkins Symptom Checklist) 
in young male asylum seekers 26 months after arrival in host country; results unadjusted and adjusted for the other variables

Unadjusted Adjusted

Coefficient 95% CI p Value Coefficient 95% CI p Value

Being literate 0.025 −0.305 to 0.355 0.881 −0.040 −0.322 to 0.242 0.777

Parents deceased 0.043 0.038

  Unknown versus both alive 0.591 0.021 to 1.162 0.042 0.562 0.076 to 1.047 0.024

  One dead versus both alive 0.261 −0.130 to 0.652 0.187 0.384 0.049 to 0.719 0.025

  Both dead versus both alive 0.670 0.160 to 1.180 0.011 0.532 0.088 to 0.976 0.020

Adverse events −0.059 −0.126 to 0.008 0.083 −0.041 −0.097 to 0.016 0.155

Age assessed≥18 years 0.392 0.086 to 0.697 0.013 −0.070 −0.428 to 0.288 0.696

Adult reception centre 0.717 0.372 to 1.063 <0.001 0.272 −0.169 to 0.712 0.222

Asylum status (vs acceptance) <0.001 0.017

  Time-limited asylum −0.035 −0.391 to 0.320 0.844 −0.103 −0.498 to 0.292 0.602

  Refusal of asylum 0.787 0.402 to 1.172 <0.001 0.590 0.122 to 1.059 0.015

Figure 1 Course of psychological distress (Hopkins 
Symptom Checklist (HSCL)) during follow-up of asylum 
seekers placed in asylum centres for adults (n=38) and 
asylum seekers placed in asylum centres for youth (n=100).

Figure 2 Course of psychological distress (Hopkins 
Symptom Checklist (HSCL)) during follow-up of asylum 
seekers who received refusal of asylum (n=67) and asylum 
seekers who received residence permission or time-limited 
asylum (n=64).

or adult reception centres. There should be a cautious 
interpretation of the results because of this clustering 
of risk factors. It is also possible that the asylum inter-
views were more adversarial for those who had adverse 
age assessments. These interviews happened early in the 
asylum trajectories, but these official age assessments may 
have been used to question testimonial credibility in the 
asylum process.

The outcome of the individual asylum applications was 
revealed to the asylum seekers between 1 and 2 years after 
the arrival, and the negative impact of refusal was as expected 
since several studies have found that difficulties obtaining 
legal residence are associated with a range of psychological 
problems for this group.6 We also know that longitudinal 

studies indicate a trend towards reduction of mental health 
symptoms for resettled refugees over time.23 In a follow-up 
study of 131 young refugees in Denmark, the long-term 
effects of premigration adversity were mediated by a variety 
of factors connected to social life.24 Another study suggests 
positive health effects on receiving permanent residence 
mediated through improved living conditions.25 This, in 
association with our findings, emphasises the importance 
of a supportive postmigration environment for all refu-
gees with premigratory experiences of serious trauma and 
human rights violations.

Strengths of our study include a longitudinal design, 
with first assessment within 3 weeks after arrival to the host 
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country and repeated measures. We used computer-based 
assessment with the same audio-translations throughout 
the study and did not need to use interpreters in order 
to complete the psychometric measures at follow-up. Due 
to a random selection of participants, we consider the 
sample to be representative for the refugees arriving to 
Norway in the beginning of the century. However, selec-
tion of participants was limited to the most common 
nationality groups arriving in Norway in this period and 
may limit the generalisation of our findings to refugees 
in general.

High attrition rate due to the fact that asylum seekers 
tend to move between and within countries, and that 
many were told to leave the country, may have biased our 
findings. It is also possible that our research team was not 
viewed as independent from the authorities, even though 
we stressed this fact when we informed about the project. 
Finally, we have no data as to whether poor mental health 
might have affected the likelihood of asylum. Mental 
health is generally not an issue in the processing of 
asylum applications in Norway. Also, the baseline levels 
of mental health did not differ between participants that 
later received asylum and those who did not.

Implications
Our study shows that young asylum seekers may spend 
considerable time in a safe Western country, without 
recovering from the distress they have when they arrive in 
the host country. A reason for the continuing psycholog-
ical health problems in this non-clinical group of youth 
can possibly be found in the living conditions and the 
level of care that is provided.

Adolescence is a challenging transition period for most 
people. Fleeing to a foreign country without parents or 
other caregivers makes this life period even more chal-
lenging for young refugees and puts a considerable 
responsibility on the receiving countries. The burden 
of increasing numbers of asylum seekers challenges the 
political intentions of the UN Convention on the Rights 
of the Child to always give precedence to ‘the best interest 
of the child’.26 It is emphasised that safety and dignity 
in the use of medical assessments should be applied as 
a supplement to evaluations of the physical appearance 
and the psychological maturity of the child.

An important objection to the use of dental/bone-age 
assessments is their lack of precision, especially around 
the time of puberty. The tests have been criticised for 
their large margins of error and their inadequacy in 
determining chronological age.3 Professionals in various 
countries have differed with some doctors refusing to 
take part in such tests, while others have argued that these 
assessments are the best practice available.

Needs of vulnerable adolescents and young adults in 
a stressful life situation deserve high priority and should 
be a main focus regardless of the outcome of age assess-
ments.27 It is noteworthy that access to psychiatric care 
was not evident for any of the participants although a 
majority of this sample had symptom levels suggesting 

a positive diagnosis of PTSD. This may reflect a lack of 
resources available for this population or reluctance to 
ask for healthcare.

In our society, turning 18 is usually considered a transi-
tion point from child to adult. Yet with the limitations of 
the age-determining process, we cannot know for certain 
that this milestone has been reached. The consequences 
of this uncertainty can have legal, social and material 
implications.28 If a child is put under difficult living condi-
tions, where previous human support and education are 
withdrawn, this can have unintended negative effects on 
these young individuals transitioning into adulthood. 
Some child protection services argue that vulnerable 
young adults are still in need of support and care after 
the age of 1829 and need to receive specialised care into 
their 20s.30 Future studies should focus on how mental 
health and resilience evolve over a longer time span and 
evaluate specific interventions and appropriate levels of 
care for young refugees.
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