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Abstract 

Unaccompanied refugee minors are a particularly vulnerable group. The aim of this 

study is to increase our knowledge about possible pathways to wellbeing and integration for 

unaccompanied refugee minors as they strive to establish new lives in a host county. The 

present study followed a group of youth who fled to Norway without their caregivers at three 

time points; 6 months (n=95; M age=13.8, 80% boys), 2 years (n=78; M age = 16.5, 83% 

boys), and 5 years (n=47; M age 20.0, 83% boys) after arrival. Linear mixed effects models 

were used to assess whether age, gender, and trauma exposure prior to arrival were associated 

with levels and changes in symptoms of posttraumatic stress (PTS), depression, anxiety, and 

externalizing symptoms over time. Regression analyses were conducted to examine whether 

daily hassles, perceived social support, and new trauma experiences predict PTS, 

internalization, externalization, and somatization. The mean levels of depression had 

decreased significantly at five years but mean levels of anxiety, PTS and externalizing 

symptoms did not. Females and severely trauma-exposed had higher levels of symptoms. 

Higher age was associated with less change in symptoms of depression and posttraumatic 

stress over time. Five years after arrival, many still experienced clinical levels of mental 

health problems, and level of daily hassles was an important predictor. Support may be 

needed not only at arrival to handle mental health problems in general and post-traumatic 

stress in particular, but also after resettlement. Help to manage daily hassles may be especially 

important to ensure wellbeing and integration.  

  

 

Key words: Asylum seekers; daily hassles, social support, mental health trajectories, trauma, 

somatic complaints 
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According to the United Nations Health Commissioner for Refugees, over 68 million people 

were in 2017 displaced by conflict or persecution. Many of these are children and adolescents 

who, for different reasons, are not accompanied by their caregivers [1]. These youth are often 

considered to be the most vulnerable group of refugees [2,3]. The strains associated with pre-

flight experiences, experiences during their flight, and challenges when arriving to their 

hosting country add up and may contribute to their mental health status and development [4]. 

In fact, some studies have shown that unaccompanied refugee minors are overrepresented in 

psychiatric inpatient care [5]. The majority of these youth have experienced severe traumas 

such as interpersonal violence and abuse, and many have clinically elevated symptoms of 

post-traumatic stress (PTS), depression, anxiety and externalizing problems [6-10], that 

persist [11-13]. Although unaccompanied refugee minors are thought to be greatly at risk for 

developing mental health problems [3,14-17], very few studies have followed these youth 

over time from arrival at a host country until resettlement in the municipalities [18,13]. 

Longitudinal studies of refugees are challenging to conduct partly because they often are hard 

to reach. They move frequently, change their names and many change their phone numbers. 

As time goes by many are also sent out of the host country because of lack of official papers 

and documentation. Some choose also to hide in fear of being sent back to their country of 

origin. Because of this we know very little about predictors of long-term mental health 

problems. Particularly longitudinal studies that focus on those arriving in their host country 

when they are 16 years of age or younger are scarce. These children are not only subject to 

increased risk of mental health problems because of separation from caregivers in their home 

countries, but also because of high risk for trauma exposure during their flight because they 

lack protection [2]. Many also experience stress and loneliness after arrival [15]. Since they 

do not have trusting adults that can help them adjust, it is not surprising that rates of mental 

health problems after resettlement are high, with posttraumatic stress disorder (PTSD), 

depression and anxiety being most common [14,6,7]. One can expect younger children to be 

more at risk since they are more dependent on adults for protection and help in regulating 

stress. Studies have shown that there is an association between the exposure to pre-migration 

trauma and PTSD in refugee youth [17]. Also several studies show that girls are more at risk 

for developing PTSD than boys [19]. Although a clear understanding of why this may be is 

lacking, it may reflect that girls more often are exposed to interpersonal trauma. High levels 

of somatic complaints have also been reported and the existing literature suggests that there is 

a significant and positive relation between traumatization and somatization in adult refugee 
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populations [20,21]. However, studies examining somatic complaints are scarce [22], and to 

our knowledge, only one study has examined somatic symptoms in refugee minors [23]. In 

this study, seeking medical care for somatic symptoms was associated with behavioral or 

emotional disorders for most of the youth.   

However it is important to keep in mind that not all unaccompanied refugee minors 

develop mental health or somatic problems, and high rates of resilience are also reported 

[24,15,25,26]. Several studies have shown that social support is a protective factor and that 

lack of social support sets traumatized youth at risk [27-29]. Strong social support in the host 

country has been shown to be important for young unaccompanied refugee minors’ mental 

health as well [17,30]. Oppedal & Idsøe [24] found for instance that social support was 

associated with symptoms of depression but not PTSD, while others have found an effect for 

both [31]. In a study from Germany, the importance of  perceived social support from family, 

peers, and adult mentors was examined in 105 male unaccompanied refugee minors from 

Syria and Afghanistan [30]. Their findings show that high levels of social support from a 

mentor moderated the association between the number of serious life events the youth had 

experienced and symptoms of PTSD, depression, and anxiety. They also found a moderating 

effect of peer support on the relationship between the number of serious life events and 

anxiety symptoms. Family support had no moderating effects. The study shows that different 

types of social support may be helpful in different ways and support needs to be adapted to 

the youths’ particular needs. These studies are in line with numerous others showing that 

social support is important for recovering after trauma [19]. It is important to keep in mind 

that for youth and young people, migration-related stress intersect with other changes that also 

non-migrant youth face, such as the transition to adulthood. When transitioning to adulthood, 

social support and the ability to form new attachments may be formative and influence mental 

health trajectories, particularly for young persons who have no or very little family ties in 

their country of residence.  

When youth arrive safely in a country, they may experience relief and hope during 

their initial time in their host country (also referred to as honeymoon effect) [32]. 

Nonetheless, as time goes by, these feelings may be overshadowed by stress and daily hassles 

in their everyday life. Unaccompanied refugee minors must cope with the traumatic memories 

of past experiences while dealing with a new and uncertain life situation in a foreign country 

without the emotional support from their caregivers. While the role of daily hassles such as 

discrimination, stress related to legal procedures, living circumstances, lack of money, 

difficulty making friends etc. have been documented for accompanied refugee minors 
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[18,33,34], much less is known about unaccompanied refugee minors. To our knowledge, 

only a few studies have examined the impact of daily hassles for unaccompanied refugee 

minors, although none of these include the youngest age groups. Seglem et al. [35] compared 

daily hassles experienced by resettled unaccompanied refugee minors and ethnic minority 

youth and majority youth in Norway. Unaccompanied refugees reported higher levels of daily 

hassles than the other two groups. Daily hassles predicted lower life satisfaction and more 

depressive symptoms across groups. A negative relationship between daily hassles and 

depression has also been found to predict negative health trajectories [36]. Vervliet et al. [13] 

also found that the number of daily stressors had a significant impact on mental health 

problems. In this study, the youth were followed 6 and 18 months after arriving in Belgium, 

and the mean number of reported daily stressors increased over time. Importantly though, a 

large minority of the unaccompanied refugee minors reported few or no daily stressors. The 

authors conclude that longer follow-up periods are needed to entangle the relationship 

between earlier and ongoing stress and how this relates to mental health trajectories in 

unaccompanied refugee minors.  

In sum, more longitudinal studies are needed to understand the relationship between 

trauma exposure, post migration stressors, social support, and mental health [37]. 

Understanding how trajectories of mental health problems unfold over time and what 

contributes to positive health may help us to target interventions and build support systems 

that ease the process towards integration and increase unaccompanied refugee minors’ 

chances to succeed in their resettlement country. 

In this paper, we investigate unaccompanied refugee minors mental health trajectories 

over three time points. First approximately 6 months after arrival to Norway, second about 

two years later when the youths were resettled in the municipalities, and lastly when the 

youths had been living in Norway for approximately five years. The study is guided by a 

conceptual model for predicting mental health problems assuming that the factors influencing 

mental health are multiple and consist of risks and protective factors. The model includes pre-

migrant factors such as age, gender, and trauma exposure, along with possible maintaining 

post-migrant factors such as daily hassles and new trauma exposures. Social support is 

thought to be a protective factor.  

This study builds on previous studies reporting on mental health problems in this 

group at six months (Masked for review) and two years (Masked for review) after arrival, by 

examining changes in mental health problems, as well as predictors of levels of current mental 
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health problems at five years. More specifically, we will examine the following research 

questions: 

1) To what extent have levels of mental health problems in unaccompanied refugee minors 

changed over the five years since their arrival in Norway?  

2) To what extent does age, gender, and trauma exposure prior to arrival relate to changes in 

mental health problems over this time period?  

3) To what extent do the youth report mental health problems after five years in Norway, in 

terms of levels of posttraumatic stress symptoms, general psychological distress (anxiety, 

depression, externalizing symptoms), and somatic complaints?  

4) To what extent do daily hassles, trauma exposure after arrival to Norway, and perceived 

social support relate to unaccompanied refugee minors´ levels of mental health problems 

after five years in Norway? 

 

Method 

Procedure and participants 

In this study we follow a group of youth who fled to Norway without a caregiver. The mean 

age of the children was 13.8 years. In Norway, unaccompanied refugees under 16 years of age 

are put in the care of the State Child Protection Services. The children are placed in small care 

centers while waiting to be settled or returned. Upon granted asylum, they are moved into the 

municipalities and often placed together with 4-6 other refugee youth in apartment units. Here 

they are attended to by social workers. 

The youth were originally recruited from five of six care centers that could 

accommodate a total of 118 youth. The participants were representative regarding gender 

distribution and country of origin.  

The first wave of data (T1) was collected approximately 6 months after arrival (M = 6 

months, SD = 5 months, range 1-24 months), the second wave (T2) about two years after 

arrival (M = 1.9 years, SD = 6 months, range 0.9 to 2.8 years), and the third wave (T3) about 

five years after arrival. The T3 assessments were conducted from May 2016 to February 

2017.  

The total sample consisted of 98 unaccompanied refugee minors (81% boys, n =79). 

All participants at T1 and T2 were asked if they could be contacted for further follow-up 

interviews. Those youth who agreed were contacted by telephone. At T1, 95 youth responded 

to the relevant variables (80% boys, n = 76), 78 responded at T2 (83% boys, n = 65), and 47 

at T3 (83% boys, n= 39). Their mean self-reported age was 13.8, SD = 1.4 at T1; 16.5 years, 
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SD =1.6 at T2, and 20.0 years, SD = 1.6 at T3. A majority was from Afghanistan (n=22). 

From T1 to T2 there were in total 20 drop outs. Of these, 11 did not wish to participate, and 

the remaining nine had either left the country or had disappeared. After five years, another 31 

youth did not participate. Of these, 17 did not wish to participate, 10 were not found, and 4 

agreed to participate but we were not able to reach an agreement for time of interview. What 

we know of, at least 11 of the 21 who we did reach at T3 were either in school and/or had a 

job, one was in prison and one had his own family with partner and a child. 

We do not have information on how much or what kind of psychosocial help the 

participants have received, but 19 of the 45 youth who at T3 gave consent for us to collect this 

information have had some contact with child and adolescent mental health services 

according to data from the Norwegian Patient Registry.  

All of the interviews were conducted face to face at a location chosen by the youth, 

either in their homes, in public meeting rooms, or at the research center. For a more detailed 

description of the sample and recruitment process, see [papers masked for review].    

 

 

Measures  

Symptoms of anxiety, depression, and externalizing were measured with the Hopkins 

Symptom Checklist-37 (HSCL-37A) [38] at T1, T2, and T3. HSCL-37A is a modified version 

of HSCL-25 specifically developed for unaccompanied asylum-seeking children [39]. This 

self-report measure includes subscales measuring symptoms of anxiety (10 items, e.g. Feeling 

tense or keyed up), depression (15 items, e.g. Crying easily), and externalizing (12 items; e.g., 

Arguing often). The items are rated on a 4-point scale that ranges from 1 (not at all) to 4 (very 

much) with a sum score from 37 to 148. At T1 and T2, four items related to alcohol, drugs, 

and loss of sexual interest were considered inappropriate due to the participants’ young age, 

and were omitted and scored as 1 (never). At T3 however, these were administered. The 

suggested clinical cut-off values are as follows: total score 69.0, anxiety 20.0, and 

depression 33.2. No cut-off score has been suggested for the externalizing scale [40]. In the 

current study, the Cronbach’s alphas for the total scale were .90, .94, and .96 at T1, T2, and 

T3, respectively. For the anxiety subscale the corresponding numbers were .77, .90, and .94, 

and for the depression subscale .86, .91, and .95. For the externalizing subscale the numbers 

were .62, .64, and .65.  

Posttraumatic stress symptoms were measured by The Child PTSD Symptom Scale 

(CPSS) [41] at T1, T2, and T3. The CPSS is a 17-item self-report questionnaire developed for 



 

8 
 

children and adolescents between 10 and 18 years. The CPSS measures PTSD symptoms 

according to the DSM-IV; comprising re-experiencing (5 items, e.g., having bad dreams or 

nightmares), avoidance (7 items, e.g., Tried not to think, talk or feel about the event(s)) and 

hyperarousal (5 items, e.g., Trouble falling asleep or sleeping through the night). Symptom 

frequency for the previous two weeks are rated using a 4-point scale from 0 (Not at all) to 3 (5 

or more times a week/almost always). Total sum score ranges from 0 to 51. The CPSS has 

demonstrated convergent validity, internal consistency, and test-retest reliability [41]. In the 

current study, Cronbach’s alphas for the 17 items at T1, T2, and T3 were .86, .91, and .93, 

respectively. The recommended cut-off score indicating clinical elevated symptoms is a total 

score of 11 or higher [41]. 

Somatization was measured by Children’s Somatization Inventory Short form, CSSI-8 

[42] at T3. CSSI-8 includes eight questions on somatization, including pain in stomach, head, 

lower back, and arms/legs, faintness/dizziness, rapid heartbeat, nausea/stomach problems, and 

weakness. It is revised from CSSI-24 for use in a study on the 2011 Utøya attack [43], in 

cooperation with the developer. The items are scored on a five-point scale from 0 (not at all) 

to 4 (a whole lot). A summed score was calculated by summing the responses to all the items. 

A higher sum score indicates more somatization. In the current study, the Cronbach’s alpha 

was .91.  

Exposure to trauma prior to arrival to Norway was measured by the Stressful Life 

Events (SLE) [44] at T1 and T2. This checklist includes 12 dichotomous (yes/no) questions 

about the experience of severe life events such as separation from family, violence, and war 

exposure.  

Exposure to trauma after arrival in Norway was measured at T3 by asking 15 trauma 

exposure questions (i.e. sexual abuse, physical violence (at home or in the community), 

serious bullying, war/terror, natural disaster, death of a close person, serious accident, 

hospitalization or severe illness. Answer alternatives are yes/no. A total score of number of 

trauma experiences were calculated.  

Daily hassles were measured by the Daily Stressors Scale for Young Refugees 

(DSSYR) (Vervliet, Lammertyn, Broekaert, & Derluyn, 2014) at T3. This scale includes 16 

questions on experiences of daily stress and negative life events (e.g. social stressors, material 

stressors, discrimination, and other stressors related to their specific situation such as feelings 

of insecurity, worries about family) the last month, on a scale from 1 (not at all) to 4 (very 

much). Responses were summed, so that a higher score indicates more daily stress. In the 

current study, the Cronbach´s alpha was .88. 



 

9 
 

Social support was measured by seven items from the Duke-UNC Functional Social 

Support Questionnaire, FSSQ [45] at T3. In the current study, item 5 about economic support 

was omitted. It is scored from 1 (much less than I would like to) to 5 (as much as I would 

like). A summed score was calculated. A higher score indicates higher levels of social 

support. In the current study, the Cronbach´s alpha was .86. 

 

Analyses 

To address aim 1, linear mixed effect models were used. We regressed anxiety 

symptoms, depression symptoms, externalizing, and posttraumatic stress symptoms on time 

treated as a categorical predictor. To address aim 2, we conducted two sets of analyses. First, 

we conducted analyses regressing the four outcome variables on background predictors (age, 

gender, and trauma exposure prior to arrival). Second, we did a new set of analyses adding 

interaction terms between time and these predictors. In these models age was centered at 15 

years, and number of prior trauma exposure was centered at 5, and if interaction effects were 

significant or close to significant, we also investigated whether centering at other values 

(somewhat lower and higher than the original centering) would provide similar results. Aim 3 

was addressed by descriptive analyses, and aim 4 by using linear regression models. Anxiety 

symptoms, depression symptoms, externalizing, posttraumatic stress symptoms, and 

somatization at T3 were regressed on the concurrent predictors (social support, daily hassles, 

and trauma exposure after T1). Linear regression models and mixed effects models were 

estimated using the R, with packages nlme [46], and lm.beta [47].   

 

Missing data 

Most of the missing data was due to wave nonresponse. Among the 98 participants, 46 

(46.9 %) provided data at all three time points; 33 (33.7 %) provided data at two of three time 

points (either at T1 and T2, T2 and T3, or T1 and T3), whereas 19 (19.4 %) provided data at 

only one time point (T1, T2, or T3). To assess selective participation, the participation at T2 

was regressed on scores of CPSS and HSCL at T1, and participation at T3 was regressed on 

scores of CPSS and HSCL at T1 and T2 (separately). Logistic regressions indicated that 

missing data were not significantly related to neither CPSS nor HSCL. For research question 

1 and 2, the total sample (n = 98) was used. For research question 3 and 4, the individuals 

who were reachable at five years follow-up (n = 47) was used. Total scores were computed if 

the participant had responded to at least half of the items of the scale (according to the “half 

item rule”).  
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Results 

Change in mental health problems 

Table 1 presents descriptive characteristics of the main study variables in this study. 

At T1, our sample consisted of 95 individuals (80 % boys, n = 76), and the mean age was 13.8 

years. Prior to their arrival in Norway, the participants had experienced a mean of 5.7 stressful 

life events, the most prevalent being death of a close person (66 %, n = 63), witnessing 

violence (66 %, n = 63), and war (66 %, n = 62).The percentages scoring above cutoff on 

general psychological distress were 22.6 at T1, 20.0 at T2, and 19.6 at T3, whereas the 

percentages scoring above cutoff on posttraumatic stress symptoms at the same time points 

were 62.5, 55.8, and 41.9. Box and whisker plots of anxiety symptoms, depression symptoms, 

externalizing, and posttraumatic stress at all three time points are presented in Figure 1. As 

can be seen, the respondents scored over time relatively high on symptoms of anxiety, 

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

Table 2 shows that the unaccompanied refugee minors reported significantly lower 

levels of symptoms of depression, and marginally significant lower levels of posttraumatic 

stress after five years in Norway compared to at six months after arrival. No significant 

differences between T1 and T2 were found. In addition, no significant overall time differences 

in anxiety symptoms or externalizing were found. Thus, whereas we found no evidence 

indicating that the mean levels of mental health problems changed during the first two years, 

the mean levels of depression had decreased at five years after arrival.  

 

Predictors of change in mental health problems 

Adjusted for time, age and traumatic exposure, female gender was associated with 

higher levels of both symptoms of anxiety, depression, and posttraumatic stress symptoms, 

but not with externalizing symptoms (see Table 3). Similarly, adjusted for time, age, and 

gender, higher level of prior trauma exposure was associated with higher levels of anxiety, 

depression, and posttraumatic stress symptoms. Age was not significantly related to any of the 

mental health problems. Thus, prior trauma exposure and female gender, but not age, were 

associated with higher levels of mental health problems.  

In order to test whether the effects of time on the four outcome variables were 

dependent upon levels of the predictors, we specified a model that included interaction 

between time and each of the predictors. For anxiety symptoms, we found no significant 

interaction effects between time and gender (p = .111) or time and prior exposure (p = .170), 

but a significant interaction between time and age (p = .034). Inspection the plot of the course 
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of estimated anxiety symptoms over time (Figure 2, left panel) reveals that young age is 

associated with a more positive course over time. This suggest that lower age was associated 

with a greater effect of time on anxiety symptoms; that older adolescents reported a slower 

rate of recovery compared to the younger adolescents.  

For depressive symptoms, we found no significant interaction effects between time 

and age (p = .114), time and prior exposure (p = .568), and a marginally significant interaction 

between time and gender (p = .047). However, instable results shown by wide confidence 

intervals for random effects weaken our confidence in this model. Furthermore, for 

externalizing, we found no significant interaction between time and gender (p = .500), time 

and prior exposure (p = .732), or time and age (p = .095).  

There were no significant interactions between time and gender (p = .507), or time and 

prior exposure (p = .172), on posttraumatic stress symptoms. In contrast, we found a 

significant interaction effect between time and age (p = .001). Similar as for anxiety 

symptoms, the interaction plot (Figure 2, right panel) indicates that young age is associated 

with a more positive course over time.  

 

Mental health status five years after arrival, and predictors 

Even though the average levels of symptoms of depression and posttraumatic stress 

had decreased five years after arrival, a considerable percentage of these youth still reported 

mental health problems. As can be seen in Table 1, approximately 24 % scored over cut off 

for depression symptoms, 15 % over cutoff for anxiety symptoms, and 42 % scored above 

cutoff for posttraumatic stress symptoms. Furthermore, the mean level of somatization (range 

0 – 32) was 14.0 (SD = 7.6).  

Next, we examined predictors of mental health status five years after arrival. 

Approximately 60 % reported that they receive less social support than they would like on at 

least one of the seven items. For example, 32 % reported that they experience “much less than 

they would like”, “less than they would like”, or “some, but would like more” of the 

following: “I have people around me who cares about what happens to me.” The most 

common daily hassles that the youth responded “much” or “very much” to were: too little 

money (27 %), feeling unsafe (22 %), unsure about the future (20 %), and difficulties getting 

documents from the authorities (17 %). Furthermore, the youth reported a mean number of 2.7 

new traumas after arrival to Norway. More specifically, 55 % of those who responded (n = 

24) had witnessed violence, 51 % (n = 23) had experienced the death or illness by close 

person, 33 % (n = 15) had witnessed violence where they live, 24 % (n = 11) had experienced 
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a medical trauma, 27 % (n = 12) reported a serious accident, 21 % (n = 9) a natural disaster, 

16 % (n = 7) having been beaten or hurt by another person, 13 % (n = 6) had experienced 

bullying, 9 % (n = 4) had experienced having been beaten, hit or threatened to be beaten or hit 

by an employee where they have lived, and 4 % (n = 2) had been sexual assaulted.  

Table 4 presents relationships between these predictors (social support, daily hassles, 

and trauma exposure after arrival) and concurrent mental health problems (symptoms of 

anxiety, depression, externalizing, posttraumatic stress, and somatization) five years after 

arrival. Unadjusted, low levels of social support and high levels of daily hassles was 

associated with high levels of symptoms of anxiety, depression, externalizing, as well as 

posttraumatic stress symptoms. Trauma exposure after arrival was not significantly associated 

with any of the mental health problems. Only high levels of daily hassles but not social 

support or trauma exposure after arrival was significantly associated with high levels of 

somatization. When adjusted for each other, the associations between high levels daily hassles 

and high levels mental health problems were the only that remained significant. 

 

Discussion 

This study aimed to increase our knowledge about the mental health status of the 

youngest unaccompanied refugee minors after five years in Norway, and to identify predictors 

of changes in their mental health during these five years. There were four main findings. 

First, whereas there was little change from arrival to two years after, the mean levels 

of depression had decreased at five years. In contrast, neither levels of externalizing 

symptoms, anxiety, nor posttraumatic stress symptoms seemed to have changed substantially. 

Second, female gender and high levels of trauma exposure were associated with general high 

levels of all symptoms, except externalizing, over the five years. In addition, higher age was 

associated with less change in symptoms of depression and posttraumatic stress over time. 

Third, five years after arrival a considerable percentage still experienced clinical levels of 

mental health problems. For example, 15 % reported depressive symptoms above the clinical 

cut-off, 24 % reported anxiety symptoms above the clinical cut-off, and 42 % reported 

clinically significant levels of posttraumatic stress symptoms. In addition, many reported 

health problems such as head- and stomachaches. Lastly, high levels of mental health 

problems five years after arrival was associated with both low levels of social support and 

high levels of daily stress when not adjusted for each other. When both were taken into 

account, only levels of daily stress were associated with mental health problems.  
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The finding that the level of mental health problems remain generally high after 5 

years in Norway is disturbing. Particularly post-traumatic stress in children tends to become 

chronic if untreated [48], pointing to the need for better services for these youth. The finding 

that more trauma exposure is related to more mental health problems is not surprising and is 

in line with numerous studies [19]. Also, girls have been shown to be more at risk for 

developing post-traumatic stress reactions than boys, possibly a reflection of more 

interpersonal trauma experiences [19]. The older children were also particularly at risk. This 

is in line with meta analyses showing that older age is associated with more stable trajectories 

(i.e. less reduction in symptoms), at least for PTSD [48]. In this study we expected younger 

age to be a risk factor since these youth had fled from their home countries without adult 

protection and comfort and thus had little help from trusting adults to make meaning of their 

experiences and help regulate affect. This unexpected finding may, however, reflect that the 

younger children were more often placed in foster homes and therefore had more 

opportunities for building trusting relationships and to establish new adult attachment figures. 

Studies have shown that experiencing multiple childhood adverse experiences lead to 

a range of mental health problems and that childhood adversities are associated with almost 

30 % of all onsets of psychiatric disorders [49]. The findings in this study shows that the 

youth not only have experienced multiple traumas in their home countries and during flight, 

but that many continue to experience new traumas and have many daily hassles to overcome 

in their host country. The finding that many had experienced new traumas and particularly 

violence in their homes after arrival, (although this was not found to predict the sustainment 

of mental health problems), is alarming. Although the youth cannot be protected from all 

adversities, such as the death of family members in their home countries, which was 

commonly reported, they should be able to feel safe in their own homes. Taking into 

consideration the cumulative risk related to adversities, effort should be put into reduce 

exposure to new adversities.   

High levels of daily hassles was also associated with all mental health problems and 

somatic complaints. This finding is in line with other studies showing that the number of daily 

hassles lead to higher symptom levels of depression [13,36], anxiety and PTSD [13], albeit no 

studies have examined the relationship between somatic complaints and daily hassles before. 

Daily hassles are day-to-day routine challenges that all youth experience [50], and although 

they may be relatively minor or routine, studies have shown they tend to have more proximal 

effects on well-being than many major life events [51]. According to Almeida [52], daily 

hassles exert their influence through separate and immediate direct effects on emotional and 
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physical functioning. They tend to accumulate and create continual frustration that increase 

the risk of serious mental health problems. In this study the youth’s earlier experiences seem 

to be exacerbated by post-migration stress, such as uncertainty about asylum status, 

loneliness, and worry. These youth also have to learn a new language and understand the 

cultural environment in school and in the workplace. The results suggest therefore that 

support is needed not only to handle pre-migration traumatization, but also to address on-

going and everyday stress and hassles experienced during resettlement.  

The youth in this study are in a period of transition from childhood to adulthood, a 

period many experiences as challenging. While most adolescents have family to support them 

in this transition, most unaccompanied refugee minors do not, and this study underscores the 

importance social support may have on adjustment. Social support has been found to alleviate 

effects of both trauma [29,18,30], and daily stress [53]. For example, La Greca, Silverman, 

Lai, and Jaccard [54] identified less social support, high anxiety and poor emotion regulation 

as key predictors of whether elevated PTSD symptoms would decline or remain chronic. 

Oppedal and Idsoe [24] found that social support had direct effects on depression but not 

PTSD in a group of resettled unaccompanied minors. They also found that social support had 

indirect effects though increasing culture competence that may aid the young refugees in 

dealing with discrimination which again is a source of daily stress. A study by Sierau and 

colleagues from Germany [30] showed that support from different social networks may have 

different effects on youth’s mental health trajectories. In the current study, high levels of 

mental health problems was associated with both low levels of social support and high levels 

of daily hassles but when both were taken into account, only levels of daily hassles were 

associated with mental health problems. Taken together the findings suggest that helping 

youth build social relationships that are supportive, seeking to alleviate daily hassles that 

cause stress in their lives, reducing the risk for new traumatization and providing help for 

prevailing mental health issues and somatic complaints should be the target for social and 

psychological interventions.    

This study adds to our understanding about an understudied group, and has several 

strengths. First, not many studies have focused on the youngest group of unaccompanied 

refugee minors, and to our knowledge, none have examined mental health changes over a 

period of five years for this young group of children. It is also considered a strength that the 

study included females as this is a group that is underrepresented in most studies on 

unaccompanied refugee minors. Secondly, hardly any studies have examined somatic 

complaints in refugee children. Third, the relationship between risk (early and ongoing 
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trauma, daily hassles) and protective factors (social support) is poorly understood and this 

study contributes to our knowledge of important factors that may contribute to the 

development and maintenance of mental health problems in this highly vulnerable group of 

children. However, the results must be understood in light of some study limitations. One 

major limitation is that only approximately half of the participants that participated at T1 

participated at T3. However, a high rate of dropout was to be expected due to the long period 

of follow-up and the fact that refugees can be difficult to find and often leave the host country 

for various reasons. Missing data were not significantly related to previous levels of CPSS or 

HSCL, yet it cannot be ruled out that we had too low power to detect such effects. Another 

limitation is that there are considerable variability in time interval between measurements. 

This means that the effects of categorical variable of time (T2, T3) on the outcomes needs to 

be interpreted with caution. In addition, the study sample included a low number of girls. 

However, three out of four unaccompanied refugee minors in Norway are boys, and the 

gender distribution in the current study reflects this.  

 

Implications 

This study is the first to examine long term predictors of metal health trajectories for 

unaccompanied refugee youth under the age of 17. The findings highlight how vulnerable 

these youth are. They not only experience multiple traumas before and during flight but also 

after resettlement. Although most felt safe in Norway, an alarmingly high percentage reported 

serious violence episodes, both in their homes and in the community. This was somewhat 

surprising since Norway has relatively little community violence compared to many other 

countries. Qualitative interviews show that many of these have experience interpersonal 

violence in their primary families and in school in their home countries [8]. In light of an 

overwhelming amount of literature consistently documenting the relationship between multi-

traumatization and a range of mental and physical health problems measures need to be taken 

to protect these youths against further traumatization. In addition, the study documents the 

many daily hassles the youth experience and this seems to exacerbate their situation. More 

longitudinal studies are needed to be able to understand the relationship between early and 

ongoing stressors. It is possible that early traumatic experiences have a larger impact in the 

earlier phases of life in exile while daily stress and hassles are more important in the long 

term. Either way understanding the impact of everyday obstacles these youth face is important 

for clinicians and authorities. The finding that experienced social support is associated with 

fewer problems is encouraging. Building social networks around these youth seems 
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worthwhile and may lead to better integration. The youngest of the children are often put in 

foster homes and these seem to be more resilient. Since support from adults seems to mitigate 

the effects of negative life experiences [30], building robust and stable networks with trusting 

adults is important. Youth who have suffered many losses and experienced continuous 

betrayal from adults may, however, not be able to accept support and affection from others. 

Providing therapy to these youth may be necessary not only to alleviate mental health 

problems and reduce the effects of trauma, but also to restore trust in other people. Having 

trusting relationships to others serves several functions, and for unaccompanied refugee 

youths who, in addition to facing normal developmental challenges transitioning from 

childhood to adolescents, have to face challenges related to acculturation and migration, this 

cannot be underestimated.     
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