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ABSTRACT

 

Rates of post-traumatic stress in adult refugees are exceedingly high, occurring at 

ten times that of the general United States population. The current study examines an 

understudied, but common, potential risk factor to the exacerbation and maintenance of 

severe post-traumatic stress symptoms in refugee populations: parenting. While parent 

status is an established correlate of PTSD in other populations (i.e., veterans, broadly 

defined immigrants), no studies have examined how parent status is related to post-

traumatic stress symptoms in refugee populations. The current study draws upon a clinic-

presenting sample of 150 refugee adults. Linear regressions were employed to determine 

(1) whether parent status was linked to severity of post-traumatic stress symptoms, (2) 

whether gender moderated the relationship between parent status and post-traumatic 

stress symptoms, (3) whether satisfaction with community support moderated the 

relationship between parent status and post-traumatic stress symptoms, and (4) whether 

gender and community support collectively moderated the relationship between parent 

status and post-traumatic stress symptoms. Findings indicated that 38.67% of participants 

demonstrated clinical levels of post-traumatic stress. Parents evidenced higher rates of 

post-traumatic stress symptomology than non-parents. Community support moderated the 

relationship between parent status and post-traumatic stress, such that non-parents with 

higher levels of satisfaction with community support had lower levels of post-traumatic 

stress symptoms than did parents and non-parents with less satisfactory community 

support. When examined by gender, findings revealed that this effect was largely driven 

by the experiences of non-parent males, who demonstrated the lowest levels of post-

traumatic stress of all demographic groups, particularly when receiving highly 

satisfactory community support. The effect of gender on the relationship between parent 

status and post-traumatic stress symptoms was non-significant. An exploratory, 

qualitative analysis examined parents’ perspectives of the concerns they face. Of 33 

parents who provided responses to open-ended questions, three themes emerged as topics 

of concern: family, health, and economics. Overall, findings of the current study indicate 

that parents experience elevated rates of post-traumatic stress as compared to their non-

parent counterparts. Satisfactory community support may be especially beneficial for 

non-parents. Parents experience multiple and interrelated stressors. Future studies should 

examine which mechanisms link parent status with post-traumatic stress symptomology 

and how different types and quantities of community support may benefit parents. 
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CHAPTER 1: INTRODUCTION 

1.1 Overview 

Millions of adults and children worldwide are refugees, defined as individuals 

who have experienced forced migration, traumatic events, and resettlement in new and 

unfamiliar environments (Fazel et al., 2005; Hollifield et al., 2018). These experiences 

increase the risk for mental health challenges, particularly post-traumatic stress disorder 

(PTSD; Fazel et al., 2005). In fact, refugees resettled in Western countries are ten times 

more likely to be diagnosed with PTSD than their peers from the general United States 

population (Fazel et al., 2005). When left untreated, PTSD can result in severe and 

debilitating functional impairment (Kessler et al., 2009), including reduced quality of life 

(Priebe et al., 2009), physical health problems (Qureshi et al., 2009), diminished 

economic and social functioning (Amaya-Jackson et al., 1999; Wald & Taylor, 2009), 

and suicide (Zlotnick et al., 2002). 

In addition to the suffering and functional impairment refugees endure, PTSD 

presents substantial financial costs to society through diminishing the social and 

occupational capabilities of refugees (Kessler et al., 2009; Priebe et al., 2009).1 In order 

to alleviate immense suffering, and to mitigate the associated cost to society, it is 

necessary to develop the most effective and efficient interventions for treating post-

traumatic stress in resettled refugee populations. 

                                                 
1 The economic cost associated with PTSD is high in both refugee (Priebe et al., 2009) and non-

refugee populations (Kessler et al., 2009). Because rates of PTSD in refugee populations are 

exceedingly high (Fazel et al., 2005), the societal cost of PTSD may appear high for this 

population. Importantly, the financial cost of PTSD to society does not negate the substantial 

economic, cultural, and social contributions to society made by refugees. See Kerwin (2018) and 

Capps and Fix (2015) for summaries of these extensive contributions. 
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In the context of pressing social and economic needs (e.g., housing, employment, 

food security) focusing intervention on past trauma alone has limited benefit (Watters, 

2001). Instead, the contextual stressors impacting the individual and their mental health 

must be addressed through more holistic approaches (Fondacaro & Mazzulla, 2018). 

Holistic interventions integrate mental health treatments with attention to the educational, 

physical, spiritual, social, and material needs of the individual (De Jong, 2004; Watters, 

2001). These approaches are both necessary (Fondacaro & Mazzulla, 2018; Johansson 

Blight et al., 2009) and beneficial (Carswell et al., 2011; Goodkind, 2005; Maffia, 2008) 

in increasing quality of life and reducing distress in refugee populations. Indeed, these 

holistic factors have been integrated into the Chronic Traumatic Stress framework 

(Fondacaro & Mazzulla, 2018), a framework designed to assist in clinical 

conceptualizations of refugee stress and outcomes. 

To this end, several contextual factors have been previously identified as 

important considerations in the treatment of post-traumatic stress experienced by 

refugees. A large literature suggests that certain types of trauma, such as past experiences 

of torture, have been consistently associated with higher levels of post-traumatic stress 

symptoms (Carinci et al., 2010; Song et al., 2018; Steel et al., 2002, 2009). Additionally, 

there is robust evidence that female gender (Alpak et al., 2015; Browne et al., 2017; 

Cardozo, 2000; Neuner et al., 2004; Song et al., 2018; Ssenyonga et al., 2013) is linked 

with higher post-traumatic stress symptoms in refugee samples. In terms of protective 

factors, satisfactory community support has been shown to reduce post-traumatic stress 

symptoms (Johnson & Thompson, 2008; Schweitzer et al., 2006; Sossou et al., 2008; 

Wanna et al., 2019). Given the complex, dynamic life circumstances of refugees living in 
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the United States, additional risk and protective factors for the onset and maintenance of 

post-traumatic stress symptoms in refugees are likely and must be identified in order to 

holistically and most effectively treat post-traumatic stress symptoms. 

Although parenting2 often increases feelings of meaning, joy, and life satisfaction 

(Kenrick et al., 2010; Merry et al., 2017; Nelson et al., 2013), the numerous challenges, 

responsibilities, and stressors of the parenting experience, and their subsequent effects on 

parent mental health, are not adequately represented in existing studies of refugees (Abu-

Ras & Abu-Bader, 2009; Browne et al., 2017). Parenting has been shown to significantly 

contribute to post-traumatic stress symptomatology in groups with high rates of trauma, 

including veteran and immigrant populations (Abu-Ras & Abu-Bader, 2009; Jobe-Shields 

et al., 2015). 

Despite some overlap in exposure to certain stressors that is shared between 

immigrant and refugee populations, specific conclusions cannot be drawn about the 

relationship between parenting and post-traumatic stress symptoms experienced in 

refugees based on prior examinations of immigrant samples (Abu-Ras & Abu-Bader, 

2009). Refugees are a subtype of immigrants, who have a multitude of unique life 

experiences (e.g., persecution while living in country of origin, being forced to flee their 

country of origin, living in refugee camps). The factors that influence refugee mental 

health may differ substantially from those of other types of immigrants included in the 

study by Abu-Ras and Abu-Bader (2009), particularly since many immigrants relocate 

voluntarily for marriage, school, or work. For example, voluntary migrants are less likely 

                                                 
2 The terms parenting, parent, and parent status are herein used to describe those who are raising 

dependent children, including raising biological, adoptive, foster children as well as nieces, 

nephews, and or friends’ children. 
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to arrive in a host country having been exposed to war trauma, and are thus less likely to 

have PTSD at the time of arrival (Rasmussen et al., 2012). Therefore, it is important to 

determine whether findings from studies based on immigrant populations (e.g., Abu-Ras 

& Abu-Bader, 2009; Browne et al., 2017) apply to refugees. While Abu-Ras and Abu-

Bader (2009) examined the specific mental health concern of PTSD, Browne and 

colleagues (2017) assessed generalized psychological distress. Thus, their findings do not 

necessarily speak to symptoms of post-traumatic stress (e.g., flashbacks) or to symptom 

clusters (e.g., avoidance symptoms, hyperarousal symptoms) that occur with such 

pronounced prevalence in refugee populations. No studies to date have specifically 

addressed the relationship between parent status and post-traumatic stress symptoms in 

refugees. Thus, it is critical to further understand this relationship to determine whether 

parent-specific interventions should be integrated into treatment for post-traumatic stress 

in refugees. 

While the link between parent status and post-traumatic stress symptoms remains 

unexamined in refugees, being a refugee parent has been linked to a host of other 

negative outcomes in multiple domains of functioning. For example, refugee fathers have 

been shown to be less likely to obtain stable housing than non-parent men (Cheung & 

Phillimore, 2017). Similarly, refugee mothers evidence a lower degree of societal 

integration after resettlement than non-parent women (e.g., accessing personal networks 

and language classes; Cheung & Phillimore, 2017). Further, in immigrant populations, 

parents were more likely to endorse experiencing emotional problems than non-parents 

(Browne et al., 2017). Given the existing evidence linking parent status with negative 

outcomes, parenting appears to be an impactful contributor to functioning across a variety 
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of life domains and is therefore likely to have an influence on the mental health and 

wellbeing of refugees. Informed by the Chronic Traumatic Stress framework (Fondacaro 

& Mazzulla, 2018), the current study will determine whether being a parent is linked to 

severity of post-traumatic stress symptoms in refuges. Next, gender and community 

support, important risk factors for PTSD, will be examined to determine the extent to 

which they impact the association between being a parent and post-traumatic stress 

symptoms. 

A brief history of refugee resettlement in the United States, including the pre 

migration, migration and resettlement periods, is provided. Next, the Chronic Traumatic 

Stress framework (Fondacaro & Mazzulla, 2018) is reviewed. Post-traumatic stress 

symptoms and their prevalence in refugee populations are described, as well as how 

being a parent introduces substantial stressors into the lives of refugees. Existing studies 

examining the relationship between parenting and post-traumatic stress symptoms in 

other populations will then be reviewed. Lastly, potential risk and protective factors 

impacting the relationship between parenting stress and post-traumatic stress symptoms 

will be examined. 

1.2 History of Refugee Resettlement and Psychological Adjustment 

The United Nations High Commissioner for Refugees reported that over 70.8 

million people are currently displaced from their homes (UNHCR, 2020a). Displaced 

people are those who are forced to flee their homes due to persecution, violence, or war 

(UNHCR, 2020b). Further, they have a “well-founded fear of persecution for reasons of 

race, religion, nationality, political opinion, or membership in a particular social group,” 

preventing them from returning home (UNHCR, 2020b). Forcibly displaced individuals 
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and families are categorized into three groups: internally displaced persons (41.3 

million), refugees (25.9 million), and asylum seekers ( 3.5 million; UNHCR, 2020a). 

Internally displaced persons are those who have been forced to flee their homes but have 

not yet crossed an international border to relocate (UNHCR, 2020b). Instead, internally 

displaced persons may relocate in neighboring towns, settlements, resettlement camps 

within the country of origin, schools, forests, or open land. Some of the largest 

populations of internally displaced persons are located in Colombia, Syria, Democratic 

Republic of Congo, and Somalia (UNHCR, 2020b). While refugees similarly flee their 

homes, unlike internally displaced persons, refugees resettle in another host country. As 

of 2019, over two-thirds of all refugees originate from only five countries: Syrian Arab 

Republic, Venezuela, Afghanistan, South Sudan, and Myanmar/Burma (UNHCR, 

2020b). Lastly, while asylum seekers are also forced to flee their homes, they differ from 

refugees in that refugees are formally accepted into a different country prior to relocation, 

while asylum seekers have fled their country of origin and seek sanctuary after arrival in 

another country. Despite the technical differences in terminology, the current study 

focuses broadly on individuals who were forcibly displaced from their country of origin 

and have resettled in the United States. Thus, the term refugee is subsequently used to 

describe refugees and asylum-seekers, both of whom are included in the current study. 

While refugees originate from diverse and unique situations, they share 

experiences on their journey through pre-migration, migration, and post-migration 

(Williams, 2010). Given the dangerous and unstable living conditions that necessitate 

resettlement, most refugees endure multiple, severe, and chronic stressful events while 

living in their country of origin (Kip et al., 2020). In the pre-migration period, refugees 
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face experiences consistent with widespread violence (e.g., religious, tribal, or ethnic 

persecution) and ongoing war (UNHCR, 2020b). These experiences may include sexual 

assault, kidnapping, forced separation or isolation from others, torture, imprisonment, 

serious physical injury, and deprivation (Schweitzer et al., 2011). Inherent to the 

definition of being a refugee, pre-migration life is often characterized by extreme 

hardship, pain, and loss. Therefore, in hope of a better life, many refugees embark on the 

arduous journey of resettlement. 

During the migration period, often described as the flight period, refugees are 

exposed to numerous health and safety risks (Kip et al., 2020; Williams, 2010). Refugees 

must first escape dangerous conditions in their country of origin. If they escape, they 

must often walk or travel long distances, surviving long periods with extremely limited 

resources (Kip et al., 2020). During this time, refugees frequently move between different 

countries and refugee camps, separated from family and friends (George, 2012; Mollica, 

2009). For refugees who survive the physical and mental dangers of the migration 

journey, new challenges await upon resettlement. 

While over 20 million refugees in the world today have resettled in developed 

countries (UNHCR, 2020a), refugees continue to face ongoing hardships as they adjust to 

life in a new country. Common post-migration challenges include language barriers, 

discrimination, worries about family who remain in the country of origin, legal 

challenges, insufficient access to health care, acculturation difficulties, and financial 

strain (Li et al., 2016; Schweitzer et al., 2006). Thus, despite reaching relative physical 

safety in a host country, the lives of refugees during the post-migration period continue to 

entail substantial and persistent hardship. 
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The multitude of pre-migration, migration, and post-migration stressors endured 

by refugees can lead to both incredible resilience and debilitating mental health problems. 

Of particular interest in the current study, and the primary mental health outcome 

examined in extant literature, is post-traumatic stress symptoms. Influenced by a number 

of pre-migration, migration, and post-migration factors, post-traumatic stress symptoms 

are experienced at disproportionately high rates in resettled refugee populations (Fazel et 

al., 2005; Kip et al., 2020). A useful theoretical conceptualization for organizing and 

understanding the complex array of factors that contribute to refugee outcomes is the 

Chronic Traumatic Stress framework (Fondacaro & Mazzulla, 2018). 

1.3 The Chronic Traumatic Stress Framework 

The Chronic Traumatic Stress framework was developed specifically for guiding 

holistic intervention and empirical research associated with refugees. The framework has 

three components: (1) stressors, (2) risk and protective factors, and (3) outcomes. First, 

the Chronic Traumatic Stress framework moves beyond a sole focus on past trauma and 

additionally highlights a host of stressors that pertain to the ongoing refugee experience 

of stress (e.g., post-migration living difficulties, daily stressors). The focus on ongoing 

stressors is supported by a substantial evidence base linking chronic stress with refugee 

functioning (Carswell et al., 2011; Li et al., 2016; Schweitzer et al., 2006, 2011; Song et 

al., 2015), highlighting the importance of conceptualizing traumatic events as chronic in 

nature in the refugee population. Within this framework, parenting is conceptualized as 

both a daily stressor and a post-migration stressor. 

Next, the Chronic Traumatic Stress framework incorporates the contextual 

complexities of the relationship between stressors and outcomes by including risk and 
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protective factors at the individual, family, community, and cultural levels. Modeled after 

the biopsychosocial framework (Bronfenbrenner, 1977, 1986; Bronfenbrenner & Morris, 

2006), these protective and risk factors are posited to moderate the relationship between 

stressors and outcomes. In this study, gender and community support are conceptualized 

as risk and protective factors that influence the relationship between the stressor (i.e., 

parenting) and outcome of interest (i.e., post-traumatic stress symptoms). 

Concerning outcomes, the Chronic Traumatic Stress framework takes a 

comprehensive approach, emphasizing the importance of examining strengths in addition 

to symptoms. Thus, according to the Chronic Traumatic Stress framework, well-being is 

not merely conceptualized as the absence of disease or disorder, but also encompasses the 

many ways in which refugees may flourish. The Chronic Traumatic Stress framework 

therefore concurrently utilizes this strengths-based frame while also emphasizing the 

importance of examining post-traumatic stress symptoms, given the high prevalence in 

resettled refugee populations (Fazel et al., 2005; Kip et al., 2020). Further, the inclusion 

and emphasis on post-traumatic stress by the Chronic Traumatic Stress framework aligns 

with other theoretical paradigms examining psychological outcomes in refugees. Given 

the centrality of post-traumatic stress symptoms to the Chronic Traumatic Stress 

framework and their profound negative personal and public health impact, post-traumatic 

stress symptomology was chosen as the primary outcome of the present study. 

1.3.1 Post-Traumatic Stress Disorder and Refugees 

PTSD is a psychological disorder that can result from experiences of “actual or 

threatened death, serious injury, or sexual violence,” (Criterion A events; American 

Psychiatric Association, 2013, p. 271). Following the traumatic event(s), individuals who 
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meet criteria for PTSD experience symptoms from four distinct clusters including 1) 

intrusive memories (e.g., flashbacks, nightmares), 2) avoidance (e.g., avoiding places or 

objects that remind one of the event), 3) changes in thinking and mood (e.g., emotional 

numbing, negative thoughts about oneself, others, or the world), and 4) changes in 

physical and emotional responses ( e.g., insomnia, hypervigilance; American Psychiatric 

Association, 2013). The criteria for PTSD necessitate that individuals experience 

symptoms for at least one month and that these symptoms cause clinically significant 

impairment or distress in important domains of functioning (e.g., prevents individual 

from attending school or work, impacts their ability to care for themselves; American 

Psychiatric Association, 2013). 

Post-traumatic stress symptoms are a remarkably common mental health 

consequence for refugees who survive horrific experiences such as sexual assault, 

military combat or captivity, and ethnically or politically-motivated internment (Fazel et 

al., 2005). While estimated rates of clinical PTSD in refugee populations vary widely in 

the current literature, from 3% (Hauff & Vaglum, 1994) to 89% (Carlson & Rosser-

Hogan, 1991), a meta-analysis of 145 studies, including over 64,000 refugees, found the 

average prevalence rate to be nearly one-third (30.6%; Steel et al., 2009). This prevalence 

rate is substantially higher than that of the general United States population (3.5%; 

American Psychiatric Association, 2013), of previously-deployed veterans 8.0% , and of 

survivors of sexual assault (20.2%; Scott et al., 2018). 

Importantly, individuals may present with different combinations of symptoms on 

a wide spectrum of severity, making some eligible for the categorical diagnosis of PTSD, 

while others are not. For example, an individual who experiences recurrent nightmares 
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and debilitating avoidance of places that remind her of a traumatic event, but no other 

symptoms of PTSD, would not meet criteria for a PTSD diagnosis. Due to the range of 

severity in post-traumatic symptomatology, the current study focuses on dimensional 

severity of post-traumatic stress symptoms (ranging from non-existent to severe), instead 

of the categorial presence of Post-Traumatic Stress Disorder (disordered or normative).  

Functionally, PTSD symptoms are associated with increased risk of suicide 

(Zlotnick et al., 2002), socio-economic and financial impairment (Amaya-Jackson et al., 

1999), increased incidence and severity of physical health problems (Qureshi et al., 

2009), and impaired social (Amaya-Jackson et al., 1999) and occupational functioning 

(Wald & Taylor, 2009). Thus, despite the methodological challenges limiting precise 

measurement of prevalence rates of PTSD in refugee groups, extant literature in this area 

has reached a consensus that PTSD, and post-traumatic stress symptoms, are remarkably 

common and debilitating for many refugees, even after settling in developed countries 

(Amaya-Jackson et al., 1999; Fazel et al., 2005; Giacco et al., 2018; Johnson & 

Thompson, 2008; Wald & Taylor, 2009; Zlotnick et al., 2002). 

1.3.2 Stressors 

In the field of refugee research, post-traumatic stress symptoms are increasingly 

conceptualized as the result traumatic events and of ongoing conditions of threat and 

insecurity (Steel et al., 2009). The conceptualization of post-traumatic stress symptoms as 

a product of past and ongoing traumatic events is supported by the well-established 

relationship between post-migration living difficulties and post-traumatic stress 

symptoms (Carswell et al., 2011; Li et al., 2016; Schweitzer et al., 2006, 2011; Song et 

al., 2015). For example, ongoing challenges, such as limited access to basic resources 
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(e.g., health care, shelter, water) and external risks (e.g., violence at home, community, 

school, and work functioning) predict PTSD above and beyond the predictive value of 

cumulative exposure to traumatic events (Song et al., 2018). In fact, exposure to 

traumatic events and post-migration living difficulties have been shown to contribute 

approximately equally to the development of post-traumatic stress symptoms (Schweitzer 

et al., 2011). Evidence linking ongoing challenges, in addition to acute past traumatic 

events, with the development and maintenance of PTSD, urges mental health care 

providers to take a broader view when treating mental health symptoms. As stated by 

Carswell and colleagues, “Mental health services should assist refugees and asylum 

seekers to address the multi-faceted problems they experience as a result of persecution 

and relocation, rather than focusing solely on issues of mental health,” (Carswell et al., 

2011, p. 117). Further, the mental health concerns of refugees need to be contextualized 

in terms of the host of additional challenges refugees may be facing (Fondacaro & 

Mazzulla, 2018), including physical health, economic status (income, legal work status), 

community (language barriers, loss of community support), and familial stressors (loss of 

loved ones, loss of familial support). Given these recommendations, comprehensive 

treatment approaches are critical for increasing quality of life and reducing distress in 

refugee populations (Fondacaro & Mazzulla, 2018; Goodkind, 2005; Johansson Blight et 

al., 2009). In order to create effective, comprehensive, holistic interventions that most 

effectively target post-traumatic stress symptoms in refugees, the contextual factors that 

predict, maintain, and exacerbate post-traumatic stress symptoms must be identified. 

 To that effect, a large number of stressors have been previously examined as 

potential predictors of the development of post-traumatic stress symptoms. The Chronic 
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Traumatic Stress framework organizes these factors into past stressors (e.g., witnessing or 

experiencing physical or sexual assault, witnessing community or interpersonal violence, 

and the death of family members and friends), current post-migration living difficulties 

(e.g., learning devastating news about vulnerable family members remaining in the 

country of origin) and daily stressors (e.g., managing finances, traffic during one’s 

commute, and the rising prices of goods) (Fazel et al., 2005; Fondacaro & Mazzulla, 

2018; Lindert et al., 2016). A critical gap emerges in the literature regarding the 

examination of a daily and post-migration stressor in refugee families: being a parent. 

Given the prevalence of post-traumatic stress symptoms in refugee populations, as well 

as its impact on other domains of functioning (Browne et al., 2017; Cheung & Phillimore, 

2017), it is necessary to examine whether being a parent is an indicator of increased risk 

for post-traumatic stress symptoms in refugees. 

Parenting 

Evolutionarily, parenting is viewed as a fundamental human need (Kenrick et al., 

2010). When adults become parents, they report being happier, more satisfied, and 

feeling that their lives are more meaningful than do non-parents (Nelson et al., 2013). 

These results are also evident in qualitative studies of refugee populations, in which 

parents reported that their children introduced great meaning to their lives and justified 

the many challenges they had faced and sacrifices they had made (Merry et al., 2017). 

Importantly, while parenting provides meaning, joy, and satisfaction to many, these 

feelings do not preclude parents from also experiencing the host of daily stressors, added 

responsibilities, and mental health challenges introduced by the child-rearing experience. 
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In refugee and non-refugee families alike, there are continuous demands 

associated with raising children (Campbell, 2006). These demands often both include 

parental tasks (e.g., bathing or dressing children, running child-related errands, constant 

cleaning up of children’s messes) and management of child behaviors (e.g., interrupting, 

noncompliance, oppositional behaviors, whining, arguing with siblings; Campbell, 2006; 

Crnic & Greenberg, 1990). In non-refugee populations, these stressors have been 

repeatedly linked to increased psychological distress in both mothers and fathers 

(Creasey & Reese, 1996; Crnic & Greenberg, 1990; Mazur, 2006). Higher levels of 

parenting stress are significantly associated with post-traumatic stress disorder (Salloum 

et al., 2015) and depression (Evenson & Simon, 2005) in non-refugee populations. In 

fact, in their seminal work, Evenson and Simon (2005) found that all parents, including 

empty-nesters, parents without custody of their children, adoptive parents, and 

stepparents had higher rates of depression than non-parents (Evenson & Simon, 2005). 

They concluded, “Parenthood is not associated with enhanced mental health since there is 

no type of parent who reports less depression than nonparents,” (2005, p. 341). Parenting 

is unequivocally a substantial stressor and is associated with increased mental health 

challenges. 

While parenting is linked with worse mental health outcomes in general, there are 

reasons why parenting may be especially detrimental for those with ongoing stress and 

post-traumatic stress symptoms. In addition to the added stress of raising children, the 

experience of parenting may interact with post-traumatic stress symptomology to 

maintain or exacerbate symptoms. These factors are hypothesized to include child-related 

sleep disturbances, loud or unpredictable child behavior, increased need to form and 
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maintain close relationships with children and other adults, and feelings of detachment 

from loved-ones (Jobe-Shields et al., 2015). 

Parents may be more likely to experience child-related sleep disruptions, such as 

having to wake up earlier in the morning or throughout the night with children. Relatedly, 

parents may not have the opportunity to rest or sleep later in the morning or to catch up 

on missed sleep. Disruptions in sleep (e.g., nightmares) increase the risk of developing 

PTSD (van Liempt, 2012) and are often part of post-traumatic stress symptomology 

(American Psychiatric Association, 2013). Thus, having additional child-related sleep 

disturbances may be particularly difficult for individuals who are already struggling with 

post-traumatic stress sleep disruptions (Jobe-Shields et al., 2015). Child-related sleep 

disturbances may be magnified for refugees, who are likely to live in high density 

housing (Haan, 2011; Ziersch et al., 2017). 

Further, children often introduce unpredictable movements, loud noises, and 

misbehavior into the environment. These stimuli may be particularly distressing to 

individuals suffering with the post-traumatic stress symptoms related to increased 

physiological arousal and reactivity (Jobe-Shields et al., 2015). These symptoms can 

include hypervigilance, exaggerated startle responses, problems with concentration, and 

irritable outbursts (American Psychiatric Association, 2013). Parents experiencing 

hypervigilance or exaggerated startle responses may live in a constant state of arousal, 

being startled repeatedly throughout the day by child behaviors. Similarly, diminished 

concentration and irritable outbursts may be worsened by normative child behaviors, such 

as screaming while playing, hitting a parent during a tantrum, or throwing dishes during 

mealtimes. Taken together, child-related unpredictability and increased noise and 
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movement at home may increase the likelihood of experiencing elevated arousal and 

reactivity symptoms. 

Lastly, parents are tasked with regularly interfacing with other adults to meet their 

child’s needs and thus, have additional expectations to form close connections not only 

with their children, but with daycare providers, doctors, schools, or their children’s 

classmates’ parents, as (Jobe-Shields et al., 2015). These demands may be particularly 

challenging for parents who experience marked changes in their beliefs about themselves, 

others, or the world as part of their post-traumatic stress symptomology. For example, 

following a traumatic event, an individual may experience pervasive beliefs that others 

are untrustworthy or intend harm to one’s family, resulting in them feeling uncomfortable 

leaving their child with a babysitter or teacher. In addition to changes in beliefs, parents 

may be disproportionately impacted by experiences of detachment, estrangement, or 

inability to enjoy the positive emotions produced by meaningful relationships (American 

Psychiatric Association, 2013). For refugees specifically, attempts to connect with others 

may be complicated by language and cultural barriers, making connection even more 

difficult. Thus, the interaction between parenting, refugee status, and post-traumatic 

stress symptoms may be especially detrimental. 

Any of the aforementioned disruptions or demands endemic to a parenting role 

could be conceptualized as unique factors that would exacerbate post-traumatic stress 

symptoms, but parenting is likely to involve a combination of these and other demands, 

making parenting a crucial risk factor to examine in a refugee population. These negative 

mental health consequences of parenting may be exacerbated in refugee populations 

above and beyond the existing child-rearing stress experienced by non-refugee parents, 
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since refugees experience added stressors specific to the post-migration experience in 

addition to the inherent challenges of raising children (Browne et al., 2017; Merry et al., 

2017; Williams, 2010).  

The parenting stressors experienced by refugees span the entire process of 

resettlement (Williams, 2010). In the pre-migration period, challenges include protecting 

children during persecution, genocide, and natural disasters (Williams, 2010). During 

migration, refugee parents experience environmental challenges (e.g., living conditions in 

refugee camps, living in chaos), child-specific challenges (e.g., signs of trauma in 

children, challenging emotions, behavior changes), and parent-specific challenges (e.g., 

guilt, navigating their own emotional challenges; El-Khani et al., 2016). Following 

migration, refugee parents continue to experience added child-rearing stressors that are 

not inherent to caregivers from all backgrounds. These challenges include debilitating 

financial strain (e.g., difficulty gaining adequate employment, working multiple jobs, 

living in crowded conditions), cultural differences (e.g., pressure to conform to the host-

countries’ practices for child-rearing, difficulty managing new and old traditions, 

preparing children for discrimination) and family separation (e.g., fears of being 

separated from children, explaining undocumented status to children, safety of spouses, 

children, and other family members who remained in their country of origin; Merry et al., 

2017). 

While a growing body of qualitative work has identified the types of stressors 

refugee parents experience, there is a lack of empirical studies addressing the 

psychological distress of refugee parents compared to refugee non-parents. The existing 

studies examining this association in non-refugee populations have yielded mixed results. 



 

18 

Nygaard and colleagues (2011) examined how parent status related to the development of 

PTSD in Norwegian tourists following exposure to the 2004 Southeast Asia tsunami. 

Results indicated that parent status was not significantly related to post-traumatic stress 

symptoms six months or two years after the event (Nygaard et al., 2011). In contrast, 

Jobe-Shields and colleagues (2015) examined the relationship between having children in 

the home and post-traumatic stress symptoms in a population of treatment-seeking 

veterans and found significant differences in PTSD symptomology based on having 

children in the home; Veterans with children in the home had more severe symptomology 

than veterans who did not have children in the home. 

Browne and colleagues (2017) and Abu-Ras and colleagues (2009) examined 

rates of psychological distress and PTSD, respectively, in parents and non-parents in 

broadly defined immigrant populations. Brown and colleagues included five categories of 

recent immigrants in their sample, including those who came to be with family, those 

who came for work, refugees, skilled workers, and those who did not fit in any other 

category. Emotional problems were assessed at six months, two years, and four years 

after arrival. At each time point, participants were asked one question, indicating whether 

they were experiencing broadly defined emotional problems (i.e., “feelings of sadness, 

depression, loneliness, etc.”). Participants responded “yes” or “no.” Findings revealed 

that parents had similar rates of emotional problems to divorced non-parents and a higher 

level of emotional problems than non-parents who had never been divorced. In addition, 

Browne and colleagues (2017) found that those with refugee status were at increased risk 

of experiencing emotional problems, as compared to the other immigrant groups. 

Similarly, Abu-Ras and colleagues (2009) examined biopsychosocial contributors to 
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PTSD in Arab and Muslim Americans. Approximately 9% of their sample resettled in the 

United States due to war or political-based situations, approximately 6% resettled in the 

United States for freedom and safety, and the rest of the sample resettled due to marriage 

and family reasons, education, and employment. In this sample of immigrants, which 

included only a small percentage of refugees, results indicated that being a parent was 

associated with increased incidence of PTSD (Abu-Ras & Abu-Bader, 2009). While 

previous studies have taken initial strides toward understanding the relationship between 

parenting and mental health in immigrant populations recently resettled in Western 

countries, specific conclusions cannot be drawn about the relationship between parent 

status and emotional problems in refugee populations. Further, the work of Browne 

(2017) and colleagues only applies to broadly defined emotional problems, and not to 

post-traumatic stress symptoms more specifically. Thus, it remains unclear whether their 

findings generalize to individuals with other migration experiences and to specific types 

and severities of mental health outcomes such as post-traumatic stress symptoms. 

Torture Survivor Status 

In ongoing examinations of post-traumatic stress disorder, it is critical to include 

factors that have been previously identified to be associated with the development of 

post-traumatic stress symptoms. Thus, torture survivor status, a previously established 

stressor that increases the likelihood of developing post-traumatic stress symptoms, is 

included as a control variable in the current study. 

Torture is experienced by one in five refugees and has emerged as a consistent 

predictor of post-traumatic stress symptoms (Steel et al., 2009). Torture is defined as the 

intentional infliction of severe physical or mental suffering on an individual and 
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committed by a person acting in the capacity of a public official (UNHCR, 1984). Torture 

is inherently designed to produce psychological change (Johnson & Thompson, 2008). 

Therefore, whether torture experiences were physical, psychological, or sexual in nature, 

rates of clinical PTSD in torture survivors are exceedingly high (e.g., 65.7%; Atwoli et 

al., 2006) and some degree of post-traumatic stress symptoms is endorsed by nearly all 

survivors of torture (Carinci et al., 2010; Song et al., 2018). In fact, torture experiences 

have been demonstrated to be stronger predictors of post-traumatic stress symptoms than 

cumulative lifetime exposure to other forms of traumatic events (Steel et al., 2009). 

Therefore, when examining predictors of post-traumatic symptoms, it is crucial to 

measure and account for torture experiences. 

1.3.3 Risk and Protective Factors 

In the Chronic Traumatic Stress framework, biopsychosocial characteristics are 

conceptualized as risk and protective factors (Fondacaro & Mazzulla, 2018). The 

biopsychosocial component of the Chronic Traumatic Stress framework draws heavily on 

the seminal work of Bronfenbrenner (1977, 1986) in the widely known ecological model 

of human development. According to the ecological model, individuals influence, and are 

influenced by, the many complex contexts in which they exist. 

In the Chronic Traumatic Stress framework, informed by Bronfenbrenner’s 

original ecological model, risk and protective factors are conceptualized as existing 

within individual, family, community, and cultural contexts. Risk and protective factors 

are posited to moderate the relationship between stressors and outcomes. Community 

support (community level) and gender (individual level) have been identified as critical 

factors to consider when examining mental health outcomes in refugees (Alpak et al., 
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2015; Cardozo, 2000; Johnson & Thompson, 2008; Neuner et al., 2004; Schweitzer et al., 

2006; Song et al., 2018; Ssenyonga et al., 2013). 

Existing studies lack sufficient information to determine whether gender and 

community support, influential biopsychosocial factors in the development of post-

traumatic stress symptoms, might moderate the relationship between parenting and post-

traumatic stress symptoms. In order to develop the most effective, holistic interventions 

for post-traumatic stress symptoms in refugee populations, and for the appropriate 

allocation of resources to affected groups, it is necessary to identify how gender and 

community support might serve as risk or protective factors that may influence the 

relationship between parenting and post-traumatic stress symptoms. 

Community Support 

High quality community support in the post-migration period protects broadly 

against mental health problems (e.g., Johnson & Thompson, 2008; Schweitzer et al., 

2006; Wanna et al., 2019), is associated with less severe post-traumatic stress symptoms 

(Johnson & Thompson, 2008; Schweitzer et al., 2006), and results in faster and more 

successful recoveries in individuals with existing post-traumatic stress symptoms (Sossou 

et al., 2008). Community support, consisting of both emotional and instrumental support, 

has also been shown to mitigate the negative effects of post-migration challenges such as 

difficulty finding employment and navigating unfamiliar customs and systems 

(Schweitzer et al., 2006). 

Community support is an especially important factor to consider in examining 

the development of post-traumatic stress symptoms for parents. Many of the burdens of 

child-rearing may be mitigated through high-quality community support (e.g., childcare, 
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carpooling, social support, parenting support). Importantly, it is critical to understand 

how community support impacts the relationship between parenting and post-traumatic 

stress, particularly because community support can be effectively improved through 

intervention and policy changes. Further, community support lends itself to large-scale 

intervention efforts (Weine, 2011), which have been shown to be effective in refugee 

populations (Murray et al., 2010). Thus, should community support buffer the 

maladaptive effect of parenting on post-traumatic stress symptoms, it could be treated as 

a key target of intervention for refugee parents with post-traumatic stress symptoms. 

Gender 

Despite several instances of unclear or null findings (e.g., de Jong, 2001), female 

gender is a generally accepted risk factor for both refugee and non-refugee populations. 

Female gender is associated with higher initial likelihood of reporting emotional 

problems, as well as a faster rate of developing emotional problems, as compared to 

males (Browne et al., 2017). Female refugees report higher rates of psychopathology, 

including anxiety, depression, and PTSD (Alpak et al., 2015; Cardozo, 2000; Neuner et 

al., 2004; Song et al., 2018; Ssenyonga et al., 2013). Differences in mental health 

between men and women may be due to the psychological consequences of events 

disproportionately experienced by women, such as sexual assault, rape, the violent death 

of a family members, and of becoming a widow or single parent (Ekblad et al., 2002). 

Women may be more likely to experience social isolation after resettlement, which may 

hinder their ability to adjust to living in a new society (Abu-Ras & Abu-Bader, 2009). 

Further, women may experience higher rates of discrimination than men due to social 
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biases and the more elaborate and easily identifiable dress of refugee women (Abu-Ras & 

Abu-Bader, 2009; Ellis et al., 2010). 

Importantly, gender may interact with parenting to predict post-traumatic stress 

severity, as gender interacts with child-raising to predict other measures of functioning 

(Cheung & Phillimore, 2017). For example, mothers progress more slowly than fathers in 

accessing language classes after resettlement (Cheung & Phillimore, 2017). Mothers also 

take longer than fathers to access professional development (e.g., education, training, and 

employment) and social services (e.g., housing authorities and employment agencies) 

(Cheung & Phillimore, 2017). In this way, gender is expected to also moderate the 

relationship between parent status and mental health outcomes. Understanding how 

gender impacts the relationship between parenting and post-traumatic stress symptoms is 

crucial for determining whether, and for whom, to include child-rearing support in 

interventions for post-traumatic stress symptoms. 

1.4 Summary 

Refugees experience a great deal of hardship and emotional turmoil resulting in 

exceptionally high prevalence rates of post-traumatic stress symptoms. Despite its link to 

post-traumatic stress symptoms in other high-trauma exposure groups (e.g., veterans, 

immigrants), parenting has not been examined in its relationship to post-traumatic stress 

symptoms in the refugee population. Biopsychosocial factors, including community 

support and gender, are conceptualized as moderating protective and risk factors in the 

association between parenting and post-traumatic stress symptoms. Lastly, torture 

survivor status is a well-established risk factor for the development of post-traumatic 



 

24 

stress symptoms and should be included in studies that endeavor to identify contributors 

to post-traumatic stress symptoms. 

1.5 Current Study 

The current study examines whether parent status is linked with the outcome of 

post-traumatic stress symptoms in refugees. Torture survivor status and parent status are 

conceptualized as chronic stressors. Specifically, torture survivor status is conceptualized 

as past and current war trauma, while parenting is conceptualized as both a daily stressor 

and a post-migration stressor. Concerning biopsychosocial risk and protective factors of 

import, gender is conceptualized as a factor at the individual level and community 

support is conceptualized as a factor at the community level. Lastly, post-traumatic stress 

symptoms are conceptualized as the primary outcome of the current study. 

1.5.1 Aims and Hypotheses 

The current study had two main objectives. The primary objective was to 

determine if there was a relationship between parent status and post-traumatic stress 

symptoms. The secondary objective was to measure the extent to which important 

biopsychosocial factors, gender and community support, moderate this relation. 

Aim 1 was to determine if there were differences in post-traumatic stress severity 

between refugee parents and non-parents. Based on evidence from previous studies 

examining the relation between parent status and mental health in combat veterans and 

immigrants (Abu-Ras & Abu-Bader, 2009; Browne et al., 2017; Jobe-Shields et al., 

2015), it was hypothesized that parents and non-parents would differ in mental health 

symptoms, such that parents would have higher levels of post-traumatic stress symptoms 

than non-parents. 
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Aim 2 was to determine whether gender moderated the association between 

parent status and post-traumatic stress symptoms. Based on the evidence demonstrating 

the increased vulnerability to post-traumatic stress symptoms for women (Alpak et al., 

2015; Cardozo, 2000; Neuner et al., 2004; Song et al., 2018; Ssenyonga et al., 2013), 

being female was conceptualized as a risk factor for post-traumatic stress symptoms. In 

addition, because refugee women are more likely to care for children than refugee men 

(Tang et al., 2007), it was hypothesized that gender would moderate the association 

between parent status and post-traumatic stress severity, such that the relationship 

between parent status and post-traumatic stress severity would be stronger in females 

than in males. 

Aim 3 was to determine whether satisfaction with community support moderated 

the association between parent status and post-traumatic stress symptoms. Based on the 

existing evidence supporting the relationship between increased social support and 

improved mental health outcomes (Johnson & Thompson, 2008; Schweitzer et al., 2006; 

Sossou et al., 2008), it was hypothesized that satisfaction with community support would 

moderate the association between parent status and post-traumatic stress symptoms, such 

that the relationship between parent status and post-traumatic stress symptoms would be 

stronger for parents who are less satisfied with the community support they receive. 

To address Aim 4, a three-way moderation model (Figure 5) tested the 

moderating effect of both community support and gender on the relationship between 

parent status and post-traumatic stress symptomology. In all, this model measured the 

combined moderating effect of the three-way interaction of gender, satisfaction with 

community support, and parent status on post-traumatic stress symptoms. Based on the 
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increased vulnerability of women to post-traumatic stressors (Alpak et al., 2015; 

Cardozo, 2000; Neuner et al., 2004; Song et al., 2018; Ssenyonga et al., 2013), the 

likelihood of women to be the primary caregiver for children in refugee households 

(Tang et al., 2007), and the well-established protective nature of community support 

against PTSD (Johnson & Thompson, 2008; Schweitzer et al., 2006), it was hypothesized 

that the strength of the effect of gender on the relationship between parent status and 

post-traumatic stress symptoms would be weaker when satisfaction with community 

support was high. Therefore, when community support is satisfactory, the relationship 

between parent status and post-traumatic stress symptoms will be more similar in males 

and females.  
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CHAPTER 2: METHOD 

2.1 Participants 

Data for the current study was collected between 2007 and 2017 through a mental 

health clinic located in the Northeast United States with a branch dedicated to serving 

refugee survivors of torture and trauma. The clinic serves a diverse group of refugee 

clients who originate from over 30 countries. Refugees who present to the clinic are 

typically referred for psychological services through other community organizations (e.g., 

physicians’ offices, the department of children and families, and community centers for 

resettled refugees) and through verbal communication. Because the primary outcome of 

the current study was post-traumatic stress symptomology, inclusion criteria necessitated 

that participants must have experienced at least one traumatic event in their lifetime, 

defined by endorsing one or more events on part IV of the Harvard Trauma 

Questionnaire. 

Tables 1 and 2 contain descriptive demographic characteristics of the sample (n = 

150). Participants’ mean age was 42.73 years and over half of the sample identified as 

female (53.93%). The majority of participants were married (66.89%), with smaller 

percentages identifying their relationship status to be single (16.22%), divorced (6.08%), 

widowed (9.46%), or other (1.35%). The average number of children per participant was 

3.44. Participants had been living in the United States for an average of 1,939.06 days 

(5.31 years). Participants originated from 19 countries, with the largest percentages 

originating from Bhutan (33.56%), Somalia (22.15%), Bosnia (11.41%), and Iraq 

(5.37%). Additional descriptive statistics are presented in Tables 1 and 2. 
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2.2 Procedures 

All study procedures were approved by the Institutional Review Board at the 

University of Vermont. Assessment measures were completed as part of a standardized 

clinical intake process which consisted of one to three sessions of psychological 

assessment, each lasting approximately one hour. At the first session, participants were 

given the option to grant consent for the information gathered during their intake 

assessment to be used for research purposes. All participants were informed of their right 

to decline having their information used in research with no effect on their psychological 

care. Participants were also told they could decline to answer any questions that they did 

not wish to answer. The limits to confidentiality were reviewed. Throughout interviews, 

materials were presented aloud in English by a trained clinician and interpreted into the 

participant’s preferred language by an interpreter as necessary. 

2.3 Measures 

All questionnaires and study materials were reviewed and approved by a 

community-based participatory research team for use with this population, during which 

members of the refugee community provided consultation regarding the appropriateness 

of study procedures for use with refugee populations. While questionnaires relevant to 

this study are described here (i.e., demographic information, torture survivor status, post-

traumatic stress symptomology), additional measures were included in the broader intake 

process and are not described. 

2.3.1 Demographic Information 

Interviewers collected information on participant demographics through a 21-item 

structured interview. The interview questions included information about age, gender, 
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marital status, length of time living in the United States, number of children, highest level 

of education, employment status, and household income. 

2.3.2 Parent Status 

Parent status was determined through an examination of one item, asking 

participants “How many biological and adopted children do you have?”. Participants who 

had one or more children were given a score of 1. Participants who did not have any 

children were given a score of 0. 

2.3.3 Satisfaction with Community Support 

To assess satisfaction with community support, participants were asked, “How 

satisfied are you with the community support you have in Vermont?” Response choices 

included 1 (not at all), 2 (a little), 3 (somewhat), and 4 (very). 

2.3.4 Torture Survivor Status 

To assess torture survivor status, participants were asked about their trauma 

histories. Specifically, torture was operationalized for participants, using the description, 

“Some people who have had to leave their country or have experienced your situation 

have been tortured. Torture is when a soldier, policeman, militant, or other person acting 

with government approval purposefully causes physical or mental pain to another 

person. Examples of torture include beatings, electrocution, or sexual assault that is 

condoned or committed by the government officials or allowed by people with authority. 

People have been tortured because of their religion, political beliefs, ethnicity and 

culture, or social status.” Participants were asked, “Has anything like this ever happened 

to you?” Participants who endorsed past experiences of torture received a score of 1, 

whereas participants who did not received a score of 0. 
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2.3.5 Post-Traumatic Stress Symptoms 

 Post-traumatic stress symptoms were measured using the Harvard Trauma 

Questionnaire (HTQ, Mollica et al., 1992). The HTQ was developed specifically for use 

with refugee populations and has been used widely in both clinical and research contexts 

with refugees from many areas of origin. The measure contains four sections, each 

assessing different aspects of a respondent’s trauma history and associated symptoms. 

Part I assesses the occurrence of traumatic events, part II requests a narrative description 

of the most traumatic event experienced, part III asks about the occurrence of events that 

may have led to head injury.  For the current study, only part IV, which assesses current 

psychological symptoms resulting from trauma, was used. In part IV, participants rated 

the degree to which they have experienced each symptom in the past week using a 4-

point Likert scale (0 = “not at all,” 1 = “a little,” 3 = “quite a bit,” 4 = “extremely”). 

While section four includes a total of 30 items, only the first 16 items map on to DSM-IV 

criteria for PTSD. Consistent with other existing literature, only the first 16 items were 

used to calculate the participant’s score (e.g., Buhmann et al., 2016; Ibrahim & Hassan, 

2017). This method allowed for the current study to obtain the most complete dataset. 

To calculate scores, items are averaged. Scores greater than 2.5 indicate clinical 

levels of traumatic stress symptomology (Mollica et al., 1992). Importantly, post-

traumatic stress can be highly impairing regardless of whether individuals experience 

only a few symptoms of post-traumatic stress or meet full diagnostic criteria for PTSD 

(Zlotnick et al., 2002). Therefore, because some individuals may experience some degree 

of post-traumatic stress-related distress or impairment, and not meet the clinical cut-off 

for post-traumatic stress disorder (scores > 2.5), the current study focuses on dimensional 
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severity of post-traumatic stress symptoms (ranging from non-existent to severe), instead 

of the categorial presence of post-traumatic stress disorder (disordered or normative).  

In the initial development of the measure, the HTQ demonstrated good internal 

consistency (α = .90) and test-retest reliability (α = .89) (Mollica et al., 1992). The data in 

the current sample also demonstrated good internal consistency (α = .90). 

2.4 Data Analytic Plan 

2.4.1 Overview of Aim 1 Data Analytic Plan 

To determine if parent status was associated with post-traumatic stress symptoms 

above and beyond the effects of other variables known to be associated with post-

traumatic stress symptoms, a hierarchical regression tested the association between parent 

status and post-traumatic stress symptomology (Figure 2). 

2.4.2 Overview of Aims 2 and 3 Data Analytic Plans 

To address aims two and three, two single-moderator models were tested using 

the PROCESS macro for SPSS (Hayes, 2018). Models measured the extent to which 

gender, (Aim 2; Figure 3) and satisfaction with community support (Aim 3; Figure 4), 

independently moderated the association between parent status and post-traumatic stress 

symptoms. Additionally, models two and three tested the independent effects of gender, 

or satisfaction with community support, on post-traumatic stress symptomology. 

2.4.3 Overview of Aim 4 Data Analytic Plan 

To address aim four, a three-way moderation model (Figure 5) tested the 

moderating effect of community support and gender, again using the PROCESS macro 

for SPSS (Hayes, 2018). This effect, in turn, moderated the relationship between parent 

status and post-traumatic stress symptomology. In all, this model measured the combined 
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moderating effect of gender, satisfaction with community support, and parent status on 

post-traumatic stress symptoms as well as the first order effects of each variable on post-

traumatic stress symptomology. 
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CHAPTER 3: RESULTS 

3.1 Preliminary Analyses 

Analyses were conducted using SPSS Statistics software (Version 27). Parent 

status, gender, and satisfaction with community support were mean centered prior to 

analyses to assist with the interpretation of results. 

3.1.1 Assumptions of Normality 

Descriptive statistics were generated to examine means and standard deviations 

of study variables. Each study variable was plotted and visually examined in order to 

assess the normality of the distribution of data and to identify outliers. Further, values of 

skewness and kurtosis were computed for each study variable. These analyses were 

performed both on the total sample and after splitting each variable by parent status 

(parents and non-parents). Based on this examination, all data appeared to be 

approximately normally distributed. No outliers were identified. 

3.1.2 Power Considerations 

A preliminary analysis of statistical power conducted a priori estimated that a 

sample size of 115 would be sufficient to detect small to medium effect sizes (f2 = .07) 

with power equal to .80 and alpha error probability of .05. Based on the sample size of 

the current dataset (n = 150), it was determined that the study had sufficient power to 

address Aims 1- 4. Importantly, while existing studies examining the association between 

parent status and post-traumatic stress symptoms have also produced small to medium 

effect sizes (i.e., Jobe-Shields et al., 2015), parent status is theoretically conceptualized to 

be only one aspect of a complex array of biopsychosocial contributors to the development 

of post-traumatic stress symptoms. Consequently, it is possible that the effects of parent 
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status could be quite small and thus, that the current study may be underpowered to detect 

small but significant effects. Thus, marginally significant results are tentatively 

interpreted in the current study with the caveat that all results are in need of testing in a 

larger and more adequately powered study. 

3.1.3 Missing Data 

Little’s MCAR test was conducted to determine whether data were missing at 

random (Little, 1988). Analyses indicated that data were missing completely at random 

(Little’s MCAR test: χ2(2) = 1.51, p = .46). Given that the missing data were missing 

completely at random, and that the percentage of missing data was small (i.e., torture 

survivor status 5.33%, gender 0.67%, age 2.67%, satisfaction with community support 

5.33%, parent status 0.67%), missing data were accounted for using single imputation 

procedures based on guidelines suggested by Widaman (2006). All subsequent analyses 

were performed on the imputed data set, including imputed variables. 

3.2 Descriptive Statistics of Study Variables 

Table 4 contains descriptive statistics for the independent, dependent, and 

covariate variables used in the present study. Of 150 total participants, 132 participants 

(88.00%) were categorized as parents and 18 participants (12.00%) were categorized as 

non-parents. On average, participants scored 2.28 on a measure of post-traumatic stress 

symptoms. Participants reported feeling varying degrees of satisfaction with the 

community support they received, including not at all satisfied (10.67%), a little satisfied 

(15.33%), somewhat satisfied (29.33%), and very satisfied (44.67%). 

All participants endorsed experiencing at least one type of traumatic event as 

measured by the Harvard Trauma Questionnaire, as exposure to a traumatic event was a 
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selection criterion for the current study. The mean number of distinct trauma types 

experienced was 6.61 (SD = 3.84), with one-quarter of participants (25.33%) reporting 

experiencing nine or more types of trauma. The most commonly experienced traumatic 

events were lack of food and water (68.46%), being close to death (61.49%), illness 

without access to medical care (55.70%), and lack of shelter (53.96%). See Table 3 for a 

complete list of traumatic events and the percentages of the current sample that 

experienced each event. During intake procedures, participants were asked on two 

separate questionnaires whether or not they were survivors of torture, once using the 

United Nations definition of torture (on which 69.3% endorsed torture experiences) and 

once as part of the Harvard Trauma Questionnaire trauma experiences checklist (on 

which 45.21% endorsed torture experiences). The current study used torture experiences 

as reported by participants when responding to the United Nations definition of torture, 

because this item was operationalized for participants and therefore is expected to 

produce a more valid and reliable estimate of torture experiences in the current sample. 

Based on this measurement, approximately two-thirds (69.3%) of participants reported 

experiences of torture, while one-third did not endorse having experienced torture. Over 

one-third of participants (38.67%) demonstrated Harvard Trauma Questionnaire part IV 

scores indicative of clinical levels of PTSD. 

Bivariate correlations between variables of interest were conducted in order to 

examine the extent to which study variables were correlated (Table 5). These analyses 

revealed that lower satisfaction with community support was significantly correlated with 

higher PTSD symptoms. Further, older participants were more likely to be parents, to be 

male, to have experienced torture, and to be more satisfied with community support. 
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Because age was correlated with several study variables, it was included in subsequent 

analyses in order to account for potential confounding effects. 

3.3 Model 1: Association Between Parent Status and Post-Traumatic Stress 

Symptoms 

Results for all four models are reported in Table 6. To test model one, a linear 

regression examined the relationship between parent status and post-traumatic stress 

symptoms. Post-traumatic stress was regressed on parent status, including age and torture 

survivor status as covariates. The overall multiple regression model did not reach the 

threshold of statistical significance at the .05 level, instead being just outside the 

conventional cutoff (R2 =.05, F(3,146) = 2.30, p = .079). Considering the great array of 

possible contributors to post-traumatic stress symptomology conceptualized by a 

biopsychosocial model, the factors of parent status, torture survivor status, and age alone 

may not collectively account for enough variance in post-traumatic stress symptoms to be 

meaningfully predictive. 

While an examination of individual predictors within the model initially revealed 

no statistically significant correlations with post-traumatic stress symptoms, similar to the 

overall model, torture survivor status had a marginally significant positive correlation 

with post-traumatic stress symptoms, such that torture survivors had higher post-

traumatic stress symptoms than non-torture survivors (B = .28, p = .054). Although these 

results are also just outside the conventional cutoff for significance, the correlation 

between torture survivor status and post-traumatic stress symptoms is in the expected 

direction and aligns with a consistent finding in existing literature, that refugee torture 

survivors experience PTSD at higher rates than refugees who did not experience torture 
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(Atwoli et al., 2006; Carinci et al., 2010; Song et al., 2018; Steel et al., 2009). The 

marginally significant findings in the current study are likely best understood as Type II 

error, attributable to lack of statistical power due to small sample size, since they are 

consistent with the preponderance of evidence in the literature and suggest a positive 

correlation between surviving torture and post-traumatic stress symptoms. 

3.4 Model 2: Association Between Parent Status and Post-Traumatic Stress 

Symptoms as Moderated by Gender 

Model two examined whether gender moderated the relationship between parent 

status and post-traumatic stress symptoms. Post-traumatic stress symptoms were 

regressed on age, torture-survivor status, parent status, and the interaction between 

gender and parent status. The overall multiple regression was not statistically significant 

(R2 =.05, F(5,144) = 1.37, p = .237), indicating that age, torture survivor status, gender, 

parent status and the interaction between gender and parent status did not collectively 

account for significant variance in post-traumatic stress symptomology. An examination 

of individual predictors within the model again revealed a marginally significant 

correlation between torture survivor status and post-traumatic stress symptoms, such that 

torture survivors had higher post-traumatic stress symptoms than non-torture survivors (B 

= .28, p = .057). Again, due to the strong evidence-base for the relationship between 

torture survivor status and post-traumatic stress symptoms, the findings in the current 

study are likely best understood as Type II error, attributable to lack of statistical power 

due to small sample size. Thus, the findings of the current study are understood to 

suggest a positive correlation between surviving torture and post-traumatic stress 

symptoms consistent with the preponderance of empirical evidence. Notably, the gender 
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by parent status interaction was non-significant (B = .10, p = .811), indicating that the 

relationship between parent status and post-traumatic stress symptoms did not vary in this 

sample; The strength and direction of the relationship between parent status and post-

traumatic stress symptoms was approximately the same for both men and women. 

3.5 Model 3: Association Between Parent Status and Post-Traumatic Stress 

Symptoms as Moderated by Satisfaction with Community Support 

Model three examined whether community support moderated the relationship 

between parent status and post-traumatic stress symptoms through a linear regression. 

The model explained 11% of the variance in post-traumatic stress symptoms (R2 =.11, 

F(5,144) = 3.69, p = .004), indicating that age, torture-survivor status, parent status, and 

the interaction between satisfaction with community support and parent status 

collectively explained a statistically significant and meaningful portion of the variance in 

post-traumatic stress symptoms. 

3.5.1 First Order Effects 

Torture survivor status, satisfaction with community support, and parent status all 

contributed significantly to the model. Being a parent was associated with a .54-point 

increase in post-traumatic stress symptoms (B = .54, p = .023). Each point increase in 

satisfaction with community support was associated with a .17-point decrease in post-

traumatic stress symptoms (B = -.17, p = .011). Being a torture survivor was associated 

with a .30-point increase in post-traumatic stress symptoms (B = .30, p = .036). Age did 

not account for a statistically significant proportion of variance in post-traumatic stress 

symptoms (B = -.01, p = .190). 

3.5.2 Interaction Effects 
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The interaction between satisfaction with community support and parent status 

contributed only marginally to the significance of the overall model (B = -.35, p = .064). 

Individual interaction coefficients were decomposed using the Process Application 

(Hayes, 2018). In a departure from recommendations made by Cohen, Cohen, West, and 

Aiken (2003) to plot simple slopes for high (+1 SD), average (mean), and low (-1 SD) 

satisfaction with community support scores to aid in interpretation, simple slopes were 

instead plotted at high (84th percentile), average (50th percentile), and low (16th 

percentile) satisfaction with community support scores. This change was made due to the 

slightly left-skewed distribution of data resulting in no scores 1 SD above the mean. In an 

effort to plot actual scores demonstrated in the sample of the current study, percentiles 

were used as cut points for plotting simple slopes. For consistency in interpretation, these 

plotting points were utilized for all models in the current study. Plots revealed that for 

parents, post-traumatic stress symptoms remained approximately stable, regardless of the 

degree of satisfaction with community support. For non-parents, high satisfaction with 

community support appeared to be linked to lower post-traumatic stress symptoms. To 

test at which values of the moderator these conditional effects applied, the significance of 

simple slopes was tested at different levels of satisfaction with community support. 

Simple slopes demonstrated statistical significance at average (p = .028) and high (p = 

.010) levels of satisfaction with community support, indicating that satisfaction with 

community support moderates the association between parent status and post-traumatic 

stress symptoms when satisfaction with community support is average or high. When 

satisfaction with community support is low, the relationship between parent status and 

level of post-traumatic stress symptoms is similar in strength and direction. 
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3.6 Model 4: Combined Effects of Gender, Satisfaction with Community Support as 

Moderators of the Parent Status - Post-Traumatic Stress Relationship 

Model 4 examined moderated moderation: The extent to which community 

support moderated the effect of gender as a moderator of the relationship between parent 

status and post-traumatic stress disorder. Overall, the model explained 16% of the 

variance in post-traumatic stress symptoms (R2 =.16, F(9,140) = 2.95, p = .003). 

3.6.1 First Order Effects 

Being a parent was associated with a .67-point increase in post-traumatic stress 

symptoms (B = .67, p = .0496). Each point of increase in satisfaction with community 

support was associated with a .31-point decrease in post-traumatic stress symptoms (B = -

.31, p = .002). Age (B = -.01, p = .230), torture survivor status (B = .24, p = .094) and 

gender (B = .05, p = .697) did not account for a statistically significant proportion of 

variance in post-traumatic stress symptoms in this model. 

3.6.2 Interaction Effects 

The interaction between parent status and gender (B = -.24, p = .574) and the 

interaction between parent status, gender, and satisfaction with community support (B = -

.62, p = .097) did not account for a statistically significant proportion of variance in post-

traumatic stress symptoms. Satisfaction with community support was found to 

significantly moderate the relationship between parent status and post-traumatic stress 

symptoms (B = .59, p = .002), in the same direction as in model 3, such that parents’ 

post-traumatic stress symptoms remained relatively stable regardless of satisfaction with 

community support, while non-parents post-traumatic stress symptoms varied as a 

function of satisfaction with community support. Specifically, highly satisfactory 
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community support was associated with lower levels of post-traumatic stress symptoms 

in non-parents. Satisfaction with community support was also found to significantly 

moderate the relationship between gender and post-traumatic stress symptoms (B = .27, p 

= .039), such that community support appeared to be more strongly related to post-

traumatic stress symptoms in males than in females. 

Lastly there was a marginally significant interaction between parent status, 

gender, and satisfaction with community support, suggesting moderated moderation. To 

better understand the marginal added value of the three-way interaction term to the 

overall model, the interaction coefficient was decomposed for exploratory purposes using 

the PROCESS Application (Hayes, 2018) and simple slopes were plotted at high (84th 

percentile), average (50th percentile), and low (16th percentile) satisfaction with 

community support scores to aid interpretation. Conditional tests of the focal predictor 

(parent status) were tested at each value of the moderator (satisfaction with community 

support). Tests of simple slopes revealed that parent and non-parent males significantly 

differed from one another at high levels of community support (p = .009), such that non-

parent males with highly satisfactory community support evidenced lower post-traumatic 

stress symptomology than did parent-males. This effect was marginally significant (p = 

.064) at average levels of satisfaction with community support and non-significant at low 

levels of satisfaction with community support (p = .948). Parent and non-parent women 

were more similar in post-traumatic stress symptoms to one another, regardless of 

satisfaction with community support, resulting in non-significant tests of simple slopes 

across all levels of satisfaction with community support. 
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CHAPTER 4: DISCUSSION 

4.1 Summary of Findings 

The current study examined parent status as an exceedingly common, but under-

studied potential contributor to post-traumatic stress in refugee populations. Although 

there is limited existing literature regarding the relationship between parent status and 

post-traumatic stress symptoms, particularly in refugee populations, it was hypothesized 

that refugee parents would have higher levels of post-traumatic stress symptoms than 

their counterparts who do not have children. Further, the current study hypothesized that 

gender and community support would moderate the relationship between parent status 

and post-traumatic stress symptoms. Overall, results of this study showed that parents 

demonstrate higher rates of post-traumatic symptomology than non-parents. Non-parents 

appeared to reap greater benefit from satisfactory community support, and benefits of 

satisfactory community support were particularly pronounced for male non-parents. A 

discussion of the rates of post-traumatic stress symptoms between parents and non-

parents is presented, as well as a discussion of the effects of gender and community 

support on the relationship between parent status and post-traumatic stress symptoms. 

Age and torture survivor status are reviewed in their relation to post-traumatic stress 

symptoms in the current study. Theoretical and clinical implications of the overall study 

findings are presented. 

Concerning the primary outcome of post-traumatic stress, over one-third of the 

sample of the current study (38.67%) demonstrated scores indicative of clinical levels of 

PTSD (Mollica et al., 1992). The prevalence rate in the current sample is comparable to 

other samples of refugee populations (30.6%; Steel et al., 2009), and as expected, higher 
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than previously-deployed veterans 8.0%, of survivors of sexual assault (20.2%; Scott et 

al., 2018), and of the general United States population (3.5%; American Psychiatric 

Association, 2013). Importantly, the current study used a clinic-presenting sample, which 

may have resulted in especially high rates of PTSD, as compared to a community sample. 

4.2 Parent Status 

Being a parent was associated with higher rates of post-traumatic stress 

symptoms, as compared to non-parents, in models three and four, which included 

community support. Parent status was not associated with post-traumatic stress symptoms 

in models one and two. This appears to be because parent status and satisfaction with 

community support each predict unique variance in post-traumatic stress symptoms, such 

that when accounting for satisfaction with community support, parent status becomes a 

meaningful indicator of post-traumatic stress symptoms. Models three and four are 

deemed to be more comprehensive, including additional factors that are likely to predict 

post-traumatic stress symptoms, and thus, the findings regarding the association between 

parent status in post-traumatic stress symptoms are interpreted, with caution, from the 

results of these latter two models. 

The findings of the current study align with examinations of veterans (Jobe-

Shields et al., 2015) and broadly-defined immigrant populations (Abu-Ras & Abu-Bader, 

2009). In each of these studies, as well as in the current study, being a parent was 

demonstrated to be associated with higher rates of post-traumatic stress. However, 

findings differ from the study by Nygaard and colleagues (2011), which found no 

relationship between parent status and post-traumatic stress symptoms. Notably, Nygaard 

and colleagues (2011) focused solely on a sample of Norwegian adults who experienced 
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a natural disaster (tsunami). The differences in these findings may be explained by 

differences in the type of traumatic event experienced. Survivors of natural disasters 

demonstrate somewhat lower rates of post-traumatic stress disorder (Neria et al., 2008) 

than survivors of other forms of traumatic events, as well as the highest rates of remission 

(Morina et al., 2014). Thus, the participants in the study by Nygaard and colleagues 

(2011) may have experienced lower rates of PTSD initially, and may have recovered 

more quickly, than participants in studies finding a relationship between parent status and 

post-traumatic stress. Additionally, differences in types of traumatic event experienced in 

prior studies examining parent status may provide clues regarding the mechanisms that 

link parent status and post-traumatic stress symptoms. For example, veterans, 

immigrants, and refugees are more likely to experience the perpetration of intentional, 

interpersonal, violent acts, whereas natural disasters are not intentional or interpersonal in 

nature. It is possible that intentional acts of interpersonal cruelty and violence are more 

likely to change one's worldview (e.g., humanity is capable of terrible things, people are 

dangerous). These effects may be particularly pronounced in refugees, as veterans are 

trained to participate in combat (Meichenbaum, 1994). In civilians, violent attacks may 

be particularly potent events for violating assumptions of safety in the world 

(Meichenbaum, 1994). These types of cognitions may subsequently have a greater impact 

for parents, as they are guardians of vulnerable minors and thus, may carry greater fear 

about safety on a day-to-day basis than those without children. Other possible 

mechanisms explaining the link between parent status and post-traumatic stress 

symptoms include mechanisms hypothesized by Jobe-Shields and colleagues (2015), 

which include child-related sleep disturbances, loud or unpredictable child behavior, 
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increased need to form and maintain close relationships with children and other adults, 

and feelings of detachment from loved-ones (Jobe-Shields et al., 2015). Notably, these 

mechanisms linking parent status and post-traumatic stress have yet to be tested. 

It is important to emphasize that the findings of the current study are not to deny 

that children are often a source of great joy in parents’ lives, as parents have been 

demonstrated to report higher levels of happiness, positive emotions, and meaning in life 

than non-parents (Nelson et al., 2013). While these findings may initially seem 

contradictory, they can, in fact, coexist, as interacting with children and taking care of 

children have been demonstrated to be some of the most, and least, enjoyable tasks in a 

parent’s life (Kahneman et al., 2004). 

4.3 Gender 

Female refugees consistently report higher rates of psychopathology, including 

anxiety, depression, and PTSD (Alpak et al., 2015; Cardozo, 2000; Neuner et al., 2004; 

Song et al., 2018; Ssenyonga et al., 2013) than their male counterparts. However, in 

contrast to the existing body of literature, PTSD symptoms did not differ by gender in the 

current study, indicating that men and women reported approximately similar levels of 

post-traumatic stress symptoms to one another. 

Given the robust evidence base indicating that the prevalence of PTSD is higher 

in women (Alpak et al., 2015; Browne et al., 2017; Cardozo, 2000; Neuner et al., 2004; 

Song et al., 2018; Ssenyonga et al., 2013), this departure from the expected result may be 

attributable to the selection effects resulting from the sampling method of the current 

study. All participants in the current study were presenting for mental health treatment 

and were presumably experiencing mental health symptoms. While not all participants 
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necessarily presented with PTSD as a primary concern, sampling from a clinic-presenting 

population may have decreased the number of low-distress individuals in the sample. 

These selection effects may have a greater impact on the males in the sample. Nickerson 

and colleagues (2017) identified that male refugees were more likely to have two 

diagnoses at intake for mental health services, as opposed to women, who were likely to 

have only one, suggesting that males may wait longer, until mental health problems are 

more severe, to seek-help. Therefore, using a clinic-presenting sample may exclude low-

symptom males, ultimately resulting in approximately equal PTSD rates for men and 

women in the current study. 

Relatedly, gender did not significantly impact the relationship between parent 

status and post-traumatic stress. This finding did not support study hypotheses, which 

were based on existing literature that immigrant women are more likely to take on the 

caregiving role for children as compared to men, resulting in fewer opportunities for 

women to integrate into society, be exposed to new environments, and  gain employment 

(Tang et al., 2007). Based on the Chronic Traumatic Stress framework (Fondacaro & 

Mazzulla, 2018), these increased post-migration living difficulties, particularly ones that 

interacted with parent status such as the increased burden of raising children, were 

hypothesized to contribute to increased post-traumatic stress symptoms. 

These unexpected findings of the current study regarding the impact of gender on the 

association between parent status and PTSD may be multifactorial in nature. While 

selection effects may have reduced the variability in the range of PTSD symptoms 

experienced by males in the study, it is also possible that males carry a unique, but 

similarly sized burden of raising children. A qualitative study of Sudanese male refugee 
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fathers identified that fathers indeed reported experiencing many burdens of parenting 

related to responsibility, commitment, and providing care for their families (Este & 

Tachble, 2009). Common challenges related to parenting included experiencing 

underemployment based on their qualifications resulting in insufficient means to care for 

one’s family, difficulty transitioning to new methods of discipline, and role changes 

within their family (e.g., sharing domestic tasks, becoming more involved in parenting; 

Este & Tachble, 2009). Further, if changes in worldview, as opposed to the day-to-day 

hassles of having children, drive the relationship between parent status and post-traumatic 

stress symptoms, it is logical to expect that post-traumatic stress symptoms in both 

mothers and fathers would be similarly impacted by the experience of being a parent. 

4.4 Community Support 

In the sample as a whole, individuals who were most satisfied with the 

community support they received had lower post-traumatic stress symptoms. These 

findings are in line with existing literature, which indicates that community support is a 

meaningful predictor of PTSD in refugees (Johnson & Thompson, 2008; Schweitzer et 

al., 2006). Interestingly, when tested for whether satisfaction with community support 

impacts the relationship between parent status and post-traumatic stress symptoms, 

satisfaction with community support appeared to mitigate post-traumatic stress symptoms 

for non-parents, but not for parents. These findings are contrary to the hypotheses of the 

current study, that the relationship between parent status and post-traumatic stress 

symptoms would be stronger for those unsatisfied with the community support they 

receive. Instead, the findings suggest that even a high degree of satisfaction with 

community support may not adequately buffer against the daily parenting stress 
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experienced by refugee parents. By contrast, having satisfying community support 

appears to be an effective buffer against experiencing severe post-traumatic stress 

symptoms in non-parents. 

Notably, when gender was considered in the model, satisfaction with community 

support was linked with decreased post-traumatic stress symptoms particularly for non-

parent males, but less-so for non-parent females. It is possible that male and female 

parents, as well as non-parent females, may not be receiving the types of support that 

would most effectively reduce their post-traumatic stress symptoms. Interestingly, similar 

effects have been demonstrated in literature examining community-level supports that 

reduce homelessness (Fargo et al., 2013; Roll, 1999). Studies established that men, 

women, and adults with children had vastly different support needs from one another. 

While this work investigated homelessness as an outcome, instead of post-traumatic 

stress symptoms, and used a general US sample, it is relevant to the current study to 

establish that community supports that benefit single adults do not necessarily have the 

same benefit for adults with children. Similarly, the types of community support that are 

most effective vary by gender. It is possible that the types of community support 

provided in the community of the current study more readily address the needs of non-

parent males, as compared to the needs of parents and non-parent females. 

4.5 Other Findings 

4.5.1 Age 

In the current study, age was not related to post-traumatic stress symptoms in 

any of the models tested. The existing literature is not in agreement about patterns in the 

association between age and post-traumatic stress symptoms (Porter & Haslam, 2005). 
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Several studies have linked older age with higher levels of post-traumatic stress 

symptoms in refugees (Johnson & Thompson, 2008). Yet other studies have identified 

age cut-points at which refugees were at increased risk of developing PTSD (e.g., over 

25, Dahl et al., 1998; over 65, Cardozo, 2000). Some authors have concluded that the 

continuous process of aging is associated with increased risk of developing PTSD (e.g., 

Johnson & Thompson, 2008; Porter & Haslam, 2005). In contrast, Epstein and colleagues 

(2009) found that children were at higher risk for post-traumatic stress symptoms than 

adolescents and adults. The lack of agreement regarding the association between age and 

post-traumatic stress symptoms may be due to a variety of confounding factors, making 

the relationship between age and psychological adjustment challenging to clarify. 

Confounding factors include the age of the individual at the onset of adverse life events, 

the age at which they migrated, and policies related to an individual’s age, such as those 

regarding education, housing, and the decision-making processes for seeking asylum 

once in a host country (Fazel et al., 2012). Together, these confounding factors make it 

difficult to elucidate the existing literatures’ relationship between psychological 

adjustment and age in refugee populations, and the results of the current study did not 

clarify the relationship further. Together, the mixed findings of existing literature, and 

null findings of the current study, may suggest that age is not a particularly meaningful 

predictor of post-traumatic stress symptoms in relation to other factors. 

4.5.2 Torture Survivor Status 

The sample of the current study included a much higher proportion of torture 

survivors than is expected in the general population of refugees in the U.S. It is likely that 

these differences are due to selection bias, such that all participants from the current 
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study had presented to a community mental health clinic specifically designed for treating 

survivors of torture and trauma and must have experienced a traumatic event, although 

not necessarily torture, in order to be included in the study. Thus, the sample of the 

current study likely represents an oversampling of refugees who have survived torture. 

The findings of the current study largely match those of existing literature.  

Torture survivors experienced higher rates of post-traumatic stress and symptomology 

than their peers who did not endure torture. The current study did not test how torture 

survivor status interacted with parent status. However, torture survivor status may be 

relevant in elucidating the relationship between parent status and post-traumatic stress 

symptoms in that torture is designed to negatively impact a person's view of the world 

and of themselves (e.g., cognitions that others have bad intentions, or the world is a 

dangerous place). These changes in worldview may be exacerbated as parents are tasked 

with protecting vulnerable children in addition to themselves. 

4.6 Theoretical Implications 

Overall, findings of the current study are consistent with assertions made in the 

Chronic Traumatic Stress framework (Fondacaro & Mazzulla, 2018), that traumatic stress 

is impacted not only by the presence of a single, criterion A event, but also by ongoing 

stressors that can occur in multiple domains of a person's life. The findings of the current 

study, and the broader theoretical framework, urge the field to take a comprehensive 

approach to identifying vulnerabilities to refugee post-traumatic stress, as well as 

intervening with a broad range of factors that perpetuate these problems. 

The present study raises the questions of why refugee parents experience higher 

rates of post-traumatic stress than non-parents and how refugee parents might best be 
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supported. While the current study identified that satisfaction with community support 

did not appear to be a primary factor in the reduction of post-traumatic stress for parents, 

it remains unclear which interventions can be implemented in order to improve the 

mental health outcomes of refugee parents living in Western countries. The present study 

also raises the issue of satisfaction with community support being more beneficial for 

some demographic groups than for others. Thus, future studies must investigate which 

interventions are the most impactful for refugee parents, specifically. 

4.7 Clinical Implications 

While the current study represents a first step toward determining the factors that 

contribute to refugee well-being, a number of important clinical implications can be 

derived from the preliminary findings of the current study. These implications include the 

importance of addressing the parenting-related stressors experienced by fathers, the need 

for tailoring community support to specific demographic groups, and expanding the 

clinical focus to the broader family system. 

In the current study, fathers, particularly those with low satisfaction with 

community support, had high levels of post-traumatic stress, reaching levels similar to 

those of mothers and non-parent women. The null findings for gender’s role in 

moderating the relationship between parent status and post-traumatic stress indicate that 

both mothers and fathers were similarly impacted in terms of post-traumatic stress 

symptomology, a finding which may not be reflected in the clinical care provided to 

fathers (whereas parenting constitutes a focus of clinical work with refugee mothers). 

Thus, clinical assessment of refugee fathers should include an assessment of parenting-
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related stressors, and these stressors should be considered an emphasis of their treatment 

as well. 

In the current study, highly satisfactory community support did not buffer refugee 

parents’ post-traumatic stress symptoms as anticipated. These results may indicate that 

although community support is effective for reducing anxiety (Schweitzer et al., 2006), 

somatic symptoms (Schweitzer et al., 2006), and depression (Beiser, 2009), it may not be 

an effective target of intervention specifically for refugee parents’ post-traumatic stress 

symptoms. In contrast to these findings, satisfactory community support was linked with 

low rates of post-traumatic stress symptoms for one demographic group: non-parent 

males. This suggests that satisfactory community support is not wholly unrelated to post-

traumatic stress and instead, likely exerts differential impacts on different groups. Taken 

together with the broader literature demonstrating mental health benefits of community 

support, it is important to continue assessing this potential protective factor. Clients 

should be linked to the community support resources that address their specific areas of 

need, with the understanding that these types of interventions may provide greater benefit 

for non-parents (especially males), than for parents. Instead, parents and non-parent 

females may need more targeted mental health interventions in order to significantly 

reduce their PTSD symptoms. 

Findings call for the expansion of the clinical focus to the broader family system, 

not least because parental psychological functioning plays a critical role in the 

psychological adjustment of refugee children. In fact, parental factors are so critical to the 

well-being of refugee children that some parent experiences are more strongly related to 

the psychological adjustment of refugee children than are the child’s own experiences 



 

53 

(Fazel et al., 2012). Children of parents with elevated post-traumatic stress symptoms are 

at risk for psychological adjustment problems, including higher risk for developing PTSD 

following trauma themselves (Leen-Feldner et al., 2013). Therefore, targeting parent 

mental health is likely to have a positive ripple effect, mitigating the effects of 

displacement on the mental health of refugee children (El-Khani et al., 2016). 

4.8 Limitations 

A primary limitation of the current study was the operationalization of parent 

status. There was incomplete data for whether or not children were living in the home at 

the time of the assessment. Additionally, children's ages were not obtained. Given these 

limitations, parent status was broadly defined as anyone who reported that they had one 

or more children, including adopted children. It is possible that some parents could 

answer affirmatively to having children, but that these children could be adults 

themselves, living outside the home. However, the broad definition of parent used in the 

current study would be expected to weaken the effects of parent status on post-traumatic 

stress, given the conceptualization of the current study that parent status would be linked 

to post-traumatic stress through daily hassles. Thus, it is expected that if the study were 

conducted using a more narrowly defined definition of parent, the effects of parent status 

on post-traumatic stress symptoms may have been more pronounced. 

In the current study, 12% of participants were classified as non-parents and 88% 

were classified as parents. While there was unequal representation of parents and non-

parents in the current study, the proportion falls within the range of rates of childlessness 

for women aged 40-44 worldwide, which range from approximately 10% (South and 

Central America, Chile, Mexico) to 20% (Austria, Spain, United Kingdom), with U.S. 
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rates of childlessness at 17.50% (OECD Family Database, 2018). Further, the 

operationalization of parent status may have also contributed to the unequal number of 

parents and non-parents in the sample, reducing statistical power to detect true 

differences between groups. Future studies would benefit from obtaining a larger and 

more adequately powered sample overall, thus obtaining a larger number of non-parents 

in order to achieve the most accurate representation of the population. 

Additionally, specific parenting tasks, responsibilities, and beliefs were not 

measured in the current study. Assessing specific parenting factors would provide 

additional information about the ways in which parent status is linked to post-traumatic 

stress symptoms. Marital status was not examined in the current study as it related to 

post-traumatic stress symptom severity. While marital status is certainly another notable 

aspect of family composition, it was not demonstrated to have a significant relationship 

with post-traumatic stress symptom severity when investigated by Jobe-Shields and 

colleagues (2015) who found that instead, having children in the home was a more 

meaningful predictor of symptom severity. Based on this finding, and for reasons of 

parsimony, marital status was not included in the current study. However, Jobe-Shields 

and colleagues investigated a non-refugee population and thus, their findings regarding 

marital status, children in the home, and post-traumatic stress symptomology should be 

replicated in a refugee population. 

Satisfaction with community support was measured through a single item 

assessment, asking participants to rate their satisfaction with the community support they 

received. The method used in the current study allowed for great variation in how 

participants interpreted the question. It is possible that a participant may have had very 
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little community support, but reported feeling satisfied, while another may have been 

highly engaged with community resources but reported feeling unsatisfied. Importantly, a 

measurement of degree of satisfaction in community support is not synonymous with a 

measurement of degree of access to, availability of, or frequency of community support.  

Therefore, conclusions about these latter facets of community support as they relate to 

post-traumatic stress symptoms cannot be made from the results of the current study.  

Post-migration living difficulties have been shown to account for significant 

variance in post-traumatic stress symptoms in refugee adults (Carswell et al., 2011; Li et 

al., 2016; Song et al., 2015). While the current study did not include a direct measure of 

post-migration living difficulties, parent status likely captures some of the post-migration 

difficulties associated with parenting post-migration, as exemplified by Merry and 

colleagues (2017). Despite the assumed overlap between parenting stress and post-

migration living difficulties, future studies should measure and account for post-

migration living difficulties in their analyses in order to identify the unique variance 

associated with each construct. 

In the time since data collection was completed for the current study, an updated 

version of the Harvard Trauma Questionnaire has been released (Berthold et al., 2019). 

Notably, in the most recent version, part four of the updated version pertains to DSM-5 

criteria for PTSD. While the use of the DSM-5 criteria for PTSD would have been a 

preferable choice in the current study, it was not available at the time of data collection 

and hence, was not used. Thus, in order to align post-traumatic stress symptomology 

most closely with the current conceptualization within the field of psychology, future 

studies should utilize the HTQ-5. 
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4.9 Strengths of Study Design and Future Directions 

Although it is largely accepted that refugee populations experience elevated rates 

of post-traumatic stress disorder, there is less clarity regarding which factors predict and 

moderate the incidence and severity of post-traumatic stress disorder in the post-

migration period. Several possible contributors are addressed by the current study. This is 

the first study to investigate the relationship between parent status and post-traumatic 

stress symptoms in a refugee sample. Therefore, the current study provides preliminary 

findings regarding family composition and refugee well-being and generates future, more 

targeted, research questions. 

Future research should measure and account for additional factors of family 

composition, such as child age, whether or not children are living in the home, and 

whether parents are raising children by themselves, with a partner, or with additional 

help. The inclusion of these factors may more clearly illuminate the relationship between 

parent status and post-traumatic stress symptoms. Further, should the parent status and 

post-traumatic stress symptom relationship be replicable in future, more robust studies, 

future research should examine the mechanisms that link parent status and post-traumatic 

stress symptoms. This would assist in determining the factors responsible for this 

relationship. Understanding the factors that link parent status with increased post-

traumatic stress symptomology will allow for the most targeted intervention. For 

example, should lack of sleep due to child disturbances account for the link between 

parent status and post-traumatic stress symptoms, clinicians may benefit from targeting 

sleep as a primary intervention. These interventions could in turn impact public policy, 

increasing support for refugees to have adequate housing with multiple bedrooms to 
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allow for healthy sleep patterns. An additional strength of this study was the setting of a 

community mental health clinic, designed specifically for treating survivors of torture and 

trauma. Thus, the current study provides an important examination of refugees from a 

number of different ethnic groups, which provides a foundation for future research in this 

area that can be extended to refugees from separate ethnic groups. 
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APPENDIX A: TABLES AND FIGURES 

Table 1: Sociodemographic characteristics of participants 

Note. Abbreviations:  M = Mean; SD = Standard Deviation. Age and gender are included 

in Table 4. 

 

  

Demographic characteristic % M (SD) 

Marital status (n = 148)   

Single 16.22  

Married 66.89  

Divorced 6.08  

Widowed 9.46  

Other 1.35  

Number of days in U.S. (n = 144)  1939.06 (1801.07) 

Number of children (n = 149)  3.44 (2.55) 

Highest level of education (n = 145)   

Never attended school 31.72  

Primary school 24.14  

Secondary school 24.14  

Some university 6.90  

Finished university 7.59  

Some or Finished graduate school 1.38  

Other 4.14  

Employment (n = 150)   

Not authorized to work 8.00  

Unemployed 27.33  

Employed 36.67  

Unable to work 24.67  

Student 0.67  

Primary caregiver 0.67  

Other 2.00  

Household income (n = 96)   

No income 11.46  

< $5,000 per year 5.21  
$5,000‐$14999 per year 27.08  

$15,000–$24,999 per year 32.29  

$25,000–$34,999 per year 5.21  

$35,000–$49,999 per year 12.50  

$50,000–$74,999 per year 5.21  

$75,000 or more per year 1.04  
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Table 2: Country of origin of participants 

 

  

Country of origin (n = 149) % 

Bhutan 33.56 

Somalia 22.15 

Bosnia 11.41 

Iraq 5.37 

Nepal 4.70 

Congo 4.70 

DRC 4.70 

Myanmar/Burma 3.36 

Sudan 3.36 

Burundi 0.67 

Rwanda 0.67 

Honduras 0.67 

Zimbabwe 0.67 

India 0.67 

Mexico 0.67 

Angola 0.67 

Jamaica 0.67 

Guinea 0.67 

Cambodia 0.67 



 

70 

 

Table 3: Trauma events 

Note. Percentages total to more than 100 because many participants experienced more 

than one event. Percentages are reported as percentages of valid data, which varies per 

item.  

Trauma Event % Personally Experienced 

Lack of food and water (n = 149) 68.46 

Ill health without access to medical care (n = 149) 55.70 

Lack of shelter (n = 149) 53.96 

Imprisonment/detention (n = 150) 24.67 

Serious injury (n = 150) 48.67 

Combat situation (n = 148) 30.41 

Brain washing (n = 144) 25.69 

Rape or sexual assault (n = 148) 22.30 

Forced isolation from others (n = 147) 28.57 

Being close to death (n = 148) 61.49 

Forced separation from family members (n = 147) 46.26 

Murder of family or friend (n = 146) 32.19 

Unnatural death of family or friend (n = 146) 37.67 

Murder of stranger(s) (n = 148) 26.35 

Lost or kidnapped (n = 147) 26.53 

Torture (n = 146) 45.21 

Other (n = 87) 62.07 
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Table 4: Descriptive statistics for variables of interest 

Note. Abbreviations:  M = Mean; SD = Standard Deviation. Percentages are reported as 

percentages of valid data, which varies per variable. n = 150.  

Variables of interest % M (SD) 

Age (years)  42.73 (12.82) 

Gender   

Male 48.00  

Female 52.00  

Parent   

Yes 88.00  

No 12.00  

Torture Survivor   

Yes 69.33  

No 30.67  

Post-traumatic stress symptoms  2.28 (0.82) 

Satisfaction with community support   

Not at all 10.67  

A little 15.33  

Somewhat 29.33  

Very 44.67  
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Table 5: Bivariate correlations between study variables 

Note. †p < .10. *p < .05. **p < .01. ***p < .001. 

  

Variable 1 2 3 4 5 

1. Parent Status -     

2. Post-traumatic stress symptoms .11 -    

3. Gender .02 .04 -   

4. Satisfaction with community support .13 -.21* .04 -  

5. Torture survivor status .11 .15 .06 .05 - 

6. Age .47*** -.04 -.23** .19* .16* 
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Table 6: Summary of regression analyses for models 1 through 4 

Note. †p < .10. *p < .05. **p < .01. ***p < .001. 

  

Model and predictor variables B SE B β R2 F 

Model 1    .05 2.30† 

Age -.01 .01 -.13   

Torture survivor status .28† .15 .16   

Parent status .38 .23 .15   

Model 2    .05 1.37 

Age -.01 .01    

Torture Survivor Status .28† .15    

Gender 0.01 0.14    

Parent status 0.00 0.08    

Gender × Parent status .10 .42    

Model 3    .11 3.69** 

Age -.01 .01    

Torture survivor status .30* .14    

Community support satisfaction -.17* .07    

Parent status .54* .24    

Community satisfaction × Parent status .35† .18    

Model 4    .16 2.95** 

Age -.01 .01    

Torture survivor status .24 .14    

Gender .05 .13    

Parent status .67* .34    

Gender × Parent status -.24 .42    

Community satisfaction -.31** .09    

Community satisfaction × Parent status .59* .25    

Gender × Community satisfaction .27* .13    

Parent status× Gender × Community 

satisfaction 

-.62† .37    
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Figure 1: Theoretical Conceptualization 

Note. Figure 1 depicts Chronic Traumatic Stress framework. The variables of interest 

from the current study are labeled on the overall framework, illustrating how they are 

conceptualized to relate to one another within the framework. 
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Figure 2: Aim 1 

Note. Linear regression of family composition associated with post-traumatic stress 

symptoms. 
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Figure 3: Aim 2 

Note. Single-moderation model of parent gender moderating the relationship between 

family composition and post-traumatic stress symptoms. 
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Figure 4: Aim 3 

 

Note. Single-moderation model of satisfaction with community support moderating the 

relationship between family composition and post-traumatic stress symptoms. 
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Figure 5: Aim 4 

 

Note. Three-way moderation model with satisfaction with community support moderating 

the effect of gender on the relationship between family composition and post-traumatic 

stress symptoms. 
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Figure 6: Satisfaction with community support by parent status interaction 
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Figure 7: Satisfaction with community support by parent status by gender 

interaction 

  

0

0.5

1

1.5

2

2.5

3

Low Average High

P
T

S
D

 S
y
m

p
to

m
s

Satisfaction with Community Support

Model 4: Satisfaction with Community Support x Parent Status x 

Gender Interaction

Male Parent Male Non-Parent Female Parent Female Non-Parent



 

81 

APPENDIX B: EXPLORATORY QUALITATIVE ANALYSIS OF PARENTS’ 

CONCERNS 

The current study aimed to identify risk and protective factors associated with 

severity of post-traumatic stress symptoms in refugee parents using a biopsychosocial 

framework. The results identified that refugee parents experienced higher levels of post-

traumatic stress symptomology but did not address the question of why this phenomenon 

occurs and how parents can be supported. Further, while the constructs examined in the 

quantitative portion of this study are guided by theory and existing empirical findings, 

they fail to take into account the perspectives of the refugee parents themselves. Thus, an 

exploratory, qualitative, analysis is conducted to add additional perspectives to the 

qualitative work reviewed by Merry and colleagues (2017) and amplify the voices of 

refugee parents in the current sample. 

An overview of the measure and coding system used are described. Themes 

identified as areas of concern are discussed, including percentages of participants that 

endorsed each theme. Sample responses are provided in tables 7-9. Themes are discussed 

in terms of theoretical correlates of refugee wellbeing, as well as in terms of integration 

with the results of the quantitative analysis. 

Method 

Participants included in the qualitative analysis are a subset of the larger sample 

presented in the quantitative portion of the current study. This portion of the study 

utilized another measure provided to participants at the same appointment, and using the 

same procedures, as described previously. Participants were asked to complete the Adult-

Self Report (Achenbach & Rescorla, 2003). Participants were asked to respond to the 
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open-ended question, “Please describe your concerns or worries about family, work, 

education, or other things.” Responses were transcribed onto paper by the clinician 

conducting the interview and were later entered into a word processor by research staff.  

The framework approach to qualitative analysis outlined by Pope, Ziebland, and 

Mays (2000) was employed to analyze responses. This approach is used widely in health 

policy research contexts and allows for the relatively time effective analysis of rich, 

qualitative data. Five steps were employed. In the first and second steps, the raw data 

responses were read and re-read in order to familiarize the researcher with the data 

(familiarization) and to assist in identifying common subject areas that emerged 

(identifying a thematic framework). Once specific subject areas were identified, the next 

stage involved applying the thematic framework to all responses (indexing). During this 

stage, responses were identified to belong to one or more subject area. Responses were 

organized according to subject area, forming a chart (charting). The final step (mapping 

and interpreting) involved linking similar themes together to create broader themes with 

the aim of providing explanations of the findings. 

Results 

Of the 132 parents who participated as part of the larger study, 25.00% (n = 33) 

provided responses to open-ended questions on the Adult-Self Report (Achenbach & 

Rescorla, 2003). Steps one through five of the framework approach to coding were 

utilized, resulting in ten subject areas and mapped on to three overarching themes 

regarding concerns from the analysis of responses. The three themes identified included 

(1) family concerns (Table 7), (2) health concerns (Table 8), and (3) economic concerns 

(Table 9). 
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Family 

Concerns were reported regarding many aspects of family life, with 75.76% (n = 

25) of parents describing concerns that related to family. Five parents described 

generalized worries about their family. Three parents described challenges related to 

family dynamics, including one participant who reported feeling like a burden to his 

family and another participant alluded to family conflict and reported concern about 

tension with in-laws. Family separation was a concern of three parents, who described 

worrying they would not see their families again, wondering about when they would be 

reunited with a spouse, and worrying about the health of elderly family members who 

were far away. Eight participants provided examples of concern of the survival and 

protection of their family members, both near and far. Lastly, seven participants 

described problems related to parenting, including needing to provide for children 

financially, worrying about child’s behavior, and concerns about the degree to which they 

will need to care for children in the future. 

Health 

Nearly one-half of parents described concerns about physical and mental health 

(45.45%; n = 15). Eight parents described physical health concerns, including general 

health problems, chronic pain, and injury related to torture. Eight parents described 

mental health concerns, including worrying about their own emotional well-being, 

loneliness, and being absent minded. 

Economic 

Two-thirds of parents 66.67% (n = 22) described economic concerns. Eighteen 

parents reported concerns about finances and employment. Specifically, parents 
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described worries about being unemployed, difficulty obtaining a job, and the financial 

hardship associated with being unemployed or underemployed. Eight participants 

described concerns related to education, including problems with education for 

themselves, their children, and their family. Lastly, six participants described language 

concerns, which they expanded impacted their ability to speak, write, and understand 

systems in the United States. 

Multiple Areas of Concern 

 Twelve parents (36.36%) identified a concern that mapped onto only one theme, 

with 50% of these parents reporting their only concern was in the domain of family, 

41.67% reporting their only concern was in the domain of economics, and 8.33% 

reporting their only concern as in the domain of health. Thirteen parents (39.39%) 

identified concerns that mapped onto two themes. Eight parents (24.24%) identified 

concerns that mapped onto all three themes. 

Discussion 

The concerns expressed by refugee parents in this sample were relatively 

homogenous, centering around themes of family, health, and economic challenges. While 

overall, the most commonly cited concerns were in the domain of family life, economic 

challenges were also cited by more than half of parents. The most commonly cited 

subject area of all themes was employment and finances, while the least commonly 

referenced were concerns about family separation and family dynamics. 

Interestingly, although all parents in the study had experienced at least one 

traumatic event in their lifetime, only one participant referenced a traumatic event when 

reporting concerns. Instead, the vast majority of parents’ concerns extended beyond one 
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discrete event to reflect lives characterized by ongoing hardship in multiple domains of 

functioning. This observation aligns closely with the ecological perspective of the 

Chronic Traumatic Stress framework (Fondacaro & Mazzulla, 2018), that outcomes are 

continually impacted by risk and protective factors following a traumatic event, and 

provides support for a more comprehensive conceptualization of the factors the 

contribute to well-being after a traumatic event. 

Parents frequently endorsed concerns pertaining to multiple themes, with nearly 

two-thirds of the sample describing concerns in two or more areas. Further, these themes 

often interacted with one another. For example, a participant simultaneously expressed 

concerns in the domains of family and economic need, stating “[I am] worried about kids, 

they are my life, worried that they are not with [me]. [I] want to get a job and get housing 

in order to get children back.” This parent expressed concern in the areas of employment 

and parenting. Another described, “I first worry about myself and would like to be better 

than I am. I have been depressed and worry that I could do something to them. I worry 

that I am still not better and worry that I never will be.” This parent expresses concern in 

the area of mental health and of family. Importantly, these concerns not only depict one 

person having multiple areas of concern, but demonstrate how strain in one area (e.g., 

unemployment, mental health) can result in strain in another (e.g., wellbeing of family). 

Parents’ reports of multiple, interacting concerns in a variety of domains align 

closely with the theoretical underpinnings of the study, in which not only do the contexts 

in which an individual exists impact their functioning, but the interrelatedness between 

these contexts are also meaningful contributors to individual outcomes (Bronfenbrenner 

& Morris, 2006). The quantitative examination focused on the interactions between 
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parent status and the risk and protective factors of community support and gender in their 

associations to post-traumatic stress symptoms. However, only community support was 

identified as a moderator of the parent status and post-traumatic stress relationship. 

Interestingly, neither gender nor community support were directly referenced by parents 

in the qualitative portion of the study, although these themes may have been alluded to in 

an indirect manner. For example, one parent described that he, “became the housewife,” 

in his family. He does not reference his gender as a risk or protective factor regarding 

post-traumatic stress symptoms but does identify a shift in gender roles as a concern for 

him. Despite the potential for indirect references to themes of gender and community 

support, these risk factors do not appear to be at the forefront of refugee parents’ minds 

when describing their concerns. Future examinations may instead benefit from 

investigating how more commonly referenced areas, such as employment and finances, 

interact with parent status to predict outcomes. 

While the current study represented an initial, information gathering step that can 

focus and guide future research, the results of this study alone are insufficient in 

determining the mechanisms that link parent status with refugee mental health outcomes 

due to sample size, lack of targeted interview questions regarding parent and post-

traumatic stress symptoms specifically, and cross-sectional design. However, this initial 

exploration provides an outline of the concerns voiced by refugee parents that may be 

expanded upon through larger and more robust studies. The results support the use of a 

holistic and comprehensive approach to understanding of wellbeing, which takes into 

account the many domains of an individual’s life. 
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Table 7: Concerns about family 

Note. Non-exhaustive sample of responses. Some responses were transcribed in third 

person point of view and have been converted to first person point of view here for ease 

of understanding. Minor spelling errors were corrected for clarity. Subject area n values 

may total more than total n for the overall theme, as some participants’ responses could 

be categorized into multiple areas.  

ID Concerns about family (n = 25) 

 Parenting (n = 7) 

62 [I am] concerned about [my] kids, and the[m] going to college. 

63 
[My] daughter is disabled and I'm and in our culture the boys sometimes stay [at 

home], so I think that I may have two children with me for a long time. 

86 Worried about children and what they are doing when [I am] at work. 

 
Worried about kids, they are my life, worried that they are not with [me]. Want 

to get a job and get housing in order to get children back. 

  

Protection and survival (n = 8) 

23 [I] cannot take care of my family. 

46 [My] family’s survival. 

50 Safety of my family living in Africa. 

  

Separation (n = 3) 

74 I am scared to no longer meet my family. 

34 I don't know how long it will take again for my husband to come. 

68 Worried about elderly parents in refugee camp in Kenya, mother is very ill. 

  

Family dynamics (n = 3) 

42 
I worry a lot about facing my husband and his relatives. They always want to sit 

me down and blame me for everything. I hate this idea. 

52 

I put all my worries in one basket, worry mostly about my family and me 

staying with them, that they will get tired of [my] issues, if they would be better 

off if [I] moved out. 

  

Generalized worries (n = 5) 

56 
I don't know what this country has for me and my family. Drugs and bad things 

worry me. 

66 Worried about my mother, who is 86. 

149 Worries about family’s study in school and [my] job. 
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Table 8: Concerns about health 

Note. Non-exhaustive sample of responses. Some responses were transcribed in third 

person point of view and have been converted to first person point of view here for ease 

of understanding. Minor spelling errors were corrected for clarity. Subject area n values 

may total more than total n for the overall theme, as some participants’ responses could 

be categorized into multiple areas. 

 

 

 

 

 

 

 

 

 

 

  

ID Concerns about health (n = 15) 

 Physical health (n = 8) 

84 Chronic pain 

107 tortured in [Country, Year], very injured. cannot provide for family and work 

160 I don't work because of my injury. 

  

Mental health (n = 8) 

30 

I first worry about myself & would like to be better than I am. I have been 

depressed & worry that I could do something to them. I worry that I am still not 

better & worry that I never will be. 

46 [I am] always concerned the last few months.  

59 Wife has passed away and I feel I am alone. I because the housewife. 

143 I feel lonely sometimes. 
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Table 9: Concerns about economics 

Note. Non-exhaustive sample of responses. Some responses were transcribed in third 

person point of view and have been converted to first person point of view here for ease 

of understanding. Minor spelling errors were corrected for clarity. Subject area n  values 

may total more than total n for the overall theme, as some participants’ responses could 

be categorized into multiple areas. 

 

ID Concerns about economics (n = 22) 
 Employment and finances (n = 18) 

62 This financial piece is concerning because no work. 

83 Employment, car insurance and repair cost 

84 Inability to work, workers comp case, financial concerns 

  

Education (n = 8) 

34 I am worried to give up before I finish my education.  

160 
I worry a lot about all of these things. For example, I can't remember what I learn 

in school. I don't work because of my injury. 

59 No education; because of no education I cannot work. 

  

Language (n = 6) 

66 Worried about language and find it difficult to speak and write 

107 Trouble learning English and understanding the system 

63 
Language barrier, worried because I'm doing my best but I'm absent minded, so I 

can't retain the language 


