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Abstract 

Refugees are at risk of mental health disorders related to multiple, and specific traumatic 

experiences. The aim of this study was to gain more insight in variations of refugee characteristics 

regarding the amount and types of traumatic experiences refugees have been through, and 

subsequently learning more about the association between traumatic experiences and mental 

health outcomes. Participants were 711 trauma-exposed refugees referred for treatment at a highly 

specialized psychotrauma health care institute. Latent Class Analysis (LCA) was used to examine how 

potentially traumatic events in the sample could be classified to form homogenous subgroups within 

the sample. Participants in this sample were highly exposed to multiple PTE types (M = 9.03, SD = 

2.67 PTE types). Three classes were identified: ‘Moderate experience – high sexual’ (n = 143, 20.1%); 

‘High experience – moderate sexual’ (n = 303, 42.6%); and ‘Moderate experience – low sexual’ (n = 

265, 37.3%). Age, gender and region of origin significantly predicted class membership. Women, 

younger refugees and refugees originating from Sub-Saharan Africa seem to be predisposed to 

higher risks of sexual violence. The three subgroups showed differences in severity scores on several 

PTSD symptom criteria, dissociation and general psychopathology. In general, our results suggest 

that differences in mental health outcomes are most often related to a higher probability of 

exposure to multiple PTE types (dose-response effect) and are sometimes also, or specifically, 

related to a high probability of exposure to sexual trauma.  

Keywords: trauma exposure, refugee, posttraumatic stress disorder, latent class analysis, 

mental health. 
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Introduction 

By the end of 2019 more than 1% of humanity was forcibly displaced due to persecution, violence, 

conflict, human rights violations, or by events seriously disturbing public order (UNHCR, 2020a). A 

staggering number of 79,5 million people are displaced worldwide, of whom 26 million are 

considered refugees (UNHCR, 2020b). A refugee is ‘someone who is unable or unwilling to return to 

their country of origin, owing to a well-founded fear of being persecuted for reasons of race, 

religion, nationality, membership of a particular social group, or political opinion’ (UNHCR, 2010). 

The Netherlands registered 22,545 asylum applications in 2019 and a little over 40,000 in the peak 

year of 2015, when many refugees from Syria applied for asylum in this country (CBS, 2020). 

Observing an increasing number of people being displaced, underlines the importance of considering 

the psychological consequences of forced migration. 

In general, refugees are at risk of significant distress related to multiple and prolonged 

traumatic experiences. This includes not only pre-migration experiences, such as war related-

violence and loss, but also the traumatic experiences the refugees encounter during displacement, 

such as poverty or lack of safety (Miller & Rasmussen, 2017). This distress is often expressed in 

mental health complaints such as Post Traumatic Stress Disorder (PTSD), depression and anxiety 

(Crumlish & O'Rourke, 2010; Jongedijk et al., 2020; Minihan et al., 2018). Recent studies on the 

prevalence of PTSD in refugees living in refugee camps has shown rates varying from around 30% up 

to as high as 70% (Kazour et al., 2017; Richa et al., 2020). In war refugees from former Yugoslavia, 

the average prevalence of PTSD was a little above 30%, suffering from any anxiety disorder around 

40% and suffering from any mood disorder also around 40%. This was found despite an average of 

10 years since experiencing the most traumatic war event and being resettled in Western European 

countries since an average of 9 years (Bogic et al., 2012). These rather high rates of prevalence, even 

after many years of resettlement in a safe country, would suggest that a substantial number of 

refugees is in need of mental health care. However, it seems that their access to these services in 

their host country remains relatively low (21-54% of refugees with a PTSD-diagnosis found their way 
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to mental health care), which is possibly caused by language barriers, distrust of mental health care 

and lack of knowledge about treatment possibilities (Laban et al., 2007; Lamkaddem et al., 2014). 

Hence, it seems that there is a discrepancy between refugees’ need for, and the actual use of, 

mental health care facilities. An early screening and a referral for treatment when needed, could 

prove to be essential in lowering mental health complaints in refugees, especially since interventions 

aimed at alleviating symptoms of PTSD have mostly proven to be effective (Lamkaddem et al., 2014). 

To identify individual refugees at risk for psychopathology and to determine the most 

appropriate and effective method of treatment, we foremost need to gain a better understanding of 

the characteristics that comprise these heterogeneous refugee populations. Refugees differ in the 

ethnic and cultural groups they belong to, their level of education and many other 

sociodemographic variables. Apart from these distinctive characteristics, refugees notably differ in 

the amount and type of traumatic events they have experienced before, during and after 

displacement (Crumlish & O'Rourke, 2010). There is a growing body of evidence on the association 

of refugee trauma exposure with prevalence rates, and symptom severity, of PTSD and 

other adverse mental health outcomes. Both cumulative exposure to trauma, and the experience of 

specific traumatic events, such as torture, have been found to have a negative impact on the mental 

health of refugees (Knipscheer et al., 2015; Sengoelge et al., 2019; Steel et al., 2009).  

The relation between the exposure to multiple traumatic events and mental health 

outcomes has not always been taken into consideration. In the past, research on trauma has focused 

almost solely on the effect of single trauma. This changed about a decade ago, when researchers 

realized that an exclusive focus on a single or worst traumatic event, underestimated trauma 

exposure, and thus failed to identify the most exposed groups (Gustafsson et al., 2009). Gustafsson 

et al. (2009) then coined the term “polytraumatization”, which was operationalized as the exposure 

to a certain number of different potentially traumatic events (PTE’s). Since then, many studies on 

polytraumatization have been conducted, examining the impact of experiencing multiple, and 

specific combinations of, PTE’s on a variety of mental health outcomes (Gerber et al., 2018; Klest et 
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al., 2013; Steel et al., 2009). Recently, there has been increasing interest in the approach of Latent 

Class Analysis (LCA) to investigate the impact of trauma exposure on mental health outcomes, by 

taking multiple dimensions of trauma exposure into account, such as event type and count, and 

subdividing individuals with similar characteristics into separate groups (O'Donnell et al., 2017; 

Sengoelge et al., 2019). Most of these studies found three- or four-class solutions, suggesting that 

homogenous subgroups of individuals can be construed based on similar patterns of the experience 

of traumatic events, despite the heterogeneous nature of traumatic events itself (Contractor, Brown, 

et al., 2018; Contractor, Caldas, et al., 2018; O'Donnell et al., 2017). Most of the studies found both a 

class characterized by lower trauma endorsement and a class characterized by a wide range of 

trauma types (Contractor, Caldas, et al., 2018; O'Donnell et al., 2017). Besides a low and a high 

trauma exposure class, studies varied on the remaining one or two classes. Some found a moderate 

exposure class, some or others found a specific-trauma class which was characterized by a higher 

endorsement of specific traumas, usually related to the focus of the particular study (Contractor, 

Caldas, et al., 2018; O'Donnell et al., 2017). Contractor, Brown, et al. (2018) for example, found a 

three-class solution in which they observed a class characterized by a high probability of 

experiencing multiple PTE types, with a particularly high frequency of interpersonal PTE’s, which 

predominantly consisted of physical and sexual abuse. A second class was identified as a moderate 

experience class, but with predominant exposure to threat and indirect exposure to PTE’s (e.g. being 

a witness to traumatic events). The third and final class was the low experience class and had a 

lower probability of all the PTE’s. However promising and insightful, according to Contractor, Caldas, 

et al. (2018) most of the studies on polytraumatization using LCA that are currently available, have 

predominantly focused on interpersonal traumas, omitting the consideration of other trauma types. 

Secondly, many of these studies have focused on childhood trauma instead of assessing the wide 

range of traumas over the course of a lifespan. Finally, most studies on polytraumatization have 

examined samples from dominant groups only, hence Contractor, Caldas, et al. (2018) stress the 

need for ethnically diverse samples in polytraumatization studies. To be able to make statements 



PATTERNS OF TRAUMATIC EVENTS IN REFUGEES 7 

about polytraumatization, including refugees from different cultural backgrounds in research is 

important, since refugees are especially at risk of experiencing a variety of traumatic experiences. 

To our knowledge, there has only been one previous study using LCA of multiple trauma 

exposures in refugees, which is a study by Sengoelge et al. (2019). They found a three-class solution 

in a sample of Syrian refugees that had been granted asylum in Sweden and were included through 

participation in a survey. The three classes identified were: ‘multiple violent and non-violent 

trauma’, ‘witnessing violence and multiple non-violent trauma’ and ‘low multiple non-violent 

trauma’. The outcomes concerning the amount of different PTE’s are more or less in line with 

previous findings in less ethnically diverse samples, but additionally show that exposure to violence, 

either direct or indirect, is an important discerning factor in this refugee sample. However, these 

findings may not be generalizable to refugee groups from other countries, since their sample 

consisted of Syrian refugees only, who have probably faced different pre-migratory conflicts and 

conditions compared to other refugee groups. Nonetheless, this variation in findings underlines the 

importance of this type of research in groups of people with a refugee background and raises a 

question about its relation to mental health outcomes.  

  The fact that exposure to traumatic events is related to adverse mental health outcomes, is 

commonly accepted, but the specific details on how this association comes about is less clear. In 

general, it is found that the higher the number of PTE’s one has been exposed to, the greater the 

reported mental health distress (Contractor, Caldas, et al., 2018; Felix et al., 2019; Gerber et al., 

2018; Jongedijk et al., 2019; O'Donnell et al., 2017; Steel et al., 2009). In a study by Karam et al. 

(2014) it was found that exposure to four or more different types of traumatic events led to a more 

complex clinical picture in patients and to a greater functional impairment. The so-called dose-

response effect of exposure to trauma on the severity of mental health distress has also been 

repeatedly observed in refugee-populations (Jongedijk et al., 2020; Knipscheer et al., 2015; Minihan 

et al., 2018; Sagaltici et al., 2019; Schauer et al., 2003; Sengoelge et al., 2019). In addition to 

cumulative exposure to trauma, there is also some evidence for differential risk based on the type of 
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trauma one has been exposed to. Human right abuses, lack of human needs, torture, life threat and 

sexual violence have all been mentioned as forms of trauma exposure that appear to lead to 

significantly more distress (Jongedijk et al., 2020; Kizilhan, 2018; Luterek et al., 2011; Momartin et 

al., 2004; Schauer et al., 2003; Steel et al., 2009). However, due to methodological issues, such as 

small potential group sizes, much remains unclear on the differential risk for specific types of trauma 

exposure and more research on this topic is needed (O'Donnell et al., 2017; Stein et al., 2016). 

 Previous studies concerning the risk of developing a PTSD, have mostly treated PTSD as one 

coherent concept with the exception of a study done by Minihan et al. (2018), who found that 

cumulative trauma was associated with overall high PTSD-scores, but in some people was mostly 

related to a relative high severity of re-experiencing and avoidance symptoms compared to other 

symptom clusters, even when they did not meet all criteria needed for a PTSD diagnosis. This finding 

underlines the importance of examining these different PTSD symptoms separately in relation to 

traumatic experiences, because the absence of a PTSD diagnosis, does not necessarily mean an 

absence of distress.     

According to Contractor, Caldas, et al. (2018), assessing a broader range of psychopathology, 

in addition to PTSD, is recommended, because complaints such as depression and anxiety were 

found to be a common mental health correlates in relation to polytraumatization classes 

(Contractor, Brown, et al., 2018; Contractor, Caldas, et al., 2018; Felix et al., 2019; Sengoelge et al., 

2019). Furthermore, findings show that repeated, severe and multifaceted traumatization and 

sexual trauma is positively correlated to dissociative symptomatology (Boudoukha et al., 2017; 

Nijenhuis et al., 1998; Wolf et al., 2012). The question is whether these findings apply to people 

from different ethnicities with a refugee background. 

Lastly, three sociodemographic variables; ethnicity, gender and age, have been previously 

related to differential exposure to traumatic events. First of all, there is the likelihood of people that 

come from the same ethnic background have been through more or less similar experiences. This 

association has already been found in a (non-refugee) web-based sample in the United States, 
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where it was found that Latinos were more likely to be categorized in the class with a high risk of PTE 

experiences (Contractor, Brown, et al., 2018). Concerning gender, multiple studies have shown that 

it was often related to membership of a particular class. In general, men have a higher number of 

different PTE’s, and are more often found in subgroups that are high in PTE’s related to violence and 

are non-interpersonal (e.g. accidents) or are interpersonal in nature, but non-sexual (e.g. physical 

violence) (O'Donnell et al., 2017; Sengoelge et al., 2019). Women on the other hand, are more often 

found in subgroups that are high in PTE’s related to sexual violence, high in betrayal (traumatic 

event caused by close others) and are interpersonal in nature (Klest et al., 2013; O'Donnell et al., 

2017). Finally, a longer life span means that one has had more time to encounter multiple PTE’s, 

which is in line with findings by Sullivan et al. (2017). Additional research is needed to determine 

whether these findings also apply to refugee populations. 

In the current study, our goal is to gain more insight in variations of refugee characteristics 

regarding the amount and types of traumatic experiences, and subsequently in the association 

between traumatic experiences and mental health outcomes. We will contribute to existing 

knowledge in the field of trauma, by studying various types of trauma exposure across the full 

lifespan, in a group that has potentially been exposed to a variety of traumatic events, but has 

received insufficient attention in this regard. 

We will examine how potentially traumatic events can be classified in treatment seeking 

traumatized refugees. To this end, we will use person-centered statistical strategies allowing us to 

form homogenous groups based on the patterns of traumatic event types, including both specific 

traumatic events and the accumulation of these events (Nurius & Macy, 2008). After having sorted 

all individuals in our sample in one of these subgroups, we will examine whether differences in 

subgroup membership are related to differences in PTSD symptomatology, dissociation, level of 

overall psychopathology, ethnicity, gender and age. This will hopefully lead to more insight in group 

differences regarding mental health outcomes, and thereby also in the specific (therapeutic) needs 

of groups that have been through similar experiences. 
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In accordance with previous findings, we expect to find a three- or four-class solution on 

trauma-exposure. We do not expect to find a low-trauma exposure class, since our sample consists 

of traumatized refugees seeking treatment in a highly specialized psychotrauma health care 

institute, where patients are only admitted when they have long lasting complaints or have 

previously been treated elsewhere. Besides the expectation of possibly finding a moderate and high 

exposure class, we consider it plausible to find one or more classes separating specific types of 

traumata. 

Concerning predictors of subgroup membership, we expect that people in a subgroup with a 

high exposure to multiple trauma types, have a higher severity score of PTSD-criteria, dissociation 

and of general psychopathology, in addition we presume it plausible to find that certain subgroups 

with exposure to specific trauma types also have an increased risk of higher severity scores. In the 

current study, we will subdivide the PTSD score into the separate criteria described in the DSM-5 

(American Psychiatric Association, 2013) to see whether the various criteria are differentially related 

to subgroup membership. Additionally, we expect that dissociation, the level of general 

psychopathology, ethnicity, gender and age will all be differentially associated with certain patterns 

of exposure to traumatic event types. 

 

Method 

Participants 

Participants were trauma-exposed refugees referred for treatment at ARQ Centrum’45, which is a 

Dutch national and highly specialized psychotrauma health care institute for diagnosis and 

treatment of complex psychological trauma and trauma-related disorders.  All participants have 

trauma related mental health complaints and meet PTSD-criterion A “exposed to one or more 

event(s) that involved death or threatened death, actual or threatened serious injury, or threatened 

sexual violation” (American Psychiatric Association, 2013). For the present study, data was used that 

was primarily collected for diagnostic purposes, after the intake interview and before the start of 
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treatment as a part of a routine diagnostic assessment procedure in which all of the registered 

clients (voluntarily) participated, and it was anonymously archived for scientific research purposes. 

Before filling in the questionnaires, participants were informed about the purpose of scientific 

research and about the storage of the anonymized assessment data and were given the opportunity 

to have their data removed from the database (Jongedijk et al., 2020). The Research Ethics 

Committee (cETO) of the Open University of the Netherlands (OU) was consulted and it was 

indicated that no review of the ethical merits of this study was needed because assessments were 

conducted primarily for diagnostic purposes and secondarily for research purposes. When the 

participants were not able to fill in the questionnaire in their own language and were insufficiently 

fluent in either Dutch or English, (telephone) interpreters were involved. In such a case, the question 

is read by the intake specialist, the interpreter translates the question, which is answered by the 

participant. 

 This study used data collected between 2016 and 2020. Data were available for 711 

participants with a refugee background. Characteristics of the sample are described in Table 1. 

 

Table 1 

Sociodemographics  

Characteristics N % Mean Standard 

deviation 

Gender (Male) 508 71.4   

Age   39.8 11.3 

Region of origin 

Middle East 

 

338 

 

47.5 

  

Sub-Saharan Africa 191 26.9   

Balkan Europe 98 13.8   

Other 84 11.8   
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Measures 

Lifetime exposure to PTE’s was assessed with the Life Events Checklist (LEC), a self-report measure in 

which participants could indicate to which of the 17 PTE’s they had been exposed to. Question 

number 17 (“Any other stressful event or experience”) was left out because it does not provide 

specific information on the PTE type. The LEC items are based on a 5-point nominal scale: 1 = 

happened to me, 2 = witnessed, 3 = learned about it, 4 = not sure and 5 = does not apply. In the 

present study participants were assumed to have positively endorsed a specific PTE if they choose 

the response option 1 or 2. The items were recoded resulting in 16 dichotomous (yes/no) response 

options. The LEC has generally adequate psychometric properties (Gray et al., 2004). There is some 

evidence available on the cross-cultural validity of the LEC. One study assessed the psychometric 

properties of the LEC in Korea and findings support the reliability and validity of the Korean 

translation (Bae et al., 2008). In addition, a Brazilian study concluded that the Portuguese translation 

exhibited satisfactory content validity to be used in Brazil (Lima et al., 2016).  

To assess PTSD symptom severity and dissociation, we used the Clinician-Administered PTSD 

Scale for DSM-5 (CAPS-5).  The CAPS-5 is a structured interview to identify (symptoms of) a PTSD 

according to the DSM-5 classification system (Boeschoten et al., 2014). The CAPS-5 is both suitable 

for diagnostic and scientific research purposes. In ARQ Centrum’45, the CAPS-5 is only administered 

by interviewers who have undergone formal training in administering the CAPS-5. The CAPS-5 

generates a PTSD diagnosis based on the formal diagnostic criteria and severity scores for 20 

individual symptoms taken together in four symptom clusters (criteria B, C, D, E). Criterion B includes 

questions regarding intrusive symptoms, C refers to avoidance, D is about negative changes in 

thoughts and E is about changes in arousal. Administering the CAPS-5, it is also possible to 

determine the subtype “PTSD with dissociative symptoms” (Bakker et al., 2016). Research shows 

that the CAPS-5 has good psychometric properties and is a good predictor of a DSM-5 PTSD 

diagnosis and of severity of the symptoms (Weathers et al., 2018). Some information is available on 

the cross-cultural validity of the CAPS-5 in non-Western populations, both a Turkish and Indonesian 
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translation have demonstrated very good psychometric properties (Boysan et al., 2017; Efendi et al., 

2020). 

The Brief Symptom Inventory (BSI) was used as a measure of general psychopathology. The 

BSI is a self-report questionnaire consisting of 53 items focusing on symptoms of psychopathology, 

for example: ‘Nervousness or shakiness inside’ and ‘Feeling lonely even when you are with people’. 

The questions are answered on a five-point scale ranging from ‘not at all’ to ‘extremely’ (Beurs, 

2011). The BSI mostly shows satisfactory psychometric properties (Prinz et al., 2013; Urbán et al., 

2014). In a study on the cross-ethnic construct validity of the BSI, Hoe and Brekke (2009) concluded 

that the BSI can be used as a reliable and valid symptom measure in assessing individuals with 

severe and persistent mental illness across different ethnic groups. 

Statistical analysis 

We used Mplus version 8 (Muthén & Muthén, 1998) to conduct a Latent Class Analysis (LCA). This is 

a person-centered and data-driven approach (Contractor, Caldas, et al., 2018) to classify individuals 

into homogeneous latent subgroups. In the present study, the latent classes were identified on the 

basis of the 16 dichotomous indicators of potentially traumatic events (PTE’s) which were derived 

from scores on the LEC. Maximum Likelihood estimation with robust standard errors (MLR) was used 

as estimator. In order to avoid local likelihood maxima (Geiser, 2012), 1000 random sets of starting 

values in the first and 100 in the second step of optimization were requested and 50 initial stage 

iterations were used. Multiple models were fitted to the data, starting by fitting  an one-class model 

to the data, which was followed by increasing the number of classes by one in every successive 

model. The optimal solution is a model with the least number of latent subgroups, that has a good 

model fit and possesses adequate theoretical meaning and interpretability. At the point where 

increasing the number of latent classes does not lead to a significant increase in model fit or is 

accompanied by a diminishing gain in model fit, it is likely that an optimal solution has been reached 

(Nylund et al., 2007). To determine model fit and compare models with a different number of 

subgroups, we used the Bootstrapped Likelihood Ratio Test (BLRT), Lo-Mendell-Rubin adjusted 
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likelihood ratio test (LMRA-LRT) and the Bayesian Information Criterion (BIC). A significant p-value of 

the BLRT and LMRA-LRT fit indices suggest that a certain model fits the data better than a model 

with one less class (Nylund et al., 2007), in addition, a lower value of the BIC indicates superior 

model fit (van de Schoot et al., 2012). Classification quality was evaluated with the average 

assignment probabilities for individuals assigned to a specific class. High values on the main diagonal 

of the classification matrix mean that individuals, on average are classified with high certainty into 

their most likely latent class (Geiser, 2012), values of 0.8 or larger on the main diagonal indicate a 

good class solution (Rost, 2006). In addition, the entropy statistic was used for classification quality. 

This statistic takes on values between 0 and 1, with values closer to 1 indicate larger separation 

between classes. Values below 0.5, between 0.5 and 0.75, and larger than 0.75 correspond to latent 

class models with small, medium and large class separations, respectively (Gudicha et al., 2016). The 

value of the entropy statistic is affected by the number of classes, the class sizes, the number of 

indicators and the strength of the class-indicator (Gudicha et al., 2016). 

  To examine several predictors of subgroup membership, we used the three-step method for 

modelling auxiliary variables in LCA (Asparouhov & Muthén, 2014) in which we performed a 

multinominal logistic regression by regressing the latent sub-groups in the optimal solution on the 

predictor variables. Covariates included in the multinominal logistic regressions were: Gender, age 

and region of origin. The nominal region of origin variable was coded into two dummy variables, 

each category was compared to the reference category Sub-Saharan Africa. Subsequently, two 

outcome analyses were performed, for different sets of predictor variables, since data on predictor 

variables were available for subsamples of different composition and Mplus handles missing values 

in the predictor variables with listwise deletion. The first model contained the four PTSD symptom 

clusters and dissociation. Finally, the third model contained general psychopathology. 
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Results 

Descriptive statistics 

Table 2 presents descriptive statistics of the potentially traumatic events and predictor variables. 

Most of the potentially traumatic events were endorsed by 30% or more of the participants, except 

for ‘exposure to a toxic substance’ (19.4%) and ‘serious injury, harm or death you caused to 

someone else’ (11.7%). Three PTE’s were endorsed by more than 85% of the participants; ‘physical 

assault’ (89.7%), ‘assault with a weapon’ (86.4%) and ‘severe human suffering’ (90.4%). Participants 

in our sample were highly exposed to multiple PTE types (M = 9.03, SD = 2.67 PTE types). See Figure 

1 for the distribution of the number of different endorsed PTE types. 

Latent class analysis 

Seven models with one to seven subgroups were tested with regard to 16 PTE types. Model fitting 

results and classification quality are summarized in Table 3 and depicted in Figure 2. All the models 

yielded significant p-values of the BLRT. BIC values decreased up to the model with 4 subgroups, 

although the decrease was very small between the models with 3 and 4 subgroups. The LMRA-LRT 

yielded a non-significant p-value for the model with 4 subgroups, indicating the model with 3 

subgroups as the optimal solution. A good classification quality of the model with 3 latent subgroups 

was also supported by the average assignment probabilities for each individual latent subgroup: 

0.835, 0.851, and 0.885 for the first, second and third latent subgroup respectively. The entropy 

statistic of 0.692 corresponds to a latent class model with medium class separations. The model with 

3 subgroups was also preferred to model 4 from a conceptual perspective, since model 4 showed 

considerable overlap between the subgroups. The model with three latent subgroups was retained, 

based on the criteria with regard to model fit, parsimony, classification quality and the theoretical 

meaning of the model. 
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Table 2  

Descriptive statistics with regard to the potentially traumatic events and outcome variables 

 N % Range Mean SD 

     Potentially traumatic event (LEC)      

1. Natural disaster (for example, flood, hurricane, tornado, earthquake) 213 30    

2. Fire or explosion 496 69.8    

3. Transportation accident (for example, car accident, boat accident, train wreck, plane crash) 442 62.2    

4. Serious accident at work, home, or during recreational activity 252 35.4    

5. Exposure to toxic substance (for example, dangerous chemicals, radiation) 138 19.4    

6. Physical assault (for example, being attacked, hit, slapped, kicked, beaten up) 638 89.7    

7. Assault with a weapon (for example, being shot, stabbed, threatened with a knife, gun, bomb) 614 86.4    

8. Sexual assault (rape, attempted rape, made to perform any type of sexual act through force or threat of harm) 323 45.4    

9. Other unwanted or uncomfortable sexual experience 255 35.9    

10. Combat or exposure to a war-zone (in the military or as a civilian) 549 77.2    

11. Captivity (for example, being kidnapped, abducted, held hostage, prisoner of war) 516 72.6    

12. Life-threatening illness or injury 390 54.9    

13. Severe human suffering 643 90.4    

14. Sudden, violent death (for example, homicide, suicide) 404 56.8    

15. Sudden, unexpected death of someone close to you 266 37.4    

16. Serious injury, harm, or death you caused to someone else 83 11.7    

     Outcome variables      

PTSD: Intrusive symptoms (re-experiencing) (criterion B) 424  0 - 20 11.42 3.68 

PTSD: Avoidance (criterion C) 425  0 - 8 4.21 1.74 

PTSD: Negative changes in cognition and mood (criterion D) 421  0 - 25 13.39 5.12 

PTSD: Arousal (criterion E) 420  0 - 23 10.51 4.07 

PTSD: Dissociation 418  0 - 7 0.74 1.39 

General psychopathology 548  0 - 4 2.25 0.74 
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Figure 1  

Distribution of the number of experienced and/or witnessed PTE types 

 
 

The item probability plot for the 3-class solution can be found in Figure 3. The classes were 

labelled based on the patterns of the PTE type probabilities in the three separate classes, even 

though these labels do not fully capture the complexity and heterogeneity which is embedded in the 

experience of multiple event types. Members classified into Class 2 (n = 303, 42.6%) were 

characterized by relatively high probabilities of endorsement of most PTE types compared to the 

two other classes, with the exception of sexual traumatic events. Hence, this class is labelled as ‘High 

experience – moderate sexual’. Class 3 (n = 265, 37.3%) and class 1 (n = 143, 20.1%)  were quite 

similar in probabilities regarding most of the event types, however, diverge strongly considering 

sexual traumatic events. Members from class 3 and class 1 have somewhat lower endorsement 

probabilities compared to class 2, but with around half of the PTE type probabilities above 0,50, 

these classes cannot be considered low in experience. Therefore, we labelled class 3 as “Moderate 

experience – low sexual” and class 1 as “Moderate experience – high sexual”.
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Table 3  

Model fitting results and classification quality of the latent class analysis 

          Bootstrap LR Difference Test 

Lo-Mendell-Rubin 

adjusted LRT Test 

 Model 

# free 

parameters Entropy Log-likelihood BIC 

H0 Log-

likelihood LR difference p-value Value p-value 

1 subgroup 16 1.000 -6351.404 12807.874           

2 subgroups 33 0.596 -6139.412 12495.525 -6351.404 423.983 < .001 420.219 < .001 

3 subgroups 50 0.692 -6034.332 12396.997 -6139.412 210.161 < .001 208.295 < .001 

4 subgroups 67 0.681 -5977.143 12394.253 -6034.332 114.377 < .001 113.362 0.0999 

5 subgroups 84 0.732 -5947.966 12447.532 -5977.143 58.354 < .001 57.836 0.2557 

6 subgroups 101 0.763 -5922.645 12508.524 -5947.966 50.642 < .001 50.192 0.4072 

7 subgroups 118 0.774 -5897.714 12570.296 -5922.645 49.861 < .001 49.419 0.027 
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Figure 2  

Gain in log-likelihood and BIC across LCA models with increasing numbers of latent subgroups

 

 

-6400

-6200

-6000

-5800

-5600
1 subgroup 2 subgroups 3 subgroups 4 subgroups 5 subgroups 6 subgroups 7 subgroups

Log-likelihood 

12000

12200

12400

12600

12800

13000

1 subgroup 2 subgroups 3 subgroups 4 subgroups 5 subgroups 6 subgroups 7 subgroups

BIC 



PATTERNS OF TRAUMATIC EVENTS IN REFUGEES 20 

Figure 3  

Item probability plot for the latent class analysis on potentially traumatic events 
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Multinomial logistic regression and outcome analysis 

Table 4 contains the results of the multinomial logistic regression analysis for the covariates. For this 

analysis, all three classes were compared to each other. The results demonstrate that gender is a 

significant predictor in comparing class 1 vs. class 3 and class 1 vs. class 2, indicating that women 

were more likely to be among those in class 1, i.e. highly subjected to sexual trauma and moderately 

subjected to other PTE types. Women were 11.1 times more likely to be classified in class 1 vs. class 

2, and 6.6 times more likely to be classified in class 1 vs. class 3. The results also indicated that 

participants classified in class 1 were likely to be younger than those who had been classified into 

class 3. With every increase of 1 year in age, a participant is 1.03 times more likely to be classified in 

class 3 compared to class 1. Finally, we found that participants from Sub-Saharan Africa, compared 

to participants from the Middle East and Balkan Europe, were more likely to be classified in class 1 

than in class 2 or 3. In other words, being female, younger and coming from Africa increased the 

chances of being in the ‘moderate experience – high sexual’ class. No significant differences 

regarding covariances were found between class 2 and 3. 

  Table 5 shows the results of the outcome analyses. Regarding the PTSD criterion ‘intrusions’, 

the mean scores of class 1 and 2 were significantly higher than the mean score of class 3, i.e. 

moderately subjected to most PTE types, and low subjection to sexual trauma. The PTSD criterion 

‘negative alterations in mood and cognition’ had a higher mean score in class 1 (moderate 

experience – high sexual) compared to class 3 (moderate experience – low sexual). The PTSD 

criterion ‘alterations in arousal and reactivity’ showed a significant difference in mean scores 

between class 2 and 3, the mean score of class 2 (high experience – moderate sexual) was higher 

compared to class 3 (moderate experience – low sexual). The mean score of dissociation was also 

significantly higher in class 2 compared to class 3. Finally, concerning general psychopathology, class 

2 had a significant higher mean score compared to class 3, indicating that participants in class 2 (high 

experience – moderate sexual) had more complaints compared to class 3 (moderate experience – 

low sexual).
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Table 4  

Multinomial logistic regression for predictors of class membership 

Class comparison B SE 95 % Confidence interval Odds ratio 

     

Class 1 vs. class 3     

Age -0.04* 0.02 -0.07 to 0  0.96 

Gender - Male -1.89* 0.38 -2.6 to -1.15 0.15 

Middle East -1.97* 0.42 -2.79 to -1.15 0.14 

Balkan Europe -3.91* 1.33 -6.52 to -1.30 0.02 

     

Class 1 vs. class 2     

Age -0.03 0.02 -0.06 to 0.01 0.98 

Gender - Male -2.40* 0.42 -3.23 to -1.58 0.09 

Middle East -1.87* 0.45 -2.75 to -0.99 0.15 

Balkan Europe -4.15* 1.36 -6.82 to -1.48 0.20 

     

Class 2 vs. class 3     

Age -0.01 0.01 -0.03 to 0.01 0.99 

Gender - Male 0.51 0.31 -0.10 to 1.13 1.67 

Middle East -0.10 0.32 -0.73 to 0.53 0.90 

Balkan Europe 0.24 0.40 -0.54 to 1.02 1.27 

* p < 0.05 

 

Class 1: Moderate experience – high sexual (n = 143, 20.1%)  

Class 2: High experience – moderate sexual (n = 303, 42.6%) 

Class 3: Moderate experience – low sexual (n = 265, 37.3%) 

 

Note: Sub-Saharan Africa is the reference category, to which Balkan Europe and the Middle East are compared. 
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Table 5  

Latent class membership differences on outcome variables. 

 
Variables              Class 1                              Class 2              Class 3 Chi-square p 

 M SE M SE M SE   

PTSD: Intrusions 12.74 0.81 12.02 0.31 10.19 0.38 16.77 0.001*** 

PTSD: Avoidance  4.44 0.25 4.39 0.16 3.93 0.16 4.516 0.105 

PTSD: Negative CM
a
  14.75 0.78 13.36 0.56 12.72 0.48 4.55 0.103 

PTSD: Arousal  10.48 0.53 11.55 0.40 9.55 0.37 10.85 0.004** 

Dissociation 0.91 0.24 0.96 0.15 0.45 0.90 13.06 0.001*** 

Psychopathology 2.35 0.15 2.40 0.07 2.03 0.07 13.39 0.001*** 

 

 

Variables Class 1 vs Class 2 Class 1 vs Class 3 Class 2 vs Class 3 

 χ2 p χ2 p χ2 p 

PTSD: Intrusions 0.53 0.467 6.32 0.012* 14.83 0.001*** 

PTSD: Avoidance  0.03 0.873 2.69 0.101 3.33 0.068 

PTSD: Negative CM
a 

1.68 0.195 4.51 0.034* 0.58 0.450 

PTSD: Arousal  2.18 0.140 1.95 0.163 10.81 0.001*** 

Dissociation 0.03 0.865 3.42 0.064 7.91 0.005** 

Psychopathology 0.07 0.788 2.97 0.085 12.83 0.001*** 

* p < 0.05 

** p < 0.01 

*** p < 0.001 

a) Negative alterations in cognition and mood 
 

Class 1: Moderate experience – high sexual (n = 143, 20.1%)  

Class 2: High experience – moderate sexual (n = 303, 42.6%) 

Class 3: Moderate experience – low sexual (n = 265, 37.3%) 
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Discussion 

The aim of the current study was to gain more insight in variations of refugee characteristics 

regarding the amount and types of potentially traumatic experiences, and subsequently learning 

more about the association between traumatic experiences and mental health outcomes. Refugees 

with similar patterns of trauma exposure were subdivided into separate groups. We investigated 

whether several sociodemographic variables would make it more likely to be classified in one of the 

subgroups and whether the subgroups showed differences regarding PTSD-criteria, dissociation and 

general psychopathology. 

 The present study identified three meaningful subgroups in a population of treatment 

seeking traumatized refugees, based on patterns of the experience of specific and multiple 

potentially traumatic events (PTE’s). All three groups show very high probabilities of having 

experienced multiple PTE types. Especially ‘physical assault’, ‘assault with a weapon’ and ‘severe 

human suffering’ were highly endorsed in all three groups. The (very) high probabilities on many of 

the PTE types in all three groups are not surprising considering that our sample consists of refugees 

referred to a highly specialized psychotrauma health care institute and are often suffering from 

complex psychotrauma. Differences between the subgroups were most notable regarding overall 

probabilities of trauma exposure and the exposure to sexual violence, hence the three subgroups 

were labelled accordingly: ‘High experience – moderate sexual’, ‘Moderate experience – low sexual’ 

and ‘Moderate experience – high sexual’.  

Our results concerning gender, age and region of origin show that women, younger refugees 

and refugees originating from Sub-Saharan Africa may be predisposed to higher risks of sexual 

violence. Results regarding mental health outcomes demonstrate that refugees highly subjected to 

multiple PTE’s and refugees exposed to sexual violence suffer more from PTSD related intrusions 

than refugees who were not exposed to sexual violence and moderately subjected to other PTE’s. 

The experience of sexual PTE’s was also associated with more negative alterations in cognition and 

mood. And the final PTSD criterion, arousal and reactivity, was found to be higher in people having 
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experienced more PTE’s. In addition, a high probability of having experienced multiple PTE types was 

related to increased severity scores of dissociation and general psychopathology. 

Our findings are in line with previous studies on polytraumatization using LCA, in which 

three- to four-class models were found as the optimal solution, and in which differences between 

classes were, at least partially, explained by a lower or higher likelihood of having experienced 

multiple PTE types (Contractor, Brown, et al., 2018; Contractor, Caldas, et al., 2018; O'Donnell et al., 

2017). In addition, our finding indicating that the probability of having experienced sexual trauma is 

an important discriminating factor between the subgroups, is also consistent with existing literature 

(Ballard et al., 2015; Contractor, Brown, et al., 2018; O'Donnell et al., 2017). Another discriminating 

factor between subgroups that has been observed more often in similar studies, is the endorsement 

of physical violence (O'Donnell et al., 2017). However, we found that in our sample the prevalence of 

‘physical assault’ and ‘assault with a weapon’ is very high, which leads to only small differences in 

probabilities between the three subgroups. The fact that the type of classes identified are 

dependent upon the population studied, points out a drawback of this method. LCA is data-driven 

and is therefore limited in generalizability (Nylund et al., 2007). In addition, it can be easily and 

wrongfully concluded that classes identified in a study represent the actual types of individuals in 

the population, instead, it should be treated as an useful heuristic for representing heterogeneity 

across dimensions included in the model (Lanza et al., 2013). 

 The finding that refugees exposed to sexual violence are more often women, are younger 

and more likely to originate from Sub-Saharan Africa is not surprising considering that especially 

young women in this part of the world fall victim to human trafficking and sexual exploitation due to 

unemployment, displacement and poverty in their country of origin (Adepoju, 2005; Onuoha, 2011). 

Regarding the impact of sexual violence it should be recommended to (mental) health care workers, 

to pay careful attention to the possibility of sexual trauma when seeing relatively young women 

from Sub-Saharan Africa after their arrival in Europe, especially since it is suggested that sexual 
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violence in displacement may be underreported because of fear of reprisals by members of their 

community, or fear of a negative impact on their asylum case (De Schrijver et al., 2018).  

With regard to differences between the subgroups in mental health outcomes, we looked at 

several PTSD symptom criteria, dissociation and general psychopathology. Our finding that a higher 

exposure to PTE’s and exposure to sexual violence was associated with an increase in involuntary 

resurfacing of trauma related memories, is partially in line with the results from a study by Minihan 

et al. (2018). Their results also show that intrusions were related to greater trauma exposure. In 

contrary to expectations based on the findings by Minihan et al. (2018), we did not find differences 

between the subgroups regarding avoidance. This difference in findings may be caused by 

differences in study participants and distribution of PTSD severity scores. Our sample consisted of 

traumatized refugees referred for treatment, while participants in the study by Minihan et al. (2018) 

were recruited through refugee organisations and (social) media, leading to a broader sample of 

refugees and a wider distribution of the avoidance severity scores. In addition, the average 

experienced types of PTE’s was considerably higher in our sample compared to the sample by 

Minihan et al. (2018) (M = 9.03, SD = 2.67 vs. M = 5.68, SD = 4.82). These suggestions are supported 

by the finding that the effect of trauma exposure on avoidance is only found when high avoidance is 

compared to no or low avoidance (Minihan et al., 2018). The experience of sexual PTE’s was found 

to be associated with PTSD criterion ‘negative alterations in cognition and mood’, suggesting that 

especially sexual traumatic events lead to more negative symptoms. These symptoms include for 

example; memory loss about the traumatic events, negative beliefs or expectations about 

themselves, others or the world; ongoing feelings of anger, sadness, shame, guilt, or disgust; feelings 

of detachment or alienation from others; or biased cognitions about the cause or consequences of 

the traumatic events (American Psychiatric Association, 2013). Sexual trauma is recurrently 

associated with these negative symptoms (Badour et al., 2020; Carroll et al., 2018), which is 

detrimental considering that cognitive factors play a large role in the onset and maintenance of PTSD 

(Dunmore et al., 1999), suggesting that trauma treatment for victims of sexual violence should focus 
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on these symptoms in particular. The final PTSD criterion we looked at, arousal and reactivity, was 

found to be higher in people having experienced more PTE types. This indicates that people who 

have experienced multiple PTE types, suffer more from complaints such as outbursts of anger; 

reckless or self-destructive behaviour; hypervigilance; exaggerated startle reactions; concentration 

problems; and sleep disturbance. This finding is consistent with a study by Szabo et al. (2019) who 

found that cumulative trauma exposure led to higher physical stress responses in reaction to acute 

stressors. The increased physical stress response is likely to have an adverse effect on the immune 

system and may ultimately lead to poor health (Szabo et al., 2019), suggesting that it would be 

advisable for refugees with exposure to a high amount of PTE types to have regular medical check-

ups. Finally, looking at the results of dissociation and general psychopathology, we see that in line 

with previous studies (Contractor, Brown, et al., 2018; Contractor, Caldas, et al., 2018; Nijenhuis et 

al., 1998; Sengoelge et al., 2019; Wolf et al., 2012), a high experience of multiple PTE’s was related 

to increased severity scores of both dissociation and general psychopathology.  

In general, our results suggest that the differences in mental health outcomes are most 

often related to a higher probability of exposure to multiple PTE types, which is in line with the 

repeatedly observed dose-response effect (Jongedijk et al., 2020; Knipscheer et al., 2015; Minihan et 

al., 2018; Sagaltici et al., 2019; Schauer et al., 2003; Sengoelge et al., 2019). Differences in outcome 

variables in our study are sometimes specifically related to a high probability of exposure to sexual 

trauma, which is also consistent with previous findings (Kizilhan, 2018; Luterek et al., 2011). And 

finally, in case of intrusions, differences in the degree of the re-experiencing seem to be related to a 

combination of both a higher probability of exposure to multiple PTE types and a high probability of 

exposure to sexual trauma. Overall, refugees highly subjected to multiple PTE’s and refugees 

exposed to sexual violence are relatively worse off compared to refugees exposed to a moderate 

number of PTE types. Despite clear differences in age, gender and region of origin between the 

subgroups ‘Moderate experience – high sexual’ and ‘High experience – moderate sexual’, no 

significant differences regarding mental health outcomes were found. This could suggest that these 
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two subgroups are reasonably close in mental health outcomes, which is also observed in the mean 

scores of the different mental health outcomes. This finding could suggest that, while the refugees in 

the ‘Moderate experience – high sexual’ class have moderate probabilities of having experienced 

many of the PTE types, but at the same time a very high probability of having experienced sexual 

trauma, might lead to mental health outcomes that are comparable to the group with high 

probabilities of experiencing many of the PTE types. Another consideration in observing differences 

in mental health outcomes between the three groups, is that while the mean scores of the 

subgroups ‘Moderate experience – high sexual’ and ‘High experience – moderate sexual’ are 

reasonably close, only ‘High experience – moderate sexual’ differs significantly from the third 

subgroup ‘Moderate experience – low sexual’. The fact that the differences between the two 

moderate experience subgroups are non-significant, can possibly be caused by the smaller 

‘Moderate experience – high sexual’ class, leading to inadequate power to make distinctions 

between the means of the mental health outcome variables. This suggests that we possibly ran into 

similar methodological issues as have previous studies on the differential risk for specific types of 

trauma exposure (O'Donnell et al., 2017; Stein et al., 2016), but on the other hand it could also be 

caused by the fact that the differences between the groups are negligible. Future studies able to 

include larger numbers of participants can hopefully provide a more definite answer to this 

question. 

 The current study is the first LCA to divide a multi-ethnic group of traumatized refugees into 

homogenous subgroups based on PTE types throughout their full lifespan, subsequently relating 

subgroup membership to mental health outcomes. This study thereby contributed to existing 

knowledge about the effects of traumatic events on mental health, since previous studies on this 

topic have been largely focused on childhood and interpersonal trauma in majority group samples. 

Nonetheless, some study limitations require consideration. First of all, our sample consisted of 

refugees referred to a highly specialized trauma treatment center, which has led to a limited spread 

of having experienced certain PTE’s, a narrow bandwidth of the seriousness of mental health 
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problems, and causing the findings to be confined to refugees who experience clinically significant 

distress. This raises questions for example about the characteristics of refugees not referred for 

treatment. It would be interesting to get more insight into why some refugees are referred for 

(specialized) treatment and others are not. It has previously been suggested that this might have to 

do with access to mental health care services (Laban et al., 2007; Lamkaddem et al., 2014), having 

experienced little or less PTE’s (Contractor, Brown, et al., 2018; Sengoelge et al., 2019) or being 

more resilient (deRoon-Cassini et al., 2010; Slobodin & de Jong, 2015; Ungar, 2008). It is advised that 

future studies focus on a more general sample of refugees, leading to a more comprehensive model 

on the relation between PTE and mental health outcomes. When the results from research on a 

more broad range of refugees likewise support the dose-response effect of the amount of traumatic 

experiences (Contractor, Caldas, et al., 2018; O'Donnell et al., 2017) and the adverse effects of 

sexual violence on mental health (Kizilhan, 2018; Luterek et al., 2011), then it would be of 

importance to screen refugees early on. Upon arrival in an asylum center, refugees should be 

screened on the amount and types of PTE’s they have experienced, presumably leading to more 

insight in the level of expected distress quickly. When necessary, they could subsequently be 

referred for trauma treatment. Screening refugees for experienced PTE’s after referral to a 

specialized mental health care center seems to be less effective, since we observed in our sample 

that both numbers of experienced PTE’s and mental health complaints were very high, thus 

screening would not providing additional insight about the severity of mental health disorders. 

 A second factor of consideration concerns the use and comprehensiveness of the 

questionnaires. The LEC unfortunately does not include items on (early) childhood trauma, hence, 

we could not investigate how these types of traumatic events would potentially alter the 

categorization of the subgroups, and relate the subgroups differentially to mental health outcomes. 

It could for example lead to the disclosure of a specific pattern of PTE’s, and hence, a specific 

subgroup associated with the experience of childhood trauma. Especially since childhood trauma is 

found to elevate risk of revictimization in later life (Cotter et al., 2016). Besides, it would be likely 
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that this subgroup could suffer from severe mental health complaints, as childhood trauma is often 

found to have long lasting and adverse effects on mental health (Ballard et al., 2015; Schalinski et al., 

2016). Regarding the use of the LEC, we have chosen parsimony over integrality, and combined 

witnessing a PTE with the personal experience of a PTE. Because of this choice, we were not able to 

separate those who had only witnessed a certain event from those who had been through the 

experience themselves, which might have led to biases in the composition of subgroups. Sengoelge 

et al. (2019), for example, found a subgroup mainly characterized by having witnessed violence 

instead of having experienced violence themselves, this subgroup was associated with lower mental 

health complaints. Additionally, it could be suggested that the LEC only gives information on 

different PTE types experienced, but not on the count of similar PTE’s or the intensity of the 

particular events, which could lead to biases as well. Repeated exposure to PTE’s of a specific type 

for example, might lead to a similar or higher trauma exposure than the experience of several types 

of PTE’s. However, Wilker et al. (2015) recommend the count of experienced traumatic event types 

for research on PTSD etiology, since it is the least stressful and time-consuming assessment. As to 

the use of the CAPS-5, the fact that it is a clinician-administered questionnaire is seen as a strength, 

making the scores on this questionnaire more reliable. On the other hand, the CAPS-5 is 

administered based on only one traumatic event. The participant is asked beforehand what he or 

she considers the worst, most painful or most upsetting traumatic experience, and all subsequent 

questions are based on this one event. This might lead to underreporting of certain criteria when 

they are not experienced in relation to the most traumatic experience, which could have led to the 

absence of significant results regarding differences in mental health outcomes. Pertaining to all 

questionnaires used, telephone interpreters were sometimes involved for patients not speaking 

Dutch or English. Since the data was anonymized for scientific use, we do not know how often this 

has been the case. Translating questions and answers might always lead to small deviations from the 

original message, however, only certified interpreters were deployed, therefore we expect that the 

occurrence of misinterpretations is rather small. Finally, not all participants have participated in all 
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of the questionnaires, leading to a considerable drop-out in performing the outcome analyses. 

Nonetheless, this drop-out was spread out more or less evenly over all three subgroups, and for this 

reason we suppose that it did not distort the results, other than it has led to a decrease in power to 

identify significant differences between the subgroups. 

In conclusion, there are several clinical implications and directions for further research to be 

considered. Even though this research has focused on a limited group of refugees, we still were able 

to find ample support to divide our sample in three distinct, and more homogenous subgroups, 

which have shown between-group differences in mental health outcomes. In addition, we found 

that a number of demographic variables could predict group membership, which has demonstrated 

that especially young women from Sub-Saharan Africa are more likely to have experienced sexual 

violence. Since sexual violence is often underreported, sufficient attention must be paid to the 

possibility that particularly young refugee women from Sub-Saharan Africa have been exposed to 

sexual violence, and if so, should be as soon as possible provided with (mental) health care tailored 

to their needs. It has frequently been suggested that survivors of sexual violence have distinct 

(mental) health needs (Ades et al., 2019; Havig, 2008) and it would be advisable to refer these 

patients to treatment centers specialized in sexual trauma. Given the results of the current study, it 

is advised to focus especially on the treatment of intrusions and negative effects. The other group 

that stood out in our study was the subgroup that had experienced a high amount of different types 

of traumatic experiences. Seeing that this group suffered more from intrusions, high arousal and 

reactivity, dissociation and general psychopathology than the subgroup with moderate experience 

of PTE types, it is advisable to focus on a broader spectrum of mental health disorders, and not just 

on PTSD-symptoms. They may need a more intensified treatment, including cognitive and 

behavioural interventions in addition to interventions focused on trauma processing (Jongedijk et 

al., 2020). An interesting next step in research would be to study how subgroups relate to the 

effectiveness of treatment and whether or not different groups need different types of treatment or 
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support. This could lead to more tailored interventions for refugees, hopefully resulting in higher 

rates of recovery after having experienced traumatic experiences. 
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