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ABSTRACT

Background: Among immigrants in Germanyrefugees and asylum seekers
represent a particularly vulnerable syiopulation that is at high risk of
developing depression and symptoms of ptusiumatic stress disorder (PTSD).
Research on culturally sensitive mental health care for this group is urgently
needed but still limited.

The general aim: The present dissertation focuses on the mental health of
refugees and asylum seekers in Germany by conducting three different studies
The research questions are concerned with the assessment of depression among
refugees and asylum seekers (study I), and the investigation of explanatory models
of PTSD among asylum seekérsm SubSaharan Africgstudies Il & III).

Methods: To this end the studies apply keymethodological approaches of
transcultural clinical research, such as a measurement invariance analysis (study
), a qualitativequantitative methodological triangulation, the combined einic

etic approach, and the explanatory modppaoach (studies Il & llIyntersectional
aspects such as gender, education, age, and religion were taken into consideration
while analyzing the data (studies Il & III).

Study I: The first study investigates the measurement invariance of the Patient
Health Questionnaired (PHQ9), a widely used screening instrument for
depression. Bta from asylum seekers living in Germany and Germans without a
migration background was analyzed. Configural, scalar, and metric invariance
was investigated, and test functiorg was determinedThe analyses show that

the PHQ9 is not measurement invariant across both groups and differences were
found regarding metric and scalar invariance. The results demonstrate that, even
with the same latent level of depression, asylum segkeay have higher scores

on several items and, consequently, a higher sum score.

Studies Il & lll: The second and third studies are concerned with explanatory
models of PTSD among asylum seekieosn SubSaharan Africa predominantly
asylum seekers fronkritrea, Somalia, and Cameroon. Following the combined
emicetic approach, quantitative and qualitative methodological triangulation
strategies were applied in both studies, analyzing data derived from a
guestionnaire survey and focus group discussionsstindy Il, we focused on
beliefs about causes of PTSD. Quantitative analyses demonstrated that asylum
seekers predominantly attributed symptoms to psychological and religious
causes, and rather disagreed on supernatural causes. Compared to the sample of



Geamans without a migration background, asylum seekers attributed symptoms
less strongly to terrible experiences, but more strongly to religious and
supernatural causes. Qualitative analyses identified six attribution categories of
parti ci pa n fs:qalitracnatic ifaekperercesi (8 psychological causes,
(c) social causes, (d) peasigration stressors, (e) religious causes, and (f)
supernatural causes. In study Ill, we focused on fsdpking intentions and lay
beliefs about cures. Quantitativanalyses demonstrated that asylum seekers
showed high intentions to seek religious, medical, and psychological treatment.
They indicated higher preferences for seeking help from religious authorities and
general practitioners, and lower preferences for istthg psychological and
traditional help sources compared to the German group. Moreover, asylum
seekers addressed structural and cultural barriers to seeking medical and
psychological treatment.

Concluding remarks: By considering thematically multifacete and
methodologically diverse studies, the present dissertation emphasizes that
refugees and asylum seekers need special consideration in transcultural clinical
research and mental health care. The findings underline that special awareness
for the needs brefugees and asylum seekers is important in terms of the
culturally-sensitive adaptation of assessment instruments and treatment
practices. When diagnosing and treating asylum seekers and refugees of diverse
cultural backgrounds, practitioners should dgpe different demographic,
religious, and cultural frameworks for healing and recovery in order to signal
understanding and acceptance of varying cultural contexts and the
intersectionality of influences on mental health and iliness.

Key words: Asylum seekers, Causal attributions, Explanatory Models,
Depression, Hekseeking, Mental health, Patient Health QuestionngirePost
traumatic Stress Disorder, Refugees, Transcultural clinical psychology, Trauma



ZUSAMMENFASSUNG

Hintergrund: Innerhalb der Gruppe der Migrantinmein Deutschland gelten
Geflichtete als Hochrisidgruppe fir die Ausbildung von Depressionen und
Posttraumatishen Belastungsstérungen (PTB3jorschung zu kultusensibler
psychotherapeutischerVersorgung von Geflichteten wird daher dringend
bendotigt,ist allerdingsweitestgehendegrenzt

Zielsetzung: In drei Studien untersucht id vorliegende Dissertation
Themenbereiche der psychischea Gesundheit von Gefliichteten und
Asylsuchenderin Deutschland Die Forschungsfragen beschéaftigen sich mit der
psychometrischerMessungvon Depressionen bei Geflichteten (Studiedjvie
der Erfassung von Erétungsmodellen der PTBS voAsylsuchendenaus
Subsahara AfrikgStudien Il & III)

Methoden: Zur Untersuchung der Fragestellungen werden grundlegende
methodische Ansatze der transkulturellddinischen Forschung angewandgs
wird eine Messinvarianzanalysealurchgefuhrt (Studie 1) kombiniert emisch
etische  Forschungspspektiven  eingenommen  qualitativ-quantitative
Methodentriangulationen  durchgefihrt  sowie das  Konzept der
Erklarungsmodellevorgestellt (Studien 1l & III). Zudem wealen intersektionale
Aspekte wie Alter, Geschlecht, Bildung und Religion bei der Datenanalyse
bertcksichtigt(Studien II & 111).

Studie I: Die erste Studie untersucht die Messinvarianz deatient Health
Questionnaire9 (PHQ9), einem haufig angewandterScreeningistrument fur
Depressionen.Hierzu wurden Daten von Gefllichteten inDeutschland und
Deutschen ohne Migrationshintergrun@nalysiert. Konfigurale, «alare, und
metrische Messivarianz wurden getestet Die Analysen zeign, dasskeine
Messinvarianz fur denPHQ9 vorliegt und Unterschiede hinsichtlich der
metrischen und skalaremvarianz bestehenDie Ergebnisse verdeutlichen, dass
bei einem gleichenlatenten Ausmal} depressiver Symptomatik in beiden
Gruppen, Geflichtete hohere Werte in einigen Items und somit auch im
Gesamtsummenwerdufweisen

Studien 1l & IlI:  Studien Il und 11l befassen sich miErklarungsmodellen der
PTBS vormAsylsuchenderaus Subshara Afrika, grof3tenteilausEritrea, Somalia
und Kamerun In beiden Studien wurden kombinierte emiscketische
Forschungsprspektiven, durch die Triangulation einer quantitativen mit einer
gualitativen Methodik eingenommen. Hierzu wurdeRragebogenstudiregepaart



mit Fokusgruppeninterviewsdurchgefuhrt Studie Il beschéaftigt sich mit
Uberzeugungen zu moglichen Ursachen der PTBS Symptomaddie
guantitativen Analysen zeigen, dass Asylsuchende die Symptomatik tiberwiegend
psychologische und religiosen Ursachen zuschreben, weniger aber
Ubernatirlichen  Ursachen. Im  Vergleich  jedoch  zur  deutschen
Vergleichsstichprobe ohne igrationshintergrund attribuieen Asylaichende die
Symptomatik starker auf religiose und Ubernatirliche Ursachen und weniger
stark auf schlimme Erlebnisse. Mit Hilfe der qualitativen Auswertungen konnten
sechs Kategorien der Ursachenzuschreibung identifiziert werddie die
Asylsuchenden anfutten: (a) Traumatische Lebensereignisgb)psychologische
Ursachen (c) soziale Ursachen(d) PostMigrations Stressoren (e) religitse
Ursachen sowigf) Gbernattrliche Ursachen

Studie Il befasst sich mit Intentionen der Hilfesuche und Uberzeugungen z
Behandlung einer PTBS SymptomatikQuantitative Analysen zeigen, dass
Asylsuchende hdhere Intentionen erkennen lassen eine religiose, medizinische
und psychotherapeutische Behandlung aufsuchen zu wollen. Verglichen mit der
deutschen Vergleichsstichprobassen Asylsuchendeeine hdhere Intention
erkennen, religiose und medizinische HilfeAnspruch nehmerzu wollen, daftr
allerdings eine geringere Intention, eine psychotherapeutische oder eine
traditionelle Behandlung zu konsultiererZzudem formulieren Asylsuchende
strukturelle und kulturelle Barrieren im Bereich der medizinischen und
psychotherapeutischen Versorgung in Deutschland.

Fazit: Auf Grundlage thematisch facettenreicherund methodisch vielfaltiger
Studien, betonen die Ergebnisse deorliegendeé Dissertationdie Wichtigkeit
einer speziellen Berlcksichtigungron Geflichteten und Asylsuchenden
innerhalb transkultureller klinischer Forschung und Psychoherapie Die
Ergebnisse verdeutlichen, dass besondere Aufmerksamkeit fur die Bedirfnisse
von Geflichteten und Asylsuchenden hinsichtlicerkultursensiblenAnpassung

von Diagnostikinstrumentersowie der Behandlung der Symptomatik notigst.

Bei der Arbeit mitGeflichteten undAsylsuchenden sollten Behandlerinneine
vielfaltigendemographische und kulturellen Kontexte bericksichtigerin denen

der Behandlumgsprozess eingebettet sein kann. Zudem solierstandnis und
Akzeptanz fur diediversen kulturellen Hintergrinde gnalisiert werdenund
intersektionale Einflussaspekte auf die psychische Gesuihdime Betracht
gezogen werden

Suchbegriffe: Asylsuchende Gefllichtete, Kasalattributionen
Erklarungsmodellge Depression, Hilfesuche PatientHealth Questionnaired,
Posttraumatische Belastungsstoryngsychische Gesundheiflranskulturelle
klinische Psychologie Trauma



RESUME

Contexte : Parmb les immigrésd Allemagne, les réfugiés etles demandeurs

ddasile représentent une sous population |
aunrisque de développeentde dépression ainsi que des symptémes delti®u

de stress postraumatique (PTSD). La recherche sur les soins de santé mentale

sensible aux particularités culturelles de ce groppeaitindispensablemais reste

limitée.

Obijectif général : Dans trois études différenteses travaux de cette these se

focalisent sur la santé mentalthezdes réfugiéssele s demandenr s duUasi

Allemagne.Les questions de recherche concetne t é val uati on de | a d
chezl es r éfugi és et | es die mqwadstidatorsdesd Gasi | e
modeks explicatifs du PTSDchez de s demandeur sdesdpaygssi | e i s¢
diuAfrique Subsaharienne (études 11 & I11).

Méthodes : A cet effet des approchefondamentalesie la recherche clinique
transculturellesontappliquée : une analysel iivariance de mesure (étude I), des

triangulations méthodologiques qualitatigeet quantitatives, des approches

émi gue et étique combinées (études 11 & |
explicatifs (études 1l & Ill). Des aspects intersectionnels conenagenre,

| téducati on, dntét@mrei,s edn | caomnm=xilddri@atni on pend
données (études Il & IlI).

Etude | : La premiére étude exanerl 0 i nvari ance de mesure du
Questionnaire9 (PHQ9), un instrument de dépistage dé&a dépression
fréquemment wutilisé. Les données des demar
celles desAllemands sans origine migrantent étéanalysé. Les invariancede

configuration, scalaire et métriqguent étéexaminé Les analysemontrentque le

PHQ9 # pas invariantdansles deux groups, et des différencesont apparues

au niveau des invariances scalaire et métridues résultatsnontrent que méme

sail y a |l e méme niksaudelmatmertur de ddéapri é&s
afficher un score supérieur sur plusieurs itepet en conséquence une somme

plus élevée.

Etudes Il & Ill : La deuxiémeet troisiéme étude se focalisent sur les modéles

explicatifs du PTSDchez a@&s d e mand e ur riginditesa s idlieAf r i que
Subsaharienne, principatee n t | OErythrée, | a DRomalie e
perspectives de recherchmiqueet éthique combinées ont été prs compte

dans les deux étuded cette fin,desméthodes quantitatives et qualitatives ont



été trianguléa l'aide d'une étude par questioriracouplée a des entretiens avec

des groupes de discussion L G ét u d ait lesitléescde caasalité mlu PTSD.

Les analyses quantitatives montrent que les demandeurs d'asile attribuent
largement les symptdmes a des causes psychologiques et religiemsssnoins

a des causes surnaturell&Somparéaux Allemandssansorigine migrante, les
demandeurs d'asile attribuent les symptémes davantagesztauses religieuses

et surnaturelles et moins de mauvaises expériencegcues Selon les analyses
gualitatives, si xont@étaitleatifjéeschezdsdechandeurs r i but i o1
d U a s(a)lexeexpériences traumatiques, (s causes psychologiques, (€3
causes sociales, (des fcteurs de stress postigratoires (e) les causes
religieuses,ainsi que (f)le s causes surnatur edléses. L
intentions de demander de l'aide et les croyances au sujet du traitedod?t SD

Les analyses quantitatives montrent que les demandeurs d'asile affighesnt
digtentions de demander un titement religieux, médical et
psychothérapeutique Comparé aux Allemand sans origine migrante, les
demandeurs d'asile affichent plasatention de demander une aide religieuse et
médicale, maik®eaucoup moinsle consulter un traitement psychothérapeutigu

ou traditionnel. De plus,les de ma n d e u r Percoiverd des hamieres
structurellesainsi que culturelledans le domaine des soipsychothérapeutiques

et médicax en Allemagne

Conclusion : En considérantles études thématiqueent diversifiées et
méthodologiquenent variées les résultats de cette thése soulignent I'importance
d'une considération particuliere des réfugiés et des demandeurs d'asile dans la
recherche clinique transculturelle et la psychothéradies résultats montrent
gu'une attetion particuliére est nécessaire pour les besoins des réfugiés et des
demandeurs d'asile en ce qui conceriiadaptation culturelle des outils

d U é v a letdenatrifernent des symptémeBans & diagnosticainsi quedans le
travail clinigue avedes dema d e ur s  tesiréfegis,lles clirectensdoivent

tenir compte des divers contextes démographiques et culturels dans lesquels le
processus de traitement peut étre intégrBe plus, la compréhension et
l'acceptation des divers antécédentsltarels devaient étre signalg et les
influences intersectionées sur la santé mentale deient étre pris en
considération.
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Mots-clefs : Attribution causale,De mandeur s duasil e, Déepres
explicatifs, PatienHealth Questionnaire9 |, Recherche duai de, Ré
mentale, Trauma, Trouble de stress posttraumatique, Psychologie clinique
transculturelle
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BACKGROUND

INTRODUCTION

In 2018, the world witnessed an unprecedented number of 68.5 million
forcibly displaced people, among them 25.4 million refugees and 3.1 million
asylum seekers (United Nations High Commissioner for Refugees; UNHCR, 2019).
Even though the majority of refuges and asylum seekers live in neighboring
countries (UNHCR, 2019), and the European Union (EU) is promoting an
increasingly isolationist migration policy, the numbers of arriving asylum seekers
in the EU remain persistently high (Eurostat, 2019; Froh®€H,8). With regard to
the African continent, global displacement and migratory movements have grown
annually. Within the last 5 years, the total number of displaced people in Africa
doubled to approximately 20 million (UNHCR, 2016). Multiple crises ac¢hess
continent remain unresolved, and displacement and massive resettlement are
highly likely to continue UNHCR, 2015; 2016 2018,around 581,000 asylum
seekers applied for international protection in the Member States of thewaid
165 thousand pede seeking protection in Germany (Eurostat, 20F&deral

O ce for Migration and Refugees, 2018). A
came from countries in the Middle East, with Syrian, Iraqgi, and Iranian citizens
representing the largest groups of asgym s eeker s ( Feder al O ce

and Refugees, 2018). However, since 2009, the numbasyloin seekers from
SubSaharan African countries in Germany have remained persistently,gtn
Nigerian, Eritrean, and Somalian citizens constituting theetlh major groups of
origin (Feder al O ce for Migration and Ref
Although a significant percentage of refugees and asylum seekers in
countries of transition and resettlement are mentally ill and in need of treatment;
currently, too few receivegport and professional hel@Bfrow, Pajak, Specker,
& Nickerson, 2020vilunz & Melcop, 2018; Sijbrandij et al., 2017). Therefore, the
present thesis is concerned with the mental health needs of refugees and asylum
seekers in Germany within three differestudies. The research questions are
concerned with the assessment of depression among refugees and asylum seekers
(study I) and the investigation of explanatory models of PTSD among asylum
seekers from SuBbahaan Africa (studies Il & II1).



CHALLENGES IN MENTAL HEALTH CARE FOR REFUGEES
AND ASYLUM SEEKERS

Among immigrant populations, refugees and asylum seekers represent a
particularly vulnerable sulpopulation of forcibly displaced individuals with
unique mental health issues (Efird & Bitflelander, 2018&naevelsrud, Stammel,

& OlIff, 2017; Munz & Melcop, 2018). Many refugees and asylum seekers have been
subjected to extremely traumatic experiences in their homelands and during their
migratory pathways, including war, physical and sexual violence, tortaned
abduction (Munz & Melcop, 201&stimating prevalence data for mental health
conditions among refugees and asylum seekers has been described as
methodologically challenging (Kiselev et al., 2020). Howdhertraumatic nature

of forced displacementlight, and resettlement can increase the vulnerability to
mental distress, and a high prevalence of depression, anxiety-tpghatic

stress disorder (PTSD), and substance abuse have been documented among
refugees and asylum seekers (Barbieri et @119 Fazel, Wheeler, Danesh, 2005;
Gangamma, & Shipman, 2018; Jamil et al.,, 2002; Lie; R@@Brko, Jackle,
Friedrich, Holzapfel, & Glaesmer, 202CGontinuing war and traumatic events in
home countries as well as separation from families still in dangay precipitate

and perpetuate the development of sympterind mental distress (Gangami&a
Shipman, 2018; Lie, 2002; Rousseau, Rufagari, Bagilishya, & Measham, 2004).

Regardless of country of origin, refugees and asylum seekers are often
confronted with institutionalized racism, xenophobia, discrimination, and a
complex web of legal barriers in resettlement countries (Efird & Bitelander,

2018). Furthermore, postigration stressors such as acculturation stress, weak
social support, loss of social releunemployment, and cultural bereavement have

a great negative impact on health, especially from a loeign perspective (Lie,
2002; Mewes, Reich, Skoluda, Se&lédNater, 2017; Silove, Sinnerbrink, Field,
Manicavasagar& Steel, 1997; Teodorescu et aD12). In comparison to other
migrant groups, refugees and asylum seekers are particularly at higher risk for
mental disorders. Several studies have reported a higher prevalence of PTSD and
depressive disorders, with a rate almost twice as high among e=fsignd asylum
seekers than among economic migrants in Europe (Fazel et al., 2005; Jamil et al.,
2002; Lie, 2002; Lindert et al., 2009; Steel et al., 2009). However, with regard to
reliable assessments of mental health disorders in refugees and asyluersesek

well as valid comparisons across different groups, there is an urgent need for
evidence on the validity and reliability of commonly used measueain
instruments (e.g.Galenkamp, Stronks, Snijder, & Derks2017). Moreover,
providing appropriate merdl health care for refugees and asylum seekers
requires particular consideration and has been described as a challenge for the
healthcare systems of countries of transition and resettlement (Byrow et al., 2020;
Munz & Melcop, 2018).



Studies have documerdaisparities in mental health care between refugees
and populations without a migration background, with asylum seekers and
refugees being less likely than nathmrn populations to seek or be referred to
mental health services, even when they experienomparable levels of distress
(Kirmayer et al., 2011; Lindert et al., 2009). Besides psychological and psychiatric
dimensions, mental health care for refugees and asylum seekers includes
dimensions of the political, ethical, cultural, religious, and stagecal realms
(Papadopoulos, 2001). Generally, services are poorly equipped to meet these
complex mental health needs (Thomson, Chaze, Ged&dauruge, 2015; Wylie
et al., 2018). Addressing these dimensions within mental health care for refugees
and asylim seekers is still unfamiliar and often not yet routine for care providers
and health care organizations (Sturm, Baubet, & Moro, 2010; Wylie et al., 2018).
To ensure the effective treatment of common mental disorders in refugees and
asylum seekers, clinians in the receiving countries need knowledge about the
complexities involved in understanding and diagnosing patients with refugee
backgrounds (Marsella, 2010). Since perceptions of mental disorders have been
shown to vary between individuals from diffent cultures (Knettel, 2016), specific
knowledge can be crucial for preventing an unfavorable treatment outcome
(Huey, Tilley, Jones, & Smith, 2014). Yet, professionals across Western countries
express particular challenges and insecurities in the treatmahimmigrant
populations, particularly those with refugee backgrounds (Sandhu et al., 2013),
and mental disorders are frequently underdiagnosed (Maier, Schmidt, & Mueller,
2010) . Therefore, di sparities have been
familiarity and cultural competences as well as deficits in knowledge regarding
health beliefs and practices of refugees and asylum seekers from diverse
backgrounds (Arthur & Whitley, 2015; Markova & Sandal, 2016; Priebe, Giacco, &
El-Nagib, 2016; Sandhu &k, 2013).

In addition to structural barriers that impede access to mental health care,
refugees and asylum seekers themselves might experience barriers to using
Western mental health services. These might originate from a lack of a perceived
norm of psyhotherapeutic treatment in their countries of origin, where
institutional mental health care might be less common or access to such care may
be impeded (Ellis et al., 2010; Saechao et al., 2012). This often results in a distrust
of Western psychotherapeiat treatment as a foreign concept (Palmer, 2006). In
many cultures, mental illness is highly stigmatized, and concerns about
stigmatization might hinder the hehseeking behaviors of refugees and asylum
seekers (Fung & Wong, 2007; Saechao et al., 20¥®)eifoiore, refugees and
asylum seekers might suffer from a lack of knowledge regarding available mental
health care services (Donnelly et al., 2011), concerns regarding the confidentiality
of professional interpreters (Bhatia & Wallace, 2007), and featshieir problems
will not be understood by practitioners due to cultural distance and unfamiliarity
(De Anstiss & Ziaian, 2010; Sandhu et al., 2013). Thus, research has identified the

a)



mental health of refugees and other forcibly displaced persons as alalenge
in European and global mental health (Byrow et al., 2020).

MENTAL HEALTH RESEARCH WITH REFUGEES AND
ASYLUM SEEKERS

Clinical research within the field of refugee mental health presents unique
epistemological, methodological, and conceptual challenges, and requires
multidisciplinary and methodologically diverse approaches (Kirmayer & Ban,
2013). By challenging traditional ap@ohes the field of transcultural clinical
psychology provides a valuable methodological framework for the research on
refugees and asylum seekers. Moreover, in recent years, intersectional
considerations in clinical psychology have offered novel perspestihat present
new opportunities for understanding the particular mental health needs of
refugees and asylum seekers (Weber & Fore, 2007). Therefore, the methodological
framework of the present thesis is based on key methodological approaches of
transcutural clinical research, such as measurement invariance analyses (study
), the combined emietic approach, qualitativguantitative methodological
triangulation, and the explanatory model approach (studies Il & Mhe thesis
took aspects such as gemdeducation, age, and religion into consideration while
analyzing the data (studies Il & Il). The following section introduces these key
methodological approaches of transcultural clinical research and outlines their
relevance for refugee mental healtesearch.

TRANSCULTURAL CLINICAL APPROACHES IN RERUGEE MENTAL
HEALTH RESEARCH

The field of transcultural clinical psychology is concerned with the ways in
which psychopathology and healing are shaped by cultural knowledge and
practices. Thereby, culturatlifferences between individuals and groups are
associated with differences in illness behavior and experience (Kirmayer & Ban,
2013). Therefore, mental disorders, diseases, and healing may manifest differently
in different cultures (Kleinman, Eisenberg,@ood, 2006), and culture influences
health beliefs, hekseeking behaviors, coping, and treatment responses (Kleinman
et al., 2006; Kirmayer & Ban, 2013; Snowden & Yamada, 2004). Recognizing these
differences is important to provide equitable and approteidealth care for
refugees and asylum seekers, which constitute a culturally and demographically
diverse group.

Scholars in the field of transcultural psychology define culture as a process
created by human interactions that manifests in a more or ledgepent system
of shared meanings and practices, such as beliefs, attitudes, and values (Kirmayer
& Ban, 2013; Moro, 1998; Rohner, 1984; Sturm et al., ZDdI@ral dynamic



approacherecognize that culture endures as well as changes, that culture is both
contextgener al and |l ocally situatnmnalkng and t h:
activities in specific situations generate collective patterns that can be interpreted
as a globally enduring system (Kashima, 2000; Kirmayer & Ban, 2013). Marsella
(2010) proposes differentiation ofdistal cultural factors that can be represented
by roles, rituals, settings, and institutions, apdbximalcultural factors that may
include norms, values, beliefs, identities, sshcepts, expectations, and
worldviews. In this re@rd, culture produces a variety of identities tied to specific
aspects of social life including language, religion, ethnicity, or racial groups.
Therefore, culture has to be comprehended as the interactions between different
symbolic universes that are siated within concrete social, historical, political,
and economic contexts (Moro, 1998; Sturm et al., 2010).

Older approaches in transcultural clinical psychology were largely shaped
by colonial ways of thinking, in which concepts were based on a univesgstem
of knowledge grounded in science that was viewed as universal and acultural
(Kirmayer, 2013; Schoul€dcak et al., 2019However, the postcolonial turn in
scholarship clearly showed that all knowledge systems, including science, bear
traces of the social, cultural, and historical origin&K{rmayer, 2013; Schouler
Ocak et al., 2019Present research in transcultural clinical psychology focuses on
different objectives that include the exploration of cultural differences in the
manifestations of metal illness as well as the study of treatment practices and
preferences in different cultural settingS¢houlerOcak et al., 2019)n the past
decadesthe field of migrant and minority mental health has received increasing
attention in countries of theylobal North by focusing on the delineation of mental
health and illness among immigrants and, more recently, among refugees and
asylum seekers (Wintrob, 2013). Moreover, it has been an ongoing effort to
establish crossultural comparisons in order to copare the incidence and
prevalence of major mental disorders, illness concepts, and behaviors across
minority groups and among refugees and asylum seekers (Wintrob, 2013).
Another major focus of transcultural clinical research is on underlying
methodologi@l questions that require particular consideration.

The following presents a range of key transcultural clinical approaches and
outlines their relevance for research on refugees and asylum seekers.

COMPARABILITY OF QUATITATIVE MEASUREMBENINSTRUMENTS& THE
MEASUREMENT INVARIABE ANALYSIS

Mental health researclon refugees and asylum seekengdely applies
quantitative measurement instruments such as mental heglikstionnaires in
order to assess the mental health status of refugees and asylum sédkéifseld
et al., 2002Vind, van der Aa, de la Rie, & Knipscheer, 2017). These questionnaires



can help clinicians to triage a patientauds
outcomes (Rasmussen, Verkuilen, Ho, & Fan, 2015; Wind et al., 2017). Moreover,
mertal health assessments provide valuable information aboutEoulations
that need particular treatment resources and therapeutic modalities (Rasmussen
et al., 2015; Wind et al., 2017).
Past research has documentadhigh prevalence of depression, PTSD, and
anxiety disorders in asylum seekers and refugees compared to host populations
and other migrant populations (Barbieri et al., 2019; Fazel et al., 2005; Gangamma,
& Shipman, 2018; Jamil et al., 2002; Lie, 200®jelti et al., 2009). One key

met hodol ogi cal guestion that emerges fromn
whet her they re ect actual di erences in
whet her they appear due to di emteences i n
measuremet instruments used (Galenkamp et,a2017). It is not unlikely that

true di erences in the prevalence of ment
seekers, and host populations exist, as the former are exposed to higher burdens

of distressb e f or e, during, and after mi gration,

violence, repression, and discrimination, which are known to be associated with
mental il-health (Galenkamp et al., 2017; Lindert et al., 2009). On the other hand,
these differences migt appear because of met hodol ogi
translation and cultural di erences (Holli
Despite evidence for an underlying universality in the experience of
common mental health complaints, differences in the salience, mstatien, and
expression of symptoms may be substantial across cultures and demographic
groups (Sweetland, Belkin, & Verdeli, 2014; Wind et al., 2017). This might, in turn,
influence diagnostic procedures, measurement instruments, and outcomes (Baas
et al.,2011). Therefore, measurement validity and reliability cannot be assumed to
generalize across populations with different cultural and demographic
backgrounds, as assessment instruments are most commonly based upon Western
health and illness concepts. Cawiently, the danger of misdiagnosis and
misclassification may occur (Alegria et al.,, 2010; Huang, Chung, Kroenke,
Delucchi, & Spitzer, 200&an Ommeren, 200Radjack, Baubet, El Hage, Taieb,
& Moro, 2012). One key methodological focus within the fiefdtranscultural
clinical research concerns the quantitative comparability of measurement
instruments, namely measurement invariance (Baas et al., 2011). The
establishment of measurement invariance is a prerequisite for valid health
comparisons across cultal and demographic groups (Milfont & Fischer, 2010). A
comparison of different groups is considered methodologically valid when the
instrument used measures the same latent construct in all groups. When this
assumption holds, differences and similaritizstween groups can be interpreted
without reservation (Milfont & Fischer, 2010). If this assumption does not hold,
comparisons and interpretations are not fully meaningful. Scales are considered
methodologically comparable when the measurement relationdlgpveen the



observed indicators and their underlying |
groups (Vandenberg & Lance, 2000). Miller and Sheu (2008) describe the
establi shment of con gural, metri c, and s
applied ways of assessing levels of measurement invariance in multicultural
research. Configural invariance is the most basic level of invariance and assesses
whether the pattern of factor loadings is the same across different groups
(Vandenberg & Lance, 2000). rteans that similar factors are measured in
different groups and the same items are associated with the same factors in each
group (Romppel et al., 2017). This appears to be a prerequisite for conducting
further invariance analyses (Vandenberg & Lance, 2000etric invariance
assesses the degree to which items are interpreted in the same way across
different groups and appears to be of particular importance in multicultural
research Byrne, Shavelson, & Muthén, 1988iller & Sheu, 2008). Scalar
invariance assesses the equivalence of item intercepts (point of origin) across
groups and is a requirement for comparisons of latent means (Cheung & Rensvold,
2002).
However, even though measurement invariance is established with regard
to the reliability of a measrement instrument, cultural or demographic
di erences might still influence the ite
interpretations of the latent construct itself might be more relevant to a particular
group. In this regard, the inclusion of more thane®research perspective might
offer useful insights into the manifestation and expression of symptoms of mental
distress within different cultural and demographic groups.

METHODOLOGICAL TRIABULATION AND THE COMBINE EMIGETIC
APPROACH

Traditionally, trarscultural research approaches have been polarized into
two seemingly dichotomous schools of thought: The quantitatively derieéd
perspectiveand the qualitatively derivedemic perspectivenvhich were first
introduced by the linguistic anthropologist Keeth Pike (1967; Patel, 1995).

The emic perspective focuses on the intrinsic cultural distinctions that are
meaningful to the members of a given society (Okello, 2006). A construct is
considered emic if it is in accord with the perceptions and understaggldeemed
appropriate by an insiderus culture. Ther
mental illness concepts need to be generated from within cultures, aiming to
understand their significance and relationship with other intcaltural elements
(Niblo & Jackson, 2004; Okello, 2006; Patel, 1995). Most commonly, emic studies
use qualitative measures that tend to explavbat, how, andwhy, to identify
potentially important variables or concepts, to recognize patterns and
relationships, and to generatelserent theories and hypotheses (Okello, 2006).
Research on mental health and illness concepts of refugees and asylum seekers



has predominantly preferred an emic perspective as it allows for focusing on the
particular cultural and demographic componentsathare encountered in a
specific group (Voulgaridou, Papadopoulos, & Tomaras, 2006). However, research
conducted within an emic approach is-glited for providing generalizable data
that can be used fothe assessment of the mental health status of reésgyand
asylum seekers, aromparisons with host populations (Patel, 1995; Wind et al.,
2017). Therefore, purely derived emic studies have been criticized since they
remain at a purely descriptive level (Karasz & Singelis, 2011).

The etic perspective, hoswer, can be understood as the perspective of the
outsider who is interested in generalizations and universals (Voulgaridou et al.,
2006). Thereby, it relies upon extrinsic concepts and categories that have meaning
for the scientific community (Okello, 26(. A construct is regarded as etic if it is
in accord with the epistemological principles deemed appropriate by science (i.e.
precise, logical, comprehensive, replicable, falsifiable, and observer independent)
(Helfrich, 2013; Okello, 2006). Purely dedvetic studies traditionally use
guantitative measurement instruments and postulate the universality of concepts
of mental illness and global applicability of instruments without reservation
(Niblo & Jackson, 2004; Patel, 1998)erefore, theyhave been wticized for
claiming the universality of diagnostic categories, classification systems, and
psychological measures developed by and based upon Western values,
assumptions, and norms. Thereby, they might fail to capture differences in the
understanding ofmental health and illness in populations of ndNestern
backgrounds (Ahearn, 2000; Alegria et al., 2010; Splevins, Cohen, Bowley, &
Joseph, 2010; Tempany, 2009). In the past, their tendency to run the risk of the
category fallacyhas been pointed out (Kleman, 1977): that is, based on the
erroneous assumption that a measured outcome is genuinely ubiquitous in any
culture simply because the population can respond to the instrument and achieve
a determined score (Vazquez et al., 2014).

In recent years, saiars in the field of transcultural clinical research have
emphasized that emic and etic approaches should not be conceptualized as
opposite ends of a continuum, and rather be comprehended as two
complementing perspectives (Berry, 1989; Niblo & Jacks@4)28eparately, they
mi g ht project a at (but di fferent) per s |
provide a rich threedimensional understanding of cultural influence on mental
health and illness (Berry, 1989; Niblo & Jackson, 2004). Especially waldrey
refugee mental health research in countries of the global North, the aims of both
emic and etic research approaches are considered to be important and valuable as
refugee populations of neiVestern backgrounds need to be integrated into local
health care systems (Berry, 1989; Niblo & Jackson, 2004). In this regard, more
scholars have advocated for the&iangulation of emic and etic research
perspectives and different methodological approaches (Bartholomew & Brown,
2012De Jong & Van Ommeren, 20@mez, 2014; Karasz & Singelis, 2009; Niblo



& Jackson, 2004). Thereby, the concepinethodologicdlriangulationrefers to
the application and combination of several research methodologies in the study
of the same phenomenon (Denzin, 20Blick, 1992 It can be understood as an
extension of the research program which includes a systematic selection of
different methods and the systematic combination of research perspectives (Flick,
1992). In this regard, miangulation strategy that combines an emictivian etic
approachseems particularly suitable for mental health research on refugees and
asylum seekers residing in countries of the global Nohtithe secalledcombined
emidetic approachan etic construct is chosen and emic ways are developed to
measure it. Through such an approach, an emically defined etic construct can be
obtained and wused for comparisons across different cultural and
sociodemographic groupdD€ Jong & Van Ommeren, 20025 most research
involves the use of Western research instrents not validated for specific
cultural settings, qualitative data can increase the understanding of the specific
context, allowing for an easier validation of measurements and improved
interpretability of results De Jong & Van Ommeren, 2002). Therefothe
combination ofqualitative and quantitative methodological approaches provides
an integration of depth and breadth of knowledge and allows researchers to
intimately explore constructs within cultures and generalize these constructs to
the same culttal context (Bartholomew & Brown, 2012). In concurrent
methodological triangulation, researchers collect qualitative and quantitative data
simultaneously yet independently before converging the data (Bartholomew &
Brown, 2012). It requires the independer@mponents to be merged in order to
nd ways the data sets support one another
i n the ndings (Bartholomew & Brown, 201
complement each other and provide a more complete and culturallyitbens
understanding and interpretation of the investigated phenomena (Bartholomew
& Brown, 2012Bekhet & Zauszniewski, 2012).

THE EXPLANATORY MODREAPPROACH

Explanatory modalwere first introduced by the medical anthropologist and
psychiatrist Arthur Kleinman (1980) and are defined as clusters of culturally
shaped belief systems that contain concepts of health and iliness organized around
causal attributions (Dinos, Ascoli, Owji& Bhui, 2017; Kleinman, 1980; Knettel,
2016; Patel, 1995). They can Imelerstood as fluid and multilayered constructs
that reflect the cultural knowledge of each individual (Kirmayer & Bhugra, 2009;
Taieb, Heidenreich, Baubet, & Moro, 2005). They shape and are shaped by culture
specific expectations of individual iliness betar, models of causality, and help
seeking (Dinos et al., 2017; Kirmayer & Bhugra, 2009; Taieb et al., 2005). Past
research has emphasized a seemingly dichotomous view regarding explanatory
models of mental distress, dividing cultures into belonging te tlobal South or



the global North Teferra & Shibre, 20)2Accordingly, explanatory models of
mental disorders in cultures of the global North are strongly influenced by the
Western biomedical model and predominantly shaped by meatisal beliefs
combiring biological, genetic, and psychosocial explanations with environmental
factors and stressful life eventSrnham & Igboaka, 2007; Kokanovic, et al., 2013;
McCabe & Priebe, 2004h cultures of the global South, religious, magical, and
supernatural casal beliefs can be encountered as whikha, Farooq, Chaudhry,
Naeem, & Husain, 2015; Hagmayer & Engelmann, 2kivjka, Galbraith, &
Nyatanga, 2014

With regard to refugees and asylum seekers, culturally shaped explanatory
models might play a cruclaole in their recognition of mental illness on the one
hand, and a clinicianus detection on the
predominantly fromnonWe st er n cul tur es, asylum seeker
about mental iliness are widely assumteddiffer from those held by Western host
populations (e.gMarkova & Sandal, 2016jelamed, Chernet, Labhardt, Probst
Hensch, & Pfeiffer, 2019). Moreover, traditional explanatory models may vary due
to immigration and acculturation processes (Markova & n&a, 2016).
Additionally, postmigration stressors, social isolation, and living in exile may
emerge as new causes of mental distress (Markova & Sandal, 2016; Bettmann,
Penney, Clarkson Freeman, & Lecy, 2015; Este, Simich, Hamilton, & Sato, 2017).
Since @planatory models and causal attributions are known to influence help
seeking behavior in Western populations (Hagmayer & Engelmann, 2014), they
might be even more important in the search for help for refugees living in foreign
transition and resettlementountries with unfamiliar health care systeni®Byrow
et al., 2020)WVith regard to refugees and asylum seekimsn SubSaharan Africa
past research has emphasized the importance of spirituality and religion for
explanatory models of mental distress infugees from Somalia, Sudan, Eritrea,
and Ethiopia (Carroll, 2004; Clarkson Freeman, Penney, Bettmann, & Lecy, 2013;
Fenta, Hyman, & Noh, 2006; Ellis et al., 2010; Melamed et al., 2019; Palmer, 2006;
Papadopoulos, Lees, Lay, & Gebrehiwot, 2004; Pavlish, oBrandt, 2010).
Furthermore, differences from the Western biomedical model were reported
regarding the supernatural realm (e.g. Carroll, 2004). Consequently, rather than
seeking mental health care services, this group relied on alternative sources of
help, such as family, friends, and the ethnic and religious community, and
preferred religious and spiritual sources as a fiise treatment for mental health
issues (Ellis et al., 2010; Melamed et al., 2019; Markova & Sandal, 2016; Palmer,
2006).
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CONSIDERING THE INTERSECTIONALITIES OF INFLUENCES IN
REFUGEE MENTAL HEALTH

Among immigrant populations from diverse cultural backgrounds, refugees
and asylum seekers might constitute a group that requires special consideration
in mental health care and asssment. Mental health problems are more prevalent
among refugees and asylum seekers than in the native population and other
migrant populations, with some studies reporting the rate of mental disorders as
twice as high among refugees and asylum seeker@nasng economic migrants
in Europe (Bhurga, 2004; Lindert et al., 2009; Missinne & Bracke, 2012). Moreover,
research has shown that, among refugees and asylum seekers, some sub
populations are particularly vulnerable and at higher risk for mental disorders
such as women, adolescents, the elderly, those lacking documentation, persons
with disabilities, survivors of various forms of violence, and those in extreme
poverty Hassan, Ventevogel, JefBahloul, Barki#Oteo, & Kirmayer, 2016;
SchoulerOcak et al.,2019; Kirmayer et al., 2011). Therebgciodemographic
dimensions such as age, gender, education, and ethnicity affect the chances of
being exposed to stressful situations and the availability of personal and social
resources (Fenta et al., 2006).

In order to address these variations in the burden of disease and illness
experience of particularly vulnerable stgmopulations, a more recently applied
approach in clinical research is the recognition of tltersectionalities of

influence(Guruge & Khanlou, @0 4 ) . I ntersectionality was
understand the complex ways in which identities of race and gender
simultaneously interacted in Black womendus:s

The Combahee River Collective, 1977). Since then, the framevawsrlexpanded

to include other identities of class, sexuality, age, nationality, ethnicity, and

similar categories that are best understood in relational terms rather than in

isolation from one another (Collins, 2015; Gangamma, & Shipman, 2018).Within

the intersectional approach, scholars consider how structural and political factors

affect mental health and attempt to simultaneously examine aspects of context

and identity in ways that create a new understanding of these factors and a more

accurate reflectiorof lived experiences (Griffith, 2012). Within this approach,

mental health and illness experiences are influenced by the intersection of

multiple sources that come together in distinct ways and lead to different health

outcomes for members of certain degraphic groups (Khanlou, 2003). Besides

taking the cultural background into account, clinicians must create space for the

exploration of how various dimensions of social identity, such as race, gender,

age, skin color, education, religious affiliation, amigration history intersect in

in uencing illness behavior and experienc:¢
and asylum seekers, in particular, may occupy multiple, and sometimes
contradictory, social dimensions within a host country (Anthias, 2008;

Ganganma , & Shipman, 2018) . Their soci al di
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stages before, during, and after thei
based on the social identity markers of gender, age, and ethnicity, among others,
canalsovaryatthree di erent stages (Gangamma,
in comparison to other migrant groups, differences in residential status and
residential permit conditions, citizenship, national identity, accommodation, and
living conditions might lead to diffenat expectations of clinical services (Anthias,
2008; Gangamma, & Shipman, 2018; Powell Sears, 2012). Accordingly, ways of
inquiry into the mental health needs of refugees and asylum seekers must locate
individual health and illness experiences within th@roplex socieeconomic,
historical, political, and institutional structures and dynamics in the pre and {post
migration context (Guruge & Khanlou, 2004; Moro, 1998; Papadopoulos, 2001).
Therefore, a uniquely medicalized approach emphasizing the diagnoses of
mental disorder, may fall short on a patient whose immediate concerns relate to
social, economic, or residency issues (Watters, 2001).
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THE PRESENT THESI S

GENERAL AIMS OF THETHESIS

Within three thematically multifaceted studies, the present thesis is
concerned with the mental health of refugees and asylum seekers in Germany.
The particular research questions focus on the assessment of depression among
refugees and asylum seekéssudy 1) and the investigatioof explanatory models
of PTSD among asylum seekdérsm SubSaharan Africa (studies Il & IIl). To this
end, the study performeda triangulation of the above outlined transcultural
clinical approaches.

SPECIFIC AIMS AND SIMMARIES OF THE STUDIES

Study I:  For the assessment of depression, the PH@ a widely used
instrument that has shown high validity and reliabilityt &ly | aimed
to investigate themeasurement invariance of the PH®) across
asylum seekers in Germany and Germans without a migration
baclground.

Study Il:  The objective of study Il was to provide insights into lay beliefs about
causes of PTSD held sylum seekers from SuBaharan Africa
living in Germany.

Study IlI:  Study Il aimed to investigate helpeeking intentions and lay belief
about cures for PTSD held by asylum seekers from Saiftaran Africa
living in Germany.

STUDY I: THE INVESTIGATION OF MEASUREMENT INVARI ANCE OF
THE PHQ-9

With countries of the global North receiving a growing number of refugees
and asylum seekers, theig a need for evidence on the reliability of instruments
for studying their mental health (Galenkamp et al., 2017). Epidemiological studies
report a high prevalence of depressive disorders within this group. However,
these results seem complex, resultimgoroad ranges from 5% up to 75% (Fazel et
al ., 2005; Lindert et SldwaYounad,0Qud&ardo, Ho I | i el
Heriseanu, & Hasan, 201Steel et al., 2009)n the one hand, this might be due
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to the heterogeneity of the population charactdris cs and di erenti al
violence, repression, and discrimination, which are known to be associated with

mental ilkhealth and depression (Galenkamp et al., 2017; Lindert et al., 2009;

Mewes et al., 2015). On the other hand, this has been attdiiota large variety

of assessment instruments used and, moreov
as translation and cul tur al di erences (H
these conflicting findings, the investigation of measurement invariande o

commonly used mental health questionnaires for refugees and asylum seekers has

mainly focused on questionnaires assessing PTSD (e.g. Rasmussen et al., 2015;

wind et al.,, 2017). Until today, only little attention has been drawn to the

investigation of meaurement invariance of questionnaires assessing depressive

disorders in asylum seekers or refugee samples and Western host populations

without a migration background.

For assessing depressive disorders, several screening instruments exist that
vary regading their number of items, mode of administration, and proximity to
diagnostic criteria (Familiar et al., 2015). Among -sefforting assessment
instruments, the nindtem Patient Health Questionnaire (PHQ Kroenke,
Spitzer, & Williams, 2001) is one thfe most widely used measures (Familiar et
al., 2015; Kroenke, Spitzer, Williams, & Léwe, 2010). It has proven its diagnostic
validity in different settings (Kroenke et al., 2001; Martin, Rief, Klaibekg,
Braehler 2006; Spitzer et al., 1999) and the BsNas recommended its use as a
general measure of depression severity (5th Diagnostic and Statistical Manual of
Mental Disorders, American Psychiatric Association, 2013.). The-Pld@nhtains
nine items assessingl) anhedonia; (2) depressed mood; (3) trouble sleeping or
sleeping too much; (4) feeling tired; (5) change in appetite; (6) guilt or
worthlessness; (7) trouble concentrating; (8) feeling slowed down or restless; and
(9) suicidal thoughts (Kroenke et alQ®L, 2010). It has been translated into over
70 languages (Pfizer Inc., 2020) and has been validated in differef/estern
settings (e.g. AdewuyaDla, & Afolabi, 20Q6Crane et al., 2010; Monahan et al.,
2009; Omoro, Fann, Weymuller, Macharia, & YueB006). Some studies
recommended its utilization for the detection and monitoring of depression in
diverse populations such as in the four largest ethnic groups in the United States
(Huang et al.,, 2006) and ethnically diverse populations in the Netherlands
(Galenkamp et al., 2017). Regarding immigrant populations in Germany, past
research demonstrated that PH® sum scores could be compared between
Turkish immigrants, a heterogeneous sample of immigrants living in Germany,
and Germans without a migration blground (Mewes et al., 2010; Reich, Rief,
Brahler, & Mewes, 2018). However, taking into consideration the
intersectionalities of influence, samples of refugees and asylum seekers require
separate consideration, even though invariant assessment of depnassing the
PHQ9 seems applicable to a variety of different cultural groups and diverse
samples of immigrants in Western countries. It is still unknown whether the PHQ
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9 assesses the same construct in populations of refugees and asylum seekers, and
Westen populations without a migration background. Therefore, the objective of

the first study was to investigate whether PH®scores are comparable between

a heterogeneous sample of refugees and asylum seekers living in Germany and
Germans without a migratiofackground.

SUMMARY OF STUDY |

Title: Is depression comparable between asylum seekers and native Germans? An
investigation of measurement invariance of the-BHQ

Grupp, F., Piskernik, B., & Mewes, R. (20B0)epression comparable between asylum segk
and native Germans? An investigation of measurement invariance of the-BPHIQurnal of
Affective Disorder2641), 453458.

Background: Asylum seekers show a high prevalence of depressive disorders
compared to native populations. For the assessment of depression among refugees
and asylum seekers, the PHE)s a widely used instrument. However, it is largely
unknown whether PH@O scores a comparable between asylum seekers living

in Western countries and native populations, and whether results can be
interpreted without reservation.

Objective: Therefore, weaimed to investigate theneasurement invariance of the
PHQ9 across asylum seekemns Germany and Germans without a migration
background.

Method: Data from asylum seekers living in Germany (n = 243) and Germans
without a migration background (n=171) were used to analyze measurement
invariance of the PHE). We conducted all invariance dgpaes within a
confirmatory factor analysis (CFA) framework. Moreover, we investigated
configural, scalar, and metric invariance and determined test functioning.

Results: The PHQ9 was not measurement invariant across Germans without a
migration backgroundand asylum seekers living in Germany. Differences were
found regarding metric invariance and scalar invariance. The items anhedonia,
depressed mood, appetite changes, psychomotor changes, and suicidal ideation
had lower loadings and lower thresholds inyaism seekers compared to Germans
without a migration background. That led to an overestimation translated into
approximately one point on the swscore.

Limitations: To our knowledge, this study is the first to assess measurement
invariance of the PHED in a sample of refugees and asylum seekers and their
Western host population without a migration background. However, the study
limitations include a heterogeneous sample of asylum seekers regarding countries
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of origin and the utilization of the differentanguage versions of the PHQ
Furthermore, while controlled by the statistical method, the two investigated
groups differed in terms of age, gender, and severity of depressive symptoms.
Future research might investigate measurement invariance of the-BiHQmore
homogenous samples of asylum seekers/refugees.

Conclusion: The results may have implications for studies comparing levels of
depression between asylum seekers and native Western samples. Even with the
same latent level of depression, asylum seskeay have higher scores on several
items and, consequently, a higher sum scof&erefore, the present results
suggest a new determination or differentiation of the @iff scores that were
derived from Western samples.

STUDIES Il & IIl: LAY EXPLANATORY MODELS OF PTSD AMONG
ASYLUM SEEKERSFROM SUB-SAHARAN AFRICA

Since 2009,umbers ofasylum seekers from StBaharan African countries
in Germany have remained persistently highFe d er al O ce for Migr
Refugees, 2018; UNHCR, 2015; 2Réjugees and asylum seekers from Sub
Saharan Africa arriving in Western countries constitute a particularly vulnerable
group which might have been confronted with an exceptionally high number of
traumatizing events. Therefore, a high prevalence of PTSB meported in this
group (Carta et al., 2005; Jaranson et al., 2004; Neuner et al., 2004; Onyut et al.,
2009; Tempany, 2009).

However, past research on explanatory models within this group focused
mainly on schizophrenia, depression, or mental disorderganeral (Furnham &
Igboaka, 2007; McCabe & Priebe, 2004; Napo, Heinz, & Auckenthaler, 2012).
Therefore, little is known about explanatory models of PTSD in asylum seekers
from SubSaharan African countries. Moreover, research on explanatory models
concernng this group has predominantly preferred an emic perspective in the use
of a qualitative methodology (e.g. Carroll, 2004; Clarkson Freeman et al., 2013;
Melamed et al., 2019). Thereby, findings remain mostly on a descriptive level and
are not suitable toprovide generalizable and comparable data. However,
differences in explanatory models of mental distresagylum seekers from Sub
Saharan Africaand Western host populations are widely assumed, but empirical
evidencds broadly lackinge.g. Markova & &dal, 2016As refugees and asylum
seekers in countries of the global North need to be included in local health care
systems in order to ensure an appropriate treatment of symptoms, it is of crucial
importance to incorporate an etic perspective in theeusf a quantitative
methodology as well. This might be of special significance when quantitative
differences with regard to host populations need to be displayed in order to
emphasize the importance of culturally sensitive treatmefrisorder to close ths
gap in the actual research, studies Il and Il combined an emic research approach
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with an etic approach. Therebywe determined®TSD as an etic construct derived
out of the Western clinical perspective amge employecketic as well as emic ays

of measurement We applied aqualitative and quantitative methodological
triangulation strategyandconductedhe investigation of explanatory models via
guestionnaire surveys and focus group discussions. Moreover, in studies Il and Ill,
we analyzedhe associatiorbetween different sociodemographic variables, such
as gender, age, religion, education, and PTSD symptomatology, on the one hand
and explanatory models on the other handn order to account for the
intersectionalities of influences on explanatory modelfs PTSD. Thereby, the
perceptions of the general population rather than a clinical population were
promoted asve employedcase vignette designg/e operationalized>glanatory
models by causal attributions and beliefs about causes of PTSD as well as help
seeking intentions and beliefs about cures for PTSD.

SUMMARY OF STUDY II

Title: EI t s That Route That Makes Us Si-ckEé:

traumatic Stress Disorder Among-Saharan African Asylum Seekers in Germany

Expl

Grupp, F., Moro, M. R., Nater, U. M., Skandrani, S&Wewes, R. (2018))1 t s t hat route t h

makes us sickuw: Expl or i argumhtia stresk agisbrdeeadmseng &ubo u t
Saharan African asylum seekers in GermaRyontiers in Psychigy, 9, 628.

Background: Many asylum seekers have been confronted with traumatizing
events, leading to high prevalence rates of PTSD. Within the diagnostic context,
clinicians should take into account
symptoms.

Objective: Therefore, we sought to provide insights into beliefs about causes of
PTSD held byasylum seekers from SefBaharan Africdiving in Germany.

Method: To this aim, we used a quantitative and qualitative methodological
triangulation strategy based on a vignette describing symptoms of PTSD. In the
first part of the study, asylum seekers (n=119), predominantly from Eritrea (n=41),
Somalia (n= 36), and Canoen (n = 25), and a German comparison sample
without a migration background (n=120) completed the Revised lliness Perception
Questionnaire (IP€R). In the second part, asylum seekers reviewed the results
within eight focus group discussions (n=26), sangpfeom groups of the three
main countries of origin.

Results: Descriptive analyses of the first part demonstrated that asylum seekers
predominantly attributed PTSD symptoms to psychological and religious causes,
and rather disagreed with supernatural cass In comparison to the German
sample without a migration background, asylum seekers attributed symptoms less
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strongly to terrible experiences, but more strongly to religious and supernatural

causes. Within the focus group discussions, we identified ditxibation
categories of participantsau causal bel i e
psychological causes, (c) social causes, (d}mpagtation stressors, (e) religious

causes, and (f) supernatural causes.

Limitations: To our knowledge, this studys the first to investigate lay beliefs

about causes of PTSD held lagylum seekers from StBaharan Africain

Germany. Howeveljmitations includethe diverse sample of asylum seekers with

regard to countries of origin, cultural groups of S@aharamfrica, and religion.
Moreover,characteristics of the two investigated groups in the quantitative part

di ered in terms of age, gender , educatio
PTSD symptoms.

Conclusion : Our findings suggest that the current Westeunderstanding of

PTSD is as relevant to migrants as to aammgrants in terms of psychological

causation, but might differ regarding the religious and supernatural realm. While

awareness of culturspecific belief systems of asylum seekers from-Sabara

Africa regarding PTSD is important, our findings underline that cultural

differences should not be overstated.

SUMMARY OF STUDY lli

Tile:EONnly God can prsekingistentionsara lay beligédaut He | p
curedor posttraumatic stress disder among SuBaharan African asylum
seekers iermany

Grupp, F., Moro, M. R., Nater, U. M., Skandrani, S., & Mewes, R. 2@8)l y God ¢an promi s
h e a | hefpgeeking intentions and lay beliefs about cures for piwatimatic stress disorder
among SulSaharan African asylum seekers in Germanjguropean journal oOf
psychotraumatologyt((1), 1684225.

Background: Epidemiological studies have reported higheaa of PTSD among
asylum seekers from SuBaharan Africa. Howevelevels of mental health help
seeking in this population are lown order to provide appropriate and culturally
sensitive mental health care for this group, further knowledge about treatmen
preferences might be necessary.

Objective: We aimed to provide insights into helpeeking intentions and lay
beliefs about cures for PTSD held by asylum seekers fromSaiaran Africa
living in Germany.

Methods: To address this objective, we used a aitative and qualitative
methodological triangulation strategy based on a vignette describing symptoms
of PTSD. In the quantitative part of the study, asylum seekers (n=119),
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predominantly from Eritrea (n=41), Somalia (n= 36), and Cameroon (n = 25), and
aGerman comparison sample without a migration background (n=120) completed
the General HelgSeeking Questionnaire (GHSQ). In the qualitative part, asylum
seekers (n=26) reviewed the results of the questionnaire survey within eight focus
group discussionsasnpled from groups of the three main countries of origin.
Results: Asylum seekers showed a high intention to seek religious, medical, and
psychological treatment for symptoms of PTSD. However, compared to Germans
without a migration background, asylum se&rs indicated a higher preference to
seek help from religious authorities and general practitioners, and a lower
preference to enlist psychological and traditional help sources. Furthermore,
asylum seekers addressed structural and cultural barriers tkisgenedical and
psychological treatment.

Limitations: Limitations include a diverse group of asylum seekers with regard
to countries of origin, cultural groups of SeBaharan Africa, and religion.
Characteristics of the two investigated groupsinthequai t at i ve part di
terms of age, gender, education, religion, traumatic experiences, and PTSD
symptoms Moreover,this study incorporates a rather male perspective on cures
for PTSD as participants were predominantly male, and an impact of gender on
our results cannot be ruled out.

Conclusion: To facilitate access to local health care systems for asylum seekers
and refugees, it might be crucial to develop public health campaigns in
collaboration with religious communities. When treating asylum seskend
refugees from Sulsaharan Africa, practitioners should explore different religious
and cultural frameworks for healing and recovery in order to signal
understanding and acceptance of varying cultural contexts.
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OVERALL DI SCUSSI ON

In the following, thefindings of the present thesis will be integrated into an
overall discussionTherefore, this section will begin with a discussion of the
results of the three different studies. This will be followed by a reflection on the
applied methodological frameworl=inally, the methodological design will be
discussed by reflecting on limitations of the three studies, and implications for
further research will be presented.

ON THE RESEARCH QUES3IONS AND THE PRESENI
RESULTS

By considering thematically multifaceted and methodologically diverse
studies within the field of transcultural clinical psychology, the present work
contributes novel findings with regard to the mental health needs of refugees and
asylum seekers in Germgn The research questions were concerned with the
assessment of depression among refugees and asylum seekers (study 1) and the
investigation of explanatory models of PTSD amasgylum seekers from Sub
Saharan African Germany (studies Il & IlI).

THE INVESTIGATION OF MEASUREMENT INVARIANCE OF THE
PHQ-9

Study | focused on the assessment of depression among refugees and asylum
seekers with the PHE), an ofterused measurement for depressive symptoms in
clinical practice or for research purposes (Galenkaehpl., 2017). Thereby, study
| aimed to investigate whether depression levels measured with the -BHQe
comparable between a heterogeneous sample of refugees and asylum seekers
living in Germany and Germans without a migration background. This research
aim was addressed by conducting invariance analyses within a CFA framework.
The analyses revealed that the PFIQvas not measurement invariant for asylum
seekers living in Germany and Germans without a migration background.
Although both versions of thel®Q-9 s how con gur al i nvari anc e
measure the same construct with high internal reliability, metric and scalar
invariance were not fully existent. The items anhedonia, depressed mood, appetite
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changes, psychomotor changes, and suicidal ideatioad di er ent | oad]i
and/or thresholds. Consequently, the scores of asylum seekers may be biased
upward when compared to Germans without migration background. These

ndings are in |Iine with past research on
9that demonstrated di erences in item functio
minority groups in the Netherlands (SurinaButch vs.Dutch; Baas et al., 2011)
and the United States (Crane et al., 2010). Thus, the-®H@ould be used
cautiously when comparing the prelence of depressive disorders in
refugees/asylum seekers and Germans without a migration background, as the
results cannot be interpreted without reservation. The results of study | underline
fundamental methodological questions of transcultural clinicedearch, as these
di fferences might appear because of met hoct
but, on the other hand, t hey might occur
i nterpretation (Holli eld et al.oqry 2002) . |
models and the integration of an emic research perspective might offer useful
insights into the manifestation and expression of symptoms of depression within
refugees and asylum seekers from different cultural and demographic groups.

LAY EXPLANATORY MODELS OF PTSD AMONGASYLUM SEEKERS
FROM SUB-SAHARAN AFRICA

Studies Il and 11l were concerned with explanatory mod#$TSD among
asylum seekers fromSubSaharan Africa in Germany, predominantly from
Eritrea, Somalia, and Cameroon. Following the combieetdcetic approach,
both studies applied quantitative and qualitative methodological triangulation
strategies, analyzing data derived from a questionnaire survey and focus group
discussions. By combining a qualitative with a quantitative research appraadh
comparing data with a German comparison sample without a migration
background, studies Il and Ill complemented and extended previous guantitative
and qualitative work on explanatory models of refugees and asylum seekers from
di erent r &dnaram rAica o fcourriedof the global North (e.qg.
Bettmann et al., 2015; Este et al., 2015; Kuittinen, Molsa, Punamaéki, Tiilikainen,
Honkasalo, 2017).

Study Il aimed to provide insights into beliefs about the causes of PTSD held
by asylum seekers from ®Saharan Africaresiding in Germany. The present

ndings wunderline that asylum seekers att
psychological causes, such as experiencing stress, being in a negative emotional
state, and thinking too much. Moreover, the findingsiphasized the importance
of traumatic experiences before and during migratory pathways in explaining
PTSD symptoms among asylum seekers. Accordingly, the symptoare
explained by the accumulation of hardships and experiences of poverty and war.
Additionally, stressful |l ife circumstance
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resettlement were emphasized and linked to social factors such as family problems
andtheasylm seekersu inability to adhere to th
toward their families left at home.

Religion played a si g-8dharandafricanasyluhe i n e x|
seekersu beliefs about the causess of PTSD
without a migration background, asylum seekers more strongly attributed
symptoms to religious and supernatural causes. When analymigysectional
influences on causal beliefs of PTSthe attribution to religious causes was
stronger in asylum seekerehen t he educational guali <ca
Musl im asylum seekers expressed a stronge
Christian participants. However, the majority of the participants rather disagreed
with the concept of supernatural phenomenagchuas curses and evils spirits, as
causes of PTSD symptoms. Nevertheless, our results are largely in line with
previous quantitative research that repor
Western samples and samples from West Africa (McCabe & Priebe), 2004
Cameroon, (St Louis & Roberts, 2013), and Nigeria (Furnham & Igboaka, 2007),
with African respondents more often favoring supernatural causes for mental
disorders.

Since causal attributions are known to influence halpeking behavior in
Western popultions (Hagmayer & Engelmann, 2014), they might be even more
important for helpseeking behavior in refugees living in foreign receiving
countries with unfamiliar health care systems. Therefore, study Il aimed to
provide insights into beliefs about curesié helpseeking intentions for PTSD
held byasylum seekers from SeBaharan Africaesiding in Germany. Asylum
seekers showed a higher intention to seek help from religious authorities than the
German participants without a migration background and strongimphasized
the importance of religion for recovery and the predominantly religious character
of treatment. With regard to psychological treatment, high average mean scores
in the group of asylum seekers, particularly those from Cameroon and Somalia,
suggest a high likelihood of seeking help from this source. However, their
intention was lower than that of Germans without a migration background, which
is in accordance with previous studies reporting low rates of mental health care
utilization in immigrant and refugee populations (Ellis et al., 2010; Fenta et al.,

2006; Kirmayer et al., 2011; Pal mer, 2006)
from general practitioners was higher than those of Germans without a migration

background, a finding which corsponds to previous research (Maier et al., 2010;
Papadopoulos et al., 2004). However, intersectional analyses revealed that older

asylum seekers and asylum seekers from Eritrea indicated a comparably lower

intention to seek medical help. In contrast to preus research (Fenta et al., 2006;

Palmer, 2006), asylum seekers in the present study expressed a lower intention to

seek help from traditional treatment practices than participants without a

migration background. However, asylum seekers in our study skbwa
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multifaceted and rather broad picture of culturally accepted traditional

treatments: While natural treatments with herbal remedies were considered
appropriate, supernatural and magical practices performed by traditional healers

or sorcerersweremaigl r ej ected. Furthermore, asylum
seek help at all was higher compared to the German participants. This was

especially the case in participants from Eritrea and in asylum seekers with

stronger posttraumatic symptoms. In conclusiomsylum seekers from Eritrea,

older asylum seekers, and asylum seekers with a higher symptom load might

constitute a particularly vulnerable group among refugees in Germany.

ON THE METHODOLOGICA L FRAMEWORK

Clinical research within the field of refugee mental health presents unique
methodological and conceptual challenges, and requires multidisciplinary and
methodologically diverse approaches (Kirmayer & Ban, 2Qh3his regard, the
present thesis was an attempb integrate different approaches by applying a
transcultural clinical framework and giving equal value to both emic and etic
perspectives as well as the triangulation of quantitative and qualitative research
methodologies.

In study I, we performed a measament invariance analysis, adopting an
etic research perspective in the use of a uniquely quantitative methodology in
order to investigate measurement methodological basics with regard to the
assessment of depression in refugees and asylum seekers. Shrdgents a
psychometric study aiming to understand whether the differences in the
prevalence of depression across refugees and host populations found in other
studies (e.gLindert et al., 2009) refleeictual differences in the occurrence of
depressionor whether they result due to psychometric issues concerning the
measurement instrument used. The evaluation of measurement invariance of
frequently used health assessments across refugees and asylum seekers and host
populations is an important step in edtlishing the reliability of measurement
instruments and the quantitative comparability of scor&a(er, 2017). This is of
importance as it provides valuable information about the mental health status of
refugees and asylum seekers in comparison to hogiutations and might signal
if particular treatment resources and therapeutic modalities are needed
(Rasmussen et al., 2015; Wind et al., 204d\ever, even though measurement
invariance analyses promise a great growth in knowledge with regard to the
guantitative comparability of measurement instruments across different cultural
and demographic groups, they are not without their shortcomings. Using only
one measure across multiple populations fails to tap into culturally bound
interpretations of distresshat may be more relevant to the phenomenology of
depression than is represented on standardized meask@sjussen et al., 2015)
Within this approach, researchers are not able to show how and in which way
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depression is displayed in different cultural ayips and a culturally and
demographically heterogeneous sample of refugees. It solely contributes to
questions of the reliability and statistical invariance of the particular measure in
different cultural groups. Moreover, in recent years, scholars in fiedd of
transcul tur al clinical research have
presentation of depressive disorders in different cultural contexts (Deisenhammer

et al., 2012; Dreher et al., 2017) and have raised issues concerning the diagnostic
validity within Western derived nosology and classification systems (€an
Ommeren, 2003). Therefore, ul t ur al di erences mi ght
interpretation, illness perception, or the definition of mental distress itself and the
ways in which different cuiural and demographic groups experience, understand,

and communicate suffering (Hollifield et al., 2002; Kaiser et al.,, 2015). By
incorporating an emic perspective and conducting qualitative research that
studies symptom presentation and idioms of distr@sthin refugees, the range

and meaning of theoretical constructs can be enhanced and might therefore
improve the validity of quantitative measures (Hollifield et al., 2002).

In studies Il and Ill, we investigated explanatory models of PTSD within an
explanatory model framework integrating emic and etic research perspectives
while using qualitative and quantitative methodologies. In the past, research on
explanatory models of mental distress in refugees and asylum seekers has
predominantly preferred an emi and qualitative perspective as it enables
researchers to focus particularly on cultural and demographic components from

st

an insidersu perspective (e.g. Voul gari do

mostly remained on a descriptive level. In this regaan etic perspective seems
valuable as it provides generalizable and comparable data that allows for the
examination of similarities and differences of mental health and iliness experience
between refugees, asylum seekers, and host populations. Thigtrinmight be

of crucial importance in order to address disparities in mental health care
provision of host countries and to tackle an ethnocentric practice in mentalthe
care (e.g. Bhopal, 200However, although the combination of emic and etic
resarch perspectives and the triangulation of qualitative and quantitative
methodology provide an excellent avenue of knowledge, it is not without its
challenges (Bartholomew & Brown, 2012). One major concern might lie in the
positioning of researchers withinthe tension of emic and etic research
perspectives, namely in taking an insider and outsider perspective of the
population under study. On the one hand, emic research emphasizes the
importance of conducting research from within the culturg€ili, 2018)On the
other hand, etic research requires researchersatiopt the perspective of an
outsider who is interested in generalizations and universals (Voulgaridou et al.,
2006). In this regard, researchers might find themselves in an indissoluble
dilemma, tryng to meet the requirements of both emic and etic research
perspectivesMoreover, collecting andntegrating two data sets proves to be
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complicated and dif cult; this requires |e
collection phases (Bartholomew & Bro, 2012). Additionally, psychologists are
often not trained in both qualitative and quantitative traditions, which could
further complicate carrying out mixed methods research designs. However, the
methodological triangulation is a tool for cultural resea and, in studies Il and

11, it speaks to a deeper worth of this approach, one that embraces empirical study
within context (Bartholomew & Brown, 2012). Moreover, scholars within the field

of refugee mental health are increasingly concerned with thee@# of social
dimensions on mental health and iliness experience, but little work has been done
to consider how these dimensions might jointly influence outcom@éslé, 2009;
Gangamma, & Shipman, 2018he present thesis considered the intersectionality

of influences on explanatory models in asylum seekers with regard to particular
social dimensions such as gender, religion, age, and education (Weber & Fore,
2007).

By drawing data from di erent sources,
the present thesigiere broadened and deeper insight into the mental health needs
of refugees and asylum seekers in Germany was possible. The transcultural
clinical approaches presented in this thesis suggest only some of the diversity that
transcultural clinical research am offer. However,the attention given to
methodological triangulation in refugee mental health and its importance in
addressing particular challenges and needs is critically important for research that
has a role to play in supporting transformative chang mental health care for
this particular group (Gémez, 2014).

LIMITATIONS, METHDOL OGICAL REFLECTIONS,AND
OUTLOOK FOR FUTURE RESEARCH

Several limitations and methodological reflections should be taken into
account with regard to the collection and agals of data within the present three
studies. Most of the limitations will give rise to suggestions for improving future
research.

A rst | imitation of the present thesis
and asylum seekers. All three studies invgated a diverse group of refugees and
asylum seekers with regard to countries o0
religions. While in studies |1 and |11, an
with regard to the main countries of origin and seaésociodemographic factors,
results may still vary greatly within different cultural and demographic sub
populations. Therefore, conclusions about the impact of culture on the present
results remain limited.

In all three studies, the investigated grouplsrefugees, asylum seekers, and
Germans without a migration background di
severity of symptomatology.
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Furthermore, asylum seekers in all three studies were predominantly male.
Therefore, the results rather present a panlarly male perspective. This
limitation might be especially important considering the intersectionalities of
influence on mental health and traumatic experiences, as depression and PTSD
are characterizedbygenderpeci ¢ di stinctiaomrmst ewli tmorwom
often than men (Petersen et al., 20T8kin et al, 2016)For future research, it
would be interesting to focus more on gender differences in refugee mental health
research and other particularly vulnerable spbpulations, such as elderly or
disabled asylum seekers. Future research might therefore study theséuton
of gender and other social dimensions that are relevant for the mental health of
refugees and asylum seekers, such as sexual orientation, ethnicity, or perceived
discrimination.

Readers should be mindful that the data collection and moderatidacofs
groups (studies Il and Ill) were conducted by a white female member of the
majority society. This might have led to a selection bias. Moreover, some
participants might have been reticent to share their opinion due to a feeling of
social desirabilityor due to differences in gender, social class, and cultural
background.

Studies Il and Ilpromote the explanatory models of a general population
rather than a clinical population. Future research migjke to consider including
clinical samples and coparing the responses to those of the general population.
As the present thesis was concerned with the mental health needs of refugees and

asylum seekers, a particular focus is on t
it would have been interesting tontlude a sample of immigrants without a
refugee background and to incorporate 't he

within focus group discussions as well. The present thesis leaves this important
topic open for future research.
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| MPLCATI ONS AINWDD ICE KMARKS

IMPLICATIONS FOR CLINICAL PRACTICE

The results of the present thesis suggest several important implications for
the mental health care of refugees and asylum seekers in countries of the global
Nort h. I n studies | | adimdoflPTSD corresgogdedt m s e e k €
remarkably well with the Western perspective on PTSD with regard to
psychological causation. The results of study Il revealed that the current Western
understanding of PTSD is as relevant to migrants as to-mogrants in some
respects. While awareness of cultusepe ci ¢ causation i s i mpol
need to beware of cultural stereotyping (Schnyder et al., 2016). It is necessary to
acknowledge the diversity of belief systems and attitudes within cultures and to
attempt to urderstand each individual context. Cultural sensitivity in
psychot herapy therefore means facing each
empathic and nogudgmental way (Schnyder et al., 2016). However, findings of
studies Il and 1l demonstrate differere@ explanatory models of StBaharan
African asylum seekers with regard to the Western biomedical model. These
differences seem particularly important with regard to the role of religion in
explanatory models of PTSD and the predominantly religious ctigrma of
treatment preferences. This appeared to be even more prevalent in more educated
asylum seekers and Muslim asylum seekers. Findings of studies Il and 1l underline
the need for practitioners to explore cultural and religious frameworks of healing
and recovery in order to demonstrate understanding and acceptance of various
cultural contexts in which treatments can happen (Sturm et al., 2010). Clinicians
working with refugees and asylum seekers can therefore respectfully address
pati ent U sreligious needs lay Bssessing a spiritual history and engaging
in appropriate consultation with clergy (Koenig, 2008). Moreover, clinicians may
also encourage patients to engage in communal networks associated with their
religious congregation and mobilizp at i ent sd rel i gi ous resou
resilience, recovery, and healing (Whitley, 2012).

Furthermore, study Ill emphasized the role of the social support group in
the management and treatment of PTSD, as asylum seekers emphasized that
healing must be understood as embedded within a social context. Seeking
treatment was interpretedasasocalct t hat i1 nvolves the aff e
environment and needs to be initiated by parents, relatives, or community elders.
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Community and family cohesion should therefore be considered as crucial
elements of recovery (Schnyder et al., 2016) and shbeltken into account
when treating immigrant and refugee populations from S8hharan Africa
(Baubet & Moro, 2013; Ehntholt & Yule, 2006; Murray, Davidson, & Schweitzer,
2010). These findings suggest that the individual patient approach employed by
Westen-trained psychotherapists may fall short of what the patient and
significant others expect from an intervention. Excluding the social environment
of patients may negatively impact their followp attendance and suggested
psychotherapeutic management (e@kello, 2006).

Finally, clinicians might become more a

of social identities within the group of refugees and asylum seekers, and therapists
might intentionally examine how different identity dimensions such as age,
gender ethnicity, religion, and education may intersect in mental health and
illness experience, helpeeking, and explanatory models (e.g. Gangamma, &
Shipman, 2018).

IMPLICATIONS FOR TRAINING

The training of clinicians and health care providers working witbfugees
and asylum seekers should incorporate knowledge about explanatory models and
culturally and demographically relevant specifics that enable clinicians to provide
culturally sensitive care. Study 111
help from general practitioners. These findings are relevant for general
practitioners, who often have the main responsibility of guiding asylum seekers
within Western health care systems (Varvin & Aasland, 2009). Given that the
investigated asylum seekers damed that culturespecific illness beliefs lead to
a reluctance to take medicaments, transcultural training for general practitioners
and health care staff might be helpful to ensure a culturally sensitive treatment of
refugee populations.

IMPLICATIONS FOR POLICY

The findings of studies Il and Ill are important with regard to the
development of community mental health programs in order to meet the mental
health needs of refugees and asylum seeKehng. preset result show thatsglum
seekers expressed akaof knowledge and orientation regarding available mental
health care services, and concerns that their problems might not be ratutel
due to cultural distance. Thereford&, may be useful to inform newly arrived
asylum seekers about the functioning atatations of different sources of help,
or to support them with booking appointments (Bhatia & Wallace, 2007; Mewes

& Reich, 2016). Moreover, intersectional analyses revealed that asylum seekers

from Eritrea and asylum seekers experiencing stronger fpaaimatic symptoms
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expressed lower intentions to seek help at all. Therefore, this might constitute a
particularly vulnerable group among asylum seekers in Germany.
The assessments of explanatory models in refugees and asylum seekers has
not yet been integated into routine clinical practice, regardless of its importance
for the improvement of cultural competency in assessment, diagnostic validity,
diagnostic accuracy, and therapeutic relationships (Bhui, Rudell, & Priebe, 2006;
Dinos et al., 2017). Elucidlang pati entsd expl anatory mode!|
might improve the detection and accuracy of diagnosis and may minimize cultural
distance with health care providers from different cultural backgrounds (Radjack
et al., 2012; Ventevogel, Jordans, R&isle Jong, 2013). Moreover, routinely
elucidating explanatory models of refugees and asylum seekers might encourage
Western practitioners to employ culturally sensitive treatment strategies instead
of imposing their own Western concepts, which might notrag with the
patientsldo belief systems (Schnyder et al .,

IMPLICATIONS FOR RESEARCH

The present dissertation applied and combined several research
methodologies in order to investigate the mental health needs of refugees and
asylum seekers in Germgn Therefore, key methodological approaches of
transcultural clinical research were systematically selected and emic and etic
research perspectives were combined.

The results of study | may have implications for studies comparing the
prevalence of mentatlisorders between asylum seekers and native Western
samples. They emphasize that measurement invariance analyses should be carried
out for all measurement instruments frequently applied in research and care
among refugee populations in order to perform iahealth comparisons and
increase diagnostic accuracy. Moreover, these results encourage guestioning the
determination or i esrceonteisattihan avferteh e od etl
Western samples. Future studies must examine whether the usedficatores
need to be reconsidered for refugee patients with fWestern linguistic
backgrounds (e.g. Wind et al., 2017). Moreover, validation studies may be needed
to determine culturally sensitive sum scores for asylum seekers. Another question
that arises from the present results is whether rating scales and scoring methods
of mental health questionnaires based on Western studies are generalizable to
other cultural and demographic groups without reservation. The present results
indicate that futureresearh mi ght i1 nvestigate and compar
scoring methods of commonly used mental health screeners for groups of asylum
seekers and refugees in comparison to Western samples or other migrant samples.
Moreover, developing quantitative health sesssment instruments that include
emic approaches and combine qualitative and quantitative methods for depressive
disorders specifically in refugee populations may create measures that are more
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diagnostically valid in representing the specific experienadsrefugees and
asylum seekergHollifield et al., 2002)n this regard, the combination of emic and
etic approaches in studies Il and Ill enabled the collection of generalizable and
comparable data within a quantitative research approach to be complerdent
with in depth and culturally sensitive descriptions of constructs drawn from a
qualitative approach (e.g. Bekhet & Zauszniewski, 2012; Karasz & Singelis, 2009).
By taking the quantitative strength of psychological inquiry and using qualitative
work to contextualize and create culturally informed ways to measure mental
health and illness (Bartholomew & Brown, 2012he employment of
methodological triangulation strategies in refugee mental health research is
highly recommended.

CONCLUDING REMARKS

By corsidering thematically multifaceted and methodologically diverse
studies, the present dissertation emphasizes that refugees and asylum seekers
need special consideration in transcultural clinical research and mental health
care. The findings underline thaipecial awareness for the needs of refugees and
asylum seekers is important in terms of the culturally sensitive adaptation of
assessment instruments and treatment practices. When diagnosing and treating
asylum seekers and refugees of diverse cultural gemknds, practitioners should
explore different demographic, religious, and cultural frameworks for healing and
recovery In doing so, theysignal understanding and acceptance of varying
cultural contexts and the intersectionality of influences on mentakhh and
illness experience. This might, in turn, address disparities in mental health care
and tackle ethnocentric treatment practices.
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Many asylum seekers have been confronted with traumatizing events, leading to high
prevalence rates of post-traumatic stress disorder (PTSD). Within the diagnostic context,
clinicians should take into account patients’ culturally shaped presentation of symptoms.
Therefore, we sought to provide insights into beliefs about causes of PTSD held
by Sub-Saharan African asylum seekers living in Germany. To this aim, we used a
quantitative and qualitative methodological triangulation strategy based on a vignette
describing symptoms of PTSD. In the first part of the study, asylum seekers (n = 119),
predominantly from Eritrea (n = 41), Somalia (n = 36), and Cameroon (n = 25), and a
German comparison sample without a migration background (n = 120) completed the
Revised lliness Perception Questionnaire (IPQ-R). In the second part, asylum seekers
reviewed the results within eight focus group discussions (n = 26), sampled from groups
of the three main countries of origin. Descriptive analyses of the first part demonstrated
that asylum seekers predominantly attributed PTSD symptoms to psychological and
religious causes, and rather disagreed with supernatural causes. In comparison to the
German sample without a migration background, asylum seekers attributed symptoms
less strongly to terrible experiences, but more strongly to religious and supernatural
causes. Within the focus group discussions, six attribution categories of participants’
causal beliefs were identified: (a) traumatic life experiences, (b) psychological causes,
(c) social causes, (d) post-migration stressors, (e) religious causes, and (f) supernatural
causes. Our findings suggest that the current Western understanding of PTSD is as
relevant to migrants as to non-migrants in terms of psychological causation, but might
differ regarding the religious and supernatural realm. While awareness of culture-specific
belief systems of asylum seekers from Sub-Saharan Africa regarding PTSD is important,
our findings do underline, at the same time, that cultural differences should not be
overstated.

Keywords: asylum seekers, causal beliefs, post-traumatic stress disorder, refugees, Sub-Saharan Africa, trauma
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INTRODUCTION

Since 2011, global displacement and migratory movements
within the African continent have grown annually (1). Within
the last 5 years, the total number of displaced people in Africa
doubled to approximately 20 million (1). Multiple crises across
the continent remain unresolved and displacement and massive
resettlement is highly likely to continue (1, 2). Refugees and
asylum seekers from Sub-Saharan Africa arriving in Western
countries constitute a particularly vulnerable group, who might
have been confronted with an exceptionally high number of
traumatizing events, such as torture, sexual violence, war, and
armed conflict (3-5). These traumatic experiences often lead to
high prevalence rates of post-traumatic stress disorder (PTSD)
(6-11).

According to the 10th International Classification of Diseases
[ICD-10; (12)] and the 5th Diagnostic and Statistical Manual
of Mental Disorders (DSM-5), (13) PTSD is characterized by
a constellation of symptoms thought to result from exposure
to one or more traumatic events. Typical features include
episodes of repeated reliving of the trauma in intrusive
memories (“flashbacks”), dreams or nightmares, occurring
against the persisting background of a sense of “numbness”
and emotional blunting. Furthermore, detachment from other
people, unresponsiveness to surroundings, anhedonia, and
avoidance of activities and situations reminiscent of the trauma
arise. Usually, persons with PTSD also suffer from a state of
autonomic hyperarousal with hypervigilance, an enhanced startle
reaction, and insomnia (12).

Several theories have been presented to explain the
development of PTSD and cognitive models have offered
a useful conceptualization. Janoff-Bulman’s (14) theory of
shattered assumptions assumes a worldview consisting of
underlying assumptions about beliefs in the self and the world,
as a just, benevolent, and predictable place in which the
individual possesses competence and worth (15). According to
the theory, these assumptions are undermined, or shattered,
by the experience of trauma. As a result, individuals no longer
perceive the world as benevolent and predictable or themselves as
competent and invulnerable. The subsequent state of defenseless
and frightening awareness of personal vulnerability gives rise to
the symptoms characterizing PTSD (14, 15). According to Janoff
Bulman’s (16) traumatic model of shattered assumptions, causal
beliefs are involved in reconstructing the shattered assumptions
in the aftermath of extreme experiences, Causal beliefs about
mental illness involve attribution processes that play a significant
role in granting people a sense of prediction and control over
their lives (16-18). As they are forming cognitions and guiding
behavior, causal beliefs play an essential role in shaping illness
experience in different sociocultural groups (19-23). The cross-
cultural understanding of illness beliefs is based on Kleinman’s
(24) research in the fields of anthropology and medicine.
Past research has emphasized a seemingly dichotomous view
regarding causal beliefs of mental disorders, dividing cultures
into belonging to the Global South or the Global North (25).
Accordingly, perceptions of mental disorders in cultures of the
Global North are predominantly shaped by multi-causal beliefs

combining biological, genetic, and psychosocial explanations
with environmental factors and stressful life events (26-28). In
cultures of the Global South, religious, magical, and supernatural
causal beliefs can be encountered as well (22, 29, 30).

Despite their cultural and religious diversity, different cultures
of Sub-Saharan Africa show remarkable similarities regarding
their causal attributions of mental distress. The literature has
described misuse of psychoactive substances and biomedical
and psychosocial explanations as causes of mental disorders,
(18, 31, 32) but has particularly emphasized the role of
religion and supernatural phenomena (31, 32). Quantitative
research in samples from West Africa, (27) Cameroon, (33) and
Nigeria (26) found that compared to Western samples, African
respondents were more likely to attribute mental disorders to
supernatural causes. In Sub-Saharan African cultures, a general
belief in external causation by supernatural phenomena such
as sorcery, spiritual possession, and being cursed or bewitched
seemed to be highly relevant in explaining mental suffering
(18, 25, 34). With regard to refugees and asylum seekers
from Sub-Saharan African backgrounds in Western resettlement
countries, traditional causal beliefs about mental illness may
vary due to immigration and acculturation processes (35,
36). Additionally, post-migration stressors, social isolation, and
living in exile may emerge as new causes of mental distress
(35, 37-39).

While past research on causal beliefs in Africans focused
mainly on symptoms of schizophrenia, depression, or mental
disorders in general, (26, 27, 34) little is yet known about causal
beliefs regarding PTSD.

As Western health care professionals are increasingly
confronted with patients from diverse cultural backgrounds,
clinicians need to consider patients’ culturally shaped belief
systems. It cannot be supposed that patients share the Western
cultural concepts and values (40). Therefore, elucidating causal
beliefs about mental disorders might improve the diagnosis
of patients from different cultural backgrounds and minimize
cultural distance. Such insights should in turn encourage
Western practitioners to employ culturally sensitive treatment
strategies instead of imposing Western concepts, which might
not be suitable for the patients belief systems (31, 41).

Moreover, causal beliefs influence treatment-seeking and
health care utilization (35, 38). Disparities in mental health care
for asylum seekers and refugees have been observed (38, 42),
and have been attributed to a large extent to clinicians’ deficits
in knowledge and lack of cultural competence (35, 43, 44).
Enhancing knowledge of causal beliefs might therefore be one
step toward better mental health care provision for refugees and
asylum seekers.

Against this background, the present paper aims to examine
lay causal beliefs of asylum seekers from Sub-Saharan Africa
in Germany regarding the symptoms of PTSD, and whether
supernatural and religious causations play a relevant role in
explaining PTSD in this group. Furthermore, our study focuses
on the comparison of causal beliefs of PTSD held by Sub-Saharan
African asylum seekers and those held by a German population
without a migration background. We argue that an analysis based
on the examination of similarities and differences can be one
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step forward to tackle an ethnocentric practice in mental health
care (45).

We examine the following hypotheses: There is a difference
between Sub-Saharan African asylum seekers and participants
without a migration background concerning causal beliefs
of PTSD symptoms. While asylum seekers attribute PTSD
more strongly to religious and supernatural causes, participants
without a migration background indicate a stronger belief in
psychological causes. To account for possible influences of
countries of origin on causal beliefs, group differences between
asylum seekers from main countries of origin were explored.

The study aims were addressed using a qualitative and
quantitative methodological triangulation strategy. Quantitative
designs in cross-cultural research may face the problem of
transferability of theoretical constructs, as Western theories and
concepts might be ill-suited to explain the understanding and
reasoning of individuals from non-Western cultural backgrounds
(46). Therefore, the exclusive use of quantitative methods to
generate meaningful data is problematic. Qualitative designs,
however, are suitable for generating in-depth and detailed
descriptions of constructs, and address subjective meanings,
but they often remain “stuck” at the descriptive level (46). We
therefore argue that a combination of these two research methods
is appropriate to address our research aims, because it enables
us to decrease the weaknesses of one individual method and
strengthen the outcome of the study (47). In this respect, the
findings from each method are complemented by the other (47)
and a culturally sensitive interpretation of the results is ensured.

METHODS

Procedure

The study consisted of two parts: (a) a questionnaire survey in
which participants responded to the Revised Illness Perception
Questionnaire (IPQ-R) causal scale (48) and (b) focus group
discussions in which respondents reviewed the results of the
questionnaire survey. Ethical approval was obtained from the
local review board for each part of the study and all participants
provided informed consent prior to participation.

Inclusion criteria for study participation of asylum seekers
were refugee or flight experience, an origin in a Sub-Saharan
African country, and age over 18 years. Participants in the group
without a migration background had to have been born in
Germany and have no be without any migration background.
Individuals who had studied medical and psychological subjects
and those who had worked in a health profession were excluded.

In the first part of the study, a convenience sample of n
= 120 German participants without a migration background,
as well as n = 119 asylum seekers from seven Sub-Saharan
African countries, mainly Eritrea (n = 41), Somalia (n =
36), and Cameroon (n = 25), took part in a questionnaire
survey. The group of asylum seekers was approached by
applying a combination of convenience and snowball sampling.
They were recruited in their accommodation facilities, through
collaboration with civic refugee initiatives, from language courses
for adult immigrants, and by networking at religious and cultural
gatherings. Data were collected between April and December

2016 throughout different cities in Germany using paper-and-
pencil and online assessments (survey software UNIPARK &
QuestBack©). The questionnaire survey was made available in
German, English, French, Tigrinya, and Arabic.

In the second part of the study, 26 participants reviewed the
findings of the questionnaire survey in focus group discussions.
Given that the first sample consisted mainly of individuals from
Eritrea, Somalia, and Cameroon, members of the focus group
discussions were sampled according to these three countries of
origin. Eight focus groups were conducted with participants from
Eritrea (n = 10; three focus groups), Somalia (n = 8; three
focus groups), and Cameroon (n = 8; two focus groups). The
discussions took part in prepared interview rooms throughout
different cities in Germany. The average duration of the focus
group discussions was 1h 30 min. The first author, a trained
clinical psychologist, conducted the focus group discussions in
English and French. For two focus groups with participants
from Eritrea, she was supported by bilingual Tigrinya-German
interpreters, who received detailed instructions beforehand.
During the focus groups, the moderator invited participants to
share their opinions actively and assured that each participant
had an equal chance of expressing his/her views, The discussions
were audio-taped and supplemented by hand-written notes.

Measures and Materials
Participants of both groups were asked to provide demographic
information in each part of the study (see data in Table 1).

In the questionnaire survey, participants were presented
with a standardized unlabeled vignette that was integrated
in the questionnaire. During focus group discussions in the
second part of the study, the same vignette was read aloud
and additionally disseminated in printed form. The vignette
illustrated a hypothetical friend describing symptoms of PTSD
according to the criteria outlined in the ICD-10 (12, 49).
Following criterion A of ICD-10 (12), a stressful event of
exceptionally threatening nature was presented as triggering
event for symptoms. It was adapted for asylum seekers and
participants without a migration background in order to
improve the fit to their living situations and the possibility
of experiencing such a traumatic event. Whereas “flight”
was a typical traumatic event experienced by asylum seekers,
physical violence was among the most commonly experienced
traumatic events in the German general population (50).
Therefore, we used flight as event in the vignette for asylum
seekers and operationalized physical violence with the event
“robbery” in the vignette for Germans without a migration
background. In accordance with typical symptoms of PTSD
described in criteria B to D in ICD-10, the vignette included
the occurrence of insomnia, flashbacks, and nightmares, as
well as a state of hypervigilance, senses of numbness and
detachment from other people, anhedonia, and unresponsiveness
to surroundings (12).

The vignette read as follows:

“Since the [flight/armed robbery] I became a totally different
person. In the evenings I lie in bed and then come these thoughts
and images and I lie awake forever. Now I have reached a point
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TABLE 1 | Study sample and characteristics.

traumatic event

Variable Asylum seekers n =119 Participants without Sample of the qualitative part
migration background n=26
n=120
M (SD) range M (SD) range t p Eritrea Somalia Cameroon
(=10 (=8 (=8
Age (years) 27.97(7.8) 18-54 37.24 (16.5) 18-79 -5.56 <0.001 319 25.6 23.4
Education (years) 9.7 (3.6) 2-18 122(1.7) 6-16 —6.64 <0.001 10.8 5.6 9.5
x P
Males 70.7% 35.0 % 30.1 <0.001 80% 87.5% 100%
Education 36.51 <0.001
university degree 134 % 333 %
higher-education 18.5 % 30 %
entrance-level
qualification
secondary school 39.5% 31.7%
certificate
primary school education 21.0% 1.7%
no school-leaving 50% 1.7 %
qualification
Religion 63.7 <0.001
Christianity 56.3 % 65.8 %
Islam 336 % 0.8 %
Judaism 1.7 % 0.8 %
No Religion 4.2 % 31.7 %
Other 0.8 % 0.8 %
t P
Importance of faith 2.90(0.50) 0-3 1.52 (1.32) 0-3 10.65 <0.001
Assistance from faith 3.67 (0.94) 0-4 1.84 (1.60) 0-4 10.74 <0.001
Country of birth
Eritrea n=41(34.5%)
Somalia n =36 (30.3 %)
Ethiopia n=7(59%)
Sudan n=2(1.7%)
Cameroon n=25(21.0%)
Nigeria n=4(34%)
Togo n=4(34%)
Posttraumatic symptom 15.25(10.42) 0-41 7.09 (9.76) 0-36 5.88 <0.001
severity score
v P
Number of experienced 5.02 (4.91) 0-19 1.33 (2.03) 0-11 62.34 <0.001
traumatic events
Prevalence of at least one 739% 54.2%

where I notice I can’t go like this anymore... Sometimes I scream at
night and I wake up drenched in sweat because of the nightmares.
If I have arrived somewhere and there is a noise, I wince. There it is
again. I can'’t turn it off, it5 like an electric shock that immediately
goes straight up and triggers intense sweating. My wife/My husband
accuses me of often being aggressive, easily irritable and she/he is
afraid of my outbursts of rage. Thats why I prefer to withdraw
myself because I always have a feeling that no one can be trusted

anymore. Many things just don’t interest me anymore. Sometimes
my environment appears distant and unreal and I have a feeling of
“standing next to myself”, then I become totally numb. Afterwards
I sometimes can’t remember what has happened. I have no hope left

anymore...

Participants were required to picture the scene and to indicate
their personal assumptions concerning the described condition.
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Participants then responded to the Revised Illness Perception
Questionnaire (IPQ-R) regarding the person described in the
vignette (see below) (48).

In the focus groups, discussions were structured using an
adapted version of the Short Explanatory Model Interview
(SEMT; see below) (51).

The Revised lliness Perception Questionnaire IPQ-R
The Revised Illness Perception Questionnaire (IPQ-R) is
a quantitative measure of illness perceptions (48). It has
demonstrated good reliability and validity across diverse illnesses
and cultures (48, 52). In the present study, we were interested
in beliefs about causes of PTSD. Therefore, we used the IPQ-
R subscale asking about causes (18 items) (48). Following
the recommendations of Moss-Morris et al. (48), the subscale
was culturally contextualized and modified to account for the
characteristics of the present study. We added the item “terrible
experiences” as a probable cause of PTSD, and culturally sensitive
items (“God’s will” “Curse from others,” and “Evil Spirits”)
in order to account for possible causal beliefs found in other
studies in African samples (25, 37). The standard instruction
was modified to “What are your personal assumptions and
suppositions concerning the above-described discomfort of your
friend?.” Participants were asked to rate their agreement with
each item on a 5-point Likert scale ranging from 1 (“strongly
disagree”) to 5 (“strongly agree”).

Already translated and validated versions of the English-
language IPQ-R were available in German, (53) French, (54) and
Arabic (55). Translation into Tigrinya was conducted using the
forward and backward translation method (56).

Post-traumatic Stress Diagnostic Scale PDS
Experienced traumatic events and post-traumatic symptoms
were assessed using a modified version of the Post-Traumatic
Stress Diagnostic Scale PDS (57). First, experienced traumatic
events (23 items) were assessed using the list of the PDS extended
by traumatic events from the Harvard trauma questionnaire
(58) frequently experienced by asylum seekers. Afterwards,
respondents rated 17 items representing the cardinal symptoms
of PTSD experienced in the past 30 days on a four-point scale.
These ratings summed up to a symptoms severity score ranging
from 0 to 51. The cut offs are 1-10 mild, 11-20 moderate, 21-35
moderate to severe and 36 severe symptomatology (59).

Short Explanatory Model Interview SEMI

Focus group discussions were moderated using key questions
from the SEMI (51). The SEMI is a short interview to
elicit explanatory models, exploring respondents’ cultural
background, nature of the presented problem, help-seeking
behavior, interaction with a health care provider, and beliefs
related to mental illness (51). In the present study, we
were interested in causal beliefs about PTSD; therefore, only
participants’ responses concerning causal beliefs are analyzed in
the following. The English-language SEMI (51) was translated
into French and German using the method described above (56).

ANALYSES

Statistical Analyses

Descriptive statistics, measures of distribution of participants’
demographic characteristics, and frequency distributions of
indications across the IPQ-R subscale asking about causes, were
analyzed using IBM SPSS Statistics version 17.0.

To display disagreement and agreement with each of the
causal IPQ-R items, values 1 (“strongly disagree”) and 2
(“disagree”) were combined, and values 4 (“agree”) and 5
(“strongly disagree”) were combined. Group differences in
sociodemographic variables, traumatic events, and posttraumatic
symptoms were investigated using chi-square-tests and f-tests
(see Table 1). Statistical significance was set at p <0.05 (two-
tailed). Initial correlation analyses and t-tests revealed significant
associations between religion, educational level, traumatic
experiences, and symptom load on the one hand and causal
attribution on the other hand in both groups. In addition to
age and gender, these variables were included as covariates in
the following analyses. Group differences were investigated by
conducting a one-way between-groups multivariate analysis of
covariance (MANCOVA). Dependent variables were items of the
IPQ-R causal scale, independent variable was group—asylum
seeker or no migration background. Additional analyses were
conducted to check for differences between the three main
countries of origin of asylum seekers: Eritrea, Somalia, and
Cameroon.

Prior assumption testing was carried out to check for
normality, homogeneity of variance-covariance matrices, and
multicollinearity. A correlation matrix was generated to verify
the absence of multicollinearity. Shapiro-Wilk tests revealed
significant deviation from normal distribution in some items.
However, analyses of variance were nevertheless carried out,
as they have proven to be robust against deviations from the
assumption of normally distributed dependent variables (60-62).
Effect sizes are given as partial eta-squared as proposed by Cohen,
(63) where 0.01-0.06 = small effect; 0.06-0.14 = medium effect
and >0.14 = large effect.

Interpretative Phenomenological Analysis
(IPA)

Focus group discussions were recorded, transcribed, and
analyzed using Interpretative Phenomenological Analysis (IPA)
(64). The software MAXQDA© version 12 was used to organize
and manage data analysis.

Following the four-stage process described by Smith and
Osborn, (64) the first author began with a close interpretative
reading of the first transeript. Initial notes and responses to the
material were registered and translated into emerging themes at
one higher level of abstraction. Connections between the themes
were made, which were collected in a table of superordinate
themes for the first transcript (64). This procedure was repeated
for each of the remaining seven transcripts. After analyses had
been conducted for each of the eight transcripts, cross-case
patterns were determined and recorded in a master table of
themes. The identified themes were reviewed with the other
researchers to ensure that the themes were well-derived from the
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transcripts. Moreover, the results were revised with the help of
experts of the respective cultures to ensure that conclusions were
culturally sensitive (64, 65).

RESULTS

Sample

The sample of the questionnaire survey comprised n = 120
German participants without a migration background, as well
as n = 119 asylum seekers from seven Sub-Saharan African
countries (see Table1). 71 % were male and their mean age
was 28 years, which is largely in line with German asylum
statistics (66), Their mean duration of residence in Germany
was approximately 2 years. Participants without a migration
background consisted of 35 % male participants and had a mean
age of 37 years. Over half of the investigated asylum seekers
were Christians and one third Muslims, while two thirds of the
Germans without a migration background were Christians and
almost one third stated that they were not religious. Asylum
seekers indicated stronger faith and higher perceived assistance
from their faith than Germans without a migration background.
They had a lower education level than participants without a
migration background.

The sample of the second part of the study consisted of n = 26
predominantly male participants (see Table 1). Their mean age
was 27 years, their mean years of formal education lay at 8.5 years,
and their mean duration of residence in Germany was around 1
year. Participants from Eritrea and Cameroon were all Christians,
whereas participants from Somalia were all Muslims.

Causal Beliefs About PTSD — Results of the

Questionnaire Survey

Around 74% of asylum seekers and 54% of persons without a
migration background had experienced at least one traumatic
event (see Table 1). Asylum seekers had experienced significantly
higher numbers of different traumatic events and reported
significantly stronger PTSD symptoms (moderate severity) than
participants without a migration background (mild severity).

The descriptive findings of the questionnaire survey showed
that asylum seekers predominantly endorsed psychological
causes of PTSD symptoms, such as negative thinking, stress,
and the emotional state (see Table 2). Additionally, around
half of them attributed PTSD symptoms to mental attitudes,
family problems, terrible experiences, drug abuse, and fate, With
regard to religious causes, the results demonstrated that around
half of the asylum seekers attributed PTSD symptoms to God’s
will. In contrast, over half of them disagreed that supernatural
phenomena such as curses or evil spirits could have caused
the described symptoms. Furthermore, over half of the asylum
seekers disagreed that organic causes, external influences, or bad
luck could have caused PTSD symptoms.

Regarding the differences between the group of asylum seekers
and the participants without a migration background, statistical
analyses revealed significant differences for 9 out of the 18
items (see Table 3). Asylum seekers attributed symptoms more
strongly to God’s will, curses from others, and evil spirits, with
the differences equating to large effect sizes. The attribution

TABLE 2 | Causal beliefs about post-traumatic stress disorder in the group of
asylum seekers.

Strongly disagree or  Neither agree Strongly agree

disagree nor disagree or agree
n (%) n (%) n (%)

IPQ-R CAUSE*
Organic cause 67 (59.3 %) 16 (13.4%) 30 (26.5 %)
Stress or rush 25 (21.7 %) 15 (18.0%) 75 (65.2%)
Too many negative 26 (22.8 %) 7 (6.1%) 81 (71.0%)
thoughts
Hereditary 76 (66.1%) 15 (13.05) 24 (20.9%)
Emotional state 35 (30.7%) 8 (7.0 %) 71 (62.3%)
Chance or bad 62 (56.0%) 11(9.5%) 40 (34.5%)
luck
External influences 71 (62.3%) 23 (20.2%) 20 (17.5%)
Family problems 39 (34 2%) 14 (12.3%) 61 (53.5%)
Fate 5 (39.1%) 12 (10.4%) 58 (50.4%)
Mental attitude 40 (35.4%) 12 (10.6%) 61 (54.1%)
Drugs, alcaohol or 39 (33.9%) 14 (12.2%) 62 (563.9%)
smoking
Overwork, 57 (49.2%) 19 (16.5%) 39 (34.0%)
occupational
stress
God's will 44 (38.3%) 12 (10.4%) 59 (51.3%)
Curse from others (62 9%) 15 (12.9%) 28 (24.1%)
Evil spirits 3 (54.3%) 18 (16.5%) 35 (30.2%)
Own behavior 9 (43.0%) 13 (11.4%) 52 (45.6%)
The personality (45 19%) 15 (13.3%) 47 (41.6%)
Terrible 7 (32.5%) 9(7.9%) 88 (59.6%)
experiences

*IPQ-R, Revised lliness Perception Questionnaire.

on God’s will was stronger when the educational qualifications
were higher. Muslim asylum seekers expressed a stronger belief
in God’s will, fate, the mental attitude, family problems, and
heredity than Christian participants. Further analyses suggested
that asylum seekers from Cameroon showed less belief in chance
or bad luck, fate, or God’s will, and persons from Eritrea showed
lower beliefs in terrible experiences and occupational stress as
possible causes for posttraumatic symptoms than persons from
the two other groups, respectively.

Participants without a migration background attributed
symptoms more strongly to psycho-social causes, such as
the mental attitude, one’s own personality and behavior,
family problems, and occupational stress (medium effect sizes).
Furthermore, participants without a migration background
attributed symptoms more strongly to terrible experiences (large
effect size). Female participants without a migration background
attributed symptoms more strongly to God's will and evil spirits
when their educational qualifications were higher.

Causal Beliefs About PTSD—Themes

Emerging in the Focus Group Discussions

Participants of all focus group discussions identified the
described PTSD symptoms either in themselves or in somebody
they knew. Regarding causal beliefs about PTSD, the majority of
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TABLE 3 | Inter- and Intragroup differences in causal beliefs about post-traumatic stress disarder.

No migration

1a ASY'I.II'I'I k

Intergroup differences

Intragroup differences

M (SD)

M (SD)

3

p

Partial 32

M (SD)

F

P

Organic or physical cause 2.48(1.03) 2.38(1.34) 237 0.976 0.009 Frittea 224 (1.27) 061 0.770
Somalia  2.53 (1.29)
Cameroon  2.44 (1.46)
Stress or rush 3.39 (1.06) 3.45(1.23) 1.07 0.387 0.039 Eritrea 3.48 (0.96) 0.74 0.656
Somalia  3.38(1.18)
Cameroon  3.83 (1.15)
Too many negative thoughts 3.91 (1.00) 3.63(1.31) 151 0.167 0.054 Frttea  3.28(1.10)  0.75 0.646
and worries® Somalia  3.75 (1.30)
Cameroon  3.89 (1.18)
Heredity® 2.69 (1.01) 2.29(1.27) 1.56 0.149 0.055 Eritrea 1.72(0.84) 1.99 0.062
Somalia  2.81(1.23)
Cameroon  2.50 (1.47)
Emotional state 3.92 (0.94) 3.43(1.37) 2.00 0.057 0.070 Eritrea 2.88(1.27) 1138 0.353
Somalia  3.63(1.13)
Cameroon  3.67 (1.46)
Chance or bad luck 2.69(1.12) 2.67 (1.38) 1.49 0.173 0.053 Eritrea 312(1.17) 2753 0.011
Somalia  2.72(1.49)
Cameroon  1.61 (0.85)
External influences 2.69 (1.05) 2.34 (1.31) 1.084 0.375 0.039 Eritrea 212097 1423 0.203
Somalia  2.56 (1.59)
Cameroon  1.83 (0.99)
Family problems@ 3.74 (0.80) 3.6 (1.37) 343 0.002 0.115 Frittea  2.68(1.35)  1.00 0.383
Somalia  3.47 (1.22)
Cameroon  3.67 (1.03)
Fatea.d 2.79(1.17) 3.00 (1.54) 1.18 0.086 0.064 Frittea  3.08(1.29) 3.78 0.001
Somalia  3.78 (1.29)
Cameroon  1.89 (1.23)
Mental Attitude®€ 3.75(0.92) 3.18(1.48) 216 0.040 0.075 Eritrea  2.64(1.38) 1.58 0.147
Somalia  3.81(1.28)
Cameroon  3.39 (1.42)
Drugs, alcohol or smoking 3.34(1.12) 3.20(1.41) 0.53 0.811 0.020 Eritrea 2.44(1.16) 1.90 0.074
Somalia  3.19 (1.42)
Cameroon  3.78 (1.17)
Overwork, occupational 3.65(0.91) 2.72(1.23) 7.96 <0.001 0.231 Eritrea 2.12(0.78) 262 0.015
stressP Somalia  2.97 (1.26)
Camerocon 3,00 (1.32)
God's willa.¢.d.e 1.48 (0.76) 3.03(1.74) 16.62 <0.001 0.386 Eritrea 3,44 (1.45) 6953 <0.001
Somalia  4.13(1.31)
Cameroon 1,44 (0.78)
Curse from athers® 1.31(0.56) 2.16(1.19) 797 <0.001 0.232 Eritrea 2.08 (0.95) 0.81 0.596
Somalia  2.25(1.19)
Cameroon  1.89 (1.37)
Evil spirits®# 1.28 (0.52) 2.53(1.41) 13.62 <0.001 0.340 Eritrea 248(1.19 1.509 0.171
Somalia  2.38 (1.34)
Cameroon  2.61(1.79)
Own behavior 3.33 (0.96) 2.93 (1.36) 247 0.019 0.085 Eritrea 2.80(1.19) 05857 0.809
Somalia  3.13(1.34)
Cameroon  3.22 (1.31)
(Continued)
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