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ABSTRACT 
The negative impact of war on child mental health has been repeatedly 
documented. Still, the majority of children exposed to ethnic and political 
violence show no signs of clinical disorder. In Western countries of exile, these 
findings have prompted a variety of attempts to evaluate refugee children, in 
the hope of identifying and offering support to those children “at risk”. This 
study critically examines one such attempt. The aims are fourfold: 1. to 
describe the range and pattern of child trauma-stress exposure and mental 
health reactions as captured on clinician semi-structured interview; 2. to 
critically compare clinician assessment with independent parent, child and 
teacher reports; 3. to identify factors of potential risk or protective import for 
child mental health; 4. to draw clinical implications: from whom and by what 
means can children at risk be reasonably identified? 

The target of our study was the entire population of Bosnian-Serbian-Croatian 
speaking child refugee families assigned to Umeå and surrounding 
municipalities during 1994-95. Fifty families, containing 90 children aged one 
month to 20 years, were included in the study. Assessment occurred in two 
phases. First, a semi-structured interview was conducted that inquired broadly 
as to the child’s family background, trauma-stress exposure, emotional-
behavioral problems, patterns of family functioning, and future hopes. Second, 
standardized self-report questionnaires were administered, separately to parent 
and child, to provide alternative appraisal of the child’s war exposure, mental 
health symptoms, coping strategies, and social network. Teacher evaluation of 
child cognitive-social functioning as well as emotional-behavioral problems 
was also obtained.  



 

 

 

Clinician semi-structured interview revealed the child’s pre-war period as 
preponderantly good, and provided richly detailed narratives of child exposure 
during war and resettlement that clustered into a limited number of type-
stories. Independent parent assessment captured the same broad strokes of 
child war exposure; but both approaches – fixed questionnaire and semi-
structured interview – showed specific areas of blindness. Teenage self-report 
offered a disparate but equally rich account of war exposure, while that of 
primary school child was significantly less detailed.  

Nearly half of the study children (48%) were identified on clinician interview 
with one or more mental health problem “demanding further attention”. 
Depressiveness was the single most prevalent symptom (31%), followed by 
posttraumatic reactions (23%) and anxiety-regressiveness (15%). Independent 
symptom appraisal by parent and primary school child was largely concordant 
with that of clinician, while teenagers made similar assessment as to who was 
in distress, but defined the nature of that distress differently. Teacher report 
stood apart, identifying fewer inward emotional problems and asserting the 
cognitive-social competence of the vast majority of study children. 

Trauma-stress exposure during both war and resettlement presented as an 
unequivocal risk to mental health, but accounted for only part of outcome 
variance. Additional factors of strong import related broadly to “living in the 
present”. Parent impairment of daily routines, child dissatisfaction with school 
and an ongoing quarrelsome relationship presented as risk factors. Protection 
was associated with parent maintenance of a warm family climate and of 
concrete physical-emotional caring, child social ties to physically present 
others, including teacher; and above all, a family sense of hope for the future. 

Results support the general robustness of our semi-structured approach. 
Exploring the child’s present well-being in narrative relation to past and 
future, our assessment captured and gave meaning to the complexity of child 
exposure and behavior. At the same time, independent parent and child 
appraisals provided an additional richness to the retelling and evaluation of 
child experience. Particularly the apartness of teacher report underscores the 
need to incorporate an outside-world vantage point in the process of risk 
assessment. 

Key words: child and adolescent, refugee, war, traumatic events, mental 
health, PTSD, risk factors, social network, family, coping, multiple informants  
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ABSTRACT  
The negative impact of war on child mental health has been repeatedly 
documented. Still, the majority of children exposed to ethnic and political 
violence show no signs of clinical disorder. In Western countries of exile, these 
findings have prompted a variety of attempts to evaluate refugee children, in 
the hope of identifying and offering support to those children “at risk”. This 
study critically examines one such attempt. The aims are fourfold: 1. to 
describe the range and pattern of child trauma-stress exposure and mental 
health reactions as captured on clinician semi-structured interview; 2. to 
critically compare clinician assessment with independent parent, child and 
teacher reports; 3. to identify factors of potential risk or protective import for 
child mental health; 4. to draw clinical implications: from whom and by what 
means can children at risk be reasonably identified? 

The target of our study was the entire population of Bosnian-Serbian-Croatian 
speaking child refugee families assigned to Umeå and surrounding 
municipalities during 1994-95. Fifty families, containing 90 children aged one 
month to 20 years, were included in the study. Assessment occurred in two 
phases. First, a semi-structured interview was conducted that inquired broadly 
as to the child’s family background, trauma-stress exposure, emotional-
behavioral problems, patterns of family functioning, and future hopes. Second, 
standardized self-report questionnaires were administered, separately to parent 
and child, to provide alternative appraisal of the child’s war exposure, mental 
health symptoms, coping strategies, and social network. Teacher evaluation of 
child cognitive-social functioning as well as emotional-behavioral problems 
was also obtained.  

Clinician semi-structured interview revealed the child’s pre-war period as 
preponderantly good, and provided richly detailed narratives of child exposure 
during war and resettlement that clustered into a limited number of type-
stories. Independent parent assessment captured the same broad strokes of 
child war exposure; but both approaches – fixed questionnaire and semi-
structured interview – showed specific areas of blindness. Teenage self-report 
offered a disparate but equally rich account of war exposure, while that of 
primary school child was significantly less detailed.  

Nearly half of the study children (48%) were identified on clinician interview 
with one or more mental health problem “demanding further attention”. 
Depressiveness was the single most prevalent symptom (31%), followed by 
posttraumatic reactions (23%) and anxiety-regressiveness (15%). Independent 
symptom appraisal by parent and primary school child was largely concordant 
with that of clinician, while teenagers made similar assessment as to who was 
in distress, but defined the nature of that distress differently. Teacher report 
stood apart, identifying fewer inward emotional problems and asserting the 
cognitive-social competence of the vast majority of study children. 



 

 

Trauma-stress exposure during both war and resettlement presented as an 
unequivocal risk to mental health, but accounted for only part of outcome 
variance. Additional factors of strong import related broadly to “living in the 
present”. Parent impairment of daily routines, child dissatisfaction with school 
and an ongoing quarrelsome relationship presented as risk factors. Protection 
was associated with parent maintenance of a warm family climate and of 
concrete physical-emotional caring, child social ties to physically present 
others, including teacher; and above all, a family sense of hope for the future. 

Results support the general robustness of our semi-structured approach. 
Exploring the child’s present well-being in narrative relation to past and 
future, our assessment captured and gave meaning to the complexity of child 
exposure and behavior. At the same time, independent parent and child 
appraisals provided an additional richness to the retelling and evaluation of 
child experience. Particularly the apartness of teacher report underscores the 
need to incorporate an outside-world vantage point in the process of risk 
assessment. 

Key words: child and adolescent, refugee, war, traumatic events, mental 
health, PTSD, risk factors, social network, family, coping, multiple informants 

  
•



 

 

 

SAMMANFATTNING 
Den negativa inverkan av krig på barns psykiska hälsa är väl dokumenterad. 
Ändå uppvisar majoriteten av barn utsatta för etniskt och politiskt våld inga 
tecken på klinisk ohälsa. I västerländska exilländer har dessa resultat gett 
upphov till en mängd försök att undersöka flyktingbarn, i förhoppning om att 
identifiera och erbjuda stöd åt de barn som är ”i riskzonen”. Denna studie 
granskar kritiskt ett sådant försök. Målsättningarna är fyrfaldiga: 1. att utifrån 
en klinisk semistrukturerad intervju beskriva vidden och mönstret av barns 
exponering för trauma-stress och deras psykiska reaktioner; 2. att kritiskt 
jämföra den kliniska bedömningen med oberoende föräldra-, barn- och 
lärarrapporter; 3. att identifiera faktorer med potentiell risk eller skyddande 
inverkan för barns psykiska hälsa; 4. att dra kliniska lärdomar: av vem och med 
vilka metoder barn i riskzonen rimligtvis kan identifieras? 

Utgångspunkten för vår studie var samtliga bosnisk-serbisk-kroatisk talande 
barnflyktingfamiljer som placerades i Umeå och angränsande kommuner 
under perioden 1994-95. Femtio familjer med 90 barn i åldrarna en månad till 
20 år ingick i studien. Bedömning skedde i två omgångar. Först hölls en 
semistrukturerad intervju som frågade brett kring barnets familjebakgrund, 
exponering för trauma-stress, emotionella-beteendemässiga problem, familjens 
funktionsmönster, och framtida förhoppningar. I andra omgången delades 
standardiserade självrapporteringsformulär ut separat till förälder och barn, för 
att ge en alternativ skattning av barnets krigsexponering, psykiska 
hälsosymptom, copingstrategier, och sociala nätverk. Lärares utvärderingar av 
barnets kognitiva-sociala förmågor liksom emotionella-beteendemässiga 
problem inhämtades också. 

Klinikerns semistrukturerade intervju visade på barnets liv före kriget som 
övervägande ”gott”, och bidrog med detaljrika berättelser om barnets utsatthet 
under krig och exil som kunde grupperas i ett begränsat antal typhistorier. 
Oberoende föräldrabedömning fångade samma huvuddrag vad gäller barnets 
krigsexponering; men båda tillvägagångssätten – fast formulär och 
semistrukturerad intervju – uppvisade specifika blinda fläckar. Tonåringarnas 
självrapportering erbjöd en avvikande men lika rik redogörelse för 
krigsexponering, medan låg- och mellanstadiebarn gav avsevärt mindre 
detaljerade redogörelser. 

Hos närmare hälften av barnen i studien (48%) identifierade den kliniska 
intervjun ett eller flera psykiska problem som ”krävde ytterligare 
uppmärksamhet”. Depression var det enskilt mest förekommande symptomet 
(31%), följt av posttraumatiska reaktioner (23%) och ångest-regressivitet 
(15%). Oberoende skattningar av symptom gjorda av föräldrar och låg- och 
mellanstadiebarn var i stort samstämmiga med klinikerns, medan tonåringar 
gjorde liknande bedömningar av vem som var orostyngd men definierade 
arten av oro annorlunda. Lärarrapporterna avvek, då de identifierade färre inre 



 

 

emotionella problem och lyfte fram den kognitiva-sociala kompetensen hos 
det överväldigande flertalet av barnen i studien. 

Exponering för trauma-stress under både krig och exil presenteras som en 
otvetydig risk för psykisk hälsa, men svarar endast för en del av skillnaderna i 
utfall. Ytterligare faktorer av stor betydelse relaterar generellt till ”att leva i 
nuet”. Föräldrars försämrade förmåga att upprätthålla dagliga rutiner, barns 
missbelåtenhet med skola, och en pågående bråkig relation presenteras som 
riskfaktorer. Skyddsfaktorer förknippas med föräldrars upprätthållande av ett 
varmt familjeklimat och med konkret fysiskt-emotionellt omhändertagande, 
barns sociala band till andra fysiskt närvarande personer, däribland lärare; och 
framförallt en familjs känsla av hopp inför framtiden. 

Resultat stödjer den allmänna styrkan i vårt semistrukturerade 
tillvägagångssätt. Som ett sätt att utforska barnets nuvarande välmående i 
narrativ relation till dåtid och framtid, kunde vår bedömningsmetod fånga och 
ge mening till komplexiteten av barnets utsatthet och beteende. Samtidigt gav 
oberoende skattningar av förälder och barn ytterligare djup till återberättandet 
och bedömningen av barnets upplevelse. Särskilt lärarnas avvikande rapporter 
understryker behovet av att införliva ett utomstående perspektiv i 
riskbedömningsprocessen. 
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SAZETAK 
Negativan uticaj rata na djecije mentalno zdravlje je do sada bilo u vise navrata 
dokumentirano. Ipak vecina djece koja su bila izlozena etnickom i politickom 
nasilju ne pokazuju klinicke znake poremecenosti. U onim zapadnim zemljama 
koje su prihvatile izbjeglice, ovi nalazi su potaknuli razlicite pokusaje da se 
prate izbjeglicka djeca, u nadi da ce se moci identificirati oni koji se nalaze u 
”zoni rizika”, kako bi im se mogla pruziti pomoc. Ova studija kriticki analizira 
jedan takav polusaj. Cilj studije je cetverostruk: 1. da opise opseg i obrazac 
trauma – podloznost stresu kod djece i reakcije koje imaju veze sa mentalnim 
zdravljem, onako kako su one uocene uz pomoc polustrukturiranih intervjua. 
2. da kriticki usporedi klinicke ocjene dobivene kroz medjusobno neovisne 
razgovore sa roditeljima, djecom i uciteljima. 3. da identificira faktore 
potencijalnog rizika ili faktore od znacaja za zastitu djecijeg mentalnog 
zdravlja. 4. da izvede klinicke implikacije: ko i uz pomoc kojih sredstava moze 
na najbolji nacin otkriti djecu koja se nalaze u rizicnoj zoni?  

Predmet nase studije je bila kompletna populacija izbjeglicke djece ciji je 
materinji jezik bio bosanski/srpski/hrvatski, a koji su bili smjesteni u Umeå i 
okolnim opcinama tokom perioda 1994/95. Studijom je bilo obuhvaceno 50 
familija, sa 90 djece u starosti od jednog mjeseca do 20 godina. Mjerenja su 
radjena u dvije faze. Prvo pomocu polustrukturiranih intervjua, kako bi se 
prikupili podaci o djecijoj porodicnoj situaciji, izlozenosti traumama/stresu, 
emocionalnim problemima odnosno problemima u ponasanju, nacinima na 
koji funkcionira familija, kao i ocekivanjima od buducnosti. Drugo uz pomoc 
takozvanih standardiziranih samoizvjestavajucih (self-report) upitnika, koji su 
primjenjeni odvojeno na djecu i na njihove roditelje, smo nastojali prikupiti 
dodatne informacije o tome kako je rat uticao na ovu djecu, o simptomima  
koji ukazuju na promjene njihovog mentalnog zdravlja, o strategijama koje oni 
razvijaju da bi se mogli suociti sa svojim problemima i na kraju o njihovom 
socijalnom okruzenju. Pored toga smo pribavili i misljenje ucitelja ove djece o 
njihovom ponasanju i o tome kako oni funkcioniraju kognitivno, socijalno i 
emocionalno.  

Klinicki polustrukturirani intevju nam je otkrio da je predratni period u zivotu 
djece bio pretezno dobar, a istovremeno nam je pribavio detaljne ispovijesti o 
stradanjima ove djece u toku rata i prognanistva, koje su se mogle grupirati u 
odredjen broj tipicnih ispovijesti. Neovisni razgovori sa roditeljima nam 
takodjer nude zastrasujuce price o stradanju djece u ratu; ali oba pristupa, kako 
standardizirani anketni upitnik, tako i polustrandrdizirani intervjui, su nam 
ukazali i na odredjena podrucja sljepila, koje se uz pomoc ovih medota nisu 
mogli otkriti. Price o vlastitom dozivljaju rata, koje smo dobili od ispitanika u 
adolescentskom uzrastu su bile donekle razlicite, ali jednako bogate detaljima, 
dok su price djece u uzrastu osnovne skole bile manje detaljizirane.  

  



 

 

Gotovo kod polovine djece obuhvacene studijom (48%), nakon klinickih 
intervjua, je identificirano jedan ili vise problema sa mentalnim zdravljem koji 
su ”zahtijevali” dalju paznju. Depresivnost je bio najcesci symptom (31%), 
potom posttraumatska reakcija (23%) i anksioznost/regresija (15%). Neovisni 
stavovi roditelja i skolske djece su u velikoj mjeri odgovarale klinickim 
nalazima, dok su adolescenti iznosili gotovo identicne ocjene o svom stanju 
kao i klinicki izvjestaji, ali oni koji su imali probleme su drugacije tumacili 
uzroke svojih problema u poredjenju sa klinickim testovima. Izvjestaji ucitelja 
odstupaju medjutim od ovog obrasca time sto ukazuju na manji broj 
emocionalnih problema, naglasavajuci umjesto toga kognitivno-socijalnu 
kompetenciju najveceg broja ispitivane djece.  

Izlozenost traumi i stresu u toku rata i progona, koja se najcesce predstavlja 
kao nesumnjiv faktor rizika za mentalno zdravlje, je samo djelimicno  
potvrdjena rezultatom ove studije. Dodatni vazni faktori su u najsirem smislu 
vezani za “zivot u sadasnjosti”. Roditelji optereceni sa dnevnim obavezama, 
djeca nezadovoljna sa skolom, ceste svadje mogu takodjer postati vazni faktori 
rizika. Zastitni faktori u ovom kontekstu mogu biti topla porodicna atmosfera, 
ispunjena fizickom i emocionalnom brigom roditelja, prisustvom odraslih, 
ukljucujuci i ucitelje, i na kraju kao najvaznije postojanje nade za buducnost u 
cijeloj familiji.  

Rezultati ove studije potvrdjuju znacaj naseg polustrukturiranog pristupa. 
Istrazujuci djecije aktuelno stanje u njegovoj narativnoj relaciji sa prosloscu i 
buducnoscu, nasa studija je pokazala koliko je kompleksno djecije iskustvo i 
ponasanje. U isto vrijeme, neovisne studije roditelja i djece su dali dodatni 
doprinos shvatanju i vrednovanju djecjeg iskustva. Cinjenica da vidjenje 
ucitelja odstupa od stvarne slike situacije umanjuje znacaj potrebe ukljucivanja 
”trece strane” u proces utvrdjivanja rizika.  
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Living in the present with the past  1 
 

 

 

PROLOGUE 
I arrived at the airport in Stockholm on September 9, 1970 on a flight from 
Boston via London. Alone, 22-years old. My country was waging war against 
Vietnam and I had no intention of participating. Sweden was good to me. 

Twenty-one years later, when I began working with refugees, a part of their 
stories felt familiar. The leap into nothingness – beyond the sounds of mother 
tongue, the faces of friends and relatives, the heavy wetness of the summer air. 
A part was altogether unfamiliar – the rumble of artillery, the shivering 
darkness, the stench of dead bodies.  

Somewhere in that space between familiar and unfamiliar I learned to listen. 

  



 

 

 

  

•



Living in the present with the past 3
 

 

 

BACKGROUND 
 “There was a war. I have seen everything,” he answered, when questioned as 
to “the most difficult of all” that had happened to him. Words spoken in 
deadpan quietness with no discernable emotion. He was 11-years old, a 
refugee from Somalia with parents and siblings. 

“It was that they all lied to me,” she replied; her eyes turned sad, her voice 
impatient. Her father had simply ceased to be at home. Her mother claimed he 
had been promoted, to head of a chemical factory a 2-hour drive away. They 
visited him occasionally on Sundays. He stood there behind a glass wall and 
talked to her by telephone. Mother said the chemicals were so dangerous that. 
Until one evening, at her cousin’s home, she happened to watch an American 
film in prison setting. The same glass wall, the same talking by telephone. She 
was 11-years old now, an only child and refugee from Iran. 

The replies above are from two children in what came to be known as the 
Child Refugee Evaluation. 

In the late 1980’s the pediatric clinic at the university hospital took over 
responsibility for the mandatory health examination of all newly arrived 
refugee children in the town of Umeå, in northern Sweden. The pediatricians – 
Lars Åke Persson and Carl-Johan Rosenkvist – remarked the good physical 
health of most children, but noted quite often psychosomatic symptoms in the 
younger, anxiousness and a seclusive sadness in the older. From 1991 child 
psychiatric competence was enlisted – child psychologist Lilian Levin and 
myself, child psychiatrist in residence – and the examination expanded to 
assess both the physical and emotional status of the child. The aim was to 
identify children “demanding further attention”. 

When we presented our first findings from the Child Refugee Evaluation at 
the 1993 Nordic conference for psychotherapists working with traumatized 
refugees, our concern were the 93 children of 47 families we had interviewed 
the year prior. Approximately a third had come from Somalia, a third from 
Iran, and the remaining third from 12 different countries.1 Our attention 
focused on a comparison of the two dominant groups – Somalis and Iranians 
– in that their exposure to traumatic events in their home countries differed so 
dramatically, as did our perception of their need for psychiatric follow-up. 

Somali children had been exposed to the violence of open warfare, the general 
collapse of social structures and institutions, the chaos of mass flight. Many 
had witnessed the death of a sibling, relative or close friend. Iranian children 
had been forced to hide in make-shift shelters under Iraqi missile attack and to 
endure prolonged separation from a parent, seized and imprisoned for political 
opposition. 



4 Background 
 

 

To our own surprise, we had recommended more Iranian families than 
Somalis follow-up attention. Either our assessment procedure was thoroughly 
inadequate or the factors contributing to child-family distress far more 
complicated than a tally of violence and separation in the home country. A 
score of questions arose in our minds. 

Was it the sharply different context of violence and adversity – a collective vs. 
an individual experience?2 In Somalia war struck family, neighbor, the entire 
village; the fear and tumult was open and visible. Flight was both unavoidable 
and understandable. In Iran father’s disappearance was a singular event; the 
cause, of necessity, a tightly held secret. There was no one to talk to, no 
explanations; flight came often as a chock for the child. 

Was it the incommunicableness of prolonged, repeated acts of violence? 
Iranian children often recognized a single, most terrifying event. On interview 
there were words, gestures, emotions that gave pregnance to that experience. 
For Somali children, the events of war were so multiple, so beyond the realm 
of previous experience, that language itself seemed to falter. The most 
terrifying was related with a flat concreteness that gave a misleading 
impression of undisturbedness. Terr had addressed this distinction in her 
categories of type one and type two traumatic exposure.3 

Was it initial reception and the asylum process in Sweden? Iranian families 
were forced to a limbo existence for two to three years – of waiting, refusals, 
appeals, repeated changes of refugee camp. They were offended by the cross-
examinational tone of the process; particularly as it came so unexpected, in a 
language not their own, with no friends or family to turn to. Somalis, by 
contrast, were quickly accepted in Sweden, the collapse of their country an 
unmistakable ground for asylum. Sack et al. had shown that symptoms of 
depression in refugee youth relate more to the experience of resettlement than 
to the level of violence in the home country.4 

Was it a disturbance in family functioning, a reversal of parent-child hierarchy? 
Freud and Burlingham’s observations from World War II suggested that 
children manage better the terror of air raid bombings if their parents are 
present, can assuage their fears, hold alive their hope.5 But clearly parenting in 
the face of frightful experience is not an unshakeable given. Imprisonment, 
torture, a protracted asylum process – experiences shared by many Iranian 
parents – gravely undermine mental health and stability. Iranian children 
appeared more often attuned to parent faltering, taking upon themselves an 
inordinate burden of practical and emotional responsibility. In Somali families 
the traditional pattern of father authority remained more often intact.1, 6 

Was it our naive blindness to the barriers of race and culture? Somalis have a 
deep sense of cultural pride, a marked reluctance to share problems with 
“outsiders and professionals”.6, 7 Fate and the will of Allah contribute to a 
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personal understanding of traumatic events. The guidance of elders, the power 
of rites and rituals form traditional elements in the process of healing. Iranians, 
by contrast, were often suspicious of their own countrymen, as both 
monarchists and communists had been forced in exile. Swedish professional 
assistance and intervention based on a psychological explanatory model were 
more readily accepted.  

Of these and numerous other observations and questions our study was born. 
Clearly our assessment procedure called for a more systematic exploration of 
traumatic exposure, of the diversity of child symptom response, and of risk 
and protective factors associated with mental health outcome. 

Child psychiatrist Bruno Hägglöf suggested that further study take the form of 
a research project. Our first step was to revise and expand the semi-structured 
interview of the Child Refugee Evaluation – to question more explicitly about 
child symptoms, to record more precisely and uniformly observations of 
family interaction and of child behavior, to make practice of talking alone with 
each school-aged child. 

With the collapse of former Yugoslavia and war in the midst of Europe, it was 
Bosnians who en masse sought refuge in Sweden (and in Umeå) and thus 
came to be the focus of our research attention. 
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INTRODUCTION 
Over the past 20 years, an accumulating body of literature has documented the 
negative impact of war on child mental health.8-11 The detrimental effects of 
violence and deprivation do not automatically disappear after the shooting has 
stopped12 or after flight to a country of exile, even a country intact and at 
peace.13-15 On the other hand, the majority of children exposed to ethnic and 
political violence show no signs of clinical disorder.16 

In Western countries of exile, these findings have prompted a variety of 
attempts to evaluate refugee children in the early phase of resettlement, in the 
hope of identifying and offering support to children “at risk”.17-21 This study 
critically examines one such process of child refugee evaluation, specifically 
addressing methodological and clinical concerns of how to approach traumatic 
exposure, whom to question about past events and present symptom reactions, 
and what aspects of refugee life bear particular significance for risk and 
protection.  

Interviews with child refugees present very real difficulties – language barriers, 
time constraints, misgivings about psychiatry, uncertainty about the cultural 
relevance of the format and basic assumptions of assessment.22 To what extent 
does the child at all conceive herself as separate and individuated?23 To whom 
in the family ought questions to be posed? 

Traumatic exposure creates a breach in time. The normal process by which 
new experience becomes integrated into the ongoing autobiography of our 
minds falls apart. Instead the memories of trauma accumulate as isolated 
fragments – a smell, a sound, a picture – with their own haunting emotion and 
singular limitedness of sensory detail. What happened feels at once unreal – 
unconnected to the self we had known and lived with – and all too real, 
repetitively flooding the mind.24-26 

Focusing on trauma in a clinical interview can set the stage for a reparative 
process. By eliciting a story of what happened – a chronological narrative in 
time and place – isolated fragments can begin to fall together, the shadows of 
unrealness and meaninglessness begin to disperse.27-29 For while self-report 
questionnaires can produce exact tables of specific occurrences, they seldom 
do justice to the complex inter-relationship of events that is at the core of 
experience and of memory.30 Clinical stories offer the potential for extracting 
another form of understanding, while at the same time helping child and 
family make sense of past experience.2, 19, 31 

From a research perspective, however, the richly detailed and unique stories to 
which the clinician may become privy pose real difficulties as to how to 
structure and categorize, rank and compare. The vast majority of refugee war 



8 Introduction 
 

 

studies translate traumatic exposure into a count of fixed specific events. Two 
considerations prompted us to an alternative method of analysis. 

First, our clinical interview encouraged a narrative response. To reduce that 
story to a count of isolated events would be misleading. Any particular event 
might be omitted on grounds not of experience but of narrative construction; 
that it laid outside the focus and detail of the story as the family chose to 
recount it. 

Second, to treat as equal entities experiences so divergent as ethnic harassment 
and months of repetitive bombardment, appeared grossly inadequate.32 After 
listening in depth to the accounts of war-traumatized refugee children, the 
need for a more complex description and quantification of exposure was in 
order.10 

This study presents clinically derived child stories of pre-war, war and exile as 
a first address to the question of how to approach traumatic exposure. We 
propose a method for analysing these stories that results in qualitative 
descriptive wholes and quantitative ranking scores. Further, we examine the 
relationship of these qualitative wholes to socio-demographic background 
factors. While previous studies of war-traumatized children have related socio-
demographics to mental health outcome, few have addressed their relation to 
traumatic experience itself.10, 33, 34 War, as that in Bosnia, may render a large 
number of children refugees, but treat them in other respects grossly 
unequally: is this the fortune of fate or the work of identifiable socio-
demographic factors? 

As a second step in pursuing the question of how to approach, this study 
evaluates a fixed-format questionnaire as an alternative method for capturing 
traumatic experience. One of the difficulties encountered in research and 
clinical assessment of child war trauma is the lack of a cross-culturally relevant, 
standardized instrument. The few questionnaires rigorously validated have 
each developed in relation to a specific culture or conflict – Mollica’s and 
Kinzie & Sack’s questionnaires for Indochinese refugees,35-37 Macksoud’s for 
Lebanese children.10, 33 At the same time the 1990’s was a decade when mass 
violence affecting children erupted repeatedly and in widely divergent 
geographic, political and cultural settings – Somalia, Bosnia, Kurdistan, 
Rwanda, East Timor.  

Given an urgent need for child assessment and the lack of a standard 
instrument, two alternative strategies came often into practice. One approach 
was to revise and transpose an instrument from a previous conflict, without 
undertaking extensive re-validation. For children of the Bosnian war, 
Macksoud’s Childhood War Trauma Questionnaire11, 38 and Mollica’s Harvard 
Trauma Questionnaire19, 39 often formed the groundwork. Alternatively, 
assessment was based upon a semi-structured approach29 or newly devised 
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questionnaire, relying upon previous clinical experience and without pretence 
of rigorous statistical validation. 

Both approaches produced valuable documentation concerning child exposure 
to war and both made possible immediate assessment in the face of ever-
changing arenas of conflict. But neither pursued the question of a possible 
standard instrument – a questionnaire capable of direct adoption to a wide 
variety of war scenarios. Such an instrument might facilitate the concrete task 
of evaluating children from ever-new conflicts, serving either as an 
independent tool for screening or as a complement to clinical interview. 

To explore this possibility, this study evaluated the relevance of Harvard 
Trauma Questionnaire (HTQ), part I, an instrument originally developed for 
another culture and war, when applied to children exposed to the Bosnian 
conflict. Comparison was drawn between HTQ and our semi-structured 
clinical assessment of Bosnian refugee children in Sweden. 

 

Capturing child war exposure challenges considerations also about whom to 
ask. Child psychiatric literature abounds with evidence of conflicting 
evaluation of symptoms and mental health outcomes as reported by parent, 
child, teacher and clinician.40-42 By contrast child war histories are most often 
obtained exclusively from a single source and treated as “objective facts”.11, 33, 

38, 43 When multiple stories are elicited, differences in parent vs. child report 
become immediately apparent.37, 44 

War exposure encompasses terrifying and confusing events, often of 
prolonged duration. Child self-report has the clarity of being directly 
experienced, but the uncertainty associated with developmental immaturity,45, 

46 as well as possible distortion created by time lapse and suggestibility.47 
Refugee children are often questioned months, even years, after initial 
exposure.13, 14 Trauma itself awakens conflicting impulses both to retell and to 
remain silent.19, 48, 49 

Parent report has its strength in adult cognitive maturity and wider references 
of life experience. War events are more easily identified in terms of pre-
defined standardized labels. On the other hand, the parent’s story relies upon 
observation of, or later report from, the child. As such it suffers from periods 
of separation and non-attentiveness, from child silence and concealment, and 
from the unwitting coloring of the parent’s own emotional needs, particularly 
the wish to have acted protectively.48, 50 Furthermore, the parent’s own war 
exposure wakens conflicting impulses – to make known the crimes committed 
against their child as well as to deny, even for themselves, that such events 
occurred.25 
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To explore this question as to whom to ask about past events, this study 
examines similarities and differences in two independent HTQ reports of child 
war exposure – that derived from parent and that from child – and compares 
them with the narrative accounts from clinician interview. 

Concern as to whom to address, weights even more critical with regard to the 
child’s mental health. While a fully detailed report of that which happened may 
direct clinician attention and facilitate an understanding of the child, the 
primary goal of refugee assessment remains to evaluate the child’s present 
state of well-being. One reoccurring weakness in many child refugee studies 
has been an all too heavy reliance on a single source of information – parent 
only, child only or family in unison – for appraising the child. 

Child well-being is a contextual phenomenon; reliance on a single informant 
may unduly constrict risk assessment.51 Children react and behave differently 
depending upon the situation and their relationship to the observer.40 No 
single assessment does justice to the complexity of the child’s status; a more 
“valid” picture emerges from the juxtaposition of multiple observations or 
multiple observers.52, 53 

Of further concern in the assessment of child war refugees is the scope of 
emotional-behavioral reactions deemed relevant to explore. Posttraumatic 
stress disorder (PTSD) has become one of the key components evaluated. Not 
without reason. PTSD constitutes a pattern of symptoms defined directly in 
relation to violence and threat, and carries the risk of long lasting distress.4 

Nonetheless, reliance on PTSD as a framework for evaluating the mental 
health of refugees has been called in question. PTSD postulates an intra-
psychic disturbance – a breakdown in the encoding and retrieval of episodic 
memory – as the core of response to terrifying and horrific events.54, 55 As 
such it presumes a distinction between mind and body, and a concept of self 
as autonomous in relation to others and the physical world about. In many 
non-Western cultures body and psyche are envisioned as one, addressed by 
both the living and the dead, by the wishes and demands of ancestral spirits, 
by magic and fate.23, 56-58 

Furthermore, PTSD seldom presents as a singular response to traumatic 
exposure. In pre-school children common co-occurring reactions include the 
onset of new separation anxieties, aggressive behaviors, or generalized, non-
specific fears, such as a fear of darkness.59 In children exposed specifically to 
war and political violence, PTSD has often been diagnosed in conjunction 
with anxiety and depressiveness.11, 13, 60, 61 Comorbidity may attribute to the 
marked overlap of symptoms among these diagnoses in the Diagnostic and 
Statistical Manual of Mental Disorders, fourth edition (DSM-IV).62, 63 PTS 
criteria hyperarousal and numbing are defined by behaviors common to 
depressiveness (sleep disturbances, lack of energy, lack of enjoyment of daily 
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activities), to anxiety-regressiveness (general fearfulness and specific fears of 
situations and places), and to hyperactiveness (concentration difficulties). 

At the same time, comorbidity may be a function of the compounded 
experiences of violent trauma and severe loss; trauma predisposing for PTSD; 
loss, for mood disorders.64, 65 War and forced exile are unmistakably acts of 
human agency and human responsibility that shatter the patterned activity of 
the existing social world.66, 67 War arouses grave uncertainty about the meaning 
of existence, about the nature of evil and trust, about self and the “other”.68 
Forced migration disrupts emotional attachments to persons, places and 
everyday circumstances; inflicting a sense of loss, both personal and cultural.69 
Thus, war and displacement can provoke the entire range of inward emotional 
reactions and outward behaviors.70 

To do justice to the scope of child response, this study relies upon a physical 
examination by pediatrician followed by a semi-structured interview by child 
psychiatric clinician. Questions of both open-ended (i.e. difficulties, worries, 
future hopes) and symptom-focused (i.e. posttraumatic reactions, depressive-
ness, anxiety) character are posed so as to remain attuned to a wide spectrum 
of child reactions. To counteract the inherent limitedness of any single (or 
collective) informant, clinician interview is conducted both with the family as a 
whole, as well as with each school-aged child individually. To fully explore the 
question of whom to address about child refugee distress, fixed child behavior 
questionnaires are administered in addition – separately to parent, child and 
teacher – and juxtaposed against appraisal on clinician interview.  

 

A step aside now from these critical concerns with the how and whom of 
approaching Bosnian refugee children in Sweden. A fragment of testimony 
from the terror of an earlier war: 

In a coordinated action on a summer day in June of 1944, the gendarmes 
arrested all those in Budapest who bore a Jewish star. Among them Imre 
Kertész, a youth of fourteen, and his seventeen age mates at Shell’s oil 
refinery.71 Accusing them of having signaled by candle light to the allied 
fighter planes above, the gendarmes held them at gunpoint that night, 
threatening to execute all of them on spot if a single bomb was dropped in the 
vicinity. No bomb fell, the next day they were transported to Auschwitz. 

In his autobiographical novel Dossier K, Kertész maintains that what held him 
alive that night and in the following months in concentration camp was an 
“uncorrupted naive trust”: the adult world had created this craziness; it was 
their responsibility to save him and see that he came home unscathed. 
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Children are not passive recipients of violence or any other aspect of the 
external world.72, 73 They muster an active response, a resistance, at times a 
hope beyond the bounds of reason. Adversity, even in the unfathomable guise 
of the Holocaust, does not inexorably lead to psychopathology.74 

What makes up this resistance, what spheres of life activity are involved? 
Garmezy, in a review of the early literature on child response to war, severe 
poverty, and parental discord, identified a triad of factors that help to maintain 
mental health and well-being.75, 76 This “protective triad” consisted of 
1. dispositional attributes of the child, 2. aspects of the family milieu, and 
3. supportive figures in the social network. In subsequent research on children 
exposed to war and forced migration, a fourth category of potential protection 
has at times been added, that of culture or political ideology.77-80 Further, of 
the myriad of variables identified and structured by these categories, the 
majority have proven double-edged; protective or risk inducing depending 
upon the psychosocial context, the posttraumatic time-phase, and the outcome 
measured.72, 81-83 

In short, violence and terror, loss and privation make sharply different 
imprints on different children. This study explores this differentness of 
response, examining the variability of emotional-behavioral problems and 
posttraumatic stress (PTS) reactions in relation to measured aspects of war-
resettlement adversity and to factors of risk-protective potential. Using 
Garmezy’s triad as theoretical backdrop, we focus specifically the effects of 
child coping strategy at the moment of flight, family functioning and parent 
state of mental health, and social network structure. 

Coping refers to the cognitive and behavioral strategies a child employs in 
response to external or internal demands appraised as exceeding the child’s 
resources.84 So defined, coping consists of a repertoire of strategies 
differentially appropriated depending upon the evolving nature of the 
situation. No strategy is in and of itself favourable or unfavourable. Children, 
already at pre-school age, have the capacity to identify stressors, formulate 
ways of dealing with them, and reflect upon that process.85, 86 

Stressors explored with this well-defined framework, however, have often 
been relatively circumscribed – a painful medical procedure, academic 
problems, peer conflicts.87 Previous refugee studies, on the other hand, have 
adopted an alternative construction of coping as style88 or focused situations 
of much wider and vaguer scope, as adjustment to war and resettlement as a 
whole.12 

Family affords the first experience of being loved and cared for, an experience 
fundamental for the child’s development of a sense of self, of trust in others, 
of competence in attending to threat and regulating emotional response. Freud 
and Burlingham observed that younger children in the care of their mother, or 

•



Living in the present with the past 13 
 

 

 

familiar mother substitute, managed the adversity of bombings and air raids 
with a minimum of upset.5 This concept of parent-family as a “protective 
shield” has been partially confirmed in subsequent studies. Intimate family ties 
and good parenting appear to mitigate some of the fear and terror of war;89, 90 
intactness of family, to facilitate adjustment in countries of exile.13, 91 
Conceptually, the protective potential of the family system as a whole has 
often been defined in terms of cohesion80, 89 or concrete manifestations of 
conflict – such as rates of divorce or signs of marital discord.92, 93 More 
seldom, multiple dimensions of parenting style, as perceived by child, have 
stood in focus.90 

War and life-threat impact negatively on parent mental health as well. 
Children’s deep reliance on parent support in interpreting the outside world 
and in protecting against danger, make them acutely vulnerable to parent 
disturbance.94 An extensive body of previous literature – from settings of 
ongoing conflict,88, 95 internal displacement,96 post war community97 and 
foreign countries of resettlement14, 93 – documents the negative impact of 
parent symptoms, particularly of depression and PTSD, on child well-being. 
The relationship between parent and child dysfunction appears to derive in 
part from shared experiences of violence and deprivation.21, 97 In addition, the 
resultant fears and behaviors of both parent and child create negative, bi-
directional interactions.97 Parent symptoms often impair their care-giving 
capacity, rendering them less responsive to their child’s needs. Conversely, 
child symptoms make them more frightful, irritable and demanding, 
accentuating the burden on parents.98 Finally, parent distress may distort their 
appraisal of child behavior, inflating the apparent relationship between child 
and parent symptoms.97 

Social network and social support define differing aspects of social ties. 
Network refers to the sources and structure of social relationships; support to 
their content and function.99 Social networks include ties at varying levels of 
intimacy: binding to family figures of attachment, bonding to close friends and 
relatives, and belongingness to community organizations.100 

In general social ties appear to have a salutary effect on mental health and 
psychological well-being.101 Previous network research on refugee children has 
concentrated on the presence or absence of at least one ongoing peer 
relationship,21, 93 or on the child’s general perception of social support.12, 102 A 
more detailed mapping of the specific pattern and distribution of the social 
network may further an understanding of what factors engender support. 
Particularly given that refugee networks are often singularly complex, 
comprised of vivid internal representations of ties in the old country, along 
with evolving physical relationships in the new. 
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Aims 
In summary, this study of Bosnian refugee children resettled in Sweden aims at 
the following four concerns: 

1. To describe the range and pattern of child trauma-stress exposure and of 
child mental health symptoms as captured on clinician semi-structured 
interview; 

2. To critically compare clinician assessment with independent parent, child 
and teacher reports; 

3. To identify factors of potential risk or protective import for child mental 
health; 

4. To draw clinical implications: from whom and by what means can 
children “at risk” be reasonably identified? 
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METHODS 

Participants 
The target of our study was the entire population of Bosnian-Serbian-Croatian 
speaking child refugee families assigned to Umeå and surrounding 
municipalities during 1994-95. Of 57 such families, 50 (88%) agreed to 
participate in the study. The seven non-participating families (12%) included 
five who declined immediately and two who withdrew after first assessment. 

The 50 families contained 90 children ranging in age from one month to 20 
years. Of these 80 had been born in former Yugoslavia and had direct 
experience of the war, one was born in flight and the remaining nine after 
arrival in Sweden. A narrative description of trauma-stress exposure, based on 
clinician data from first assessment, was obtained for all 90 children.  

Subsequent study questions were pursued from a multi-informant perspective 
and involved data from second assessment as well, resulting in a reduction of 
sample size. Despite formal agreement to second interview, five children were 
excluded in that the emotional unsettledness of their families rendered 
participation unethical. Thereto, only school-aged children were addressed 
independently; pre-school children lacked the cognitive faculty to complete the 
self-report questionnaires administered. Thus, multi-informant comparison of 
child war exposure was based on data from 75 of the children; analysis of child 
mental health symptoms and of risk-protective factors, both on the 48 
available school-aged children. A brief characterization of the population 
involved in each of these study themes is presented in Table 1. 

Procedure and instruments 
Assessment occurred in two phases. First, a physical and mental health 
examination offered to all refugee families with children, six to eight months 
after arrival in Umeå. Second, standardized self-report questionnaires 
administered to families participating in the study, two to four months later. 

Physical examination was conducted by a pediatrician; mental health 
examination, alternately by one of two child psychiatric clinicians (Goldin or 
Levin), with the same accredited interpreter for nearly all families. 
Examination was performed at the pediatric clinic and the family accompanied 
by their refugee social worker. 
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Table 1.  Brief characterization of the study population in relation to each of the study themes. 
Characteristics Clinician  Multiple informants 
 Trauma-stress 

narrative 
n 

 War 
exposure 

n 

Mental health 
symptoms 

n 

Risk-protective 
factors 

n 

Total child population 90* 75† 48‡ 48‡ 
Gender     
 Girl  44 39 24 24 
 Boy 46 36 24 24 
Age at interview     
 0-6 years 37 27   
 7-12 years 32 30 30 30 
 13-20 years 21 18 18 18 
Ethnic background     
 Bosniac (Bosnian Musllin) 34 31 19 19 
 Bosnian-Croatian 12 12 10 10 
 Bosnian-Serb 4 4 4 4 
 Romer 14 8 2 2 
 Multiethnic 26 20 13 13 
Size of hometown     
 Village-small town 46 45 34 34 
 City 34 30 14 14 
Family social class     
 Farmer-unskilled worker 20 13 6 6 
 Skilled worker 42 38 25 25 
 White collar-self employee 28 24 17 17 
Father education     
 Primary school 19 10 5 5 
 Technical-vocational 50 47 33 33 
 Theoretical-university 18 16 10 10 
Mother education     
 Primary school 26 20 10 10 
 Technical-vocational 32 29 20 20 
 Theoretical-university 31 25 17 17 
*Size of hometown n = 80, Father education n = 87, Mother education n = 89. 
†Father education n = 73, Mother education n = 74. 
‡Mother education n = 47. 

 

Prior to study start, the two psychiatric clinicians had worked closely together 
for three years in child-refugee evaluation and had collaborated in the 
development of the prompts and recording protocol for the examination 
(Background). The first two interviews were performed together and coded 
independently. Interrater reliability was tested with regard to overall child 
assessment (kappa=.81). This process was repeated again after one year 
(kappa=.85). 
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The physical and mental health examination involved the following 
instruments (Table 2): 

Pediatrician checklist 

The pediatrician checklist comprised ten pre-established yes-no questions 
regarding child psychosomatic complaints (Appendix 1, pp. 115-116). 

Clinician semi-structured interview 

The semi-structured interview started with the family as a whole; thereafter 
each school age child (7 years or older) was addressed individually. A series of 
pre-established, generally framed prompts guided broad inquiry into – and 
narrative recount of – family background, pre-war conditions, trauma-stress 
exposure during war-flight-resettlement, present life situation and future hopes 
(Appendix 1, pp. 119-136). The child-family story was recorded as yes-no 
answers to the pre-established prompts, accompanied by detailed description – 
what happened, how often, with whom – of all reported events. 

Short vignettes were presented describing possible signs and symptoms of five 
specific child problems – depressiveness, anxiety-regressiveness, hyperactive-
ness, obstinacy and aggressive acting out (Appendix 1, pp. 131-134). Parent-
child response was recorded yes-no, accompanied by descriptive details of 
relevant behavior. In interview alone with the child, additional questions 
focused symptoms of posttraumatic stress, inner anxiety and sense of 
responsibility for parents and siblings (Appendix 1, pp. 137-140). In addition, 
parents were questioned as to their own depressiveness, flashbacks, 
explosiveness and difficulty maintaining daily routines (Appendix 1, pp. 134-
135). 

After interview, the clinician evaluated family functioning and the emotional-
behavioral state of the child according to a series of pre-established, strictly 
defined criteria (Appendix 1, pp. 141-152). In addition, the clinician rated the 
total severity of child and family mental health problems, predicted child and 
family status in four years, and documented recommendations for social or 
psychiatric follow-up (Appendix 1, pp. 153-157). 

 

After first assessment, a clinician designed School Competence Scale was sent 
by mail to teachers of children who agreed to participate in the study.  

School Competence Scale 

The School Competence Scale was developed by the two interviewing 
clinicians in cooperation with teachers at the refugee preparatory school. The 
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scale consists of 16 questions to be scored 1=very poor, 2=rather poor, 
3=rather good, or 4=very good (Appendix 2, p. 159). Questions assess child 
competence in three broad areas: cognitive (i.e. academic background, 
language aptitude, concentration), emotional (i.e. thirst for knowledge, fancy 
for play, capacity to handle troublesome situations) and social (i.e. capacity to 
work in groups, to follow adult rules, to relate to peers). The questionnaire was 
completed for 44 of the school-aged children; four teenagers (two girls and 
two boys) had not yet begun classes.  

Table 2. Summary of study instruments administered to pre-school, primary school, and teenage children 
respectively (x=administered). 
Assm Instrument Child age group 

  Pre-school Primary school Teenage 

1 Pediatrician checklist x x x 
 Semi-structured clinician interview x x x 
 School Competence Scale  x x 
     
2 Harvard Trauma Questionnaire   x x 
 Child Behavior Checklist  x x 
 Youth Self-Report   x 
 Posttraumatic Stress Reaction Checklist  x x 
 Flight scenario  x x 
 Network map  x x 
 Teacher’s Report Form  x x 

Assm, Assessment. 
 

 

Second assessment was conducted as a home visit by the “alternate” 
psychiatric clinician with the same accredited interpreter. Standardized self-
report questionnaires were administered to parents and child to evaluate the 
child’s war exposure, mental health symptoms, coping strategies and social 
network.  

Questionnaires had been translated from English to Bosnian-Serbian-Croatian 
by a Bosnian sociologist and then back translated blind into English by our 
accredited Bosnian interpreter. Differences were reviewed by the two 
translators together with the US-born author. 

On home visit the following instruments were presented (Table 2): 

Harvard Trauma Questionnaire (HTQ), part 1 

Mollica’s HTQ is a well-established instrument of documented reliability and 
validity, designed to capture the traumatic experience and posttraumatic 
reactions of refugees exposed to mass violence.35, 36 Developed initially in 
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relation to the specific context of Indochinese refugees, the instrument has 
subsequently been used for refugees from Afghanistan,14 Guatemala,103 and 
Kosovo,104 as well as in a community study in Palestine.105 Part 1 of the 
questionnaire probes for 17 specific events (i.e. “lack of food or water”, 
“combat situation”, “serious injury”) at three levels of exposure – experienced, 
witnessed, and/or heard about.  

In our study, HTQ part 1 was administered as child (ages 7-12) and teenage 
(ages 13-20) self-report, and as parent report of the child’s (ages 0-20) war 
exposure. For the primary school child, however, the original format was 
simplified: the number of events probed was reduced to 13 and response 
elicited as yes-no only. The original question (e.g. ‘combat situation’) was 
expanded into a complete sentence (e.g. ‘Have you or anyone close to you 
been part of a combat situation in which there was shooting or bombing?’). By 
inquiring as to whether the event had occurred to the child or anyone close to 
the child, we attempted to retain HTQ’s three levels of exposure. 

HTQ was administered as an interview to primary school child and teenager, 
while parents completed the questionnaire in writing separately on their own. 
Parents were asked to choose between themselves the one who had looked 
after the child most closely during the war: mothers completed 62 
questionnaires, fathers 13. 

Child Behavior Checklist (CBCL), version 1991 

Achenbach’s CBCL is a standardized instrument, of documented reliability 
and validity, for parent assessment of their child’s mental health.106 Translated 
into more than 50 languages, the instrument has been used widely in cross-
cultural and refugee studies.107 The checklist comprises 118 specific items 
regarding child emotional–behavioral problems to be scored 0=not true, 
1=somewhat or sometimes true, or 2=very true or often true, with respect to 
the past six months. Parents of children ages 7-16 years were asked to choose 
between themselves the one who had looked after the child most closely: 
mothers completed 32 questionnaires, fathers 8. 

Youth Self-Report (YSR), version 1991 

Achenbach’s YSR documents teenagers’ own evaluation of their mental health 
during the past six months.108 The 101 problem items correspond closely to 
those on CBCL and the 3-point scoring scale is identical. The questionnaire 
was administered to study children ages 13-20 years (ten girls and eight boys). 
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Posttraumatic Stress Reaction Checklist (PTSRC) 

Macksoud’s PTSRC is designed to measure the presence of posttraumatic 
stress symptoms in children exposed to war-related trauma.10 The checklist 
consists of 14 yes-no questions, administered as a structured interview, probing 
child response to one, most terrifying event. The PTSRC quantifies the 
intensity of child posttraumatic stress, but does not suffice to make a formal 
diagnosis, in that all component criteria specified in DSM-IV for 
posttraumatic stress disorder are not explored.109 The PTSRC was chosen in 
that questions are worded in a language easily understood by children. 

Flight Scenario 

The Flight Scenario was modeled after a coping instrument designed by 
Altshuler et al. to determine child cognitive and behavioral strategies in the 
face of a fearful situation.86 A short vignette accompanied by a picture is 
presented. In our study the scene was of a country at war. Damir (alternatively 
Jasmina) stands waiting for a bus to take him out of the country, away from 
home, school and grandmother. He feels scared. The child was asked what 
Damir could do or could think to feel less fearful, who he would want at his 
side, and what that person would say or would do to help.  

Network Map 

The Network Map derives from a clinical instrument revised by Samuelsson et 
al. to measure the structure and composition of the child’s social network.99, 110 
Graphically, the map consists of a small circle surrounded by five concentric 
rings, divided into five sectors – family, relatives, school, friends-neighbors, 
and professionals. The child writes her own name in the center circle; focuses 
one sector at a time and adds the names and relation (i.e. grandmother, cousin, 
friend, teacher) of all important others, arranged so that those most important are 
placed closest center. The outermost ring is reserved for those still important, 
but with whom the child is often angry or at quarrel with. 

In our study, instructions defined important others as those who mean much to 
the child – persons whom she meets with or talks to regularly, or whom she 
often thinks about though they live far away. In this way no child needed to 
draw an “empty” map; internal representations of close friends and relatives in 
Bosnia were recorded together with ongoing relationships in the present. 

The Network Map was administered as an interview in dialogue with the child. 
Upon completion the child was asked to re-examine the map, mark those 
persons she talked to when sad and evaluate each sector, one at a time, as 
content with or dissatisfied with. 
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In connection with second assessment, a standardized teacher evaluation form 
was sent out by mail. 

Teacher’s Report Form (TRF), version 1991 

Achenbach’s TRF records teacher evaluation of the child’s mental health, 
focusing upon the same emotional-behavioral problems and scored in the 
same manner as Achenbach’s parent and teenage instruments.111 The TRF was 
completed for all 48 school-aged children. 

Construction of variables 

Trauma-stress exposure 

Child trauma-stress exposure, as recounted by parents and child on clinician 
semi-structured interview, was translated into a quantitative total score and a 
qualitative cluster identity for three specific periods in the child’s life – prior to 
the war, the war, and resettlement in Sweden. Each period was scored and 
structured separately in that the spectrum of events reported differed so 
radically. Earlier studies of Cambodian refugees in USA established the 
importance of investigating and distinguishing among war, resettlement and 
everyday life experience.112 

Events reported on interview were defined either as acts of acute violence 
(trauma) or as conditions of long-term stress. The distinction trauma vs. stress 
corresponded to that often made in life-events research between events 
discrete in time and difficulties extending over 4 weeks or more.113  

Events recounted were grouped into a limited number of categories. Category 
formation established uniform grounds on which to evaluate child narratives 
without compromising the enormous diversity of individual experience in fact 
presented. For the pre-war period, severe everyday life events emerged as the 
only relevant category. For the war period, seven categories were identified, 
similar to those noted by Macksoud:33 proximate violence, distant bombing 
and shelling, other acute trauma; persecution and deprivation, forced 
separation, family reunion, other long-term stress. Finally, for the resettlement 
period, three categories were established: war related separation-reunion, 
refugee related hardship-discrimination, severe everyday life events.  

Category family reunion (and war-related separation-reunion) demands a word 
of explanation. Child refugee studies often ignore reunion, regarding it as an 
“automatic”, longed for sequel to forced separation. However, reunion has an 
impact of its own. Particularly after long delay or where the returning parent 
bears frightening or humiliating experience (of combat, of prison or 
concentration camp detention) reunion may profoundly alter relationships 
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between child and parent, abruptly disrupting family patterns established 
during separation.114, 115 

Within each category, events were scored differentially on the basis of three 
criteria – intensity (violation of bodily integrity or not), repetitiveness-duration 
(occurring multiply or not), and relation to the afflicted (close kinship or not).3, 

116, 117 Weighted scoring helped to preserve the clinical meaningfulness of the 
story recounted. In a narrative context, life events strike as differentially 
alarming, not as equal and addable entities. 

Table 3 illustrates how three generally framed clinician prompts served to 
identify events grouped into and differentially scored under category proximate 
violence for the period of war.  

Table 3.  Clinician prompts and scoring template for category proximate violence for the period war. 
Clinician prompts 

Was the child a witness to violence? If yes, in what form, how often, toward whom? 

Was the child subjected to direct violence? If yes, in what form, how often? 

Was the child accompanied or alone at the time of violence? If accompanied, by whom? 

Category Proximate Violence Score*

The child was a witness to violence in the form of destruction of property, physical threat 
The child was a witness to violence in the form of blows or assault, firing, arrest, sexual violation, 
torture, death or the child viewed war injured or dead bodies 

1 
2 

The child was a witness to violence on a single occasion 
The child was a witness to violence on multiple occasions 

1 
2 

The child was a witness to violence directed at strangers or friends 
The child was a witness to violence directed at relatives or nuclear family 

1 
2 

The child was subjected to direct violence in the form of destruction of property, 
physical threat 
The child was subjected to direct violence in the form of blows or assault, firing, 
arrest, torture 

1 
 
2 

The child was subjected to direct violence on a single occasion 
The child was subjected to direct violence on multiple occasions 

1 
2 

The child experienced proximate violence as grotesque or life-threatening 1 

The child was alone as witness or when subjected to proximate violence 1 
*For paired statements, only the more severe alternative was scored.

 

Scores on the component categories were summed to a total score that defined 
the quantitative level of child trauma-stress exposure for that particular time 
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period: pre-war total (max 8, range 0-4); war total (max 54, range 0-36); 
resettlement total (max 20, range 0-9). 

Thereafter, each time period was evaluated on qualitative terms: child stories 
were placed in ranked score order and re-read in succession. Cut-off lines were 
proposed (independently by the two interviewing clinicians) where stories 
appeared to change character qualitatively. In this way clusters were identified of 
stories similar in range and pattern of reported experiences, and consecutive in 
score: pre-war clusters were designated zero-plus; war clusters, low-medium-
high; resettlement clusters, also low-medium-high.  

Child trauma-stress exposure for the period of war was also evaluated on child, 
teenage and parent Harvard Trauma Questionnaires. Response was translated 
into two quantitative measures. Total score represented the sum of all 
acknowledged events: for teenager and parent at all three levels of exposure 
(max 51, range 5-30 and 0-45 respectively), for primary school child as simple 
acknowledgement (max 13, range 0-11). Rate of endorsement defined the 
frequency with which a specific event was reported experienced, witnessed or 
heard about by teenager and parent; reported yes by primary school child. 

For parent HTQ assessment a qualitative cluster identity was also determined. 
HTQ reports were placed in ranked score order and re-examined in 
succession. Events were found to accumulate in a patterned fashion: from a 
given score, child exposure to “combat situation” was consistently affirmed; 
from a higher score, child “being close to death” or exposed to personal 
violence presented as a constant element. In this way three HTQ clusters of 
child war exposure were established, low-medium-high. 

Emotional-behavioral problems 
Child distress, as documented on pediatrician checklist and semi-structured 
interview, was categorized into six emotional-behavioral problems – three of 
inward character (depressiveness, anxiety-regressiveness, psychosomatic 
complaints) and three of outward character (hyperactiveness, obstinacy, 
aggressive acting out). Problems were defined by abbreviated criteria of related 
diagnoses from the DSM-IV.109 

Each problem was rated on a 3-point scale: 0=not referred to on interview, 
1=mentioned, 2=demanding attention, i.e. cited with multiple signs and 
symptoms. Clinician total score was comprised of the sum of all six emotional-
behavioral problems (max 12, range 0-8). Frequency at level 2 “demanding 
attention” was then used to define three dichotomous measures: “single-sum” 
score=presenting at least one of the six problems at level demanding attention; 
inward=presenting at least one of the three inward problems and 
outward=presenting at least one of the three outward problems at that level. 
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Child ratings were based upon clinician notes from the entire assessment 
procedure. To assure consistency, a senior psychiatric clinician (Hägglöf) not 
involved in the interviews scored all of the children. One third of the sample 
was rated twice, until differences between interviewing and senior clinician had 
been resolved. 

Child distress was also evaluated by teenager, parent and teacher on 
Achenbach’s behavior checklists. Total score on each of Achenbach’s three 
questionnaires was computed from the sum of scores on each specific item 
(YSR max 202, range 9-80, CBCL max 236, range 0-69, TRF max 240, range 
0-58). In addition, six problem scores were calculated using Achenbach’s DSM-
oriented templates.118 These templates define problems similar to our own 
(three inward – affective, anxiety, somatic; and three outward – attention 
deficit-hyperactivity, oppositional defiant, conduct) that relate to, but do not 
purport to be equivalent with, DSM diagnoses. Scores on each problem are 
designated “normal”, “borderline” (93-97 percentile), or “clinical” (98-100 
percentile) in relation to a national standardized sample. 

For comparison with clinician ratings, Achenbach’s borderline and clinical 
range scores were both regarded as “demanding attention”. Borderline scores, 
“high enough to be of concern, but not clearly deviant”118 were included in 
that clinician ratings were preliminary in character. In this way, three 
dichotomous measures, analogous to those of clinician assessment, were 
constructed: “single-sum” score=presenting at least one of the six Achenbach 
problems within borderline or clinical range, inward=presenting at least one of 
the three inward problems and outward=presenting at least one of the three 
outward problems within that range. 

Posttraumatic stress reactions 

Child symptoms of posttraumatic stress, as documented on pediatrician 
checklist and semi-structured interview, comprised 12 specific reactions. Each 
reaction was rated yes-no, based on notes from the entire clinician assessment 
as reviewed by senior psychiatrist Hägglöf. The 12 reactions were summed to a 
total score (max 12, range 0-9). Frequencies of re-experiencing, numbing and 
hyperarousal – the three component criteria of PTS-disorder – were computed. 
As none of these criteria was probed exhaustively (according to DSM-IV), 
frequencies of each were based on the presence of at least one relevant 
symptom. From these frequencies, an overall dichotomous measure was 
constructed: PTS “demanding attention”=presenting at least three symptoms, one 
for each of the three component criteria. So defined, the overall measure 
preserved the interactive complexity of PTS-disorder, without claiming to 
represent a DSM-IV diagnosis. 

Child PTS reactions were also addressed by child self on Macksoud’s PTSRC. 
Total score on Macksoud’s questionnaire was calculated by adding up yes 
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responses on the 14 symptom items probed (max 14, range 0-12). Frequencies 
of the three component PTS criteria and the overall dichotomous measure – 
PTS “demanding attention” – were computed in the same manner as with 
clinician data. 

Coping 

The Flight Scenario was analyzed qualitatively; a scheme for categorization 
developed cooperatively by the author and a senior sociologist and qualitative 
researcher (Dahlgren). Five specific coping strategies were identified and 
concretely defined – block out, distract, change frame, attend to, and seek others (Table 
4). Child responses were then re-read and the primary coping strategy at flight 
coded, independently by author and sociologist. Differences were discussed 
until consensus was reached. 

Table 4. Criteria for the five coping strategies of the Flight Scenario (n=48). 

Strategy n Criteria 

Block out 8 don’t know, don’t remember, no answer, no strategy 
block out all thoughts or forget about the present situation 
escape or run away from the situation 

Distract 5 focus on alternative thoughts that draw the mind away from the present situation 
engage in activities that turn attention away from the situation 

Change frame 14 regard the present situation in a different light (i.e. as an adventure, not 
dangerous) 
reset or control one’s thoughts (i.e. think positive) or change one’s emotional 
response (i.e. relax, be brave) 
place the situation in a future time frame (i.e. life lies ahead, war will end, return 
to Bosnia possible) 
engage in wishful future thinking about the new country (i.e. new start, new 
friends, reunion with relatives possible) 

Attend to 10 think about the present situation as it is 
act within the confines of the situation 
express emotion coherent with the situation  

Seek others 11 seek help from or simply the presence of others (adults or peers) concretely in 
the physical world or as an inner representation 

 

Family 

Family functioning, as probed and observed during semi-structured interview, 
was rated directly by interviewing clinician on a pre-established Family 
Functioning Scale (Appendix 1, pp. 142-145). The scale was constructed from 
the two psychiatric clinicians’ previous experience with refugee families as well 
as from concepts from standardized family questionnaires.119, 120  
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Five elements of family functioning were evaluated – family climate, family 
optimism, parent caring, parent trauma-specific containment, and parent-child 
hierarchy. Each element was rated on a 5-point scale, ranging from 
dysfunctional to highly competent. Criteria for scores one, three and five were 
explicitly defined – exemplified by thoughts and behaviors relevant in daily life 
as well as in the interview setting. Scores two and four marked in-between 
alternatives (Table 5). Total score on Family Functioning Scale was computed 
from the sum of the five component elements (max 25, range 9-25).  

Table 5. Criteria for scoring one element (family climate) of the Family Functioning Scale. 
 

 
1. Detached or Overly enmeshed: Family interactions are characterized by silence, coldness, distrust or
depressiveness. Differing views or strong emotions are, by tacit agreement, forbidden expression. Physical
interactions are non-existent or aggressive. The general tone is critical and distancing. 
Alternatively, family interactions are characterized by an all too intense or symbiotic closeness. Individual
points of view are negated or denied: personal views and emotions are incorporated in those of the rest of 
the family. Physical interactions are intrusive. The general tone is overly enmeshed.  

3. Neutral. Family interactions are characterized by moderation and restraint. Differing views as well as
strong emotional expressions are often suppressed. Physical interactions are formal and reserved. The 
general tone is neutral. 

5. Affirming. Family interactions are characterized by warmth, intimacy and mutual respect. Differing views
as well as strong emotions (laughter, crying, annoyance) may be expressed directly. Physical interactions 
are open and supportive without being intrusive. The general tone is affirming. 

 

The family was also assessed with regard to parent mental health. Signs and 
symptoms of adult distress were categorized as reactions of depressiveness-
withdrawal, posttraumatic stress and impairment of daily functioning. As with 
child problems, rating was based on clinician notes from the entire semi-
structured interview as reviewed by the senior psychiatrist. Scoring made use 
of the same 3-point scale: 0=not referred to on interview, 1=mentioned, 
2=demanding attention, i.e. cited with multiple signs and symptoms. Total score 
for each parent was comprised of the sum of the three reactions: father mental 
health (max 6, range 0-6), mother mental health (max 6, range 0-5). 

Family climate

1 3 52 4
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Child social network 

The child Network Map was analyzed quantitatively with regard to total number 
of important others, and subtotal numbers of child, adult, physically distant and 
physically present others. Additional variables were constructed 
dichotomously based on the presence or absence of a quarrelsome relationship, 
dissatisfaction with a particular network sector, acknowledgement of school 
teacher’s importance. Intensity of social support, defined on map protocol by 
placement closest center,110 could not be calculated in that a number of 
children crowded all important others into the innermost ring or constructed 
geometric patterns to balance their map. 

Instead, the Network Map was evaluated as a qualitative whole, such that 
structure, distribution, dissatisfaction, and support were translated into five 
descriptive categories, reflecting the patterned visual diversity of the maps 
drawn. The categories were identified and concretely defined by the author, as 
sparse, nostalgic, tided over, here and now, and balanced (Table 6). From these 
definitions, two independent ratings were performed, by author and senior 
psychiatrist respectively. Differences between the two were discussed until 
consensus was reached.  

Table 6.  Criteria for the five qualitative categories of the child Network Map (n=48). 

Category n Criteria 

Sparse 8 nine or fewer important others, not including nuclear family 
both physically distant and physically present others 
meager support in both distant and present relationships 

Nostalgic 12 physically distant others dominate markedly 
distant others primarily relatives but may also include school mates and 
friends from the past  
meagre support in present relationships 
expresses dissatisfaction with map sector relatives (i.e. wishes that relatives 
lived much closer) 
plus criteria: talks to physically distant person when sad 

Tided over 10 physically distant others dominate 
distant others primarily relatives 
a number of close relatives have also fled to Umeå, constituting a bridge or 
connecting link between the past and the present here and now 
plus criteria: close relative placed in innermost ring of the map or talks to close 
relative when sad 

Here and now 9 strikingly few physically distant others 
relationships to physically present others dominate markedly 

Balanced 9 physically distant and physically present others relatively equal in number 
important others include both adults and children 
important others listed in at least four of the five map sectors (professional 
sector may be empty) 
acknowledges someone to talk to when sad 
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Socio-demographics 

For variables family social class and parent educational level, a Bosnian 
sociologist (Slavnic) was actively engaged in order to insure that categorization 
was culturally relevant. Social class assignment was based upon occupation, 
years of work experience and educational background. 

Analysis 
Analysis was undertaken in relation to four broad study themes:  

Child trauma-stress exposure: descriptions 

Child trauma-stress exposure was characterized in relation to the clusters of 
clinician semi-structured interview. Clusters (rather than individual scores) 
were compared in that events were inter-related and formed qualitatively 
distinct story wholes. The range and pattern of experiences characteristic for 
each period of the child’s life were described and illustrated by short vignettes. 
Quantitative differences between clusters with regard to total score and 
category subscores were tested for significance. Socio-demographic variables 
were analyzed as possible sources of the reported variance in exposure. Finally, 
the relationship between the child’s cluster identity for each of the three 
periods – pre-war, war, and resettlement – was explored. 

Child war exposure: multi-informant comparisons 

Child exposure during the period of war was evaluated by three separate 
informants – by clinician on semi-structured interview, parent on HTQ, and 
child-teenager on the same questionnaire. Similarities and differences between 
reports were analyzed, both with regard to quantitative scores of total 
exposure and of endorsement of specific events, as well as to the qualitative 
configuration of clusters. Comparisons were undertaken at group and at 
individual child level, and illustrated by age-specific vignettes. Socio-
demographic variables were explored as possible contributors to clinician-
parent discrepancy.  

Child mental health symptoms: multi-informant comparisons 

Child distress was evaluated independently by clinician on semi-structured 
interview; by parent, teacher and child-teenager on Achenbach’s and 
Macksoud’s standardized questionnaires. Distress was categorized into six 
emotional-behavioral problems and into PTS reactions. Differences in the 
frequencies reported by the four informants of specific problems at level 
“demanding attention” were tested for significance. Correlations among total 
scores on all relevant assessments were explored, separately for child and 
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teenage groups. Teacher ratings of child competence in the school setting were 
analyzed in relation to symptom scores. 

Risk and protective factors for child mental health 

A wide range of variables of potential concern for child mental health were 
examined one at a time in relation to child emotional-behavioral problems and 
PTS reactions respectively. The variables tested were drawn from five aspects 
of refugee life – i.e. trauma-stress exposure, coping, family, child social 
network, and socio-demographics. Risk factors were identified as those 
variables significantly and directly associated with increasing symptom score; 
protective factors, as variables inversely associated. Multivariate models were 
constructed to analyze the cumulative impact of risk and protective factors 
combined. Trauma-stress exposure was placed in the foreground, as child 
experience of war and resettlement determined our study population. 
“Intervention sensitive” aspects of refugee life – family, coping, child social 
network – were tested in succession together with trauma exposure. Socio-
demographic variables were then analyzed as potential confounders or sources 
of additional explanatory power. Finally, correlations and interactions between 
the component variables were explored for each of the two outcome models. 

Statistical analysis 
Statistical analysis was performed with non-parametric tests (two-sided). The 
clusters that characterized child trauma-stress exposure as a whole were 
compared within each time period by Kruskal-Wallis test. Differences in 
cluster assignment among periods and the relationship of clusters to socio-
demographic variables were analyzed by Fischer exact test.  

Multi-informant reports of child war exposure from comparable instruments 
(i.e. parent and child HTQ) were evaluated by Wilcoxon test of related 
samples and by Cohen kappa test of agreement. Reports derived from 
structurally different instruments (i.e. clinician interview vs. parent and child 
HTQ) were compared by Spearman correlation coefficient. The relationship 
of socio-demographic variables to total scores of war exposure was analyzed 
by Kruskal-Wallis test. 

Multi-informant assessment of child emotional-behavioral problems and PTS 
reactions was treated in similar fashion: differences at level demanding 
attention as noted by clinician, parent, teacher and child-teenager were 
compared by McNemar test of related samples; differences in total scores, by 
Spearman correlation coefficient. 

Variables of potential concern for child mental health were tested (individually 
and combined) in relation to total scores of child symptoms by ANOVA 
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(analysis of variance). Risk or protective character, as reflected by direct or 
inverse association, was determined by Spearman correlation coefficient for 
continuous variables; by Kruskal-Wallis for categorical. Note that in strict 
statistical meaning, association established only potential risk or protection, in 
that study design was cross-section, the sequential order of variables in time 
impossible to determine. 

Correlations among component variables on the multivariate models of child 
distress were tested by Spearman correlation coefficient, Kruskal-Wallis or 
Fischer exact test. Interactions between component variables were analyzed by 
Compare Means, after continuous variables had been re-coded into “tritiles” 
(three consecutive groups of 33%). Results are therefore presented as 
“descriptive patterns” of, rather than formal tests of, pair-wise interaction. 

Ethical considerations 
The study was formally approved by the research ethics committee of the 
medical faculty at Umeå University, §310/94, dated November 8, 1994. 

Study of child refugee families demands that special attention be given the key 
principles of medical research ethics – do no harm, informed consent, 
confidentiality and beneficence – in that exposure to both war and exile 
exacerbate feelings of vulnerability and powerlessness.121, 122 

Precautions were taken so that the procedures of our study did as little harm 
as possible. Families were informed well in advance by their refugee social 
worker as to the focus and intent of the clinical interview. Time point was 
chosen six to eight months after formal community placement, so as to assure 
that permanent residence status had already been awarded; that some 
semblance of day-to-day stability had been established. The interview was set 
at the pediatric clinic and directed to all refugee families to avoid 
stigmatization. One and the same accredited interpreter was engaged for all 
Bosnian families. The interview opened and closed with less painful and 
sensitive subjects. Children deemed in need of continued psychological 
support were offered follow-up care at the child psychiatric clinic; parents 
were referred to the adult psychiatric clinic. 

The research project itself was presented first at the conclusion of the clinical 
interview. Families were explicitly informed of their right to continued care 
regardless of their participation. The overall goal of the project – to deepen an 
understanding of child refugees so as to improve reception procedure – was 
presented orally (via interpreter) and in writing (in the family’s own language). 
Study participation was defined as involving four commitments: permission to 
treat the completed clinical interview as research material, to contact the 
child’s teacher for an evaluation of school functioning, to make a home visit 
interview after two months, and to contact the family again after four years. 
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Families were asked to give their informed consent in writing after they had 
considered the commitments. Even after consent, their right to withdraw from 
the project at any time was underscored. One consenting family did in fact 
withdraw and two were excluded by interviewers on ethical grounds. For 
procedures directed individually to the child, consent was elicited from both 
child and parent guardian. Nine children declined to complete the 
posttraumatic stress questionnaire. 

Families were assured that all research material would be held confidential. 
That published results would be presented at group – not individual – level. 
With regard to the case examples in cover story and study articles, personally 
identifiable details were first altered or removed. 

Beneficence? Our impression was that the interview and subsequent home 
visit was a positive experience for study families. That the recounting of past 
trauma in relation to present concerns and future hopes promoted the family’s 
endeavor to piece together their own history. Our consistent focus on a 
narrative from child vantage point worked to affirm both generations – the 
adults as parents, the children as active subjects. Dyregrov’s study of Bosnian 
refugees in Norway, that explicitly addressed family reactions to the process of 
being interviewed, offers support for our impressions of beneficence.123 
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RESULTS 

Child trauma-stress exposure 

Prior to war period: descriptions from clinician interview 

Trauma-stress prior to the war was comprised of severe everyday life events: 
sickness, death, accidents, parental divorce. Total scores from this period 
separated study children into two clusters, those with (plus) and those without 
(zero) early stressful experience. 

Prior zero cluster (total score=0, n=62) comprised the overwhelming majority 
of children. Life prior to the war was characterized as “good”. Strong family 
ties, work, fruit trees or a small patch of garden, school, cousins and friends 
afforded meaning and predictability. No severe events affecting the child were 
reported. 

Prior plus cluster (total score=1-4, n=13) recounted a pre-war life still 
predominantly good, but with at least one exception: a child’s foot crushed by 
a car, a fall on the head followed by strange epileptic-like seizures. Children 
were born prematurely, subjected to repeated operations, hospitalized under 
long periods alone without parents. Parents divorced, grandparent guardians 
sickened, close relatives died. The events reported were both acutely traumatic 
and long-term stressful, but the total numbers too small to make that 
distinction meaningful. 

Prior plus was over-represented by children to fathers with least education. No 
other socio-demographic characteristic significantly differentiated the two 
Prior to war clusters. 

War period: descriptions from clinician interview 

Trauma-stress exposure during the war period was categorized as proximate 
violence, distant bombing and shelling, other acute trauma; as persecution and 
deprivation, forced separation, family reunion, other long-term stress. Total 
scores accumulated in a patterned fashion that distinguished three qualitatively 
distinct clusters (low – medium – high), each with its own type-story of war 
experience and its own specific score range. 

War low cluster (total score=0-8, n=15) had access to a place of safety. Either 
their hometowns were geographically removed from areas of intense combat 
(Tuzla) or they succeeded in fleeing early in the war to relatives outside the 
combat zones (Zagreb) (Fig. 1). Consequently, war exposure, both in terms of 
acute trauma and long-term stress, was least intrusive (Table 7). 
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Fig 1.  Town of residence at outbreak of war in relation to War cluster assignment. 

 

Two thirds (10/15) of War low had no experience of acute trauma 
whatsoever. For the remaining third, violence was a distant or solitary event – 
shelling on the other side of town, an isolated ”warning shot”, a day or two 
hidden in the attic from police. No child was exposed to a situation of life-
threatening character. 

Persecution and deprivation were present, the inevitable companions of ethnic 
war. Many of War low children suffered the physical and emotional 
discomfort of repeated flight from one place of refuge to another. However, 
almost without exception, these children had access to relatives, food and 
warm shelter. 

Thereto, War low enjoyed a greater degree of parental protection and stability 
than children in the other two war clusters. Only a quarter (4/15) was forcibly 
separated from a parent. Separation was occasioned by mother and child sent 
off to safety, not by father mobilized to front-line duty. Further, none of these 
children were made privy (during the war period) to the violence and hardship 
father endured alone, as sustained family reunion occurred first in Sweden. 

BOSNIA and
HERZEGOVINA

Zagreb

Belgrade

SarajevoZadar

Bihac

Bosanskij
Novij

Prijedor

Mostar

Konjic

Pljevlja

Gorazde

Jajce

Bugojna
Zenica

Zavidovici Tuzla

Brcko
DobojBanja

Luka

Derventa

Bosanski
Brod

Bosanski
Gradisca

Srbac

CROATIA

MONTENEGRO

SERBIA

= War low cluster (n=15)

= War medium cluster (n=40)

= War high cluster (n=26)•



Living in the present with the past 35 
 

 

 

A, six years old, and her older sister came from a small town in 
central Bosnia. Her father had a private medical practice; her mother 
was employed as a pharmacist. 
In April 1992, two weeks before the war reached their town, mother 
fled with A and her sister to an elderly relative in Croatia. That 
summer, mother rented a private cottage at the sea; father came to 
visit once a month. 

In the fall, the war grew more intense. For the first time mother 
explained that they were actually in forced exile. They moved in with 
relatives in Zagreb. Father was still working in their now-occupied 
hometown; telephone connections were severed, his safety uncertain. 
After three months of nervous waiting, father arrived and they fled 
immediately by plane to Sweden. 

Table 7.  Difference in total score and category subscores for the period War in relation to War cluster 
assignment (n=81). 
 War low 

cluster 
n=15 

Means 

War medium 
cluster 
n =40 
Means 

War high 
cluster 
n =26 
Means 

p-value 

Total score period War 4.1 16.1 31.2 < .001 

Acute Trauma 0.9 6.7 16.2 < .001 
Proximate violence 0.5 4.2 12.7 < .001 
Distant bombing and shelling 0.1 2.0 3.0 < .001 
Other acute trauma 0.3 0.4 0.5  

Long-term Stress 3.2 9.4 15.0 < .001 
Persecution and deprivation 2.0 4.5 7.4 < .001 
Forced separation 1.2 4.1 4.7 < .001 
Family reunion 0.0 0.7 2.6 < .001 
Other long-term stress 0.0 0.1 0.3 < .05 

 

War medium cluster (total score=9-24, n=40) came predominantly from places 
of danger (Fig. 1). Either their hometowns were immediately and forcibly 
occupied (Banja Luka) or subjected to long-term bombardment and fierce 
combat (Sarajevo, Bosanski Brod). War was all about (Table 7). Early flight, 
when undertaken, was broken off too soon or led only to new places of unsafe 
refuge. 

Almost without exception (36/40) War medium children were victims of acute 
trauma. Violence was seldom an isolated event. In towns besieged, sniper and 
artillery fire persisted for months, repeatedly forcing children into damp cellars 
and other inadequate hidings. In occupied towns, children encountered 
battered friends and relatives; were wakened at night by aimless gunfire and 
sporadic bombing. A number of children witnessed explosions close at hand – 
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an adjacent mosque left in ruins, a neighbour’s house in flames. But with few 
exceptions, War medium children still enjoyed an unscathed zone – home and 
person were not physically violated. 

Hardship and discrimination were more widespread and severe than in War 
low cluster. Children endured months of scarce food and water. Forced 
regional flight led to a tent lodging in the winter cold; to a primitive 
ramshackle cottage without electricity. Exposure to ethnic discrimination was 
the rule (32/40). Freedom of movement was curtailed by decree or by tactics 
of random terror; schools closed to the ethnic minorities; anonymous 
telephone threats repeated. 

Further, over two-thirds (28/40) of War medium children were separated 
from a parent by the war; the vast majority as a result of father’s recruitment 
to active combat. Separation was thus acutely associated with father’s potential 
death. 

M, eight years old, and her younger brother came from a small town 
in northern Bosnia. When the war broke out, father enlisted. For M, 
father’s front-line duty occasioned long periods of fearful waiting: 
weeks of separation interrupted by a few days of reunion and a new, 
painful departure. 

At the same time M’s hometown was under attack. Bombing and 
artillery fire struck recurrently. At first, mother forced her into the 
cellar at each air-raid warning. After a time they became almost 
immune to the sound of sirens. As the fighting drew closer, mother 
fled with M and her brother to relatives across the river in Croatia. 
Even there bombardment was intense, but shelter more secure. On 
many occasions M was forced to sleep the entire night in shelter, her 
play pistol beside her for protection. 

War high cluster (total score=25-36, n=26), like War medium, came from 
towns horribly and undeniably caught up in the war (Mostar, Bosanski Brod, 
Banja Luka, Bosanski Gradisca) (Fig. 1). 

Acute trauma was at once more pervasive and frighteningly more intrusive in 
War high than in the other two war clusters (Table 7). Almost without 
exception (24/26), violence struck directly at the child’s home, family, or 
physical person: all semblance of a protected space was obliterated. Fragments 
of artillery shells shattered living room windows, grazing a relative at the 
child’s side. Armed, masked soldiers broke in to batter and arrest a father, to 
confiscate family possessions. 

Erratic acts of street violence targeted War high cluster as well – a crazed 
soldier firing wildly in all directions, a hand-grenade exploding at market 
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square killing six. A few children were arrested by police or beaten 
unconscious by enemy gangs. A larger number bore forced witness to signs 
and remnants of gross terror – murdered neighbours lying in the street, tied 
corpses floating in the river. The vast majority (21/26) suffered persistent 
bombardment for months at end, often without access to adequate shelter. 

Deprivation and persecution struck without exception (26/26). Hardship was 
particularly severe, owing in part to lack of a personal protective network. 
Children in War high, more often than others, were forced to the shelter of 
collective refugee camps in Croatia and Serbia, rather than to the homes or 
outhouses of distant relatives. In collective shelters food was scarce, privacy 
non-existent, enemy war propaganda rampant. 

Forced parental separation was widespread (22/26) and occasioned by life-
threatening disruptions, as in cluster War medium. What distinguished 
children of War high was that nearly a quarter (6/26) were torn from mother; 
and that separation from father included imprisonment in concentration camp 
(7/26), perhaps the most extreme form of personal victimization. 
Furthermore, separation was followed, almost without exception, by family 
reunion while still in Bosnia. 

S, an 11-year old only child, came from a village in eastern Bosnia. A 
day or two prior to the outbreak of war, mother and S set off for 
relatives in Sarajevo. Halfway, they were stopped at military 
checkpoint and directed to return. 

Instead, they fled to mother’s childhood town, to an apartment 
plundered and already abandoned by a distant relative. Early one 
morning in June 1992 five armed soldiers broke into the apartment. 
With a knife held at S’s throat and a rifle in his stomach, they 
questioned about father. S cried but answered as instructed: he had no 
father. Furious, the soldiers threatened to kill him just the same unless 
mother could pay a ransom. 

Once again they fled, now on foot and to a town soon thereafter 
drawn into combat. They lived in a third-floor apartment without 
cellar shelter. Artillery fire persisted for six months; they hid together 
under the kitchen table. 

The three clusters of the War period differed significantly in socio-
demographic character (Table 8). 
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Table 8. Difference in frequency (%) of socio-demographic background variables in relation to War cluster 
assignment. 
Background variables Total 

population 
n=81* 

% 

War low 
cluster 
n=15 

% 

War medium 
cluster 
n=40 

% 

War high 
cluster 
n=26 

% 

p-value 

Age at war exposure     .022 
0-6 years 51 67 60 27 
7-12 years 33 33 25 46 
13-20 years 16 0 15 27 

Gender     .609 
Girl 51 53 45 58 
Boy 49 47 55 42 

Family size     .242 
One child 16 27 10 19 
Two children 59 67 58 58 
Three or more children 25 6 32 23 

Child ethnic background     .089 
Bosniac (Bosnian Muslim) 38 13 35 58 
Bosnian-Croatian 15 13 18 12 
Bosnian-Serb 5 0 10 0 
Romer 15 20 15 11 
Multiethnic 27 53 22 19 

Bosniac ethnic background     .020 
Bosniac 38 13 35 58 
Other 62 87 65 42 

Family social class     .000 
Farmer-unskilled worker 21 33 8 35 
Skilled worker 48 7 60 54 
White collar-self employee 31 60 32 11 

Father education     .008 
Primary school 18 20 13 24 
Technical-vocational  62 27 74 64 
Theoretical-university 20 53 13 12 

Mother education     .018 
Primary school 30 33 23 39 
Technical-vocational  38 7 46 42 
Theoretical-university 32 60 31 19 

Size of hometown     .068 
Village-small town 58 29 62 65 
City 42 71 38 35 

War activity hometown     .000 
Relatively limited 19 57 17 0 
Occupied without resistance 24 36 18 27 
Violent combat 57 7 65 73 

*Father education n=79, Mother education n=80, Size of hometown n=80, War activity hometown n=80. 
 

War low children (the least traumatized) were the youngest: two-thirds were of 
pre-school age, none were in their teens. Socio-economically War low were 
decidedly the most privileged. Their parents were predominantly white collar 
workers, more than half of whom had completed theoretically oriented study 
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at secondary school or university level. Geographically War low was over-
represented by children from hometowns where military activity was relatively 
limited. 

War high children (the most traumatized) were the oldest: half were of primary 
school age, a quarter were in their teens. Ethnically there was a marked over-
representation by children of Bosniac (Bosnian Muslim) background. Socio-
economically War high was the least privileged. A third of the parents were 
farmers or unskilled workers; white collar professionals were uncommon. Few 
parents had pursued theoretical studies; twice as many had a formal education 
at primary school level only. Geographically three-quarters of War high 
children came from towns subjected to intense military combat; none from 
hometowns relatively unscathed. 

Of the socio-demographic characteristics found significant, three – child’s age, 
Bosniac ethnic background, family’s social class – proved to be independent of 
one another. Pair-wise cross tabulations were all statistically non-significant. 
Family’s social class was tested further to determine its independent 
robustness. Stratified by ethnic background, child’s age or war activity in 
hometown, family’s social class still proved significant. 

Finally, child cluster identity for the War period bore no relation whatsoever to 
cluster identity for the period Prior to war (p=1.0). 

War period: multi-informant comparisons 

Clinician interview versus parent report on HTQ 
Trauma-stress exposure during the war period as reported by parent on HTQ 
showed marked similarities to that captured by clinician on semi-structured 
interview. Total score on the two measurements was strongly correlated, 
indicating general agreement as to the scope of child war exposure 
(Spearman’s coefficient=.64). The three qualitatively distinct clusters identified 
by clinician proved distinct also in relation to parent HTQ assessment: total 
score, as well as rate of endorsement on each of the 17 HTQ events, showed a 
statistically significant progression from clinician’s War low cluster to 
clinician’s War high. 

Furthermore, parent reported score accumulated in a patterned fashion, 
creating three qualitatively distinct HTQ clusters, the character of which broadly 
resembled that of the War clusters defined by clinician (Table 9).  
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Table 9. Frequency of positive response (%) as reported by parent on grouped events of Harvard Trauma 
Questionnaire (HTQ) part 1, in relation to HTQ cluster assignment (n=75). 

Grouped events* HTQ low 
cluster 
n=23 

% 

HTQ medium 
cluster 
n=22 

% 

HTQ high 
cluster 
n=30 

% 
Combat situation 26 95 97 
Personal violence 

imprisonment, serious injury, rape, murder, 
unnatural death, kidnapped, torture 

4 9 93 

Close to death 9 9 73 
Physical hardship 

lack of food or water, lack of shelter 
9 45 80 

Persecution 
lack of medical care, brainwashing, forced isolation 

22 14 87 

Forced family separation 26 77 83 
    
Heard about murder or unnatural death 9 45 87 
Heard about any event 26 95 97 

*Refers only to events “experienced” or “witnessed”, unless otherwise specified. 
 

Of children identified by parent as HTQ low cluster (total score=0-3, n=23) 
only a quarter had experienced or witnessed any form of violence whatsoever. 
Physical hardship and “forced separation from family” were likewise the 
exception. As in clinician’s War low, children in this group had enjoyed a 
relative degree of protectiveness. 

HTQ medium cluster (total score=4-11, n=22) almost without exception had 
been exposed to a “combat situation”. Nearly half had heard about “murder 
or unnatural death of family or friend”. As in clinician’s War medium, violence 
was all about; accompanied often by physical hardship, nearly always by forced 
family separation. 

Children in HTQ high cluster (total score=12-45, n=30) had been subjected not 
only to combat, but to personal violence or a situation “close to death” as well. 
As in clinician’s War high, violence intruded upon home and physical person. 
Thereto, HTQ high had nearly all endured persecution, as well as physical 
hardship and family separation. 

In spite of these overall group similarities, parent and clinician were often at 
odds with regard to the individual child. Cluster identity low – medium – high 
based upon parent HTQ report differed from that derived from clinician 
interview with regard to 39% of the children (29/75). Discrepancy vented 
equally in both directions. 
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Where clinician cluster assignment was the more severe (15/29 children), 
events categorized as persecution and deprivation – forced hiding in damp 
cellars, unsuccessful flight, curtailed movement, closed-down schools – were 
those most often omitted on parent HTQ. More seldom parent report even 
overlooked episodes of violence or forced family separation. In short HTQ 
depicted these 15 children as relatively safe, while clinician interview identified 
long-term stress and surrounding violence. 

Where parent HTQ cluster was the more severe (14/29 children), discrepancy 
often concerned the proximity and intensity of violence. An explosion 
described as occurring “nearby” on clinician interview was reported to cause 
damage to home itself on HTQ; terror and assault directed toward neighbors 
came also to include the arrest of father. In other words, clinician story spoke 
of surrounding danger for these 14 children; parent HTQ documented 
violence that intruded into home and family or an event “close to death”. 

Clinician and parent score also differed markedly in relation to socio-
demographic variables (Table 10). Total score on parent HTQ related 
significantly to child age at interview, to ethnic background and to war activity 
in hometown; such that teenage children, of Bosniac heritage and from towns 
of violent combat scored most severe.  

Clinician assessment related in similar fashion to these same three variables, 
though not significantly so to child age. In addition family social class, father’s 
education and home-town population proved significant. Children of parents 
economically most advantaged and theoretically most educated scored least 
severe on clinician interview, as did those from larger cities. 

Of the five socio-demographic characteristics found significant with regard to 
clinician score, three – ethnic background, family social class, hometown 
population – proved to be independent of one another. Pair-wise cross 
tabulations were all statistically non-significant. 

The relationship of clinician and parent scores to socio-demographic variables 
was also tested at family level, in that the traumatic exposure of siblings tends 
to be “more alike” than that of non-related peers. With regard to the three 
most prominent variables identified at child-level analysis, distinctions between 
clinician and parent scores remained the same at family-level – i.e. social class 
and hometown population proved significant on clinician assessment only; 
ethnic background, on both. 
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Table 10.  Difference in total score (median) as reported by parent on Harvard Trauma Questionnaire part 1 
and by clinician on semi-structured interview, in relation to socio-demographic background variables 
(n=75)*. 

Background variables Parent HTQ Clinician interview 
 n† Median (25, 75 

percentiles)
p-value Median (25, 75 

percentiles) 
p-value

Age at interview  .003  .072
0-6 years 28 4.0 (1.0, 12.0) 15.5 (  6.3, 23.5)  
7-12 years 31 8.0 (3.0, 18.0) 15.0 (12.0, 29.0)  
13-20 years 16 20.5 (6.8, 32.3) 26.0 (15.3, 31.8)  

Gender  .122  .500
Girl 39 13.0 (3.0, 20.0) 17.0 (11.0, 31.0)  
Boy 36 5.5 (3.0, 12.8) 15.5 (10.5, 23.5)  

Family size  .265  .407
One child 13 9.0 (3.0, 17.5) 22.0 (  6.5, 30.0)  
Two children 43 6.0 (3.0, 16.0) 15.0 (  9.0, 26.0)  
Three or more children 19 15.0 (4.0, 27.0) 19.0 (12.0, 32.0)  

Child ethnic background  .000  .011
Bosniac (Bosnian Muslim) 31 18.0 (7.0, 31.0) 22.0 (15.0, 32.0)  
Other 44 4.0 (3.0,   9.8) 14.5 (  7.0, 22.0)  

Family social class‡  .613  .002
Farmer-unskilled worker 13 4.0 (3.0, 23.5) 17.0 (  5.0, 30.5)  
Skilled worker 38 9.0 (3.0, 19.0) 21.5 (13.8, 32.0)  
White collar-self employee 24 9.0 (2.8, 13.8) 12.5 (  6.3, 18.3)  

Father education§  .950  .038
Primary school 10 4.0 (1.5, 28.5) 18.0 (  5.3, 30.3)  
Technical-vocational  47 8.0 (3.0, 16.5) 17.0 (12.0, 31.0)  
Theoretical-university 16 9.0 (3.0, 18.0) 10.5 (  2.0, 20.5)  

Size of hometown  .177  .004
Village-small town 45 9.0 (3.5, 20.0) 21.0 (14.5, 30.5)  
City 30 7.0 (1.8, 15.3) 12.0 (  4.5, 21.3)  

War activity hometown  .000  .000
Relatively limited 15 1.0 (0.0,   3.0) 7.0 (  3.0, 15.0)  
Occupied without resistance 15 9.0 (2.0, 20.0) 15.0 (  5.0, 26.0)  
Violent combat 45 13.0 (5.5, 20.5) 22.0 (14.0, 32.0)  

*Father education n=73. 
†n = number of children on clinician interview. Minor differences on HTQ for variables Age at interview, Social class, 
Education. 
‡Reporting parent’s social class on HTQ. 
§Reporting parent’s education on HTQ. 

 

Teenage self-report vs. parent report on HTQ 
Teenage youths (aged 13-20) and parents made similar assessments on HTQ 
as to the extent of teenage war exposure. Total score corresponded closely on 
the two reports, both from a group perspective – teenage median 17.0, parent 
median 20.5 (Wilcoxon p=.236) – and from an individual perspective – 
Spearman’s correlation coefficient=.69. 
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As groups, teenagers and parents made similar assessments with regard to 
specific HTQ events as well (Table 11). On both reports, endorsement rates 
were consistently high, ranging from 33% (“rape or sexual abuse”) to 94% 
(“combat situation”) according to teenager, and from 44% (“torture”) to 89% 
(“combat situation”) according to parent. Endorsement frequencies for the 
two groups differed statistically only with regard to “brainwashing”. 

Table 11.  Difference in endorsement* rate (%) between teenage self-report and parent report for specific 
events on Harvard Trauma Questionnaire part 1 (n=18).  

Specific event Teenage 
endorsement 

% 

Parent 
endorsement 

% 

Kappa ( ) 

Combat situation 94 89 -.1 
Imprisonment 67 61 .4 
Serious injury 61 67 -.1 
Rape or sexual abuse 33 50 .4 
Murder of family or friend 67 78 -.1 
Unnatural death of family or friend 61 78 -.1 
Murder of stranger 83 72 .4 
Lost or kidnapped 39 50 -.1 
Torture 61 44 .5 
Being close to death 83 72 .4 
Lack of food or water 61 67 .6 
Lack of shelter 56 56 -.1 
Ill health without access to medical care 67 56 .1 
Brainwashing 39 72 .2 
Forced isolation from others 72 67 -.4 
Forced separation from family members 78 72 .3 
Any other situation that was frightening or 
you felt your life was in danger 

44 67 .1 

*Endorsement = a positive response to either “experienced”, “witnessed” or “heard about” the event. 
 

From an individual perspective, by contrast, teenager and parent were in 
pronounced disagreement about specific HTQ events. Kappa values were 
preponderantly poor: below .4 on two-thirds of the events, in many cases even 
negative – indicating no improvement over chance whatsoever (Table 11). 
Only with regard to “lack of food or water” was individual parent-teenage 
agreement good. 

The case example presented in Table 12 illustrates the relationship between 
parent and teenage assessment: good correlation on the overall extent of 
exposure, poor agreement on specific events. The narrative story obtained by 
clinician is presented below as a backdrop to the two HTQ reports. 
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N, 14 years old, came from a small farm amongst relatives in northern 
Bosnia. At the outbreak of war, his father and favorite uncle enlisted. 
Fear of what might happen to them in combat troubled N constantly. 

In the village, acts of violence were at first isolated and unexpected – 
a bomb exploding on shopping visit to town, shelling and artillery fire 
so irregular that shelter was to no avail. Suddenly one night war was 
all about. N and his grandparents fled headlong in the darkness to 
Croatia. To shelter in a tiny house crowded with 18 distant relatives, ill 
at ease with one another. N was prohibited from attending school 
because of his mixed ethnic heritage. Even in Croatia, violence 
exploded on occasion – a shell landed three meters from the house, 
shrapnel flew past N’s face grazing a relative beside him. 

Table 12.  Case N. Difference in endorsement (experienced-witnessed-heard about) of specific 
events between teenager and parent on Harvard Trauma Questionnaire part 1. 

Teenage endorsement Specific event Parent endorsement 
     

E W H  E W H 

   Murder of family or friend   + 
   Unnatural death of family or friend   + 
  + Murder of stranger    
   Imprisonment + + + 
  + Serious injury  + + 
   Rape or sexual abuse    
  + Lost or kidnapped    
   Torture    

+ + + Being close to death    
+ + + Combat situation + + + 
   Lack of food or water + +  
 +  Lack of shelter + + + 
  + Ill health without access to medical care    
   Brainwashing + + + 

+   Forced isolation from others    
+   Forced separation from family members + +  
+ +  Any other situation that was frightening + + + 

“When we should flee to 
Croatia in the middle of the 
night. The enemy was very 
close. Grandmother could 
not walk the 1 km over the 
river. Frightful to stand and 
wait for a hand-grenade to 
fall. I was responsible for 
grandmother. Mother 
worked abroad, father was 
at the front.” 

Specify ”Fear when he must leave 
home at 2 AM in the night 
with grandmother and 
grandfather and without his 
parents. Fear of hand-
grenades as it was frightening 
when hand-grenades fell 10-
15 meters from him.” 

E = experienced, W = witnessed, H = heard about. 
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In the case of N, parent and teenager endorsed 10 events each. Discrepancy 
with regard to experienced and witnessed exposure derived from teenage self-
report of “being close to death” and “forced isolation from others”; parent 
assertion of teenager’s “imprisonment”, “lack of food or water”, 
“brainwashing”. Most experienced and witnessed events could be understood 
in relation to the clinician narrative: “imprisonment” might either be parent 
label for “forced shelter among 18 distant relatives” or for an event not 
recounted on interview. 

Primary school child self-report vs. parent report on HTQ 
Primary school children (aged 7-12) and parents differed markedly in HTQ 
assessment as to the overall scope of child war exposure. Total score was 
significantly lower on child self-report: child median 3.0, parent median 5.0 
(Wilcoxon p=.007). From an individual perspective, correspondence between 
parent and child was modest – Spearman’s correlation coefficient=.43. 

With regard to specific HTQ events, discrepancy was likewise pronounced. 
Child endorsement rates were predominantly low – 33% or less on all events 
except “combat situation” and “forced separation from family” (Table 13). 
Parent endorsement frequencies were almost all higher, statistically so on five 
events, encompassing both acute violence (“murder of stranger”, “lost or 
kidnapped”) and long-term stress (“lack of food or water”, “lack of shelter”, 
“ill health without medical care”).  

Table 13.  Difference in endorsement* rate (%) between primary school child self-report and parent report 
for specific events on Harvard Trauma Questionnaire part I (n=30). 
Specific event Primary school child

endorsement 
% 

Parent 
endorsement 

% 

Kappa ( ) 

Combat situation 73 83 -.1 
Imprisonment 17 20 .2 
Serious injury 33 27 .4 
Rape or sexual abuse 7 17 .2 
Murder of family or friend 27 47 .2 
Murder of stranger 23 50 .3 
Lost or kidnapped 10 30 .0 
Torture 30 17 .1 
Being close to death 33 50 .3 
Lack of food or water 27 60 .3 
Lack of shelter 20 40 .2 
Ill health without access to medical care 17 40 .2 
Forced separation from family members 63 73 .3 

*Endorsement = a positive response to either “experienced”, “witnessed” or “heard about” the event (parent); a positive 
response to the event (primary school child). 
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Furthermore, from an individual perspective, primary school child and parent 
disagreed on specific events (Table 13). Kappa values were uniformly poor 
(though seldom negative), falling below .4 on all events except “serious 
injury”. 

In the case illustration below, lower score total and disagreement on specific 
events derives from the primary school child’s more simplistic report of war 
exposure (Table 14).  

J, 10 years old and her younger brother came from a large city in 
Bosnia. At the outbreak of war mother took off with her children to 
the family’s country cottage, father remained behind. The cottage 
afforded only partial safety: bombing and artillery fire recurred 
repeatedly, forcing them to take cover at evening. 

After four months mother fled again with J and her brother, this time 
to a refugee camp in Serbia. Camp life was discomforting – food 
scarce, quarters small and to be shared by three families, privacy 
nonexistent. Worst of all, no word came from father for over two and 
a half years. 

Table 14.  Case J. Difference in endorsement (yes or experienced-witnessed-heard about) of specific events 
between primary school child and parent on Harvard Trauma Questionnaire part 1. 

Primary school child 
endorsement 

Specific event Parent 
endorsement 

     
Yes  E W H 

 Murder of family or friend    
 Murder of stranger   + 
 Imprisonment    
 Serious injury    
 Rape or sexual abuse    
 Lost or kidnapped    
 Torture    
 Being close to death    

+ Combat situation + + + 
 Lack of food or water   + 
 Lack of shelter + + + 
 Ill health without access to medical care    

+ Forced separation from family members + + + 
E = experienced, W = witnessed, H = heard about. 

In the case of J, parent endorsed five events; primary school child only two 
(“combat situation” and “forced separation from family”), but those that 
figured most prominently also on clinician interview. 
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Resettlement period: descriptions from clinician interview 

Child experience during the resettlement period included events both acutely 
traumatic and long-term stressful, but the traumatic were too few to make that 
distinction meaningful. Instead exposure was categorized as war related 
separation and reunion, refugee related hardship and discrimination, and 
severe everyday-life events. Total scores accumulated in a patterned fashion 
that defined three distinct clusters (low – medium – high), each with its own type-
story of resettlement and its own specific score range.  

Resettlement low cluster (total score=0-1, n=18) reported little or no stress while 
making first ground in Sweden (Table 15). Although resettlement inevitably 
imposes dramatic changes – of home, language, friends, climate, daily routines 
– scarcely no events were cited as overwhelming or unexpected in character. 

Table 15.  Difference in total score and category subscores for the period Resettlement in relation to 
Resettlement cluster assignment (n=90). 
 Resttlm low 

cluster 
n=18 

Means 

Resttlm medium
cluster 
n=45 

Means 

Resttlm high 
cluster 
n=27 

Means 

p-value 
 

Total score period Resettlement 0.4 2.3 5.0 < .001

War related separation-reunion 0.1 1.1 1.8 < .001
Refugee related hardship-discrimination 0.3 1.0 2.2 < .001
Severe everyday life events 0.0 0.2 1.0 < .001

Resttlm, Resettlement. 
 

Resettlement medium cluster (total score=2-3, n=45) recounted singular events of 
trauma-stress, related either to the process of refugee reception or to delayed 
repercussions of the war (Table 15). 

For a quarter of the children (11/45), previous ties with close friends and 
relatives, maintained throughout the war, were abruptly severed by flight to 
Sweden. Exile imposed the unfamiliar aloneness of a nuclear family. For a 
third of the children (14/45), arrival in Sweden occasioned sudden family 
reunion. After months of forced separation and longing, father was once again 
part of the family. His intervening experience of front-line combat, 
concentration camp imprisonment, or solitary asylum, however, clouded and 
complicated reunion. 

Alternatively, trauma-stress exposure was refugee related (25/45). Events cited 
often derived from the gross inadequacy of Swedish reception facilities during 
the period when Bosnian refugees arrived en masse. Temporary sorting camps, 
intended as housing for a period of days, became family abodes for months, 
incurring physical discomfort and hardship. In addition, Swedish policy was 



48 Results 
 

 

explicitly not to question refugees as to ethnic or religious background. For 
some this occasioned tense co-residence with Bosnian ethnic “enemies” or 
with culturally “alien” Kosovo-Albanians. 

E, five years old, her parents and older brother reached southern 
Sweden by bus and were immediately placed in a temporary sorting 
camp 1000 miles north. 

E’s parents described barrack life as unexpectedly and harshly 
primitive: 14 persons of all ages were crowded into a single room. 
Adult war veterans smoked and paced the floor all night, infants 
screamed. Earplugs were the only help the camp nurse had to offer. 
Meals involved queuing up one to two hours outdoors in the cold. 
Sanitary facilities were grossly inadequate – “104 persons” were forced 
to share a single toilet. Thereto, a large number of camp inhabitants 
were Kosovo-Albanians whose traumatic exposure seemed “minor” 
and whose need of refuge “exaggerated”. E’s parents regarded 
Albanians with suspicion, as “culturally inferior and uneducated.” 

Resettlement high cluster (total score=4-9, n=27) reported multiple exposure to 
trauma-stress after arrival in Sweden. Events cited arose not only from the 
repercussions of war and refugee status, as in Resettlement medium, but from 
everyday-life as well (Table 15). Children were struck by severe illness, 
victimized by life threatening accidents, dismissed from school or daycare. 
Parents divorced, close relatives died. 

At the same time the vast majority of these children also experienced war 
related (21/27) and/or refugee related (23/27) trauma-stress. The physical 
hardship and ethnic tension of camp life was often more intense than in 
Resettlement medium, owing particularly to delay in asylum processing. For a 
number of Resettlement high children (8/27), the uncertainty of the asylum 
period seemed to extend “forever”, as if “nobody cared.” 

For D, nine years old, and his mother, arrival in Sweden brought 
father back into the family, after six months of forced separation. 
Father had been in a transport unit on front-line and attended to “all 
too many” dead. On a weekend leave he deserted, found D and 
mother in Belgrade and immediately fled. 

The period of asylum was frighteningly endless. D worried constantly: 
that his family would be sent back to Belgrade, that his father would 
be put in prison or worse. His fear increased each time Swedish police 
entered his classroom to take away a child whose family had been 
denied refuge. 

•
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After nearly 2 years, D and his family were finally awarded asylum. 
Mother was nearing the end of pregnancy: a week before delivery, 
something went wrong. Mother was rushed to the hospital but the 
child was already dead. D’s parents vanished into sorrow. 

In the descriptions of the three Resettlement clusters above, acts of direct 
ethnic threat and harassment were omitted. Qualitatively these events stood 
apart, in that they so blatantly called in question Sweden as a place of refuge 
and clinically aroused such explosive emotions. Overt discrimination, 
however, did not increase in parallel with total Resettlement score (quantitative 
severity). Children exposed to open ethnic hostility (14/90) were equally 
prevalent in cluster Resettlement medium as in cluster Resettlement high.  

Geographically, overt discrimination was not confined to any particular 
refugee camp or town of assigned placement. Ethnically, Romer were over-
represented among those afflicted (p=.007). Experiences reported included 
intentional fires set at camp barracks, demonstrations by armed skinheads at 
refugee sites, telephone and mail threats, repeated bullying at school on 
grounds of ethnic identity. No child was physically injured. 

The three Resettlement clusters were in many critical respects undifferentiated 
socio-demographically (Table 16). Neither child’s age, family’s social class, 
mother’s level of formal education, nor war activity in hometown (all of which 
differentiated War clusters) proved significant in exile. Grounds for asylum 
and town of assigned residence – crucial aspects of Swedish refugee reception 
– were likewise non-significant. 

Resettlement low (the least traumatized) was, however, over-represented by 
children without siblings and by children born in Sweden. Birth in Sweden per 
definition precluded repercussions of war-related stress. Ethnically 
Resettlement low children were predominantly of Bosniac descent. Fathers 
had often limited formal education, frequently at primary school level only. 

Resettlement high (the most traumatized) was over-represented by families 
with three or more children. Ethnically nearly half of the children were of 
Bosnian Serb or Romer background. Fathers were predominantly technically 
or vocationally trained, few had pursued theoretical studies. 

Of the socio-demographic variables found significant in Resettlement, three – 
family size, country of birth, Bosniac ethnic background – proved to be 
independent of one another. Pair-wise cross tabulations were all statistically 
non-significant. 

Finally, child cluster identity for the Resettlement period was not significantly 
related to cluster identity either for the period of War or for that Prior to war 
(p=.257 and p=.212 respectively). 
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Table 16.  Difference in frequency (%) of socio-demographic background variables in relation to 
Resettlement cluster assignment. 
Background variables Total 

population 
n=90* 

% 

Resttlm low 
cluster 
n=18 

% 

Resttlm medium 
cluster 
n=45 

% 

Resttlm high 
cluster 
n=27 

% 

p-value

Age at interview     .107 
0-6 years 41 55 44 26 
7-12 years 38 28 42 37 
13-20 years 21 17 13 37 

Gender     .292 
Girl 49 61 51 37 
Boy 51 39 49 63 

Family size     .007 
One child 13 22 7 19 
Two children 54 39 73 33 
Three or more children 32 39 20 48 

Country of birth     .003 
Ex-Yugoslavia† 90 67 96 96 
Sweden 10 33 4 4 

Child ethnic background     .000 
Bosniac (Bosnian Muslim) 38 72 36 18 
Bosnian-Croatian 13 0 13 22 
Bosnian-Serb 4 0 0 15 
Romer 16 6 11 30 
Multiethnic 29 22 40 15 

Bosniac ethnic background     .002 
Bosniac 38 72 36 18 
Other 62 28 64 82 

Family social class     .133 
Farmer-unskilled worker 22 17 22 26 
Skilled worker 47 55 36 59 
White collar-self employee 31 28 42 15 

Father education     .047 
Primary school 22 39 11 28 
Technical-vocational 57 44 59 64 
Theoretical-university 21 17 30 8 

Mother education     .082 
Primary school 29 28 22 42 
Technical-vocational 36 22 38 42 
Theoretical-university 35 50 40 16 

Size of hometown     .640 
Village-small town 58 67 52 62 
City 42 33 48 38 

War activity hometown   .832 
Relatively limited 19 8 19 23  
Occupied without resistance 24 33 21 23  
Violent combat 57 58 60 54  

Grounds for asylum     .714 
Quota refugee 11 11 14 7  
Family-related refugee 22 28 23 15  
Humanitarian refugee 67 61 63 78  

Assigned town of residence      .250 
Umeå 59 67 64 45  
Nordmaling 13 11 9 22  
Vännäs 16 11 20 11  
Vindeln 12 11 7 22  

Resttlm, Resettlement. 
*Father education n=87, Mother education n=89, Size of hometown n=80, War activity hometown n=80, Grounds for asylum n=88. 
†Included one child born under flight in Germany. 
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Child mental health symptoms 

Clinician assessment of emotional-behavioral problems and PTS 
reactions 

Clinicians identified nearly half of the children (46%) as presenting with one or 
more emotional-behavioral problem “demanding attention”. Depressiveness 
stood apart as the single most prevalent problem (31%), followed by the other 
problems of inward character – anxiety-regressiveness (15%) and 
psychosomatic complaints (13%). Problems of outward character were 
strikingly uncommon: at level “demanding attention” hyperactiveness was 
noted in only 6%; obstinacy and aggressive acting out were not observed at all. 
No significant differences were found between primary school children and 
teenagers, nor between girls and boys. 

In addition, clinicians identified nearly a quarter of the children (23%) with 
PTS “demanding attention” (i.e. at least three posttraumatic reactions, one for 
each of the three component criteria of PTS). Re-experiencing was found in 
42% of the children, numbing in 67%, hyperarousal in 58%; frequencies based 
on the presence of at least one relevant symptom for each criterion. Of 12 
specific posttraumatic reactions probed, “avoiding thoughts and conversations 
relating to trauma” presented most frequently (56%), followed by “uneasy 
sleep” (33%). Remaining symptom items were identified in 15-27% of the 
children. 

Teenagers more often than primary school children acknowledged 
“diminished interest for activities” (39% vs. 10%, p=.027), “detachment from 
other people” (33% vs. 7%, p=.040), and “irritableness” (28% vs. 7%, p=.086). 
However, with regard to the three component criteria of PTS and to total PTS 
“demanding attention” differences between age groups were not significant; 
nor were differences at any level between girls and boys. 

In all, 48% of the children presented with one or more emotional-behavioral 
problem or PTS reaction “demanding attention” (Fig. 2). One quarter (23%) 
exhibited single problems of inward, outward or PTS character; the other 
quarter (25%) presented with multiple (two to four) symptoms impacting 
together. PTS was identified almost without exception in conjunction with 
other symptoms; also separate inward problems appeared concomitantly. 
Comorbidity derived in most cases from depressiveness and PTS together. 
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Multi-informant comparisons: primary school children 

Prevalence of emotional-behavioral problems and PTS reactions
Clinician and parent reported similar frequencies of emotional-behavioral 
problems among primary school children (Fig. 3). At level “demanding 
attention”, only two of six problems – depressiveness and anxiety-
regressiveness – figured more widely. Somatic complaints and all three 
problems of outward character were, by both observers, noted rarely or not at 
all. Parents appeared slightly more cognizant of child’s outward behavior, but 
this difference was not statistically significant. 

Fig 3.  Prevalence in primary school children (7-12 years) of six emotional-behavioral problems “demanding 
attention” as reported by clinician, parent, and teacher (n=30); and of PTS “demanding attention” as reported 
by clinician and child (n=24).
*Clinician labels for problems on first row, Achenbach DSM-oriented labels on second row. 
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Teacher assessment showed clear differences from that of parent and clinician. 
The marked predominance of inward vs. outward problems noted by both of 
the other informants was not observed by teachers. Rather, inward and 
outward distress was reported relatively equally. Teacher scores were 
uniformly low on all six problems probed. Prevalence at level “demanding 
attention” varied from 0-13%. Thus, teachers identified depressiveness less 
often than clinician (10% vs. 30%, p=.070); anxiety less often than parent 
(13% vs. 33%, p=0.70). 

Despite these differences, teachers were in general accord with the other 
informants when all six behaviors were considered together. “Single-sum” 
scores (exhibiting at least one problem “demanding attention”) were relatively 
similar, varying from 37% on teacher report, to 43% on clinician, 50% on 
parent. Teacher “multi-sum” score (two or more problems) differed more 
clearly, though still not significantly; measuring 7% compared to clinician 17% 
and parent 23% (p=.125). 

For PTS reactions, clinician evaluation was compared with that of child. 
Comparison was not possible for all 30 primary school children. Macksoud’s 
PTSRC opens by eliciting the most painful or frightening event the child has 
experienced. Six children declined to answer; of these, four referred to total 
absence of traumatic exposure; two to events unshearable. Non-responders, 
however, showed no differences in age or gender compared to responding 
children, and on clinician PTS evaluation they distributed as in the primary 
school sample as a whole. 

From a group perspective, clinician and child made similar PTS assessments. 
Rates on nine specific reactions probed in common were of the same 
magnitude on both measurements (Table 17, left columns). On clinician 
assessment one reaction was reported for more than a third of the children 
("avoid thoughts” 54%); on child self-report, two (“avoid thoughts” 79% and 
“intrusive memories” 42%). Frequencies on each of the three component 
criteria of PTS were relatively comparable; numbing presented more often on 
child assessment (88% vs. 63%), but the difference was not statistically 
significant (p=.109). Prevalence of total PTS “demanding attention” was 
similar and of the same magnitude as depressiveness (Fig. 3). 
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Table 17.  Prevalence of posttraumatic stress (PTS) “demanding attention” on clinician interview vs. child
and teenage self-reports (Macksoud’s Posttraumatic Stress Reaction Checklist, PTSRC) respectively. 
Symptom criterion or item Primary school children 

(n=24)* 
 Teenage youths 

(n=15)* 

Clinician 
interview 

% 

Child 
self-report 

% 

 Clinician 
interview 

% 

Teenager 
self-report 

% 

Re-experiencing† 50 54  40 60 
Intrusive memories, perceptions 33 42  27 60 
Nightmares 33 25  20 13 
Flashbacks‡  17   7 

Numbing† 63 88  60 93 
Avoid thoughts, conversations 54 79  53 73 
Avoid activities, places‡  29   27 
Diminished interest for activities 13 25  40 60 
Detachment from other people 4 17  27 47 
Limited affect‡ 8   13  
Without hopes for future 13 8  0 13 

Hyperarousal† 54 38  73 67 
Uneasy sleep 29 21  53 27 
Irritableness‡ 4   27  
Difficulties concentrating 21 13  27 40 
Exaggerated watchfulness‡ 29   13  
Jumpiness 21 21  13 47 

PTS “demanding attention”§ 29 21  13 53 
*Total population reduced in both samples. 
†Presenting at least one symptom of those defining and probed for under respective criteria. 
‡Blank cell marks symptom not probed for on clinician interview or Macksoud PTSRC respectively. 
§Presenting at least three symptoms, one for each of the three component criteria – re-experiencing, numbing, 
hyperarousal. 
 

Correlations on global assessment of mental health 
Assessment of the primary school child’s mental health was obtained on six 
different measures: three with focus on emotional-behavioral problems, two 
along a continuum of PTS reactions and one in relation to cognitive-
emotional-social competence in school. Table 18 shows Spearman correlation 
coefficients between these measures, presenting degree of correspondence on 
global assessments from the vantage point of the individual child. 
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Table 18.  Spearman correlation coefficients (p-values in parentheses) between total scores on six different 
measures of primary school child’s mental health (n=30)*.  
 Clinician 

emot-behav  
problems 

Interview 

Clinician 
PTS 

reactions 

Interview 

Parent 
emot-behav  

problems 

Achenbach 
CBCL 

Child 
PTS 

reactions 

Macksoud 
PTSRC* 

Teacher 
emot-behav 

problems 

Achenbach 
TRF 

Clinician PTS reactions 
Interview 

.760  (.000)     

Parent emot-behav problems 
Achenbach CBCL 

.672  (.000) .433  (.017)    

Child PTS reactions 
Macksoud PTSRC* 

.510  (.011) .490  (.015) .385  (.063)   

Teacher emot-behav problems 
Achenbach TRF 

.110  (.561) .230  (.221) .429  (.018) .237  (.265)  

Teacher competence 
School Competence Scale 

-.181  (.340) -.135  (.478) -.319  (.085) .091  (.674) -.578  (.001)

emot-behav, emotional-behavioral; PTS, posttraumatic stress; CBCL, Child Behavior Checklist; PTSRC, Posttraumatic 
Stress Reaction Checklist; TRF, Teacher’s Report Form. 
*Total population reduced on measure Child PTS reactions (n=24). 

 

On clinician’s two measures, total scores correlated highly significantly to each 
other and to parent problem assessment; significantly to child PTS evaluation. 
Clinician-parent accord was strongest between measures of shared content 
focus (emotional-behavioral problems, p=.000), whereas clinician accord with 
child was of the same magnitude and statistical significance in relation to scales 
of shared (PTS reactions, p=.015) and differing focus (emotional-behavioral 
problems vs. PTS reactions, p=.011). Correlations between clinician measures 
and teacher assessments were, without exception, low and non-significant. 

Total score on child PTS measure was not quite significantly related to parent 
emotional-behavioral score (p=.063). 

Teacher’s two assessments stood relatively apart, showing highly significant 
and negative correlation to each other. Of other informants, only parent score 
proved related; significantly on emotional-behavioral problems (p=.018), 
nearly significantly and negatively on parent problem score vs. teacher 
assessment of child competence (p=.085). 

In summary, clinician, parent and child presented pictures largely concordant 
of emotional-behavioral problems and PTS reactions among primary school 
children. Teachers seconded the other respondents on overall rate, but held 
forth a markedly different distribution of symptoms and different identity of 
children “demanding attention.” 
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Multi-informant comparisons: teenage youths 

Prevalence of emotional-behavioral problems and PTS reactions
Clinician and teenager presented markedly similar rates of emotional-behavioral 
problems among teenage youths (Fig. 4). On both assessments, depressiveness 
emerged as the only symptom of rank, measuring 33% on clinician interview, 
28% on teenage report. Frequencies on the remaining five problems varied 
from 0-17% on both accounts. However, teenagers “tended” to acknowledge 
outward problems more openly for themselves than for clinician. As a result, 
clinicians presented inward distress as overwhelmingly dominant (50% vs. 6%) 
while teenagers reported inward and outward symptoms of about the same 
magnitude (33% vs. 22%). 

Fig 4.  Prevalence in teenage youths (13-20 years) of six emotional-behavioral problems “demanding 
attention” as reported by clinician, teenager, and teacher (n=18); and of PTS “demanding attention” as 
reported by clinician and teenager (n=15). 
*Clinician labels for problems on first row, Achenbach DSM-oriented labels on second row. 
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Teachers, on the other hand, rarely scored problems at level “demanding 
attention”. For three behaviors (psychosomatic, hyperactiveness, aggressive 
acting out), prevalence was zero; for the remaining three, 6% or 11%. Low 
teacher scoring applied even to depressiveness, in sharp contrast to clinician 
and teenage evaluations. Thus, teachers reported inward problems significantly 
less often than clinician (11% vs. 50%, p=.039). Outward symptoms were 
observed infrequently by both, only teenager “tended” to make greater note of 
them. 

When all six behaviors were considered together, teacher assessment once 
again stood apart. Although not statistically significant, “single-sum” score was 
lower on teacher report (17%) than on that of teenager (39%, p=.125) and 
clinician (50%, p=.109). “Multi-sum” scores, on the other hand, measured 
relatively similar (6%, 17% and 17% according to teacher, teenager and 
clinician respectively). 

For PTS reactions, comparison between clinician and teenage assessment could 
not include the entire sample of 18. Three teenagers chose not to complete 
Macksoud’s questionnaire: of these, two denied all form of traumatic 
exposure, one declared the trauma unshareable. The non-responders were 
similar to responding youths with regard to age, gender and clinician PTS 
evaluation. 

Teenagers reported higher frequencies than clinician on nearly all of the nine 
specific PTS reactions questioned for in common (Table 17, right columns). 
While clinician identified three reactions in more than a third of the youths 
(“avoid thoughts” 53%, “uneasy sleep” 53%, “diminished interest for 
activities” 40%), teenagers themselves reported six. Differences in frequency 
on specific reactions were not statistically significant; teenage predominance 
on criterion numbing reached near significance (93% vs. 60%, p=.063). 
However, teenage dominance on total PTS “demanding attention” presented 
clearly significant (53% vs. 13%, p=.031). In fact, teenage total PTS exceeded 
both clinician and teenage rates of each of the six emotional-behavioral 
problems, as well as of the “single sum” score of all six problems together 
(Fig. 4). 

Correlations on global assessment of mental health 
Assessment of the teenage youth’s mental health was performed on seven 
different measures of which four evaluated emotional-behavioral problems, 
two PTS reactions and one cognitive-emotional-social competence in school. 
Table 19 presents Spearman correlation coefficients between all seven 
measures. The reader must bear in mind, however, that the sample was 
incomplete on three assessments: teenage PTSRC n=15, parent CBCL n=10, 
and teacher School Competence Scale n=14.  
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Table 19. Spearman correlation coefficients (p-values in parentheses) between total scores on seven 
different measures of teenage youth’s mental health (n=18)*. 
 Clinician 

emot-behav 
problems 

Interview 

Clinician 
PTS 

reactions 

Interview 

Teenager 
emot-behav 

problems 

Achenbach 
YSR 

Teenager 
PTS 

reactions 

Macksoud 
PTSRC* 

Parent 
emot-behav  

problems 

Achenbach 
CBCL* 

Teacher 
emot-behav 

problems 

Achenbach 
TRF 

Clinician PTS reactions 
Interview 

.466  (.051)      

Teenager emot-behav problems 
Achenbach YSR 

.383  (.117) .414  (.088)     

Teenager PTS reactions 
Macksoud PTSRC* 

.669  (.006) .386  (.156) .540  (.038)    

Parent emot-behav problems 
Achenbach CBCL* 

.852  (.002) .587  (.075) .372  (.290) .671  (.048)   

Teacher emot-behav problems 
Achenbach TRF 

.273  (.274) -.105  (.679) .049  (.848) .423  (.117) .309   (.385)  

Teacher competence 
School Competence Scale* 

.243  (.403) -.215  (.461) -.021  (.943) -.347  (.296) .008   (.983) -.247  (.395)

emot-behav, emotional-behavioral; PTS, posttraumatic stress; YSR, Youth Self-Report; PTSRC, Posttraumatic Stress 
Reaction Checklist; CBCL, Child Behavior Checklist; TRF, Teacher’s Report Form. 
*Total population reduced on three measures: Teenager PTS reactions (n=15), Parent emotional-behavioral problems 
(n=10), Teacher competence (n=14). 

 

Total scores on clinician’s two measures correlated significantly to each other. 
Accord between clinician and parent was most prominent and highly 
significant on scales of corresponding focus (emotional-behavioral problems, 
p=.002). Accord with teenager, by contrast, reached significance only on scales 
of non-corresponding content, i.e. clinician measure of emotional problems 
vs. teenage assessment of PTS reactions (p=.006) and vice versa (p=.088). 
Clinician appraisals showed no significant relation to teacher reports. 

Teenager’s own two global assessments corresponded significantly to each 
other (p=.038). Thereto, teenage scores related to those of parent in a pattern 
that mirrored teenage accord with clinician: scales of non-corresponding focus 
correlated significantly (p=.048), while comparable Achenbach checklists were 
not significantly related (p=.290). 

Teacher’s two global evaluations stood distinctly apart, failing to correlate 
significantly to each other or to any measure of other informants. 

In summary, emotional-behavioral problems among teenage youths showed 
marked correspondence on clinician and parent assessments. Teenagers too 
ranked themselves in much the same order, but labeled their own distress 
more often as PTS reactions. A sharply differing picture emerged from teacher 
vantage point, with few youths in need of attention.  
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Risk and protective factors for child mental health 

Individual factors from five aspects of child life 

Trauma-stress exposure 
Child pre-war experience of severe life events (sickness, death, accidents, 
parental divorce), as captured on clinician interview, bore no significant 
relationship to either outcome measure (Table 20).  

Child war exposure (War high cluster) was identified as a risk factor, 
significantly associated with PTS reactions. Of the seven categories defined by 
clinician for the war period, three proved significant (p<.05) in themselves: 
proximate violence (physical threat, assault, targeted by shooting, arrest, 
witness to death), distant violence (shelling and bombardment), and everyday-
life stress (sickness, bereavement).  

Table 20.  Association between trauma-stress exposure variables and child emotional-behavioral problems 
and PTS reactions respectively (n=48). 
Independent variable  Emotional-behavioral 

problems 
 PTS reactions 

Sig. Adjusted 
R-squared 

 Sig. Adjusted 
R-squared 

Pre-war (Prior plus cluster) .459 -.009  .507 -.012 

War (War high cluster) .315 .001  .021 .091 

Resettlement (dichotom high) .060 .054  .223 .011 

War + Resettlement (dichotom) .004 .151  .002 .180 

Harvard Trauma Questionnaire (total score) .016 .101  .001 .189 
 
Child war exposure as evaluated by parent on HTQ (total score) was also a 
risk factor, significantly associated with both emotional-behavioral problems 
and PTS reactions, more strongly with the latter. Of the 17 specific events 
constituting HTQ, four were significantly associated (p<.05) with emotional-
behavioral problems: all four acts of acute violence – sexual abuse, torture, 
serious injury, and other life-threatening danger. In relation to PTS reactions, 
six somewhat different HTQ events proved significant: three associated with 
acute violence – sexual abuse, torture, imprisonment; three related to long-
term stress – lack of food or water, sickness without access to medicine, lack 
of shelter. 

Child resettlement experience (dichotomized low vs. high) represented a risk 
factor, nearly significantly associated with emotional-behavioral problems. Of 
the three categories defined by clinician for the resettlement period, only 
refugee related hardship and discrimination (primitive barracks, isolation, 
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drawn-out asylum processing, bullying, ethnic harassment) presented 
significant (p<.05) in itself.  

War and resettlement experience combined, as captured on clinician interview, 
was a risk factor in relation to both outcome measures; most distinctly when 
represented dichotomously by children least exposed vs. children with higher 
exposure during war, during resettlement or during both.  

Coping 
Coping, as captured by child’s response to Flight Scenario and as categorized 
into five mutually exclusive strategies, showed no significant association with 
either outcome measure (Table 21). 

Table 21.  Association between coping variables and child emotional-behavioral problems and PTS 
reactions respectively (n=48). 
Independent variable  Emotional-behavioral 

problems 
 PTS reactions 

Sig. Adjusted
R-squared 

 Sig. Adjusted 
R-squared 

Coping strategies of Flight Scenario      
 Block out .138 .026  .235 .009 
 Distract .100 .037  .245 .008 
 Change frame .966 -.022  .918 -.021 
 Attend to .645 -.017  .295 .003 
 Seek others .783 -.020  .268 .005 

 

Family 
Family functioning as established by clinician’s Family Functioning Scale (total 
score), was identified as a protective factor in relation to both mental health 
outcomes (Table 22). Of the five elements comprising the scale, three – family 
climate, family optimism, and parent caring – proved significant (or nearly 
significant) with regard to both emotional problems and PTS reactions 
respectively. Family optimism was in fact the single most powerfully associated 
variable of all in relation to PTS reactions. The remaining two elements of the 
Family scale – parent trauma-specific containment and parent-child hierarchy 
– were not significantly associated with either outcome measure. 
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Table 22.  Association between family variables and child emotional-behavioral problems and PTS 
reactions respectively (n=48). 
Independent variable  Emotional-behavioral 

problems 
 PTS reactions 

Sig. Adjusted
R-squared 

 Sig. Adjusted 
R-squared 

Family Functioning Scale (total score) .003 .166 .002 .179 
Family climate .013 .185 .037 .136 
Family optimism .008 .207 .000 .332 
Parent caring .006 .220 .083 .096 
Parent trauma-specific containment .279 .021 .425 -.003 
Parent-child hierarchy .111 .081 .198 .048 

Father mental health (total score)  .251 .008 .011 .123 
Depressiveness-withdrawal .129 .051 .446 -.008 
Posttraumatic stress .991 -.048 .233 .023 
Impairment of daily functioning .010 .164 .001 .263 

Mother mental health (total score)  .054 .064 .008 .136 
Depressiveness-withdrawal .287 .013 .091 .067 
Posttraumatic stress .718 -.021 .327 .000 
Impairment of daily functioning .097 .064 .038 .105 

 

Parents’ own mental health status (total score), as defined on clinician 
interview by symptoms of depressiveness-withdrawal, posttraumatic stress, 
and impairment of daily functioning, proved to be a risk factor. Father’s status 
was significantly associated with child PTS reactions; mother’s, with both child 
emotional-behavioral problems and child PTS. Of the three parent reactions 
evaluated, impairment of daily routines was the only one in itself significant: 
for fathers associated with both emotional problems and PTS reactions; for 
mothers, with PTS reactions. 

Child social network 
Total number of important others, as listed on the child Network Map, bore no 
significant relationship to either outcome measure (Table 23). Nor did subtotal 
numbers of child, adult, or physically distant persons. Number of physically 
present others (total score) was a protective factor, a quarrelsome relationship 
(dichotomized), a risk factor; both with regard to emotional-behavioral 
problems. 
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Table 23.  Association between child social network variables and child emotional-behavioral problems and 
PTS reactions respectively (n=48). 
Independent variable  Emotional-behavioral 

problems 
 PTS reactions 

Sig. Adjusted
R-squared 

 Sig. Adjusted 
R-squared 

Total number important others .689 -.018 .991 -.022 
Child number .887 -.021 .796 -.020 
Adult number .410 -.007 .664 -.018 
Physically distant number .481 -.011 .522 -.013 
Physically present number .038 .070 .238 .009 

Quarrelsome relationship .035 .073 .170 .020 

Dissatisfaction      
Family sector .697 -.018 .613 -.016 
Relatives sector .602 -.016 .252 .007 
School sector .016 .101 .081 .044 
Friends-neighbors sector .209 .013 .044 .065 
Professional sector .797 -.020 .578 -.015 

Specific important others     
Teacher .055 .058 .180 .018 

Talks to when sad     
Parent plus additional other .091 .041 .081 .045 

Qualitative categories on Network Map     
Sparse (S) .018 .097 .059 .055 
Nostalgic (N) .044 .065 .165 .021 
Tided over (T) .172 .019 .373 -.004 
Here and now (H) .248 .008 .202 .014 
Balanced (B) .062 .054 .266 .006 
Physically present others 

(T + H + B vs. S + N) 
.000 .249 .007 .131 

 
Of the five sectors defined by the Network Map, child dissatisfaction with two 
– school sector (dichotomized) and friends-neighbors sector (dichotomized) – 
presented both as risk factors; the former significantly associated with 
emotional problems, the latter with PTS reactions. Listing school teacher as an 
important other (dichotomized) was identified as a nearly significant protective 
factor in relation to emotional-behavioral problems. 

Qualitative resolution of the child Network Map, as represented 
dichotomously by the three categories anchored in physically present others 
(tided over, here and now, balanced) vs. the two with few or physically distant 
others (sparse, nostalgic), was identified as a protective factor, significantly 
associated with both emotional problems and PTS reactions, more strongly 
with the former. Regarding the five qualitative categories individually, sparse 
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and nostalgic were risk factors, balanced an almost significant protective 
factor, all three in relation to emotional-behavioral problems. 

Socio-demographics 
Neither gender, age at interview, nor size of hometown in former Yugoslavia 
related significantly to either outcome measure (Table 24). Of the three ethnic 
backgrounds represented more substantially in our sample (Bosniac, Bosnian-
Croatian, multiethnic), none of the three were associated with mental health 
outcome.  

Table 24.  Association between socio-demographic variables and child emotional-behavioral problems and 
PTS reactions respectively (n=48). 
Independent variable  Emotional-behavioral 

problems 
 PTS reactions 

Sig. Adjusted
R-squared 

 Sig. Adjusted 
R-squared 

Gender .738 -.019  1.000 -.022 

Age at interview (primary school vs. teenage) .289 .003  .227 .010 

Ethnic background      
Bosniac (Bosnian Muslim) .484 -.011  .179 .018 
Bosnian-Croatian .172 .019  .228 .010 
Multiethnic .305 .002  .139 .026 

Size of hometown (village vs. city) .585 -.015  .704 -.019 

Family social class (white collar) .023 .089  .002 .180 

Father education (theoretical-university) .016 .101  .012 .111 

Mother education (theoretical-university) .044 .067  .003 .159 
 

Socio-economic class and parent level of education were significantly 
associated with both emotional-behavioral problems and PTS reactions, most 
distinctly when represented dichotomously. Class, defined white collar vs. 
farmer-unskilled-skilled worker, was identified as a protective factor; as was 
both father’s and mother’s education, defined theoretical-university vs. 
primary-technical-vocational.  

Multiple factors combined 

Emotional-behavioral problems as outcome 
With regard to emotional-behavioral problems, five factors combined to 
define a model of risk and protection (Table 25). All five factors were 
independent – i.e. non-significantly related to each other. War exposure on 
HTQ, resettlement exposure on clinician interview, coping strategy distract on 
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Flight Scenario, and a quarrelsome relationship on child Network Map were all 
associated with increased emotional problems; higher competence on Family 
Functioning Scale, with a decrease in problem score. 

Table 25.  Multiple risk and protective factors combined in relation to child emotional-behavioral problems 
(n=47)*. 
Risk and protective factors Sig. Partial Eta 

Squared 
Adjusted R 
Squared 

War exposure Harvard Trauma Questionnaire .000 .352 
Resettlement exposure .000 .366 
Coping strategy distract .000 .311 
Social network quarrelsome relationship .010 .157 
Family Functioning Scale .002 .214 

Interaction: Resettlement x coping distract .007 .175 
Interaction: Resettlement x quarrelsome relationship .030 .115 
  .558 

*Sample size reduced in that Family Functioning Scale n=47. 
 

For each factor, patterns of impact and interaction were characterized at a 
descriptive level, after continuous variables had been recoded into tritiles (three 
consecutive groups of 33%). War exposure in the highest tritile (scores 19 to 
45) accentuated symptom severity; likewise, group high resettlement 
experience after war encounter in the lowest tritile. After more intense war 
encounter, group high resettlement contributed no additional risk.  

Coping strategy distract and a quarrelsome social relationship exacerbated 
emotional-behavioral distress at both higher and lower levels of war 
encounter. With regard to resettlement, however, coping distract and quarrel 
increased distress only in conjunction with group high exposure, as 
underscored by formal interactions of significance between both factors and 
resettlement. In other words, the two variables were moderated by the scope 
of resettlement exposure, but impacted independently of war exposure. 

Family functioning in both medium (scores 19 to 20) and high tritiles (scores 
21 to 25) was associated with a reduction of child emotional problems. 
Decreasing symptom score with increasing levels of family competence 
presented most distinctly in conjunction with war trauma in the highest tritile, 
as well as at both levels of resettlement exposure. 

The five factors reinforced each other (effect sizes increased for all five 
compared to univariate associations) and together accounted for 56% of 
variance. No socio-demographic variable impacted upon the model, either as a 
confounder or as an additional source of risk or protective association. 
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PTS reactions as outcome 
With regard to PTS reactions, five somewhat different factors established a 
model of risk and protection (Table 26). Child war exposure on HTQ, coping 
strategy distract on Flight Scenario, and father’s compromised mental health 
expressed in impairment of daily functioning were all associated with an 
increase in child PTS score; higher competence on Family Functioning Scale 
and a social network qualitatively anchored in physically present others, with a 
decrease. Two factors – war exposure and coping distract – stood 
independent; the three variables from family and social network related 
significantly to each other while still contributing independently to the model. 
Father’s difficulty maintaining daily routines correlated with a more 
dysfunctional family system and with a child social network less rich in 
physically present others. More competent family functioning and a social 
network more physically present went hand in hand.  

Table 26.  Multiple risk and protective factors combined in relation to child PTS reactions (n=44)*. 
Risk and protective factors Sig. Partial Eta 

Squared 
Adjusted R 
Squared 

War exposure Harvard Trauma Questionnaire .034 .119  
Coping strategy distract .004 .206  
Father mental health impairment of daily functioning .001 .311  
Family Functioning Scale .005 .201  
Social network physically present others .003 .227  

Interaction: Social network x coping distract .017 .148  
  .601 

*Sample size reduced in that Father mental health n=44, Family Functioning Scale n=47 

 
For PTS reactions, the risk defined by trauma-stress exposure derived from 
war encounter only. Child resettlement experience, a factor of import with 
regard to emotional-behavioral problems, played no significant roll. At a 
descriptive level, war exposure in the highest tritile was associated with more 
intense PTS symptoms. Coping strategy distract and father’s difficulty 
upholding daily routines likewise exacerbated PTS reactions; as observed at 
both higher and lower levels of war encounter, most pronouncedly at higher. 

Family functioning in both medium and high tritiles as well as a social network 
qualitatively marked by physically present others were associated with a 
reduction of PTS score. The two factors reinforced each other consistently. 
The protective impact of more competent family functioning was most 
distinct in conjunction with the highest war tritile; that of a rich social 
network, in conjunction with the lowest. Furthermore, the two protective 
factors attenuated the negative impact of coping strategy distract. Physically 
present others proved strongest in this respect, as underscored by a formal 
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interaction of significance. In other words, social network moderated coping 
distracts’ risk potential. 

As a whole, the factors in the model reinforced each other (effect sizes 
increased for all but war exposure on HTQ compared to univariate 
associations) and together accounted for 60% of variance. No socio-
demographic variable acted either as a confounder or as a source of additional 
risk or protection. 
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DISCUSSION 

Child trauma-stress exposure 
Our study of child trauma-stress exposure addressed both descriptive and 
methodological concerns. From a descriptive vantage point, results reveal that 
child exposure prior to, during, and after the war was unrelated; that the pre-
war period was preponderantly good; that the periods of war and resettlement 
differed in relation to socio-demographic background factors; and that 
Swedish refugee reception showed signs of both equtable and discriminatory 
treatment. 

With regard to the methodology of appraisal, both approaches – clinician 
semi-structured interview and parent fixed-format war questionnaire – showed 
areas of bluntness or weakness, as well as discrepancy in socio-economic 
profile. As to informants, reports of war exposure from parent and teenager 
were individually disparate but equally rich; while that from primary school 
child, significantly less detailed. 

Descriptions from clinician interview 

The most striking feature of stories from prior to war was the paucity of 
trauma-stress events reported, the preponderant picture of the “good” life. 
Was this the “reality” of the child’s early years or an after-reconstruction? 

Interviews were conducted in 1994-95, more than two years after the end of 
the prior to war period. In the intervening time, families had been thrown into 
war and exile. In retrospect, many normal life stresses of childhood (school 
difficulties, comrade bullying, change of address) may well have been deemed 
too insignificant to recount. The scales of experience were gauged at a 
completely different level. 

Psychologically, there would also be reason to idealize the past, as a strategy to 
cope with and minimize feelings of loss and victimization. Memories of sun-
light copper roofs, laughing cousins, endless football created counter pictures 
to the brutality and ugliness of war.2 

Still, stories of the good life in pre-war Bosnia were presented not as empty 
mantras, but as vivid and detailed accounts. Severe exceptions – sickness, 
accidents, separations, death – were disclosed. A small number of families 
even made clear that the child’s early life had been harsh and troublesome. 
Thus, it seems reasonable that clinician interview captured at least the severely 
stressful in the child’s early history. 
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Results, however, shed little light on the socio-demographic dynamics of the 
pre-war period. Given the paucity of events reported and the smallness of 
study sample, no socio-economic or ethnic group was identified as 
disproportionately subjected to prior hardship, persecution, or other adversity. 
At face value, the entire population was thrown indiscriminately into the 
following period of civil strife. 

Background variables were more identifiably at hand as a means of 
understanding the dynamics, variance, and unrelatedness of the war and 
resettlement periods. Our results revealed four factors in particular – ethnic 
background, social class, child age, family size – that impacted differently in 
wartime Bosnia than in refugee Sweden. 

Ethnic background significantly affected trauma-stress exposure during the 
war. Bosniac children were over-represented in the cluster most severely 
targeted. This was an inevitable consequence of the central goal of the war – 
to systematically expel Bosniacs and create “pure” territory of other-ethnic 
composition.124 

In Sweden, ethnic background played a significant but different role: Bosniac 
children predominated among the least afflicted. Bosniacs constituted the 
largest single ethnic group among ex-Yugoslavians in Umeå. As such they 
shared experience and interpretation of the war with many of their 
countrymen. Bosnian Serbs, by contrast, were exceedingly few, and 
complained on interview of a double isolation – from countrymen as well as 
from Swedes. Further, Swedish media focused on Bosniac victimization, 
creating a general public sympathy for their plight. Bosnian Serbs and Bosnian 
Croats, whose personal fate may have been of the same dignity, failed to enjoy 
such collective favor. In fact in the later stage of the war, Bosnian Croats who 
arrived on passports issued in Croatia were “mistakenly” regarded as Croatians 
by Swedish refugee authorities.125 Their right to asylum was openly called in 
question; many were forcibly sent back to a Croatia that had never been their 
home. 

Our results showed that social class also influenced the intensity of child war 
exposure. The war in Bosnia often assumes to have struck indiscriminate of 
class background, in that “cleansing” was so systematic, its target so explicitly 
ethnic. In a study of refugee-camp children during the war, Goldstein et al. 
found no distinctions in exposure based on wealth.11 However, their study 
population excluded by selection precisely those not forced to the shelter of 
collective refugee centers – those with access to summer homes, friends and 
relatives, personal contacts abroad. Our study, by contrast, revealed a clear 
social class gradient independent of ethnic background. The cost of securing 
the required papers and clearances for flight in certain phases of the war was 
well out of the reach of many.126 Families most privileged appear to have 
enjoyed a greater number of and more radical options for gaining safety. A 
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similar phenomenon has been identified in previous studies from the wars in 
Lebanon,33 Afghanistan34 and Croatia.96 

Social class did not afford the same protective advantages in Sweden. 
Assignment to and treatment in refugee camps appears to have been “blind” 
to class background. The time involved in processing asylum applications and 
in awarding a town of residence was likewise unrelated to social status. After 
town placement, schooling, housing and stipend support were made available 
to all. That our study failed to disclose a class bias with regard to child 
resettlement experience, is worthy of attention. Sweden has a long tradition of 
a central bureaucracy with formalized egalitarian principles. However, the time 
span in question was relatively short: mean time from arrival to clinical 
interview was 1.5 years. To gain undue privilege within the Swedish system 
may well demand a proficiency in language and familiarity with cultural 
patterns that takes greater time to acquire. 

Age group was the third characteristic that independently and significantly 
differentiated child experience in wartime Bosnia. Pre-school children 
dominated in the War cluster least exposed; primary school children and 
teenagers were over-represented in the cluster most targeted. Without doubt 
this reflected age group differences regarding total time in the war zone. 
Parents with pre-school children fled earlier from the Balkan region: mean 
time in war zone was 12 months for pre-school children, 18 months for 
primary school children and 25 months for teenagers. Further, in Bosnia older 
children undoubtedly enjoyed a greater independence and freedom of 
movement than younger. With wider range of movement followed increased 
exposure to the realities of war. Pre-school children were more likely protected 
by a “parental shield” until home itself or family were directly targeted.5 

During the resettlement period, on the other hand, age group failed to 
differentiate child experience. This was true regardless of whether infants born 
in Sweden were included or not. In contrast to time in war zone, time in 
Swedish refugee camps and total time in exile did not differ significantly 
among age groups. Whether older children also reduced their independence of 
movement in reaction to the unfamiliar; or whether movement (in a country at 
peace) caused no particular increase in traumatic exposure, cannot be 
determined from our results. 

The fourth factor – nuclear family size – played no roll for trauma-stress 
exposure during the war. With one exception, families in our study contained 
only one to three children. In Bosnia, however, families were frequently larger 
than their nuclear component: grandparents lived in the same apartment or on 
the ground floor in the same house; uncles and cousins on the same farmstead 
or next door. Child upbringing, socialization, and protection were not the 
responsibility of parents alone. In several cases, grandparents were in fact the 
primary caretakers. 
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In Sweden, on the other hand, family size related significantly to resettlement 
experience: frequency in the cluster most targeted increased progressively with 
number of children. Structurally, Sweden presents as a highly individualized 
society, in which social facilities are geared to a nuclear composition of 
families and to “1.5 children”. All too many children complicate standard 
solutions to apartment space, medical examinations, expected levels of 
parental involvement in school and other child activities. Parents are 
supported more often by professional stand-ins (day-care staff, after-school 
teachers) than by relatives, a system awkward and unfamiliar for many 
refugees. Bosnian families were undoubtedly affected by Swedish social 
patterns: the greater the number of children, the greater the discrepancy 
between “socially functional” and actual family size. 

In summary, trauma-stress exposure in each of the three examined periods of 
the child’s life was discrete and unrelated. For two of these periods – war and 
resettlement – non-relatedness can be understood as a function, not of 
random fate or chance, but of differences in the dynamics and interplay of 
socio-demographic background variables. 

Finally, descriptions from clinician interview cast light upon the question of 
“equity of treatment” toward Bosnian families awarded asylum. Our findings 
are inconsistent and contradictory. On the one hand, a wide range of critical 
background characteristics – such as urban origin, grounds for asylum, 
assigned town of residence, as well as family social class – all failed to 
differentiate resettlement clusters. At face value, children of varying 
backgrounds and varying towns of destination were treated in a “similar” 
manner. Equity of treatment of course says nothing about the quality of 
reception. Still these results were somewhat surprising and hopeful. 

On the other hand, treatment was clearly discriminatory in relation to ethnic 
background. Romani children were over-represented among those personally 
targeted by ethnic threats and harassment. Furthermore, the time involved to 
process asylum application and to award town of residence was significantly 
longer among Romanies. Whether this reflected a policy of systematic 
discrimination, or resulted from the fact that the Romanies in our study came 
often from hometowns where grounds for asylum were less evident, cannot be 
determined. 

How to ask about war: semi-structured interview vs. fixed-format 
questionnaire 

Our semi-structured interview evolved out of three years of clinical assessment 
of all newly arrived refugee families in Umeå. A semi-structured approach to 
capturing traumatic experience has at times been called in question.36 Results 
demonstrated that painful and terrifying events were reported; and recounted 
with such detailed richness that differences in child exposure became apparent. 
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Although trauma unquestionably may precipitate a strategy of silence, there 
remains at the same time a counter and compelling need to make known the 
crimes committed.25, 48 Our explicit focus on the child’s experience may have 
facilitated this need to re-tell. 

The scoring system devised to rank and compare interview stories was 
developed specifically in relation to the accounts of Bosnian refugees. The 
central concern was to score and rank without sacrificing the qualitative 
wholeness of the stories recounted. Results suggest that this was in fact 
accomplished. Total score and most sub-factor scores increased in parallel 
with clinically perceived severity. A “mismatch” in quantitative and qualitative 
assessment presented obvious only with regard to specific acts of ethnic 
harassment in Sweden. In short, our semi-structured approach was clinically 
well-grounded, but not subjected to the rigors of statistical validation. 

HTQ developed as a fixed, standardized questionnaire in relation to the 
experience of adult Indochinese refugees exposed to mass violence. Its 
undeniable strength lay in its careful consideration of the cultural background 
and specific life events of its original target population. At the same time its 
simplistic language, with generically phrased questions, made HTQ at least 
conceivable as an instrument applicable for assessing war trauma more 
generally. 

At first glance, our results underscored the robustness and validity of both 
approaches. Total score on clinician interview and parent HTQ was strongly 
correlated. The three qualitative clusters identified on interview proved 
statistically distinct in relation to HTQ score as well. Conversely, the HTQ 
could also be read as a “story”. Despite a question format of fixed, 
independent fragments, events accumulated in a patterned fashion. The 
clusters constructed from parent HTQ resembled those identified by clinician 
on semi-structured interview.  

But a second look revealed marked differences between measurements. 
Differences were neither random nor unidirectional. The patterned nature of 
“under-reporting” suggested areas of weakness or blindness on both 
approaches. 

Where HTQ score was qualitatively less severe, discrepancy often concerned 
acts of hardship and persecution. In these domains, HTQ’s generic labels 
appear to have read too vague. For Bosnian refugees “forced isolation from 
others” might have been formulated more distinctly in terms of movement 
curtailed by strict curfew, closed-down schools, ethnic cleansing of towns and 
villages; “lack of shelter”, as the inadequate protection of make-shift cellars, 
unsuccessful flight from zones of intense combat. A HTQ developed directly 
and specifically for the Bosnian conflict would expectedly have captured more 
fully the extent of such adversity. 
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Where clinician score was qualitatively less severe, assessment was most often 
at odds about violence, specifically about its degree of invasiveness. HTQ 
questionnaire was completed two to four months after initial clinical 
assessment. As such it represented a “second telling” of the child’s story. 
Typically more events are remembered on a second interview, as even HTQ’s 
original test-retest protocol revealed.35 

On the other hand, “degree of invasiveness” was a clinical concept 
superimposed upon HTQ to make possible a qualitative comparison with 
semi-structured interview. Experience “close to death” (that which 
characterized HTQ high exposure) may not invariably have been comparable 
to “violence intruding upon home or physical person” (clinician definition of 
high exposure). A more exact prompt by clinician concerning “close to death” 
would undoubtedly have increased correlation between the two measurements. 

Perhaps of graver import, the two appraisals showed marked differences in 
relation to socio-demographic background variables. Clinician score displayed 
a statistically significant social class - education - city gradient such that 
children of parents economically most privileged and theoretically most 
educated scored least severe on semi-structured interview, as did children 
coming from larger cities. Parent HTQ, on the other hand, presented no 
significant relationship to these three variables. In fact, scoring with regard to 
class and education tended in the opposite direction: lowest median was 
exhibited by children whose parents were farmers or unskilled workers, and 
with primary school education only. 

What pattern of relationships was most likely operating during the war in 
Bosnia? As discussed above, higher social class – access to summer homes, 
empowered friends and relatives, personal contacts abroad – afforded a wider 
variety and more radical options for gaining safety. Securing papers and 
clearances necessary for flight met clear economic, as well as geographic 
obstacles, during certain phases of the war.126 City residence offered more 
direct and immediate access to busses and trains instrumental to flight. 

That parent HTQ failed to reveal these socio-political gradients might well be 
a function of its unrevised transposition to the Bosnian conflict. Questions 
had more the character of generic labels, lacking distinct and specific reference 
to the Bosnian war. The process of interpreting these labels may have been 
differentially “too difficult”, disadvantaging informants of lower class and 
education, and of village (non-modern) background.  

Furthermore, parent HTQ was administered somewhat differently than in the 
original study: time constraints regarding our entire home visit forced us to opt 
for written report rather than interview format with parents. Written response 
creates an additional element of abstractness and leaves the making sense of 
questions even more one-sidedly to the respondent.127 
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In short, applied directly to the Bosnian conflict, HTQ still presented 
surprisingly robust, capturing the broad strokes of child war exposure in much 
the same manner as clinician semi-structured interview. But its “blindness” for 
acts of hardship and persecution as well as for expected socio-political 
gradients argues against its unrevised use as a “gold standard” for assessing 
child war trauma. Rather, as underlined by its authors, HTQ should be 
modified and adapted so that the “specific events, as well as the meaning 
attributed to them, derives from the historical, political and social context” of 
the conflict in question.36 

What approach then makes most sense in the face of ever-new conflicts: a 
statistically unvalidated clinician interview or a revised fixed-format 
questionnaire derived from HTQ framework? 

Perhaps either. The undeniable strength of an adapted HTQ lies in its relative 
simplicity, formal exactness, ease of administration and underlying 
documentation. The power of a semi-structured interview lies in its flexibility 
– language and timing can be adjusted in response to the age and social 
background of informant – and in its potential for establishing a framework 
and alliance for eventual further therapeutic intervention. Size of refugee 
population might then determine the choice. 

Ideally both. Any attempt to capture and assess life events, the trauma of war 
not excluded, faces serious methodological difficulties. The ability to make 
sense of, remember and retell specific occurrences becomes inevitably 
confounded by what happens afterwards, by cultural definition, by personal-
idiosyncratic meaning and by the surrounding context of life circumstances.32, 

128 HTQ, composed of predetermined, fixed events all rated equally, operated 
without reference to personal or contextual meaning. Semi-structured 
interview, based upon a freer narrative approach, introduced dependence upon 
a trusting interaction with clinician. Multiple story-report would ideally 
compensate the weaknesses inherent in each approach. 

Whom to ask about war: parent vs. teenager or child 

Teenage youths and parents made similar assessments on HTQ as to total 
teenage exposure. With regard to specific events, endorsement frequencies 
mirrored each other closely at group level, but differed sharply on individual 
comparison. 

Differences from an individual perspective must be addressed with caution, as 
our teenage population was small. On the other hand, poor agreement on 
specific HTQ events was observed even in a larger, previous study44 and 
demands some form of explanation. In part, discrepancy may be a function of 
the imprecision of language. HTQ questions overlap to some extent, allowing 
a specific traumatic event to be categorized by alternative labels. For example, 
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“torture” might conceivable be thought of as “being close to death”; “murder 
of strangers” as a “combat situation”. 

However, differences in HTQ account by parent and teenager were far too 
generalized to be attributed to language alone. Discrepancy prevailed on every 
specific event regardless of linguistic tautness, and derived as frequently from 
events affirmed by teenager alone as by parent alone. No systematic pattern of 
under-reporting appeared. Rather, faced by the enormous complexity and 
extended duration of the war, and making assessment from different vantage 
points, parents and teenage youths forgot, remembered and denied different 
aspects of the teenager’s exposure. 

In short, parent report and teenage self-report on HTQ appeared at face value 
equally robust. Neither was complete in itself; double assessment added new 
detail to the story at hand. Furthermore, multiple reports offered an additional 
level of understanding, revealing not only what happened to the teenager, but 
how much of that which happened, the parent knew of (or admitted to know). 
From a mental health perspective, blatant discrepancy in parent-teenage 
assessment might prove a “warning sign” as grave as any specific event or level 
of traumatic exposure. 

For primary school children, by contrast, differences were one directional. 
Total score, as well as endorsement on nearly every specific event, was lower 
as reported by child-group than by parent. In short, primary school children 
offered a less detailed account of their own war exposure. 

Results can be attributed to developmental immaturity. Children of primary 
school age at HTQ questioning were only 4 - 9½ years old at the outset of 
war. As documented in previous research45 children from the age of 28-36 
months can in fact present in words a meaningful picture of specific traumatic 
events. The children in our study were no exception: only three negated all 
form of war exposure and the context of that negation (overt signs of anxiety, 
sadness, distancing) suggested active denial rather than non-remembering. 
However, war exposure was not a single event, but a complex series of 
frightening experiences over a prolonged period of time. The capacity to 
remember information increases gradually with age:46, 47 accordingly, the 
primary school child’s inner map of events would expectedly be less rich in 
detail. Developmental considerations would suggest that parent HTQ was 
sufficient to document primary school child exposure. In fact double reporting 
increased only minimally the complexity of story told. 

However, the incompleteness of child response may also have derived from 
the assessment instrument itself. Even in our simplified child version, HTQ’s 
fixed formulations may have presented too rigid for children 7-12 years old. 
Younger children use language idiosyncratically and less maturely than older 
children, and respond more readily to questions framed not only in 
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developmentally appropriate but even individually appropriate language.47 
Furthermore, HTQ demanded the cognitive maturity to evaluate both 
personal exposure and the exposure of others (‘Have you or anyone close to 
you …’). Younger children generally have more difficulty viewing the world 
from the perspective of others and inferring what others have perceived or 
felt.129 

Based on these additional considerations, the value of double reporting would 
remain unresolved. First step would be to develop a questionnaire more 
adequately adjusted for age. Simultaneous visual reinforcement – simplified 
pictures of the events in question – might increase responsiveness. Such an 
approach has proved of value in disclosing child understanding of their own 
war symptoms11 and of strategies of coping with political violence.88 

Child mental health symptoms 

Clinician assessment: emotional-behavioral problems and PTS 
reactions 

Results of clinician assessment can be summarized as follows: 48% of study 
children exhibited a single mental health problem “demanding attention”. 
Distress was expressed most often as depressiveness (31%), followed by 
posttraumatic reactions (23%) and anxiety-regressivensss (15%). No 
significant gender or age differences were observed. 

Previous studies of Bosnian children resettled in Sweden or other Western 
countries of refuge present frequencies of mental distress ranging from 3-
77%.18-21 Comparisons are precarious in that in all cases sample size was small 
(from 12 to 99 children), and mental health outcome defined and measured 
with varying degrees of complexity and exactness.  

Two methodological concerns, however – the time point of interview and 
whom was addressed – are worthy of consideration. In Geltman’s study,20 the 
interview was conducted at the very outset of resettlement; a period often 
both hopeful and chaotic, preoccupied by practical concerns regarding school, 
jobs and general community orientation. Families reported an exceedingly high 
level (77%) of child symptoms “at some point” after exposure, but only in one 
case (3%) acknowledged symptoms in the present. Assigning symptoms to the 
recent past may conceivably have filled a need for self-quieting. 

As to who was questioned, interviews in the studies cited above were, with 
one exception, directed to family or family and parent only, with no address to 
the child alone. In such settings, child reactions may receive inadequate 
attention, as parent trauma and distress stand more dramatic and 
overwhelming.29 Children are often painfully aware of parent anxiety and 
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deeply loyal; withholding or disguising their own inner feelings so as not to 
burden parents additionally.130, 131 In the absence of separate child interview, 
frequencies of child distress presented lower than our own. In Weine’s study, 
by contrast, where adolescents themselves were the sole informants, formal 
DSM diagnoses were found in 42% of subjects: PTSD in 25% and depressive 
disorders in 17%.19 

Studies undertaken directly in Bosnia also bear relevance, though somewhat 
more tenuously, to our own work. Two such studies were conducted amidst 
the chaos of ongoing warfare.11, 132 Child emotional-behavioral reactions in 
such context may well have a different meaning than in more protected 
ceasefire or exile settings: “ symptoms’ such as an increased startle reflex or 
fear of going outdoors are, in fact, protective in a war zone”.11 The two studies 
present disparate results. In the besieged Sarajevo, PTSD was noted in 41% of 
the children;132 in collective centers for the displaced in Zenica, PTSD was 
found in 94%, sadness in 91%, anxiety in 95%.11 Discrepancy may perhaps 
relate to the state of displacement. Sarajevo children were still living at home 
and attending school. Their world was brutally shattered, fragmented and 
constantly threatened, but not totally obliterated as for those sheltered in 
Zenica. 

More fitting for comparison are studies conducted in post-war Bosnia after the 
shooting had stopped. Two community based studies from 1996-97 made use 
of child self-report on standardized questionnaires administered in school, and 
of DSM diagnostic categories.133, 134 Results present sharply at odds: in Mostar, 
Smith et al. identified 52% “likely cases” of PTSD, 15% of depression;133 while 
in Foca-Gorazde, Jones & Kafetsios found 6% PTSD, 25% anxiety-
depression.134 Side by side, what the two studies perhaps most clearly reflect is 
the methodological uncertainty and the extreme contextuality of child (PTSD) 
assessment.53 Political violence is not a homogenous entity, distress can take 
particular forms in different communities.16 

In short, our findings appear not unreasonable in relation to previous research 
from Bosnia. Children in Bosnia were thoroughly surrounded by war: initially 
as outright violence and privation; later as the remnants of damaged homes 
and public buildings, and the persistence of ethnic animosity. Our refugee 
children, by contrast, escaped to a country at peace, intact and ordered. Thus 
posttraumatic reactions appeared less frequent in our sample than in most 
studies from Bosnia. 

At the same time, Bosnian children, despite overwhelming losses, retained a 
sense of continuity with their past and a fate shared with an entire community; 
factors believed to facilitate psychological recovery.83, 133 Our refugee children 
were forced to confront apartness; bearing experiences and frames of 
reference completely foreign to a majority of Swedish classmates, meeting a 
language and rhythm to life initially not their own. Thus depression and 
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anxiety presented at much the same level in our own sample as in those from 
post-war Bosnia. 

Studies of Swedish children’s mental health provide an additional backdrop 
against which to regard our clinician assessment. Cederblad and Höök 
explored “emotional disturbance” – roughly comparable to our concept 
“demanding attention” – in a randomly selected community sample.135 
Disturbance, defined as problems that present “distinctly troubling for the 
child or her surroundings”, was identified in 24% of the school-aged 
subsample. 

With regard to depressiveness, posttraumatic reactions and anxiety-
regressiveness – the three symptoms that figured most prominently in our 
study – only depressiveness has been extensively explored in Sweden at 
community level. Three separate school-based population studies were 
conducted in the 1990’s, revealing prevalence figures from 7-12%.136-139 

Anxiousness and posttraumatic reactions have not (to our knowledge) been 
investigated in the Swedish population at large. Ahmad, in the process of 
validating an author-designed PTSD interview, did employ a Swedish child 
referent group to compare with his Kurdistan refugee cases.140 PTSD was 
found in 10% of the Swedish referents. However, sample size was small (67 
children) and dropout rate high (71%), rendering uncertain the more general 
relevance of this finding. 

Thus, clinician assessment identified emotional-behavioral problems at least 
twice as often among our refugee children as in Swedish community samples. 
Given the inordinate experiences of Bosnian children – of war and forced 
exile – this twofold higher frequency appears not unreasonable. Results 
suggest that refugee children represent a “high-risk” group, for whom focused 
interventions may well be of value. 

Multi-informant comparisons: primary school children and teenage 
youths 

Regarding primary school children, clinician, parent and child assessments 
showed broad similarities. Parent-clinician accord was numerically the 
strongest. The structure of our interview procedure may well have contributed: 
our initial setting was with the family as a whole. Parents tend readily to 
dominate in such setting, as they share the weight and common vantage point 
of adulthood with clinician. In Bosnian families, accepted norms of strong 
parental authority and clear generational boundaries may have additionally 
underscored this tendency. 

Parent and child global assessments showed a substantial measure of inter-
relatedness. In families where all have experienced the trauma of war and exile, 
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children may hold silent or disguise their own distress to minimize parent 
burden.130 Parents may misinterpret or make light of what they observe, to 
allay feelings of guilt and shame at being unable to protect their child.48, 141 At 
the same time, war and resettlement may also act cohesively.142 Ongoing 
violence, followed by the unfamiliarity of a new country, may severely restrict 
the independence of child movement and activity. The imposed physical 
closeness of a more home-based life affords the parent greater opportunity for 
observing and interacting with the child.134 

In our study, results suggest that parents remained “relatively well attuned” to 
their primary school children. Clinician assessment correlated even more 
strongly to that of both parent and child, underscoring the robustness of our 
interview procedure. 

Teenage accord with parent and clinician was less distinct, apparent only on 
scales of differing focus. In other words, the three informants made similar 
assessments as to who was in distress but not as to the nature of that distress. 
From the perspective of a health examination this might perhaps suffice: the 
primary aim was to identify children in need of “further attention”, not to 
make diagnostically specific assessments. 

Still the vagueness of clinician-teenage (and parent-teenage) accord warrants 
explanation. Methodological differences in delineating trauma exposure and 
response may have contributed. Macksoud’s questionnaire inquires about 
reactions to one particular traumatic event, first selected and described in 
detail. The imposed concreteness focuses and tunnels attention, which may in 
turn help access more fully the associative memory network of the trauma.143 

Further, Macksoud instructs that for each symptom item probed, a brief 
reference be made to the selected traumatic event. The central challenge of 
adolescence revolves around the question of identity – who am I? what makes 
me me?144 By juxtaposing inner feelings directly and repeatedly with the 
outside trauma, Macksoud’s questionnaire makes symptom reactions both 
more understandable and less shameful. The teenager affirms not simply that 
“I enjoy – less than before – playing with friends”, but that I feel and act that 
way because. For the refugee youth, whose experience is one of loss and 
uprooting, a sense of inner coherence may be at once more difficult and all the 
more imperative to achieve.130, 145 

Clinician probing, by contrast, paged reaction to the countless number of 
events experienced by the teenager during war, flight and resettlement. The 
context to be held in mind may well have been too vast and diffuse to elicit 
memories of symptom response as clearly. Further, on clinician interview, PTS 
was not presented as a unified concept: specific reactions were questioned for 
separately, some in setting with the family as a whole, others alone with the 
child. 
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Teacher assessment stood at odds with that of clinician, parent, and child; 
reporting far fewer inward emotional problems at all ages; identifying far fewer 
teenagers in “need of attention”. Results are in keeping with previous research 
in which teachers present as poor informants of child inner moods and 
feelings.141, 146 Teacher “blindness” is often interpreted as a function of their 
more distant and academically oriented vantage point. In our study, distance 
was most apparent in relation to teenagers: 41% of teachers at junior and 
senior high school levels rated themselves “not knowing the child well”, 
compared to 7% at primary school level. 

Teachers’ overriding concern is to facilitate the process of learning and to 
encourage the child in social interactions with peers.147 The vast majority of 
our study children were scored as “quite competent” on appraisal of cognitive 
and social abilities. Conceivably this may have reinforced teacher’s modest 
identification of emotional-behavioral problems. Children who fulfill the 
primary goals of school education tend to arouse a less critical and questioning 
gaze.148 

At the same time, teachers’ less alarming assessment may derive from actual 
differences in child behavior in the classroom setting.40 While home and family 
bear constant reminders of the (often traumatic) past, school makes possible 
some degree of forgetfulness and disguise.19 Teachers are often relatively 
unaware of the child’s prior history. School allows the child to shift attention 
from the highly charged and chaotic “past-present” world of inner feelings to 
the more dispassionate world of intellectual endeavor and the mastery of 
“present-future” life in a new country.149 In so doing, school encourages the 
refugee child to a less troubled “presentation” of self. 

Teacher report calls attention, thereby, to children incapable of such 
transformation, those whose inner distress continually spills over and 
interferes with outer functioning. Perhaps these are the children whose long-
term adjustment stands most clearly in danger. In a study by Verhulst et al., 
when teachers perceived high levels of anxiety and depression in children, 
these children were five times more likely (than peers) to report emotional-
behavioral problems four years later.150 Seen in this light, our teachers’ less 
frequent identification of inward problems may hold both predictive and 
corrective value. Grief and mourning are inevitable reactions in the face of 
uprooting and resettlement.69 Sadness bears the weight of “depressiveness” 
perhaps first when it engulfs the outer world as well. 

Outward behavioral problems were rarely noted by any informant. Results are 
in keeping with a previous study of Bosnian refugees in Sweden, in which 
“restless”, “aggressive” and “defiant behaviors” all measured infrequent.21 By 
contrast, acting out symptoms have been reported high in children from other 
countries of war and political violence,151 including Chilean refugees resettled 
in Sweden.17 
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What accounts for the outward restraint of Bosnian children? A prospective 
study of physically abused, multi-risk and referent children identified two 
factors “most highly protective” against antisocial behavior: a strong 
commitment to school, and parents and peers who disapprove of such 
behavior.152 Our Bosnian children appear to function well in school, to have a 
tradition of strong family coherence,142 and to give positive cultural value to 
“being on best behavior”. 

Weisz has proposed two models for understanding how values, traditions and 
child-rearing practices of a culture influence symptom expression.153 Culture 
may impact directly, suppressing or facilitating the actual enactment of certain 
behavior. Alternatively, culture may affect the attitude of respondents, 
determining the threshold at which behaviors are labeled problematic or 
acceptable. Our results appear most in line with the first model, in that 
informants both within the culture (parents, teenager) and outside (teacher, 
clinician) reported few outward symptoms. 

Still, while differences were not statistically significant, inside informants 
presented the highest numerical frequencies of outward problems – parents 
for the primary school sample, teenagers themselves for the youth sample. 
Thus, the second model may also be relevant: Bosnians’ own thresholds for 
acceptable behavior may in fact be more restrictive than those of Swedes’, a 
difference that might come to the fore in a larger sample. 

Risk and protective factors for child mental health 

Trauma-stress exposure 

Trauma-stress exposure presented as an unequivocal risk factor for child 
distress, but accounted for only part of symptom variance. Exposure during 
the war period impacted on both mental health outcomes; while adversity 
during resettlement associated with emotional-behavioral problems only. 

The negative impact of war on refugee child mental health has been repeatedly 
documented.13, 15, 19, 44, 92 In our study, war exposure was associated particularly 
with PTS symptoms. Not surprisingly in that PTSD as a diagnosis was created 
specifically to define psychic response to life threatening trauma.62 

Parent HTQ assessment of war exposure related more distinctly to symptom 
outcome than did that of clinician. As previously stated (p. 74) HTQ 
represented a “second-telling” of the child’s experience and as such would 
expectedly be more detailed. Further, HTQ questioned explicitly about “close 
to death” experience, capturing more concretely acts of direct violence. 
Parents operated from an insider position – their shared exposure affording a 
sensitivity and physical memory of war. Violence and persecution was what 
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drove study families to flight; its inner formulation and reiteration was central 
to the construction of “family history”. 

Results revealed no clear distinction between acute violence vs. long term 
stress. On parent HTQ, lack of food or water, lack of shelter and medicine 
were significantly associated with PTS reactions, as were imprisonment, sexual 
abuse, and torture. Conceptually PTS more often associates with acts of acute 
violence.109 However, studies conducted in Sarajevo under siege revealed a 
similar pattern – experiences of both violence and deprivation related to PTS 
symptoms.132, 154 Was it that hunger and lack of shelter, bullying and ethnic 
harassment, held in the minds of child-parent a terror and dread as if “close to 
death”? Or was it simply that violence and hardship were inextricably 
interwoven?155 In our own study, acts of trauma and stress correlated 
significantly to each other, making impossible separate consideration. 

Child resettlement experience was associated with emotional-behavioral 
problems only. Further, in the emotional model of combined risk, the negative 
impact of resettlement appeared significant only in conjunction with the 
lowest tritile of war encounter. Results present not unreasonable in that exile 
in Sweden involved hardship and discrimination, but (almost without 
exception) no events of life-threatening character. Findings stand in agreement 
with previous observations of Sack et al. regarding Cambodian refugee youths, 
in which ongoing stress in the USA was associated with depressive symptoms; 
war and internment prior to arrival, the strongest determinant of PTS 
reactions.4, 37 

Additional factors of risk potential 

Additional factors associated with child distress were identified among 
variables from three aspects of refugee life – coping, family, and child social 
network. 

Coping presented inconsistently as a factor of risk potential. On the one hand, 
none of the five strategies primarily envisioned by child at the moment of 
forced exile bore any significant relationship to either outcome measure. On 
the other hand, in both multivariate models, coping strategy distract presented 
unmistakably as a risk factor in conjunction and interaction with resettlement 
exposure (emotional model) and social network (PTS model) respectively.  

Weakness of direct (univariate) association may have been a function of our 
assessment procedure. The Flight Scenario probed child reaction to one single 
war episode. Although forced flight was an event shared by all study children, 
it represented only a circumscribed moment in the prolonged and chaotic 
experience of war. In previous studies in which coping has been found directly 
and powerfully related to child well-being, the stressful experience addressed 
has been of more extended character: one month of ongoing missile 
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bombardment,156 a multiplicity of episodes of violence, threat and 
harassment,88 ongoing adjustment in the aftermath of war and upheaval.12 
Furthermore, although forced flight was a pivotal event in defining these 
children as refugees, the subjective meaning of the experience may have varied 
markedly. For some, a moment of fright and overwhelming loss; for others, a 
promise of escape from the horror of violence and hunger. In short, the 
limited singleness of the event, coupled with the possible contradictoriness of 
its inner meaning, may account for the lack of direct association.  

That coping distract was the strategy embodying risk on multivariate analysis 
was unexpected. In the face of an uncontrollable situation (such as forced 
flight), emotion based strategies (such as distract) would expectedly reduce 
arousal and anxiety, and present as protective.84 However, child and adolescent 
coping theory derives primarily from studies of narrowly and personally 
defined threats – painful medical procedures, school problems, dysfunctional 
peer relationships.87 War and ethnic violence involve political, ideological and 
community concerns beyond the narrowly personal.88, 157 Categorization 
controllable vs. uncontrollable may fail to do justice to the contradictory 
meanings inherent in a war situation. In a study of Israeli adolescents subjected 
to missile attack during the Persian Gulf War, emotion based coping strategies 
(denoted palliative) were likewise associated with greater anxiety and physical 
symptoms.156 

Alternatively, the risk identified for strategy distract may relate to the 
retrospective and projective character of the Flight Scenario. Perhaps what the 
instrument actually measured was strategies envisioned for the moment of 
flight colored by the present experience of resettlement: a chance to address the 
frightened self (Damir or Jasmina) from a position of knowledge about life in 
Sweden. From this perspective, a continued reliance on distract might signal 
an ongoing experience of uncontrollability and high arousal. The observed 
interactions between coping distract and high resettlement exposure 
(emotional model), and limited social network (PTS model), offer indirect 
support to such an interpretation. 

 

As to family, parent’s overall state of emotional distress presented as a risk 
factor, most distinctly in relation to child PTS symptoms. Of the three parent 
reactions evaluated, impairment of daily functioning stood apart – a prominent 
warning sign of its own. On multivariate analysis of child PTS reactions, 
father’s difficulty maintaining daily routines (at level “mentioned” or 
“demanding attention”) was the single most powerful contributing factor 
(Table 26). Results stand in line with Summerfield’s assumption that 
impairment of daily functioning represents the most detrimental consequence 
of traumatic exposure;73 the crucial determinant for considering psychiatric 
intervention (personal communication). Existential pain and intense suffering 
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are inevitable consequences of the horror of war and forced migration. But in 
the absence of functional collapse, they need not be defined or dealt with in a 
psychiatric setting. Summerfield’s position stands by no means unchallenged. 
Our own strategy for recommending clinical referral was guided by both 
impairment of functioning and intensity of suffering. 

That father’s difficulty – rather than mother’s – impacted most strongly 
presented unexpected. Bosnian families, at least in traditional rural 
communities, were characterized by clearly defined and gendered parenting 
roles.158 Mothers were the primary caretakers, in some cases supported by 
paternal grandparents. The war tended to accentuate this pattern, in that 
fathers were called off to front-line duty. However, nearly all fathers in our 
study were reunited with their family in connection with flight to Sweden. Our 
expectation was that mother’s functioning in the reunited family would bear 
most heavily upon child well-being. Such was not the case.  

Impairment of daily functioning was identified more often in fathers than in 
mothers (11 vs. 7 cases). Furthermore, father’s difficulties were accompanied 
in nearly 75% of cases by PTS reactions “demanding attention”; while 
mother’s difficulties were never so. Perhaps as a consequence thereof, father’s 
impairment impinged more heavily on the family, correlating negatively to 
elements of parent caring, family climate, and family optimism on the Family 
Functioning Scale. Mother’s impairment, on the other hand, was not 
significantly related to either parent caring or family climate. In other words, 
mothers appear to have “collapsed” for themselves, maintaining some level of 
adequate parenting and family warmth; fathers “collapsed” in relation to the 
needs of the entire family. 

 

Child social network, as captured on the Network Map, was characterized by 
three factors of risk potential – a quarrelsome relationship, dissatisfaction with 
school sector and dissatisfaction with friends-neighbors. On multivariate 
analysis of emotional-behavioral problems, a quarrelsome relationship 
maintained significance in competition with other risk factors (Table 25). 

The distinct warning inherent in quarrelsome ties repeats findings from a 
previous study of Swedish children, using the same Network Map.110 In the 
Swedish study, the number of quarrelsome contacts was consistently 
associated with child behavior problems in the non-psychiatric groups. 
Children use friends as cognitive and social resources to better negotiate the 
stress of normative transitions.159 Conflict-ridden relationships are 
developmental disadvantages, associated with increased risk for school 
maladjustment and with aggressive and anti-social behavior.160 
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The risk defined by child dissatisfaction with school sector, coupled with the 
protective potential of listing school teacher as an important other (discussed 
below), underscore the singular importance of school and teacher to refugee 
child adjustment.161 What accounts for this singular importance? School 
establishes a structure to daily routine, a recurring and predictable rhythm that 
enhances the feeling of safety.149, 162 Focus lies on the challenges of “normal” 
development and on the acquisition of new skills and insights, diverting 
attention away from impinging memories of past trauma. Further, school 
offers a meeting place for the formation of new peer relationships that help to 
strengthen a sense of identity and evolving connection with the new 
country.161 

Child dissatisfaction with the friends-neighbors sector was, in contrast to 
school dissatisfaction and a quarrelsome relationship, distinctly related to PTS 
reactions. Results may attribute to the ethnic divisiveness kindled by the war in 
Bosnia. Questioned as to their “worst” experience, a number of study children 
cited betrayal. For these children the sudden distancing or hostility of long-
standing friends-neighbors felt even more disturbing than bombing and 
shooting. Although the map recorded social network from the vantage point 
of Sweden, a residual feeling of uncertainty and suspicion may have guided 
responses, particularly for those most targeted by the war. Child dissatisfaction 
with friends-neighbors related in fact to higher levels of war exposure, but not 
of resettlement adversity; and to an overall network map qualitatively 
categorized as nostalgic: the pain of loss, a longing for what had been. 

Factors of protective potential 

Three aspects of refugee life contributed factors potentially protective of child 
mental health – family, child social network, and socio-demographics. 

The family factor stood foremost: family functioning as a comprehensive 
whole (total score) related directly and protectively to both child emotional-
behavioral problems and PTS reactions; and retained significance in 
multivariate competition with other factors on both symptom outcome 
models (Tables 25 and 26). 

From a quantitative perspective, family functioning in both medium and high 
tritiles was associated with a reduction of child distress. That even medium 
range scores were “good enough” may relate to the quality of life study 
children reported from prior to war. For the vast majority, this period was 
portrayed relatively stable and harmonious; few stories disclosed harsh or 
troublesome events. Under such “normal circumstances” most parents would 
be expected to succeed in creating bonds of secure attachment with their 
children. Bonds that later, amidst the terrifying challenges of war, would 
suffice to harbor and protect. 
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From a qualitative perspective, three specific elements of family functioning 
contributed to the protective association – family climate, family optimism and 
parent caring. 

Family climate – defined in our study as interactions characterized by warmth, 
openness and reciprocal respect, neither overly enmeshed nor coldly detached 
– bears strong resemblance to the concept of “cohesion” explored in previous 
research. In the face of missile attacks followed by internal displacement, Laor 
et al. found that pre-school children from over- and under-cohesive families 
exhibited more severe symptoms at 6-months,89 as well as at 5-year follow-
up.163 Conversely, adequate family cohesion provided a favourable 
environment in which to regulate and modify initial reactions. In our study 
positive family climate was likewise protective – inversely associated with both 
child emotional-behavioral problems and PTS reactions. 

Presenting even more strikingly protective was family optimism, the most 
prominent factor of all on univariate analysis of child PTS. In the midst of 
violent change, chaos and uprootedness, a fundamental parental task is to 
maintain and communicate a sense of hope – that things will work out.158 
Optimism lies close to the concept of “omnipotent illusion” derived from 
Bowlby’s attachment theory; in the best of worlds a fantasy shared by parent 
and child alike.164 I the parent will be able to protect my child, whatever comes 
to pass. I the child will be saved from harm regardless of what ensues. Kertész 
in Dossier K attributes his own survival to this very illusion, a hope-trust 
beyond the bounds of reason but still held onto as a teenage youth. An adult 
no longer nourishes this fantasy and thus can be “wrecked much quicker”.71 

Parent caring was evaluated in two regards – instrumental and emotional 
support in day-to-day living; and listening to and harboring trauma-specific 
child memories from the past. The former element emerged protective. Daily 
routines create an outer structure of concrete physical and mental activity that 
counteracts inner feelings of panic and chaos, of obsessive preoccupation with 
past events. An adequate pattern of sleep and wakefulness facilitates the 
normal processing of fearful and painful thoughts and memories.55 Tasks and 
responsibilities imposed by parent connect the child with the ongoing 
trajectory of life – going to school, caring for siblings, venturing into new 
relationships. 

The other element in our appraisal – listening to and “talking about trauma” – 
presents theoretically more complicated and contradictory. On the one hand, 
parent talking may help the child make sense of that which happened, 
reinterpret the experience and find strategies to deal with it – promoting 
healing.53 On the other hand, verbalization may reawaken intense feelings of 
fear, helplessness and rage, and in parents additional feelings of guilt and 
shame at not being able to protect the child. A reluctance to talk openly about 
the event may appear the only imaginable strategy for family survival.48 
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Silence, however, is deeply communicative; children register and react to more 
than they hear. Denial leaves the child alone with the experience and its 
intrusive images.  

At the same time, war and political violence are fundamentally acts of human 
design; gaining control over intrusive memories and reconstructing a sense of 
self, a social process.165, 166 Recovery requires concrete physical or social 
experiences that directly contradict the helplessness associated with the 
trauma.167 Healing may be furthered more by doing - by resuming the ongoing 
living of life, or by collective rituals involving theatre, song, dance – than by 
talking. 

Empirically, results from previous studies stand likewise at odds: Angel et al. 
found that parent talking about trauma accentuated refugee child distress;21 
Almqvist et al. that acknowledgement of the traumatic within the family made 
possible relief of child symptoms.48 Discrepancy undoubtedly reflects 
differences in context (family vs. family therapy setting), but may also attribute 
to the contradictory impulses awakened by trauma itself: an impetus both to 
hide and deny that which has happened as well as to openly proclaim and cry 
out the wrongs that have been committed.25 Which impulse prevails may vary 
during different phases of the resettlement process as well as during different 
stages of child development.64  

The protective potential in parent caring by listening to and harboring past 
memoires would thus fluctuate over time, perhaps escaping identification in a 
study of cross-sectional design. Parent instrumental caring, by contrast, bears 
no such inner contradiction or fluctuation, and would thus emerge – as in our 
study – unequivocally protective. Instrumental caring was significantly (or 
nearly significantly) associated with both child mental health outcomes; parent 
harboring of trauma-specific child memoires, with neither. 

 

The supportive potential of the child’s social network derived from three 
factors in particular: number of physically present others; a network 
qualitatively categorized as anchored in ongoing relationships; and teacher as 
an important other. 

The only quantitative score on the Network Map significantly related to child 
(emotional-behavioral) well-being was the number of physically present others. 
Results underscore the protective potential inherent in ongoing relationships 
in the present (“meets with regularly”) rather than internal representations 
from the past (“thinks about often”). Qualitative resolution of the map 
pointed in the same direction: the three categories ascribing importance to 
ongoing relationships – tided over, here and now, balanced – pooled dichotomously 
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as a group, were associated protectively with both child emotional-behavioral 
problems and PTS reactions. 

Results appear to contradict previous research that underscores the salutary 
importance of continuity with the old country – a time for nostalgic mourning, 
a place for re-enactment of rites and rituals, a process of slow acculturation.57, 

168 Discrepancy may in part derive from degree of “cultural apartness”. 
Cambodian refugees in the studies cited above brought with them traditions, 
cosmology and an explanation of self more at odds with that of Western host 
countries than did Bosnians arriving in Sweden. 

Alternatively, differences may be more apparent than real. Our network 
mapping made no clear distinction between physically present countrymen vs. 
physically present majority Swedes. Continuity with the old country may in 
fact have been maintained by new relationships to other fellow refugees. 
Network category balanced, in which the child preserves inner representations 
of past friendships while at the same time venturing into the ongoing world of 
the present, was in fact the only qualitative category almost significantly 
protective in itself. Balance defines a position in spirit of slow acculturation 
and akin to one in which the child negotiates different arenas of life (school, 
peers, family) with strength and support from one or the other cultural 
world.19, 169 

Listing school teacher as an important other was a protective factor, much as the 
opposite – dissatisfaction with school sector – presented as a risk. Teachers 
may play a variety of rolls for child refugees beyond that of imparting 
knowledge.170 They present as bearers and interpreters of Swedish majority 
culture – correcting misconceptions, easing adjustment. For some they act as 
an additional listening adult ear, helping to soothe daily frustrations, negotiate 
conflicts, praise concrete achievements and encourage future hopes. A close 
relationship to teacher and a non-dissatisfaction with school undoubtedly 
contribute to a sense of “school belonging”. In a study of Somali adolescents 
resettled in the USA, school belonging was associated with higher levels of 
self-efficacy and lower levels of PTSD and depression.7 When committed and 
involved, school helps the refugee child reconstruct a world of meaning and a 
network of social ties that enhance competency and promote self-esteem. 

In general, child social network variables associated more often and more 
strongly with emotional behavioral problems than with PTS reactions. A 
similar pattern was identified in two previous refugee studies. Among Bosnian 
children in Sweden, restricted contact with other children correlated with 
higher symptom scores on phobic and depressive subscales, but not on that of 
stress.21 Among Somali adolescents in the study cited above, a greater sense of 
school belonging impacted more strongly on depression than on PTS 
severity.7 Perhaps PTS reactions in themselves – i.e. bitterness and irritability 
toward others, loss of interest and sense of estrangement, restlessness – so 
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gravely impede child relationships that wider, potentially supportive social 
networks fail to develop.61 In our own study, sparse (a meagerness of both 
distant and present relationships) was nearly significantly associated with PTS 
reactions. 

 

As to socio-demographic factors, class affiliation white collar and parent 
education at level theoretical-university presented protective in relation to both 
emotional-behavioral problems and PTS reactions. Previous research has 
repeatedly demonstrated the adverse effects of poverty and social disadvantage 
on child physical and mental health; in highly industrialized,171 as in developing 
countries.172, 173 Low economic status co-occurs often with inadequate 
education, under-nutrition, family violence and dysfunction, and 
neighborhood danger – all risk factors for ill-health.174 

Conversely, a position of privilege constitutes a salutary factor. In our study, 
families of higher class and education enjoyed a wider range and more radical 
options in Bosnia for protecting their children from traumatic exposure. In 
Sweden, white collar class and mother’s theoretical education related 
significantly to family optimism. Class privilege and educational skills 
undoubtedly facilitate the learning of a new language and the deciphering of 
new cultural codes, engendering a sense of hope and empowerment.  

Study limitations 
The study sample was small, making more difficult identification of association 
between variables, as well as definitive proof of non-relatedness. In both cases, 
lack of significance may simply reflect weakness of power. Further, small 
sample size renders uncertain the applicability of findings to the total 
population of Bosnian refugee children in Sweden of this period (ca. 25,000). 
However, study children came from cities and towns all over Bosnia. They 
varied in ethnic, class and educational background, as well as in age and degree 
of war exposure. Study participation was near-total in the Swedish 
municipalities addressed, and the project was undertaken at a time when 
national politics encouraged a “random” distribution of refugees throughout 
the country. 

The time span from placement in town of residence (Umeå and surrounding 
municipalities) to clinician interview was held within narrow bounds, but total 
time in Sweden was beyond study control. Families were undoubtedly in 
different phases of resettlement adjustment, which may have affected the 
intactness of memories from Bosnia, symptom expressions, and the extent of 
new social networks. However, of the principle variables of risk and 
protection only trauma-stress exposure was significantly related to time as a 
factor. 
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Child age ranged from infancy to early adulthood, mirroring the clinical reality 
of refugee assessment. Although a semi-structured interview allows for 
flexibility in questioning, the meaning of trauma exposure, family and peer 
relationships, mental health symptoms, and coping strategies varies markedly 
at different stages of child development.53, 175 Neither our own interview nor 
the standardized questionnaires administered may have been adequately 
attuned to the cognitive capacity of the youngest children. To temper this risk, 
multi-informant comparisons of war exposure and mental health symptoms 
were analyzed separately for primary school children and teenage groups. 
Regarding multivariate models of risk and protection, however, the need for 
“largest possible” sample size argued against this separation. The associations 
identified may thus inadequately reflect age and developmental considerations.  

All children in each family were included in the study, as this was the 
assumption of clinical examination. Family background, trauma exposure and 
family functioning may well be experiences shared more closely by siblings 
than non-related peers, confounding analysis at child level. With this in mind, 
the relationship of socio-demographic factors to trauma-stress exposure was 
additionally examined at family level, with no significant differences in 
findings.  

The two phases of assessment were conducted approximately two months 
apart, making uncertain direct comparisons of child symptoms between 
occasions. Temporary setbacks – in school, family or comrade relationships – 
may distort child self-report of more lasting mood states and behaviors.134 
Questionnaire format, however, worked to minimize this risk. Achenbach’s 
behavior checklists inquire as to reactions “now or within the past six 
months”; Macksoud’s PTS questionnaire focuses on the “single most 
terrifying experience”. 

Child mental health was defined in relation to Western categories of medical-
psychiatric symptoms. Refugee research, at least in part, has come to question 
the universality of these symptom categories.23, 56-58 Particularly in societies 
where the “self” and its relationship to the physical and spiritual world have a 
different meaning, Western taxonomies present questionable. However, 
Bosnians as a group held concepts of the individual, of attribution, of health 
and ailment emanating from a common European tradition; and Bosnians had 
(in former Yugoslavia) enjoyed a professional healthcare system in structure 
and function quite similar to that of Sweden. 

Family functioning (as independent variable) and child mental health 
symptoms (as dependent) were appraised by the same clinician at the same 
interview, introducing a potential bias in evaluation.176 However, for both 
factors assessment was performed in relation to pre-established, clearly 
defined and concretely exemplified categories. 
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Child well-being was conceived in terms of emotional-behavioral problems 
“demanding attention” rather than in strict (DSM-IV) psychiatric diagnoses. 
The context of our study was a health examination offered to all newly arrived 
child refugee families. An all too narrow focus on child psychopathology 
would doubtlessly have aroused parental misgivings and rendered more 
difficult the identification of children “at risk”.134 

Finally, study design was cross-sectional. No relationships of causality can be 
asserted from our results: coping strategies, family functioning and social 
network structure may have contributed to child distress, been a result thereof, 
or both. In strict statistical meaning the associations presented establish only 
potential risk and protective factors.176 

Clinical and public health implications 
The low drop out rate in our study suggests that neither the Bosnian 
community as a whole, nor any particular ethnic group within, felt 
uncomfortable with procedures. The wide variation in family responses 
indicates that an atmosphere of openness and trust was established. Further, 
recommendations of referral for medical, psychological and social support 
were, with few exceptions, followed. 

A number of specific measures may have contributed to the acceptability of 
our examination. Assessment was conducted on the “neutral grounds” of the 
pediatric clinic and appraisal started with a physical examination of the child. 
Clinician interview focused issues of both “care and cure”, i.e. specific social 
needs of the family in relation to symptoms of emotional distress. Our 
interpreter was not only bilingual but bicultural; Swedish born of immigrant 
parents from former Yugoslavia. As an “outsider” to the ethnic divisiveness of 
the war and an “insider” to the goings-on of Sweden, she was accepted and 
respected by all ethnic groups within the community. In the end, the 
assessment procedure appeared to quiet concerns about professional 
assistance and to replace the abstract concept of child psychiatric intervention 
with the faces of two clinicians. 

Clinician interview of family and child provided richly detailed narratives of 
the child’s life. Trauma-stress exposure during each of the three periods 
examined – pre-war, war and resettlement – proved discrete and unrelated. 
Any serious evaluation of refugee children must therefore address each of 
these periods separately. Vulnerability during one bears no clear relevance to 
that of the next, owing in part to differences in the dynamics and interplay of 
socio-demographic factors. For Bosnian children, the period prior to war was 
preponderantly safe and good, suggesting a clinically favorable starting point 
for short-term trauma-focused therapy.28 
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Recounting the pain and horror of war exposure presents very real difficulties. 
Our semi-structured approach, which balanced between a free personal 
narrative of events and direct inquiry about violence and privation, faired 
reasonably well. Clinician interview captured the broad strokes of traumatic 
experience and made clear distinctions in the patterns and degree of child 
exposure. Still parent written assessment on a fixed format questionnaire 
(HTQ) was more powerfully related to child symptom outcome. A 
modification of clinician prompts is therefore in order, including more direct 
address to possible experience of being “close to death”. 

War and forced exile encompass a multitude of terrifying and confusing events 
and prompt a host of disparate child reactions. Any single account of that 
which happened and the mental health consequences thereof will inevitably 
prove inadequate; multi-informant accounts provide additional complexity and 
understanding. Children “at risk” on health examination fall roughly into two 
categories: those whose distress appears visible to their adult world; those who 
bear a “secret” load of inner pain and turmoil. Interviewing the child both 
alone and in interaction with parents and siblings appears of prime importance 
in identifying both categories. 

At the same time clinical examinations operate within very real time 
constraints. Primary school children’s independent recount of their own 
experience and symptom response was decidedly more limited than that of 
teenagers. A revised approach to interview alone with the younger children 
ought be considered. Troubling experiences might be elicited more readily 
through drawing, symptom reactions probed more adequately with help of 
(cartoon) picture representations. Visual and auditory cues combined appear 
to improve symptom comprehension and render younger children more 
reliable as informants of their own mental health.177, 178 

Clinician assessment was well-structured and comprehensive, identifying 
nearly half of Bosnian refugee children in need of “further attention”. 
Independent reports from parent, child and teacher suggest that stronger 
accord among respondents and a sharper “specificity” in risk appraisal might 
be possible to achieve by means of the following: 

1. A more thorough probing of PTS reactions, their presentation as a 
coherent entity with three distinct component criteria. 

2. A higher “further attention” threshold for inward problems. Faced with the 
sudden loss of close friends and relatives, of school, language and 
neighborhood, a period of depressiveness and regressiveness may well be 
“normal”.57 Referral should perhaps more strictly be reserved children 
whose bereavement clearly impedes their developmental growth. 

3. Contact with the child’s classroom teacher (with the family’s informed 
consent) as a regular procedure in clinician assessment. Teacher report 
reflects most keenly the child’s capacity to function in the outside world. 
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The challenge of a health examination is to make – from a momentary 
“snapshot” of the child – an evaluation meaningful in relation to the ongoing 
“video” to which parent, child and teacher are privy and participants. To do so 
requires a broad frame of inquiry. Traumatic and stressful events bear 
unequivocal import to refugee child well-being, but account for only part of 
the equation. An all too narrow focus on trauma – just as a hesitation or fear 
of exploring trauma – renders inadequate an understanding of the child’s 
condition. A fuller appreciation requires that factors in the family, school 
environment and social network, as well as patterns of dealing with stressful 
experience, be taken into consideration. 

“Living in the present” – the here and now of daily parent caring, school 
routines and ongoing social relationships – helps bear up the refugee child in 
the early phase of resettlement. Conversely, faltering in these regards – as 
manifest in impairment of father’s daily functioning, dissatisfaction with 
school, and child involvement in ongoing quarrelsome relations – present as 
concrete warning signs associated with child distress. Findings underscore the 
fundamental importance of psycho-social support in the initial reception of 
refugee children. Further, that health examination gains favor by addressing 
the ongoing social needs of the family (parent day care support, child after-
school activities, parent job references) together with, and in relation to, 
medical and emotional problems. 

Affirming hope for the future presents as invaluable to child mental health. 
For refugee parents to be bearers of hope, their own lives must take form as 
well. A future “promising” for child alone undermines parent authority and 
carries with it a sense of guilt and expectations of “success” all too heavy for 
the child. Therefore, refugee reception must not only counter acts of overt 
discrimination and ethnic harassment, but more generally work to incorporate 
parents into the social and economic fabric of the host country. To misuse the 
energy and initiative, the educational skills and work experience of refugee 
parents undermines their capacity to be of support, guidance and hope to their 
children. 

In conclusion, a health examination designed to target all newly arrived child 
refugee families must balance a threefold challenge – that of giving credence 
to the child’s experience, meaning to the child’s distress, hope and 
empowerment to the child’s future endeavors. Our interview placed child 
mental health in relation to child and family history – of the “good life” 
before, of wartime violence and privation, of flight, of initial exile adjustment, 
of hopes for the future. Exploring the child’s present well-being in narrative 
relation to past and future, our examination represents one possible strategy to 
understand and give meaning to the child’s thoughts, feelings and behaviors. 
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EPILOGUE 
To identify pre-school children with deficits in attention, motor control and 
perception (DAMP), Christopher Gillberg proposed a screening instrument of 
four questions. We were in the youth of our project, our semi-structured 
interview a myriad of items. Would that we in the end could distil from our 
study findings that degree of simplicity and acuity. The years went by, the 
notion faded, more and more questions laid claim to absolute necessity. 

Having completed this thesis, I feel obliged to address that challenge of a 
simple screening instrument. The questions below are not yes-no inquires, but 
themes or areas to explore. Nor can they be posed directly at outset, without 
some first connecting bond to ease the pain inherent in reply. They represent, 
if not a dramatic shift, at least a condensation of the thinking that guided the 
semi-structured interview. They are five in number, presented without 
semblance of claim to validity, statistical or otherwise:  

1. What is the worst of all that has happened to you? 
2. Do memories or thoughts about that event make daily life more difficult – 

going to school, eating meals, playing with friends, sleeping at night? 
3. Is there someone in your family, or a friend outside, whom you can go to 

when you feel frightened or sad? 
4. Do you have your own ways of comforting yourself, and do they work? 
5. What are your hopes and dreams for the future? 
 

Five questions, perhaps one day to be tested. 
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APPENDIX 1 
 
 
FRÅGEFORMULÄR TILL BARNFLYKTINGMOTTAGNINGEN 
 
 
 SIDA 
 
A ANMÄLAN TILL BARNFLYKTINGMOTTAGNINGEN 112 
 
B MEDICINSK BEDÖMNING 115 
 
 
 
ANAMNES 
 
I IDENTIFIERING 119 
 
II SOCIAL BAKGRUND 119 
 
III TRAUMA I HEMLANDET 121 
 
IV FLYKTEN 126 
 
V ASYLTIDEN 127 
 
VI AKTUELLT 129 
 
VII FRAMTIDEN 135 
 
VIII BARNET ENSAM 137 
 
 
 
STATUS 
 
IX FAMILJESTATUS 141 
 
X BARNSTATUS 147 
 
 
 
SAMMANFATTNING 
 
XI BEDÖMNING 153 
 
 
 
 
Frågorna nedan betraktas som en RAM för att definiera och konkretisera utfrågningsfälten. Intervjun är dock i första hand ett 
möte där familjens behov - såsom det uttrycks i rummet - får styra. Således blir samtliga frågor ej alltid möjliga att besvara 
(markeras med "X" över hela frågan). 
 
UPPGIFT till barnen under anamnestagning. Rita en bild - vad Du vill. (Barnet får vid tillfälle berätta om bilden.) 
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A  ANMÄLAN TILL BARNFLYKTINGMOTTAGNINGEN  
 
 Anmälningsdatum _______________  
 
BARNEN 
 
Anmäler härmed för hälsoundersökning ________ barn 
 
 
Namn Personnr Kön Födelseland 
 (P/F) 
 
1   ___________________________  __________________________  ________   _________________  
 
2  ___________________________  __________________________  ________   _________________  
 
3  ___________________________  __________________________  ________   _________________  
 
4  ___________________________  __________________________  ________   _________________  
 
 
 
FÖRÄLDRAR 
 
Far ___________________________________________________________________________________  
 
Personnr _______________________________________________  Födelseland ___________________  
 
Mor ___________________________________________________________________________________  
 
Personnr _______________________________________________  Födelseland ___________________  
 
Adress ________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
Telefon ________________________________________________________________________________  
 
 
 
FAMILJEN 
 
Antal kärnfamiljmedlemmar _____________  Antal kärnfamiljmedlemmar i Umeå ____________________  
 
Antal släktingar i Umeå ________________  
 
Saknas  Orsak (död, försvunnen, annan plats, mm) 
 
 _____________________________________  ________________________________________________  
 
 _____________________________________  ________________________________________________  
 
 _____________________________________  ________________________________________________  
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FLYKTINGSTATUS 
 
Ankomstdatum i Sverige __________________________________________________________________  
 
PUT-datum _____________________________________________________________________________  
 
Ankomstdatum till Umeå  __________________________________________________________________  
 
Flyktingförläggningar i Sverige Antal månader 
 
 _____________________________________________________________________  ________________  
 
 _____________________________________________________________________  ________________  
 
 _____________________________________________________________________  ________________  
 
 _____________________________________________________________________  ________________  
 
 _____________________________________________________________________  ________________  
 
 
Har familjen bott hos släkt/vänner i kommunen under delar av asyltiden? 
 
1 Ja  ________  månader 
2 Nej 
 
 
Har familjen "gått under jorden" under delar av asyltiden? 
 
1 Ja  ________  månader 
2 Nej 
 
 
Väntar familjen fortfarande asylbesked? 
 
1 Ja, datum vid ev avslag  _________________________________________________________________  
2 Nej 
 
 
Skäl för PUT? (om familjeåterförening koda även den första förälderns asylskäl) 
 
1 Kvotflykting 
2 Politiska 
3 De facto 
4 Humanitära 
5 Familjeåterförening 
 
 
Söker familjen återförening? 
 
1 Ja, för vem/vilka  _______________________________________________________________________  
2 Nej 
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ÖVRIGT 
 
Är föräldrarna själva oroade över något barn? 
 
1 Ja 
2 Nej 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
Har förskola/skola uttalat oro över något barn? 
 
1 Ja 
2 Nej 
 
Kommentar ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
Övrig kommentar  _______________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
Invandrarkonsulent  _____________________________________________  Tel  ____________________  
 
Förtur önskas (ja/nej)  ____________________________________________________________________  
 
Tolkspråk  _____________________________________________________________________________  
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B  MEDICINSK BEDÖMNING 
 
 
Besöksdatum ___________________________________________________________________________  
 
Barnläkare ______________________________________________ Tel nr _________________________  
 
 
BARNEN 
 
Namn Personnr Kön Födelseland 
  (P/F) 
 
1  ____________________________  __________________________  ___________  ________________  
 
2  ____________________________  __________________________  ___________  ________________  
 
3  ____________________________  __________________________  ___________  ________________  
 
4  ____________________________  __________________________  ___________  ________________  
 
 
 
AKTUELLA SYMPTOM 
 
(OBS: Framkommer symptom i hemlandet, under flykten eller under asyltiden kommenteras detta på sidan 117, under 
TIDIGARE SYMPTOM) 
 
 Bl B2 B3 B4 
 
* Sömnproblem? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Aptitlöshet, hetsätande? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Avsevärd viktnedgång? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Avsevärd viktuppgång? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
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Bl B2 B3 B4 
 
Ont i magen? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Ont i huvudet? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Hjärtklappning, tryck över bröstet, andnöd? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Yrsel? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Allergiska besvär? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Enures? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Andra aktuella symptom? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Vilka  ___________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Kronisk sjukdom? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
  
Vad  ____________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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TIDIGARE SYMPTOM 
 
Symptom i hemlandet, under flykten eller under asyltiden? 
 
Barn nr Symptom 
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 
 
STATUS 
 
Tillväxt 
 
Barn nr Längd (cm) Vikt (kg) Kommentar 
 
 _____   ________________   _______________   ____________________________________  
 
 _____   ________________   _______________   ____________________________________  
 
 _____   ________________   _______________   ____________________________________  
 
 _____   ________________   _______________   ____________________________________  
 
 
Avvikande beteende i rummet 
 
Barn nr Avvikande beteende hos barnet (samarbetar ej, vägrar att bli undersökt, rastlös, distanslös) 
 eller i föräldra-barn samspel (extremt krävande, kritiserande, frånvarande) 

 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
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Medicinska fynd 
 
Barn nr Kliniska undersökningsfynd (inkl tandstatus) 
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 
Barn nr Laboratoriefynd (ifylls i efterhand) 
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 
BEDÖMNING – ÅTGÄRD 
 
Medicinsk bedömning 
 
Barn nr Bedömning 
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 
Planeras någon specifik Åtgärd för barnet? 
 
Barn nr Åtgärd (vaccinering, medicinering, forts utredning, remiss) 
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
 
 _____   ___________________________________________________________________________  
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I  IDENTIFIERING 
 
Besöksdatum  __________________________________  
  
  
FAMILJEN 
 
Fars/Mors namn  ________________________________________________________________________  
 
Personnr ______________________________________  Födelseland  __________________________  
 
Frånvarande  ___________________________________________________________________________  
 
 
 
ÖVRIGA NÄRVARANDE 
 
Tolk __________________________________________   Språk _______________________________  
 
Barnläkare  _____________________________________________________________________________  
 
Invandrarkonsulent  ______________________________________________________________________  
 
Barnpsykolog/psykiater  ___________________________________________________________________  
 
Remiss från  ____________________________________   Förtur (ja/nej)  ________________________  
  
BUP journal förd på ______________________________________________________________________  
 
 
II  SOCIAL BAKGRUND 
 
Familjens bostadsort (namn)  ______________________________________________________________  
 
1 Landsbygd/köping (< 20 000) 
2 Småstad 
3 Storstad (> 500 000) 
 
 
Föräldrarnas yrke 
 
Pappa  ________________________________________________________________________________  
 
Mamma  _______________________________________________________________________________  
 
 
Högsta utbildningsnivå 
 
Pappa  ________________________________________________________________________________  
 
Mamma  _______________________________________________________________________________  
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 Bl  B2  B3  B4 
Var vårdades förskolebarnet? 
 
1 Hemma hos förälder  _______   _______   ______   _______  
2 Hos släktingar  _______   _______   ______   _______  
3 På dagis  _______   _______   ______   _______  
4 Annat  _______   _______   ______   _______  
 
 
Var gick skolbarnet? 
 
1 I skola, klass _____  _______   _______   ______   _______  
2 På fritids  _______   _______   ______   _______  
3 Var hemma  _______   _______   ______   _______  
 
 
Hur såg familjens kontakt med släkt och vänner ut i hemlandet? (frekvens, kvalitet, stöd) 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Saknar barnet några kamrater/släktingar från hemlandet? 
 
1 Ja   _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar (vem)  _________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Familjens etniska tillhörighet? 
 
Pappa  _____________________________________ Mamma  _____________________________________  
 
Barnen  _________________________________________________________________________________  
 
 
Har religion (eller annan övertygelse) spelat en viktig roll i familjens liv? 
 
1 Ja 
2 Nej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 

•



Living in the present with the past 121 
 

 

 

 Bl B2 B3 B4 
 
Var familjen "tillfredsställd" med sitt liv i hemlandet? 
 
1 Ja 
2 Nej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har barnet blivit utsatt för svåra påfrestningar tidigare i sitt liv? 
(olycksfall, långvarig sjukdom, psykiska problem, nära anhörigs död, föräldrasvikt, skilsmässa, osv) 
 
1 Ja 
2 Nej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
 
III  TRAUMA I HEMLANDET 
 
Precisera traumat genom att kommentera mot VEM, på VILKET SÄTT och HUR OFTA enl anvisningar 
 
Mot VEM anges som HUR OFTA anges som 
 
Obekanta Enskild händelse 
Släktingar o vänner Fåtal gånger 
Kärnfamilj Upprepade 
 
 
VÅLD inbegriper följande: 
 
Plundring el förstörelse av ägodelar Sexuell kränkning 
Fysiskt hot Tortyr 
Slag el misshandel Dödande 
Beskjutning Annat 
Arrestering el fängelse 
 
 
Har barnet blivit vittne till våld? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar (mot vem, på vilket sätt, hur ofta)  ______________________________________________________  
 
 ________________________________________________________________________________________  
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 Bl  B2  B3  B4 
 
Har barnet själv blivit utsatt för direkt våld?  
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar (på vilket sätt, hur ofta)  ___________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har barnet själv tvingats att söka skydd? 
 
1 Ja, vid bombning  _______   _______   ______   _______  
 vid beskjutning  _______   _______   ______   _______  
2 Nej   _______   _______   ______   _______  
 
Kommentar (hur ofta)  ______________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har barnet själv tvingats att vistas i koncentrationsläger? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
ANDRA UMBÄRANDEN inbegriper följande: 
Långvarig vistelse i skyddsrum, i belägrad stad, under jord eller i flyktingläger 
Annat 
 
Har barnet själv blivit utsatt för svält eller andra umbäranden? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
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 Bl B2 B3 B4 
 
Kommentar (på vilket sätt, antal veckor) ________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
FÖRFÖLJELSE inbegriper följande: 
Mobbning - Avstängning från skola/arbete - Tvångsflyttning - Annat 
 
 
Har barnet själv blivit utsatt för (etnisk, religiös, politisk) förföljelse? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar (på vilket sätt, hur ofta)  ___________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
SEPARATION kan uppkomma på följande sätt: 
 
Föräldern/närstående Barnet 
 
Skiljer sig Sätts i säkerhet 
Går under jorden Överges 
Försvinner Annat 
Flyr till annat land 
Fängslas 
Dödas 
Annat 
 
 
 
Har barnet skilts från en förälder i hemlandet? 
 
1 Ja, från pappa  _______   _______   ______   _______  
 från mamma  _______   _______   ______   _______  
2 Nej   _______   _______   ______   _______  
 
Kommentar (pga, antal månader)  ______________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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 Bl B2 B3 B4 
 
Har barnet skilts från ett syskon, nära släkting el annan viktig person i hemlandet? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar (från vem, pga, antal månader)  _______________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har barnet blivit utsatt för annat trauma? 
 
1 Ja 
2 Nej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har barnet utstått sina traumatiska upplevelser huvudsakligen i närvaro av 
 
1 Förälder/föräldrar  ________   ________   ________   ________  
2 Annan vuxen  ________   ________   ________   ________  
3 Syskon  ________   ________   ________   ________  
4 Andra barn  ________   ________   ________   ________  
5 Ensam  ________   ________   ________   ________  
 
 
FÖRÄLDERN 
 
 Pappa Mamma 
 
Har föräldern deltagit aktivt i kriget/motståndskampen? 
 
1 Ja  ________   ________  
2 Nej  ________   ________  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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 Pappa Mamma 
 
Har föräldern blivit utsatt för direkt våld? 
 
1 Ja  ________   ________  
2 Nej  ________   ________  
 
Kommentar (på vilket sätt) ___________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har föräldern vistats i fängelse/koncentrationsläger? 
 
1 Ja  ________   ________  
2 Nej  ________   ________  
 
Kommentar ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har föräldern blivit utsatt för svält eller andra umbäranden? 
 
1 Ja  ________   ________  
2 Nej  ________   ________  
 
Kommentar (på vilket sätt)  ___________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har föräldern blivit utsatt för (etnisk, religiös, politisk) förföljelse? 
 
1 Ja  ________   ________  
2 Nej  ________   ________  
 
Kommentar (på vilket sätt) ___________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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 B1 B2 B3 B4 
 
IV  FLYKTEN (barnen) 
 
Motiv för flykten (markera individuellt för varje familjemedlem) 
 
1 Svält, umbäranden 
2 Politisk/etnisk/religiös förföljelse 
3 Militär inkallelseorder/desertering 
4 Krigshot/öppet krig 
5 Familjeåterförening 
6 Annat 
 
 
Pappa  _____________________________________  Mamma  _____________________________________  
 
Barnen  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Berättade Ni för barnet om den förestående flykten? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Om Ja, vad gav Ni för skäl? 
 
1 Verkliga  _______   _______   ______   _______  
2 Inga  _______   _______   ______   _______  
3 Svepskäl  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Startdatum för flykten från hemmet till Sverige:  __________________________________________________  
 
 
Flyktvägen  _______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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 Bl B2 B3 B4 
 
 
Sammanlagd tid på flykt    ____________ år    ___________  månader    ___________  dagar 
 
 
Har barnet tvingats fly skild från övriga familjemedlemmar? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar (från vem, pga - se sid 123, antal månader)  ______________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har barnet blivit utsatt för trauma el svåra påfrestningar under flykten? 
(våld, andra umbäranden - även illegal vistelse, förföljelse, separation, annat) 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
V  ASYLTIDEN 
 
Sammanlagd asyltid (se sid 113) 
 
 __________________ år  ______________________ månader 
 
 
Varför bytte Ni flyktingförläggning? 
 
1 Egen önskan 
2 SIV:s beslut 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
Fick barnet (> 5 år) några kamrater under asyltiden som det saknar nu? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
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 Bl B2 B3 B4 
 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har familjen behållit kontakten med släkt/vänner från asyltiden? 
 
1 Ja 
2 Nej 
 
Pappa  _____________________________________ Mamma  _____________________________________  
 
 
Barnen  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har barnet levt skild från övr familjemedlemmar under asyltiden? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Kommentar (från vem, pga - se sid 123, antal månader)  ______________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har barnet blivit utsatt för trauma el svåra påfrestningar under asyltiden? 
(lång väntan, extrem trångboddhet, upprepade förflyttningar, poliskontroll, tvångsavvisning, föräldrasvikt el suicidförsök, 
närkontakt med andra flyktingar i kris, kulturella motsättningar, rasistiska el etniska trakasserier, osv) 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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VI  AKTUELLT 
 
 
Sammanlagd tid i kommunen (efter PUT): 
 
 __________________  månader 
 
 
Har barnet levt skild från övr familjemedlemmar efter kommunplacering? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar (från vem, pga se sid 123, antal månader)  _______________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
I vilka av nedanstående aktiviteter deltar familjen? 
(markera individuellt för varje familjemedlem) 
 
A Arbete E Inskolning av barn J Ingen 
B Arbetspraktik F Förskola I Annan 
C Språkstudier G Skola 
D Andra studier H Fritidsverksamhet 
 
 
Pappa ______________________________________  Mamma  _____________________________________  
 
Barnen  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har barnet (> 5 år) några "kamrater" (A flyktingar, B svenskar) - där relationen är någorlunda ömsesidig 
(söker upp varandra)? 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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 B1 B2 B3 B4 
 
Hur ser familjens kontakt med släkt och vänner ut idag? (frekvens, kvalitet, stöd) 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Brukar föräldrarna vända sig till någon med sin oro eller sina bekymmer? 
 
1 Ja, svensk  _____________________________  landsman  ___________________________________  
2 Nej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Är Ni själva oroade över något barn? (föräldrarnas svar) 
 
1 Ja, vem  __________________________________  
2 Nej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har förskola/skola uttalat oro över något barn? (föräldrarnas svar) 
 
1 Ja, vem  __________________________________  
2 Nej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har något barn blivit för snabbt vuxen pga det som hänt? (föräldrarnas/familjens svar) 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
3 Vet ej  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
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 Bl B2 B3 B4 
 
 
Tror Ni att barnet har begripit det som hänt och varför det är här? (barn <7 år, föräldrarnas/familjens svar) 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
3 För liten för att begripa  _______   _______   ______   _______  
4 Vet ej  _______   _______   ______   _______  
 
 
Tror Ni att barnet fortfarande 'funderar" (tänker på, *drömmer om, *har flashbacks från, 
*leker kring, pratar om) på det som hänt? (barn <7 år, föräldrarnas/familjens svar) 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
3 Vet ej  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
* Tror Ni att barnet aktivt försöker undvika att tänka på det som hänt? (barn <7 år, föräldrarnas/familjens svar) 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
3 Vet ej  _______   _______   ______   _______  
 
 
 
KROPPSLIGA SYMTOM 
 
Se B, MEDICINSK BEDÖMNING, sid 115-118 
 
 
INÅTVÄNDA SYMTOM 
 
DEPRESSIVITET 
 
Mer nedstämd än tidigare (tyst, gråter, *mimikfattig) 
* Minskat intresse för väsentliga aktiviteter (lek, skola, vardagsbestyr, mm) 
* Isolerar sig mer från omgivningen än tidigare 
* Känsla av en förkortad framtid eller brist på förväntan 
Känsla av värdelöshet eller överdrivna skuldkänslor 
Återkommande tankar på döden, suicidtankar eller suicidplaner 
 
Har barnet blivit mera depressivt - nedstämd och sorgsen - än tidigare? (föräldrarnas/familjens svar) 
  
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
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 Bl B2 B3 B4  
 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
 
ÄNGSLAN/REGRESSIVITET 
 
Påtaglig självosäkerhet inför nya människor/nya situationer eller överdrivet behov av lugnande försäkringar. 
Onormalt svårt att skiljas från mamma/pappa (klängig, svårt att somna ensam, skolfobi, "bevakar förälder") 
* Stannat upp eller gått tillbaka i sin utveckling (barnsligare, tappat färdigheter) 
 
Har barnet blivit mera ängslig, klängig eller barnsligare än tidigare? (föräldrarnas/familjens svar) 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
 
UTÅTVÄNDA SYMTOM 
 
TROTS 
 
Tappar oftare humöret, mera stingslig 
Grälar oftare med vuxna eller vägrar följa deras regler 
Retas oftare med syskon/kamrater 
Lägger oftare skulden för egna misstag på andra 
 
 
Har barnet blivit mera trotsig än tidigare? (föräldrarnas/familjens svar) 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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 Bl B2 B3 B4 
 
HYPERAKTVITET/ÖVERSPÄNDHET 
 
* Koncentrationssvårigheter (lätt distraherad, dålig uthållighet) 
* Svårt att somna eller orolig sömn 
* Överdriven reaktion vid oväntade yttre stimuli 
* Uppskruvad eller på helspänn 
Panikattacker (oväntat, intensivt, kortvarigt obehag) 
 
 
Har barnet blivit mera okoncentrerat eller hyperaktivt än tidigare? (föräldrarnas/familjens svar) 
 
1 Ja  _______   _______   ______    
2 Nej  _______   _______   ______    
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
 
AGGRESSIVITET/UTAGERANDE 
 
Allmän bråkighet (skriker och slåss) 
Självdestruktivitet (huvuddunkningar, river och biter sig själv) 
* Oväntade vredesutbrott 
Antisocialt beteende (drogmissbruk, återkommande snatteri) 
 
 
Har barnet blivit mera aggressivt, utagerande eller självdestruktivt än tidigare? (föräldrarnas/familjens svar) 
 
1 Ja  _______   _______   ______   _______  
2 Nej  _______   _______   ______   _______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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ANDRA SYMTOM 
 
(T ex dissociativa tillstånd, psykotiska reaktioner, m m) 
 
Barn nr Symtom 
 
 _______   _______________________________________________________________  
 
 _______   _______________________________________________________________  
 
 _______   _______________________________________________________________  
 
 _______   _______________________________________________________________  
 
 
 
FÖRÄLDRARNA 
 
Är Ni oroade över hur Ni själva mår? (föräldrarnas svar) 
 
 Pappa Mamma 
 
1 Ja  _______   ______  
2 Nej  _______   ______  
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Om Ja, hur handskas Ni med Er oro? 
(undvika att tänka på den, håller den inom mig, delar den med mina närmaste, håller mig aktiv/sysselsatt, söker 
professionell hjälp, osv) 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Har någon av Er depressiva tankar eller en tendens att isolera sig pga det som hänt? 
 
1 Ja Vem  _________________________________________________________________  
2 Nej 
 
 
Har någon av Er flashback-bilder pga det som hänt? 
 
1 Ja Vem  _________________________________________________________________  
2 Nej 
 
 
Har någon av Er svårt att klara vardagsrutiner pga det som hänt? 
 
1 Ja Vem  _________________________________________________________________  
2 Nej 

  

•
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Får någon av Er oförutsägbara vredesutbrott pga det som hänt? 
  
1 Ja Vem  _________________________________________________________________  
2 Nej 
  
 
Är det något i vardagen som bekymrar familjen just nu? 
(boende, ekonomi, språkinlärning eller skolprestation, arbete, främlingsfientlighet, flyktingstatus, isolering, släkt/vänner i 
hemlandet, folkets överlevnad, osv) 
 
1 Ja 
2 Nej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Är det någon viktig aktivitet/möjlighet som familjen saknar just nu? 
 
1 Ja 
2 Nej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
 
VII  FRAMTIDEN 
 
Om det blir fred i Ert land skulle Ni vilja återvända? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Om Ni tänker framåt 5 år vilka förhoppningar har Ni då för Er själva? (yrkesarbete, levnadsstandard, relation till 
svenskar/landsmän, släktåterförening) 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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Om Ni tänker framåt 5 år vilka förhoppningar har Ni då för Era barn? (hälsa, utbildning, yrke, relation till 
svenskar/landsmän) 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Finns det något speciellt i Er egen kultur som Ni vill att barnet ska bevara? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Tror Ni att någon i Er familj kommer att ha speciellt lätt att finna sig tillrätta i Sverige? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Tror Ni att någon i Er familj kommer att ha speciellt svårt att finna sig tillrätta i Sverige? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
  
  

•
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VIII  BARNET ENSAM (> 7 ÅR) 
 
 
 
Barnets namn  ____________________________________________________________________________  
 
Personnr _________________________________________  Födelseland  ___________________________  
 
 
 
Hur kommer det sig att Du har tagit Dig hela vägen till Sverige? (små barn) 
Varför kom Du till Sverige? (äldre barn) 
 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
När Du tänker tillbaka på hemlandet, vad är det första Du tänker på? 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Vad är det svåraste av allt som hänt Dig? 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
När Du hade det som svårast, hur bar Du Dig åt för att orka med? 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
När Du har det som svårast idag, hur gör Du för att orka med? 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
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Tänker Du ofta på det som hänt? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
* Har Du svårt att koncentrera Dig i skolan? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
* Har Du mardrömmar om det som hänt? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
* Har Du mardrömmar även på dagen som en film i pannan (flashbacks)? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Om Ja, vad gör Du för att hålla flashbacks borta eller bli av med dem? 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
  
  

•
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Har Du någon att prata med om det som hänt? 
 
1 Pappa 5 Vuxen kamrat/släkt 
2 Mamma 6 Lärare/fritidspersonal 
3 Syskon 7 Ingen 
4 Jämnårig kamrat/släkt 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
* Försöker Du aktivt undvika att tänka på det som hänt? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Är det någon viktig person som saknas numera i Ditt liv? 
 
1 Ja, Vem  ____________________________________________________________________________  
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Är det något som Du är särskilt rädd för? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
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Är Du orolig för någon i familjen? (Dig själv eller någon annan) 
 
1 Ja,  Vem  __________________________________________________________________________  
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Om Du fick göra tre önskningar inför framtiden, vad skulle det vara? 
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Vad vill Du bli när Du blir stor? (små barn) 
Vad har Du för framtidsplaner? (äldre barn) 
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Om det blir fred i Ditt land skulle du vilja återvända? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Finns det något speciellt från Ditt land som känns viktigt för Dig att ”hålla levande”? 
 
1 Ja 
2 Nej 
3 Vet ej 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
  

•
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IX  FAMILJE STATUS 
 
 
Fars/Mors namn  __________________________________________________________________________  
 
Personnr _________________________________________  Födelseland  ___________________________  
 
 
 
Allmänna intryck: avvikande drag, familjens energi eller "aura", attraktionskraft 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
 
Familjens organisatoriska struktur: (markera huvudalternativ, kommentera ev övriga) 
 
1 Insnärjd: tätt sammanlänkad, familjen som fästning 
2 Sammanhållen: öppen och nyfiken mot omgivningen 
3 Frikopplad: var och en avskild, isolerad 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
Om Sammanhållen, specificera ytterligare: (markera huvudalternativ, kommentera ev övriga)  
Sammanhållen med: 
 
1 En förälder ställd utanför 
2 Ett barn ställt utanför 
3 Alla inbegripna 
4 En speciell allians mellan enskild förälder-barn 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
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Familjens kommunikationsmönster: (Familjens sätt att berätta sin historia karaktäriseras enl följande. Markera 
samtliga lämpliga alternativ). 
 
Huvudberättare: pappa, mamma, ett barn, barnen, hela familjen 
 
Berättelsens flöde: forsande, öppet, fråga/svar karaktär, tvekande, stumt 
 
Berättelsens kognitiva karaktär: konkret - abstrakt, strukturerad - kaotisk, klargörande - diffus - mystifierande, 
minnesrik - minnesfattig, sammansatt - förenklad, traumafokuserad - traumaundvikande 
 
Berättelsens emotionella karaktär: personlig - distanserad, ångestdriven - intellektualiserande, dramatiserande - 
saklig - bagatelliserande 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
Föräldra - Barn hierarki 
 
_____________________________________________________ 
1 1,5 2 2,5 3 
 
 
1 Föräldrastyre. Familjen kännetecknas av klara generationsgränser. Föräldern/föräldrarna definierar gemensamt 
familjens mål och handlingslinje. Maktfördelningen mellan föräldrarna behöver ej nödvändigtvis vara jämlik. Föräldrarna 
inhämtar barnets åsikter och kan även använda sig av barnets kompetens och erfarenhet (efter ålder och mognad). 
Föräldrarna bibehåller dock det överordnade beslutsansvaret. Föräldrarna markerar ramarna för barnets agerande i 
rummet och dess deltagande i samtalet. 
 
2 Föräldra - barn koalition. Föräldrarna definierar "i princip" familjens mål och handlingslinje. Deras överordnade 
position är dock tillfälligt försvagad pga språkförbistringar, egna kriser el dyl. Ett eller flera barn har fått en "förhöjd" 
maktställning. Barnet/barnen agerar dock främst på ett instrumentellt plan som familjens "språkrör". Barnet deltar "alltför 
aktivt" i samtalet. 
 
3 Barnstyre. Familjen kännetecknas av upplösta/utsuddade generationsgränser. Ingen förälder står kvar i överordnad 
position. Familjens mål och handlingslinje definieras företrädesvis av barnet. Barnet agerar inte bara på ett instrumentellt 
plan som familjens "språkrör", utan även på ett känslomässigt plan som stöd till föräldrarna. Barnet agerar självsvåldligt i 
rummet. 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
  
  

•
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Föräldraomsorgsförmåga 
 
 
_____________________________________________________ 
1 1,5 2 2,5 3 
 
 
1 Omsorgsfull. Föräldrarna har förmåga att uppfatta och tillgodose barnets grundläggande biologiska (mat, sömn) och 
psykologiska (närhet, kontinuitet, trygghet, gränssättning) behov allt efter barnets ålder och mognad. Föräldrarna har en 
realistisk och sammansatt bild av sitt barn. De kan uppskatta barnets styrka och leva sig in i dess svårigheter. 
Förväntningar och krav som ställs på barnet är åldersadekvata och rimliga. I samtalsrummet förmår föräldrarna hålla ett 
"vakande öga" på småbarnen. 
 
2 Otillräckligt - Överdrivet. Föräldrarna har vissa svårigheter att uppfatta eller prioritera barnets grundläggande 
biologiska och psykologiska behov. Föräldrarna har en något orealistisk bild av sitt barn. Dess svårigheter bagatelliseras 
eller dess förtjänster förminskas. Förväntningar och krav som ställs på barnet är ibland orealistiska. I nya situationer 
(förskola - skolstart, sjukdom mm) kan föräldrarna ge antingen otillräckligt eller för mycket stöd. I samtalsrummet förlorar 
föräldrarna ibland sitt "vakande öga" över småbarnen. 
 
3 Omsorgssvikt. Föräldrarna har påtagligt liten förmåga att uppfatta och tillgodose barnets grundläggande biologiska 
och psykologiska behov. Föräldrarna har en påtagligt orealistisk bild av sitt barn. Barnet kan antingen vara starkt 
idealiserat eller nedvärderat. Förväntningar och krav som ställs på barnet är ofta helt orealistiska. I nya situationer ger 
föräldrarna antingen inget stöd eller överbeskyddar kraftigt. I samtalsrummet absorberas föräldrarna så starkt av sitt eget 
berättande att även småbarnen kommer helt ur fokus. 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
 
Familjeklimat 
 
 
_____________________________________________________ 
1 1,5 2 2,5 3 
 
 
1 Bekräftande. Familjeinteraktioner kännetecknas av värme, närhet och ömsesidig respekt. Skilda åsikter får 
komma till tals liksom starka känsloyttringar (t ex skratt, gråt, irritation). Fysiska interaktioner är öppna och 
stödjande utan att vara invaderande. Den allmänna tonen är bekräftande. 
 
2 Neutralt. Familjeinteraktioner kännetecknas av försiktighet och återhållsamhet. Skilda åsikter liksom starka 
känsloyttringar hålls oftast undan. Fysiska interaktioner är strama och formella. Den allmänna tonen är 
neutral. 
 
3 Avståndstagande - Överhettat. Familjeinteraktioner kännetecknas av kyla, stumhet, misstänksamhet eller 
depressivitet. Det finns ett outtalat förbud mot att föra fram skilda åsikter eller starka känsloyttringar. Fysiska 
interaktioner är obefintliga eller aggressiva. Den allmänna tonen är kritiserande och avståndstagande. 
Alternativt kännetecknas familjeinteraktioner av alltför intensiv eller symbiotisk närhet. Individuella 
ståndpunkter utsuddas eller förnekas: egna åsikter och känsloyttringar sammanblandas med övriga 
familjens. Fysiska interaktioner är invaderande. Den allmänna tonen är överhettad. 
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Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
 
Föräldrarnas traumaspecifika härbärgeringsförmåga 
 
 
_____________________________________________________ 
1 1,5 2 2,5 3 
 
 
1 Empatisk. Föräldrarna har förmåga att lyssna till barnets egen traumahistoria, att förstå och leva sig in i barnets 
situation, att dela barnets sorg, smärta, ångest, vrede. Därmed får barnet hjälp att integrera och bearbeta det som hänt. 
 
Föräldrarna döljer inte helt sin egen traumahistoria. De berättar "lagom mycket" allt efter barnets ålder och mognad så att 
barnet kan förstå situationen. Dock undviker föräldrarna att använda barnet för att avlasta sina egna smärtsamma 
upplevelser. 
 
2 Oberäknelig. Föräldrarna har viss förmåga att lyssna till och ta emot barnets egen traumahistoria. Barnets minnen 
och berättelse bagatelliseras dock till viss del eller omtolkas av föräldrarna. Barnets sorg, smärta, ångest, vrede ryms ej 
tillfullo hos föräldrarna. 
 
Föräldrarna har vissa svårigheter att berätta "lagom mycket" av sin egen traumahistoria för barnet. Antingen döljer de 
meningsbärande delar av historien eller belastar de ibland barnet med sina egna smärtsamma upplevelser. 
 
3 Oempatisk. Föräldrarna har påtagligt liten förmåga att lyssna till och ta emot barnets egen traumahistoria. Barnets 
minnen och berättelse bagatelliseras, misstolkas eller förnekas aktivt av föräldrarna. Barnets ev symptom kopplas ej 
heller samman med dess trauma. 
 
Föräldrarna brister påtagligt i förmågan att berätta "lagom mycket" av sin egen traumahistoria för barnet. Antingen döljer 
de sin historia helt eller avlastar om och om igen sina egna smärtsamma upplevelser på barnet. 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
  

•
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Familjens framtidsvision 
 
 
_____________________________________________________ 
1 1,5 2 2,5 3 
 
 
1 Optimistisk. Familjen har huvudsakligen en förhoppningsfull inställning till framtiden. De egna 
svårigheterna och förlusterna förnekas inte. Men det finns kraft att gå vidare och en öppenhet att pröva nya 
vägar. Familjen har en tilltro till att de egna insatserna bär eller att ödet är positivt sinnat. 
 
2 Ambivalent. Familjen har en ambivalent inställning till framtiden. Vissa familjemedlemmar (oftast föräldrar) 
betraktar svårigheterna och förlusterna som stora och tvivlar på sin förmåga att hitta en framtid i Sverige. 
Andra familjemedlemmar (oftast barnen) hyser hopp om de reparativa och adaptiva krafterna. 
 
3 Pessimistisk. Familjen har en uttalat negativ förväntan på framtiden. De egna svårigheterna och 
förlusterna ter sig så överväldigande att någon reparativ kraft inte kan skönjas. Uppgivenheten är påtaglig. 
Familjen saknar tilltro till både de egna och andras insatser. Ödet är negativt sinnat. 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
Karikerade föräldraroller (markera huvudalternativ, kommentera ev övriga) 
 
1 Diktator: auktoritär pondus, rigida gränser som markeras strängt 
2 Ledare: självklart familjeöverhuvud, naturlig pondus, lyhörd, tillåtande inom fasta gränser. 
3 "Bästis": upplöst generationsuppdelning, "jämställd" eller överidentifierad, lyhördhet som blivit emotionellt invaderande 
4 Frånvarande: ej tillgänglig, självförsjunken eller tonårsaktigt självupptagen 
 
 
Pappa ______________________________________  Mamma  ___________________________________  
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
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Föräldrarnas relation till intervjuaren (markera huvudalternativ, kommentera övriga) 
 
1 Distanslös, invaderande 
2 Tacksam, underdånig 
3 Öppen, avspänd 
4 Avvaktande, misstänksam 
5 Avstängd 
 
 
Pappa ______________________________________  Mamma  ___________________________________  
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
  
  

•
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X  BARNSTATUS 
 
OBS: Vid samtliga bedömningar tas hänsyn till barnets ålder och förväntad utvecklingsnivå. 
 
 
Barnets namn  ____________________________________________________________________________  
 
Personnr ___________________________________ Födelseland  __________________________________  
 
 
 
Allmänna intryck: avvikande drag, utseende, energi, attraktionskraft, mognad 
 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
 
Kontakt och medverkan 
 
 
_____________________________________________________ 
-1 -0,5 0 +0,5 +1 
 
 
-1 Avstängd. Påfallande blyg, sluten eller avvisande mot intervjuaren. Ger ingen blickkontakt. Svarar oftast kortfattat på 
riktade frågor, gör sällan spontana inlägg. 
 
0 Avspänd. Öppen och naturligt nyfiken mot intervjuaren. Möter blicken direkt. Engagerar sig på ett personligt sätt i 
samtalet. 
 
+1 Distanslös. Flödar över i det personliga närmandet. Söker oblygt och omedelbart tröst, bekräftelse eller fysisk 
kontakt med intervjuaren. Berättar ohämmat alltför mycket om sig själv. 
 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
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Kroppsspråk 
 
 
_____________________________________________________ 
-1 -0,5 0 +0,5 +1 
 
 
-1 Hämmad. Fruset uttryck (mimikfattig, få gester). Påtaglig avsaknad av kraft och energi (hösäck) eller strängt 
kontrollerad hållning (sprättbåge). 
 
0 Harmonisk. Rör sig fritt och uttrycksfullt (mimik, gestikulation). Balanserad energi: Förmåga till både aktivitet och 
stillhet. 
 
+1 Uppspelt. Uppskruvad eller på helspänn. Svårt att sitta still, ständigt i rörelse. Trummar rastlöst med händer eller 
fötter, spelar över, ivrigt gestikulerande. 
 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 
 
Koncentration och självständig aktivitet 
 
 
_____________________________________________________ 
-1  -0,5 0 +0,5 +1 
 
 
-1 Beroende. Finner sig i att vara i rummet. Passiv, ej störande. Utför konkret och mekaniskt tilldelade uppgifter eller 
aktiviteter. Förmår dock ej att på egen hand "leka" eller samtala vidare. Stannar upp, inväntar ny aktivering utifrån. 
 
0 Självständig. Finner sig till ro i rummet. Hittar utan svårigheter en aktivitet (bygga lego, rita, lyssna på - delta i 
samtalet) att rikta sin uppmärksamhet på. Förmår fortsätta med samma aktivitet under längre tid utan att kräva särskilt 
stöd eller uppmärksamhet utifrån. 
 
+1 Hyperaktiv. Påtagliga svårigheter att finna sig till ro i rummet. Tappar fort intresse för samtalet. Prövar och avverkar 
olika aktiviteter i rasande fart. Orolig, störande, vill ut. Kräver kontinuerligt stöd av ett äldre syskon eller förälder för att 
kunna lugna sig och ev hitta fokus för sin energi. 
 
 
Kommentar  ______________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 ________________________________________________________________________________________  
 
 

•
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Verbaliseringsförmåga 
 
 
_____________________________________________________ 
-1 -0,5 0 +0,5 +1 
 
 
-1 Torftig. Uttrycker sig förenklat och enbart konkret, med få och ibland irrelevanta detaljer. Berättelsen blir därigenom 
diffus. 
 
0 Åldersadekvat - Fyllig. Uttrycker sig klart och tydligt, både konkret och abstrakt, ibland med stor variationsrikedom. 
Berättelsen blir därigenom begriplig, ibland fängslande. (Vid markant nyanserad verbaliseringsförmåga kommentera 
nedan.) 
 
+1 Ymnig. Verbal svada, duperande språk utan förankring, språk som "försvar". Berättelsen blir därigenom diffus. 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
Emotionell uttrycksförmåga 
 
 
_____________________________________________________ 
-1 -0,5 0 +0,5 +1 
 
 
-1 Stum. Känslor och känslobeskrivningar saknas påtagligt i samtalet. Hållningen är snarare distanserad eller 
intellektualiserande. 
 
0 Nyanserad. Känslor och känslobeskrivningar ingår på ett naturligt sätt i samtalet. De kan uttryckas i språk eller 
genom mimik, tonfall och gester. På så sätt engageras intervjuaren i barnet. 
 
+1 Blödig. Känslor och känslobeskrivningar svämmar över i samtalet, ibland utan begripligt sammanhang. Antingen 
överväldigas eller fängslas intervjuaren av barnet. 
 
  
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
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Teckningsförmåga 
 
 
_____________________________________________________ 
-1 -0,5 0 +0,5 +1 
 
 
-1 Torftig - Omogen. 
 
0 Åldersadekvat - Avancerad (Vid markant uttrycksfull teckningsförmåga kommentera nedan.)  
 
+1 Störd realitetsavbildning. 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
Relation till föräldrar 
 
 
_____________________________________________________ 
-1 -0,5 0 +0,5 +1 
 
 
-1 Avståndstagande. Barnet markerar kraftfullt sin egen självständighet genom öppen, ibland kränkande 
argumentation eller "straffande" avstängdhet. Små barn blir självförsjunkna och söker inte föräldrarnas stöd och tröst. 
Barnet nonchalerar föräldrarnas anvisningar bl a vad gäller sitt eget agerande i rummet. 
 
0 Respektfull. Barnet accepterar föräldrarnas auktoritet och åsikter utan att förneka sig själv. Ger uttryck för sina egna 
uppfattningar och känslor men tar föräldrarnas ståndpunkt i beaktande, bl a vad gäller sitt eget agerande i rummet. Små 
barn söker föräldrarna aktivt för stöd och tröst. 
 
+1 Överidentifierad. Barnet lyssnar in och avläser föräldrarna till priset av sin "egen röst". Reagerar nästan synkront 
med skiftningar i föräldrarnas känslotillstånd (gråter t ex när föräldrarna gråter). Barnet inordnar sig snabbt efter 
föräldrarnas signaler (verbala och icke verbala) bl a vad gäller sitt eget agerande i rummet. 
 
  
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
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Relation till syskon 
 
 
_____________________________________________________ 
-1 -0,5 0 +0,5 +1 
 
 
-1 Bristande. Tar avstånd från syskonen. Kontakten sinsemellan alltifrån likgiltig till öppet fientlig. Visar prov på öppen 
konkurrens, aggressivitet, nedvärdering. 
 
0 Ömsesidig. Umgås med syskonen på ett avspänt, nära och lekfullt sätt. Ger varandra praktiskt och emotionellt stöd 
vid behov. Kan även skrika och slåss med varandra. Urladdningar är dock övergående. Konflikterna löses på egen hand 
eller med tillfälligt föräldrastöd. 
 
+1 Överansvarig. Tar på sig en "föräldraroll" gentemot syskonen. Försöker tillfredställa syskonens behov. Kan 
uppträda omhändertagande, dirigerande, ängsligt kontrollerande. 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
Barnets stämningsläge (markera huvudalternativ, kommentera ev övriga) 
 
1 Depressivt: nedstämd, utan hopp, skuldtyngd, låg självkänsla 
2 Ängsligt: orolig, spänd, klängig 
3 Irritabelt: missnöjd, retlig, lättantändlig 
4 Aggressivt: ilsken, avvisande, fientlig 
5 Misstänksamt: bristande tillit, på sin vakt, förväntar sig orättvis behandling 
6 Hypomant: upprymd, uppskruvad 
7 Normalt: mogen, tillitsfull, förhoppningsfull 
8 Annat 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
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Karikerade barnroller (markera huvudalternativ, kommentera ev övriga) 
 
1 Hjälte. Duktig, ansvarsfull, omhändertagande. Tar på sig ett föräldraansvar vad gäller familjens sociala ("stressad 
anpassare") och/eller emotionella ("allvarlig bemästrare") behov. 
 
2 Clown. Fylld av roliga upptåg, irrelevant, avledande. Spelar upp en glad och bekymmerslös utsida, döljer en sorgsen 
insida. 
 
3 Syndabock. Trotsig, stökig, aggressivt utagerande. Drar till sig negativ uppmärksamhet i skolan och/eller hemma. 
 
4 Tapetblomma. Tyst, färglös, osynlig. Självförsjunken, självförsörjande eller självutplånande. Drar inte till sig någon 
uppmärksamhet. 
 
5 Skonad. Stabil, harmonisk, tillitsfull. Tillfreds med sig själv och sin omgivning. Förhoppningsfull inför framtiden. 
 
6 Benådad. Älsklig, solstråle. I fokus för familjens ömhetsbetygelser. 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
Uppvisar barnet tecken på grav realitetsstörning? (hallucinationer, paranoida vanföreställningar, 
depersonalisation, etc) 
 
1 Ja 
2 Nej 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
Uttrycker barnet suicidtankar eller suicidplaner? 
 
1 Ja 
2 Nej 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
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XI  BEDÖMNING 
 
 
Barnets namn ___________________________________________________________________________  
 
 
Personnr ___________________________________ Födelseland  ________________________________  
 
 
 
SAMMANFATTNING 
 
Stress: Svårighetsgrad av trauma och psykosocial påfrestning som barnet utsatts för. 
 
 
Grad Exempel på stressfaktorer 
 
1 måttlig flyktingskap el flyktingförälder, upprepade förflyttningar, rasistiska trakasserier, förstörelse av 

egendom, vittne till krigshandlingar, familjen påtagligt isolerad, kronisk sjukdom 
 
2 svår tvångsavvisning, systematisk etnisk förföljelse, svält och umbäranden, utsatt för polisrazzia, 

utsatt för allmän bombning/beskjutning, vittne till syskons/nära anhörigs död, långvarig 
separation från en förälder/ syskon/nära anhörig, torterad förälder, suicidhot från förälder, 
föräldrars skilsmässa, livshotande sjukdom 

 
3 extrem vistats i koncentrationsläger eller under jorden, utsatt för direkt våld/sexuellt övergrepp, vittne 

till att förälder torterats/dödats, långvarig separation från båda föräldrarna, utsatt för grav 
föräldra - misshandel/omsorgssvikt 
 

 
Kommentar (specificera, ev motivera)  _________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
Resurser: Grad av barnets inre stabilitet (personlighet, coping, framtidstro) och tillgång till yttre stöd (familj, 
nätverk). 
 
 
Grad Exempel på resurser 
 
1 måttliga "gott liv" i hemlandet, välutbildade/yrkeskompetenta föräldrar, flera intressen, någon att prata 

med om "det svåra", professionellt nätverk 
 
2 goda god självkänsla, nyanserad verbal och emotionell uttrycksförmåga, ett starkt intresse, 

omsorgsfulla föräldrar, starkt religiös/politisk övertygelse, begriper det som hänt, släkt och 
flyktingvänner 

 
3 exceptionella "realistisk" självbild, stark konstnärlig uttrycksförmåga, härbärgerande föräldrar, stark 

framtidsoptimism, bearbetar det som hänt, flykting- och svenska vänner 
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Kommentar (specificera, ev motivera)  _______________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
Symptom: Svårighetsgrad av symptom som barnet uppvisar 
 
 
Grad Exempel på symptom 
 
0 inga 
 
1 måttliga enures, förbarnsligad, sorgsen, okoncentrerad, sömnsvårigheter, stingslig/retsam 
 
2 svåra kraftigt regressiv, "bevakar" ständigt förälder, skolfobi, påtagligt nedstämd, oväntade 

vredesutbrott, avvisar konsekvent vuxenregler 
 
3 extrema självdestruktivitet, egentlig depressionsepisod, PTSS, flashbackbilder, psykotiska eller 

dissociativa reaktioner, antisocialt beteende 
 
 
Kommentar (specificera, ev motivera)  _______________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
BEDÖMNING 
 
Bedömning av barnets psykiska hälsa idag 
 
 
__________________________________________________________________ 
1 2 3 4 5 6 
mkt mkt 
dålig bra 
 
 
Kommentar (motivera)  ___________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
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Bedömning av familjens psykiska hälsa idag 
 
 
__________________________________________________________________ 
1 2 3 4 5 6 
mkt     mkt 
dålig     bra 
 
 
Kommentar (motivera)  ___________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
Skattning av hur barnets psykiska hälsa kommer att se ut om fyra år 
 
 
__________________________________________________________________ 
1 2 3 4 5 6 
mkt     mkt 
dålig     bra 
 
 
Kommentar (motivera)  ___________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
Skattning av hur barnets familj som helhet kommer att må om fyra år 
 
 
__________________________________________________________________ 
1 2 3 4 5 6 
mkt     mkt 
dålig     bra 
 
 
Kommentar (motivera)  ___________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
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ÅTGÄRD 
 
Rekommenderas någon specifik åtgärd för barnet? 
 
1 Ja, psykosocial  ________  
 psykiatrisk  ________  
 strukturell  ________  
2 Nej 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
Accepterar familjen åtgärdsförslag? 
 
1 Ja  ________  
2 Nej  ________  
3 Avvaktar  ________  
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 Pappa Mamma 
 
Rekommenderas någon specifik åtgärd för föräldern? 
 
1 Ja, psykosocial  _________   _______  
 psykiatrisk  _________   _______  
 strukturell  _________   _______  
2 Nej 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
Accepterar föräldern åtgärdsförslag? 
 
1 Ja 
2 Nej 
3 Avvaktar 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
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SENARE ÅTGÄRD 
 
Kommer barnet vid senare tillfälle till BUP? 
 
Tidpunkt efter Barnflyktingmottagning:  ________  år  _________  månader 
 
 
Initiativtagare 
 
1 Familjen 
2 Invandrarkonsulent 
3 Skola/förskola 
4 Socialnämnd 
5 Barn- och ungdomsmedicin 
6 Advokat 
7 Annan 
 
 
Kommentar  ____________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 
 
Kontaktanledning  ______________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
 
 ______________________________________________________________________________________  
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APPENDIX 2 
School Competence Scale 

 

Barnet/Ungdomen 

Namn __________________________________________________ Kön  _______________________________  

Personnr  _______________________________________________ Födelseland  ________________________  

Skola __________________________________________________ Klass  ______________________________  

Lärare  _________________________________________________ Tel nr  ______________________________  

Antal månader bekant med barnet  _______________________________________________________________  

 

 

Hur bedömer du barnets/ungdomens… Mycket 
dålig/liten 

Ganska 
dålig/liten 

Ganska 
bra/stor 

Mycket 
bra/stor 

1. förmåga att hantera besvärliga händelser i skoltillvaron? 1 2 3 4 

2. koncentrationsförmåga? 1 2 3 4 

3. språkutveckling på dess ursprungsspråk i förhållande till 
 åldern? 

1 2 3 4 

4. skolunderbyggnad med hänsyn till ålder/årskurs? 1 2 3 4 

5. allmänna kunskapstörst? 1 2 3 4 

6. allmänna inlärningsförmåga? 1 2 3 4 

7. allmänna leklust? 1 2 3 4 

8. allmänna lekförmåga? 1 2 3 4 

9. förmåga att lära sig svenska språket? 1 2 3 4 

10. förmåga att arbeta självständigt? 1 2 3 4 

11. förmåga att arbeta i grupp? 1 2 3 4 

12. förmåga att följa vuxenregler i skolan? 1 2 3 4 

13. förmåga att följa barn/ungdomsregler i skolan? 1 2 3 4 

14. förmåga att relatera till vuxna på skolan? 1 2 3 4 

15. att relatera till andra barn/ungdomar i skolan? 1 2 3 4 

16. allmänna ”attraktionskraft” på omgivningen? 1 2 3 4 
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