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Abstract

This study has aimed at finding out the post migration risk factorsto depression in Somalia,
Eritrea, South Sudan and Democratic Republic of Congo adolescent refugees in Addis Ababa. To
achieve these resear ch objectives a cross sectional survey design were implemented. A sample
of 96 respondents, 45 males and 51 females aged 12-17 were selected through stratified random
sampling from JRS and DICAC refugee centers . The depression level and the post migration
factors were assessed using Center for Epidemiologic Studies Depression Scale Revised-20 and
Multidimensional Students’ Life Satisfaction Scale instruments. Along with these questionnaires,
the researcher also prepared basic demographic questions to solicit self-information of the
participants. The collected data were analyzed through one way ANOVA, independent sample t-
test, Pearson correlation and frequencies and per centages. The results showed that 58.5% of
adolescents involved in this study are at risk to develop depression. Adolescents post migration
risk factors had no significant relationship with depression. The socio demographic factors
evaluated in this research adolescent refugees country of origin (F=3.38; p=0.022) and with
whomthey are living (F=2.572; p=0.024) were found to be a risk for depression but school,
living environment, friends, family, self, parental/guardian education level, age, gender and year
of stay had no significant effect on being a risk for depression. For thisreason, a greater focusis
needed on identifying factors that dealt with adolescent refugee depression and results should be
applied to design suitable intervention programs especially at organizations working with
refugees. As recommendation, providers of public health services and refugee centered
originations should develop counseling services at school and thiswill helps mental health

professionals meet with adolescent refugees and their families.
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Chapter One

I ntroduction

1.1 Background of the Study

The challenges of the society in our world are no longer limited within a specific
geographic border. All the insecurities in one particular area have across-the-board consequences
around the world. With political, social, and economic conflict happening across the globe
people are leaving their countries due to oppression. Each year millions of people are forced to
leave their homes and seek refuge from conflicts, violence, human rights violations, persecution
and natural disasters. The 1951 Geneva Refugee Convention states that the term refugee applies

to a person who has:

A well-founded fear of persecution for reasons of race, religion, nationality,
membership of a particular social group or political opinion, he/she is outside the country
of her/his nationality and is unable or, owing to such fear, is unwilling to avail himself of
the protection of that country; or who, not having a nationality and being outside the
country of hisformer habitual residence as aresult of such events, is unable or, owing to

such fear, isunwilling to return to it. (UNHCR, 2010, p.14)

Since the beginning of the 21st century, there is a staggering 65.3 million displaced
persons—of which 21.3 million individuals are refugees (UNHCR, 2016a). Globally in 2017, 40
million people were internally displaced as aresult of conflict and persecution, while 25.4
million were refugees and 3.1 million were asylum-seekers. The vast majority of the world’s

refugees — 86 per cent — are hosted in developing regions, with more than a quarter in the world’s



Post migration risk factorsto depression 2

least developed countries (UNHCR, 2016). From this figure, 52% are children under 18 — the
highest proportion in a decade. Close to 58% of the global refugee populations live in urban
areas, not in camps or rural areas. (UNHCR Globa Trends Report 2017). Sub-Saharan Africais
home to over 18 million people of concern including refugees and internally displaced people,
hosting over 29% of the world‘s refugee population from ongoing conflicts such as those in the
Democratic Republic of Congo and Central African Republic; volatile situationsin Somalia; and

new conflictsin Burundi and South Sudan (UNHCR,2016b).

According to UNHCR March 2018 factsheet, Ethiopiais host to the second largest
refugee population in Africa, sheltering over 916,678 registered refugees and asylum seekers as
of 31 March 2018. These are 440,319 from South Sudan, 255,305 from Somali, 167,969 from
Eritrean, 1,804 from Y emen and around 6,029 from other nationalities. The refugees are
sheltered in 26 camps across eight different regions and in urban centers. At the end of March
2018, there were atotal of 21,632 refugees in the capital Addis Ababa, mainly from Eritrea,

Y emen, Somalia, South Sudan and refugees of other nationalities, mainly from the Great Lakes
region. Asthe fact sheet indicated, among these popul ations 16% are adol escents aged from 12-

17. Thisindicates each year, several thousand adolescents refugees are resettled in Ethiopia.

While many refugees believe upon leaving their home country their struggles are behind
them, the journey to anew host country can be along and difficult one; ultimately, many
refugees reside in developing countries and refugee camps before ending up in a permanent host
country (UNHCR, 2011). Every single day, from all over the world, teenagers become refugees.
These are young persons who have fled from their countries living their families or friends
behind to escape persecution or war. The persecution could be forceful aggression, harassment

and dangersto their lives. Refugee adolescents are among the most vulnerable in any refugee
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population to the effects of violence. When they live their country, they do not even have time to
pack what they have. All they have left is their faith to survive. Additional challenge may await
them on arrival in the host country. The post-migration stage pertains to settlement experiences,
the process of navigating life in anew country, changes in family structure, and neighborhood
environment (Ornelas & Perreira, 2011). The process of displacing one’s life and changing to an
unfamiliar cultural environment brings significant social and interpersonal challenges for

refugees.

During post migration, refugee children must navigate a new society and culture,
adjusting to school systems and peer groupsin aforeign language (Bates, Baird, Johnson, Lee,
Luster, & Rehagen, 2005). Refugees are exposed to arange of post migration risk factors across
the relocation process, which increase their likelihood of having a mental illness. These factors
include cultural and religious losses, loss of social support, identity confusion, acculturation, and
cultural adjustment. Because of these vulnerabilities, mental illnessis particularly elevated in
refugee communities (Bhurgra & Becker, 2005).The post-migration environment can have at
least as much impact on mental health as pre-migration and migration factors (Silove, Stedl,
McGorry, & Mohan, 1998). There is considerabl e evidence that refugee children are at
significant risk of developing psychological disturbance as they are subject to a number of risk

factors (Fazel and Stein, 2002).

The most commonly reported psychological disturbance in refugee adolescentsis
depression though studies have found widely varying rates of incidence. Depressive disorders,
including major depression, were reported among 17% of Bosnian adolescents (\Weine, Becker,
McGlashan, Vojvoda, Hartman, & Robbins, 1995) and 12.9% Cambodian adolescents exiled in

the US (Sack, Clarke, & Seeley, 1996), while 11.5% Tibetan refugee children in Indiawere also
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diagnosed as suffering major depression (Servan-Schreiber, Le Lin & Birmaher, 1998). A study
conducted in Australia demonstrated arate of 7.2% for depression in refugee adol escents
(Ziaian, Anstiss, Antoniou, Baghurst, & Sawyer, 2001). Depression should be taken as an
important public health issue which deserves immediate attention due to the major impact it has
on adolescent refugees’ physical health, psychosocial wellbeing and quality of life. Therefore,
this paper intends to assess the post migration factors which lead adolescent refugees to risk for

depression in South Sudan, Somalia, Eritrea and Democratic.

1.2 Statement of the Problem

Adolescent age range falls between 10 to 19-year age group (WHO, 2012). The stages of
adolescence can be separated into three: early (10-13 years of age), middle (14-16), and late (17-
19) (ReCAPP, 2003). These periods roughly correspond with the phases in physical, social and
psychological development in the transition from childhood to adulthood. (WHO, 2006).. Itis
now widely accepted that adolescence is atime of transition involving multi-dimensional
changes: biological, psychological (including cognitive) and social. Biologically, adolescents are
experiencing pubertal changes, changesin brain structure and sexual interest, as a start.
Psychologically, adolescents’ cognitive capacities are maturing. And finally, adolescents are
experiencing socia changes through school and other transitions and roles they are assumed to

play in family, community and school (NRC, 2002).

Being an adolescent by itself is a challenging phase to many youngsters because itisa
time to build once personal identity and independence. Considering a unique transition, it is
possible to imagine refugees have had unique experience during post migration. Studies report

refugee youth asin the host country as having severe symptoms of depression (Derluyn and
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Broekaert, 2007). As, have argued that, while earlier war traumais associated with depression is
strongly correlated with stressful eventsin post migration (Sack, Him, Dickason, 1996). In the
host society, perceived discrimination can produce loneliness, anxiety and depression in
adolescents (Juang & Alvarez, 2010). During migration, many adolescents are separated from
their parents or have lost either one or both of their parents and no longer have the emotional,
physical, psychological and financial support of their parents or care givers. While adult identity
isgeneraly well-defined, adolescents’ identities are still developing and they are therefore more
open to the influences of the new culture. Transition to a new culture can be especially difficult
for adolescents who are at a critical stage of psychological, emotiona and physical development.
As Fazel, Whedler, & Danesh, 2005 stated, in the post migration phase, adolescents often face
acculturative stress and family poverty. Some refugee adolescents may choose to isolate
themselves from peer influence, others may attempt to acculturate quickly (Matsuoka, 1990).
Adolescents may be exposed to new behavior patterns, gender roles, ideas around individual
autonomy and control, different clothing and different ways of social interaction (Guerin,
Guerin, Abdi & Diiriye, 2003). Some adol escents may feel strong pressure to conform to the
cultural norms of anew country. These pressures can be intensified when parents lack the
material and socia resourcesto assist their children through this process (Snyder, May, Zulcic &
Gabbard, 2005). In the host society, perceived discrimination can produce loneliness, anxiety,
and somatization in adolescents (Juang & Alvarez, 2010). Discrimination in the host country also
lower their self-esteem, and diminish their feeling of belonging to their community and society
in general (Gariba, 2010). Self-esteem is composed of several components among which
instrumental competence and social competence have received the most attention. Instrumental

competence refers to the perception of being able to perform school and home-related tasks, and
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social competence refers to confidence about making and keeping friends (Beiser, Lancee,

Gotowiec, Sack, Redshirt, 1993).

This study aimed to fill the gap by addressing the detailed five domains (school, family,
friends, living environment and self) as post migration risk factors for depression in Eritrea,
Somalia, South Sudan, Democratic republic Congo adolescent refugees from two urban refugee

centersin Addis Ababa

1.3 Resear ch questions

1) What is the prevalence of risk for depression among East and Central Africa adolescent

refugees in Addis Ababa?

2) Isthere a significance relation between post migration risk factors and risk for depression

among East and Central Africa adolescent refugees in Addis Ababa?

3) Isthere adifference on risk for depression among the adolescent refugee in terms of their

countries of origin?

4) Isthere asignificant difference in terms of risk for depression based on demographic

characteristics?

1.4 Objectives of the study

1.4.1 General objective

The general objective of the research was to study the post migration risk factors which
lead to risk for depression among Eritrean, South Sudan, Somalia and Democratic Republic of

Congo adolescent refugeesin Addis Ababa.
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1.4.2 Specific objective of the study

The above general objective would be attained trough the following specific objectives.

Explore the prevalence of risk for depression among the adolescents

Examine the relation between post migration risk factors and risk for depression
Investigate risk for depression in terms of adolescents countries of origin
Investigate how demographic factors lead the adolescents to risk for depression

1.6 Significance of the Study

The researcher hopes that the result of the study would be helpful in providing a more
conclusive overview on risk factors encountered by adol escent refugees which lead them to
depression. The study provides insightful information for different concerned bodies which
worked with refugee population on the factors impacting their mental health, interventions that
may be helpful and to enhance services and resources, and empower to involve effectively with
refugee adolescents. It also contributes some points to use as a source of document for further

studies.

1.7 Delimitation of the Study

As all of the participants were between the ages of 12 to 17, al the findings of the study
isrestricted to these age groups. Also the participants in this study were recruited from two urban
refugee centers named DICA and JRS from Somalia, South Sudan, Eritrea and Democratic
Republic of Congo nationalities who lived in Addis Ababa therefore, generalization and
applicability of the results of this study to other institutions and countries of origin is difficult. In

this study there have only been used six streams (self, family, friends, living environment, family
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structure, and school) to assess the post migration risk factors for depression, for this reason any

other generalizations couldn’t be applied to other risk factors.

1.8 Limitation of the study

The overal study has the following limitations:

Both of the instruments used in this study were developed in the western world and adapted with
some modification for this particular study. Thus, using this instrument which developed in the

western and advanced world has its own inherent limitations when used in our context.

The study had conducted within limited time frame. In addition, it was not alongitudinal follow-
up study. As aresult the cross-sectional nature of the study suggests that interpretation of the

results of the datais limited to association and not causation.

1.9 Operational Definition and Terms

Adolescent: - refers to the period of human growth that occurs between childhood and

adulthood. Adolescence begins at around age 10 and ends around age 19.

Refugee: - persons who flee their country because their lives, security or freedom have been
threatened by generalized violence, foreign aggression, internal conflicts, massive violations of

human rights or other circumstances which have seriously disturbed public order.

Post-migration:- Migration and began a new life to another country which may have unfamiliar

custom socia condition and language.



Post migration risk factors to depression

Depression: - isacommon mental disorder, characterized by persistent sadness and aloss of
interest in activities that you normally enjoy, accompanied by an inability to carry out daily

activities, for at least two weeks.

Risk Factors: - are characteristics at the biological, psychological, family, community, or

cultural level that precede and are associated with a higher likelihood of negative outcomes.

Acculturation: - it comprehends those phenomena which result when groups of individuals
having different cultures come into continuous first-hand contact, with subsequent changesin

the original culture patterns of either or both groups.
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Chapter two

Literature Review

2.1 Overview of theliterature

This chapter provides the key areas of the literature which is important to the specific
research questions raised in this study. It summarizes and links the information gathered from
literatures with the objectives and research questions. It includes theoretical and conceptual
perspective of adolescent refugee, mental health of adolescent refugees, depression and risk

factors for depression in adolescent refugees and summary.
2.2World refugees

The International Organization for Migration (IOM, 2016) defines migration as. The
movement of a person or agroup of persons, either across an international border, or within a
State. It is a population movement, encompassing any kind of movement of people, whatever its
length, compositions and causes; it includes migration of refugees, displaced persons, economic
migrants, and persons moving for other purposes, including family reunification. It is when
coercive el ements—either natural or man-made—directly threaten people‘s livelihood that

migration becomes forced (IOM, 2016).

The United Nations High Commissioner for Refugee (UNHCR, 2017) global trend report
showed that an unprecedented 68.5 million people around the world have been forced from
home. Among them nearly 25.4 million refugees, over half of whom are under the age 18. 31
people are newly displaced every minute of the day. In 2017, the number of people forcibly

displaced from their homes worldwide came at arecord rate of 44,400 every day. Fuelled in
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large part by new crises in the Democratic Republic of Congo DRC and Myanmar, as well asthe
ongoing conflict in Syria. An estimated 16.2 million people were newly displaced in 2017. This
included 11.8 million individuals displaced within the borders of their own countries and 4.4
million newly displaced refugees and new asylum-seekers. Children below 18 years of age
constituted about half of the refugee population. Developing regions hosted 85 percent of the
world’s refugees under UNHCR mandate, about 16.9 million people. The least devel oped
countries provided asylum to a growing proportion, amounting to one third of the global total (6.7

million refugees)

2.3 African Refugee

According to the UNHCR 2017 Global Trends Report, since the 1950s and 1960s, many
nations in African have suffered civil wars and ethnic strife, thus generating a massive number of
refugees of many different nationalities and ethnic groups. Africais experiencing waves of
refugees and internally displaced people for long ago after decolonization or in the 1950s and
Sub-Saharan Africa's massive refugee problem is rooted in the continent's colonia past. Since
the 1950s and 1960s, many nations in African have suffered civil wars and ethnic strife, thus
generating a massive number of refugees of many different nationalities and ethnic groups.
Africais experiencing waves of refugees and internally displaced people for long ago after
decolonization or in the 1950s and Sub-Saharan Africa's massive refugee problem isrooted in

the continent's colonial past.

According to the report, the refugee population in Sub-Saharan Africa alone increased by
1.1 million in 2017. Instability, human rights abuses and/or ongoing conflictsin the Central

African Republic (CAR), the Democratic Republic of the Congo (DRC), Eritrea, Mali, Somalia
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and Sudan have worsened the internally displaced and refugee situation in those countries and
their regions. The sub-Saharan Africaregion remains host to the largest number of persons of
concern to UNHCR. According to UNHCR 2018 regional update, by the end of 2017, there were
an estimated 24.2 million people of concern in the region, an increase of 4.6 million since 2016.
Thisincludes 6.3 million refugees and 14.5 million internally displaced persons (IDPs). In the
first half of 2018, the numbers increased, with some 170,000 new refugees and over two million
new IDPs - mainly from the Central African Republic, the Democratic Republic of the Congo,

Nigeria, Somalia and South Sudan.

2.4 Ethiopian Refugee

Ethiopia has along standing history of hosting refugees. The country maintains an open
door policy for refugee inflows into the country and allows humanitarian access and protection to
those seeking asylum on itsterritory. In 2004, a national Refugee Proclamation was enacted
based on the international and regional refugee conventions. Ethiopia acceded to the 1951
Geneva Refugee Convention, to which Ethiopiaisa party (1951 Convention relating to the
Status of Refugees, and its 1967 Protocol and the 1969 OAU Convention) (UNHCR Ethiopia
Country Refugee Response Plan, 2018 ). Continued insecurity within neighboring states has
resulted in sustained refugee movements, either directly as aresult of internal conflict and human
rights abuses or as aresult of conflict related to completion for scare natural resources and
drought related food insecurity. Eritreans, South Sudanese, Sudanese, Y emenis and Somalis
originating from South and Central Somalia are recognized as prima facie refugees. Nationas
from other countries undergo individual refugee status determination. The majority of refugees
in Ethiopia are located in Tigray Regional State and the four Emerging Regions of Ethiopia: Afar

Regional State; Benishangul-Gumuz Regional State; Gambella Regional State; and the Somali
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Regional State. Under the urban program refugeeslive in the capital Addis Ababa (UNHCR

Ethiopia Country Refugee Response Plan, 2018).

According to UNHCR 2018 factsheet, Ethiopiais host to the second largest refugee
population in Africa, sheltering 928,663 registered refugees and asylum seekers as of 31 July
2018. So far in 2018, 34509 refugees arrived in the country. They are mostly from South Sudan,
Somalia Sudan and Eritrea. UNHCR’s main government counterpart to ensure the protection of

refugeesin Ethiopiaisthe Administration for Refugee and Returnee Affairs (ARRA)

2.5 Mental health of adolescent refugees

A child’s mental health is drawn from his or her own characteristics, the relationship he
or she has with parents, family and careers, and by his/ her relation with the wider community to
which he/she belongs. Some of these factors increase the risk of mental health problems and
some act as a protective barrier (Pryjmachuck, 2011). The experience of immigration itself isa
stressor, possibly contributing independently to children’s adjustment problems. As WHO’s
journal in 2002 indicated, in addition to the millions suffering from defined mental disorders,
there are millions of others who, because of extremely difficult conditions or circumstances of
life, are at special risk of being affected by mental health problems. These include children
experiencing violence, those traumatized by war and violence, refugees and displaced persons,

and many indigenous people.

Refugees exhibit great resilience due to their ability to survive difficult conditions and
traumas prior to emigration, yet they often face several stressors upon arrival in the host country
which they may not be fully prepared to manage. Post migration stressors have consistently been

shown to act as determinants of mental health disorders among refugees and if left unaddressed,
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may also act as barriers to integration which can also negatively impact mental health. (Silove &
Ekblad, 2002). Children may feel relief once they resettle, but resettlement can bring additional
challengesincluding financial stressors, difficulties finding adequate housing and employment, a
lack of community support, new family roles and responsibilities that often transcend
developmental age, acculturation stressors such as generational conflict between children and
parents, and a struggle to form a cultural identity in the resettled country (Ballard, Wieling, &

Solheim, 2006).

Fazel & Stein (2002) study showed that the prevalence of emotional and behavioral
disordersin refugee children is high, with the most frequent diagnostic categories being post-
traumatic stress disorder (PTSD), anxiety with sleep disorders, and depression. Immigrant and
refugee children may continue to suffer from similar conditions as adults, such as anxiety
disorders, depression, and PTSD (Fox, Burns, Popovich, Belknap, & Frank-Stromborg, 2004).
The tendency of traumatized refugee children to report more psychological problems has been
found to be associated with the occurrence of more daily stressors and less perceived socid

support (Paardekooper, 1999).

According to DSM 5™ edition depressive disorders include disruptive mood
dysregulation disorder, major depressive disorder (including major depressive episode),
persistent depressive disorder (dysthymia), premenstrual dysphoric disorder,
substance/medication-induced depressive disorder, depressive disorder due to another medical
condition, other specified depressive disorder, and unspecified depressive disorder. The mutual
characteristics of all of these disordersisthe occurrence of sad, empty, or irritable mood,
accompanied by somatic and cognitive changes that significantly affect the individual's ability to

function. The differences between them are issues of duration, timing, or etiology.
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Major depressive disorder is characterized by discrete episodes of at least 2 weeks
duration (although most episodes last considerably longer) involving clear-cut changesin affect,
cognition, and neuro vegetative functions and inter-episode remissions. A more chronic form of
depression, persistent depressive disorder (dysthymia), can be diagnosed when the mood

disturbance continues for at least 2 yearsin adults or 1 year in children.

AsWHO 2002 journal, depression could be as disabling or more disabling than severa
other chronic medical conditions in terms of socia functioning, physical functioning, role
functioning and days spent in bed. Those with a physical condition as well as depressive
symptoms are likely to be at high risk for disability. It described as feelings of sadness,
unhappiness, or feeling down, is a normative reaction and can be felt in varying degrees.
Depression is known to cause long-term psychosocial dysfunction in refugees who have

experienced violence and loss (Momartin et al, 2004).

Previous research has found that PTSD and depression are the two most prevalent mental
disorders among refugees, and the symptoms of these ailments are identifiable cross-culturally
with only some variation. Disillusionment, demoralization and depression can occur early asa
result of migration-associated losses, or later, when initial hopes and expectations are not
realized and when immigrants and their families face enduring obstacles to advancement in their
new home because of structural barriers and inequalities aggravated by exclusionary policies,
racism and discrimination (Cook, et a., 2009). Eventsthat evoke elements of past trauma and
loss can contribute to the re-emergence of anxiety, depression or post-traumatic stress disorder

(Kirmayer, Lemelson & Barad, 2007).
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2.8 Theoretical perspective of adolescent refugees.

Ecological systems theory (1979) and Erikson’s psychosocial developmental theory
(1950) is a suitable framework for understanding the refugee experience. One of the main
elements of Erikson’s psychosocial stages theory is the development of ego identity. Ego identity
is the conscious sense of self that we develop through social interaction. According to Erikson,
our ego identity is constantly changing due to new experience and information we acquire in our
daily interactions with others. Erikson saw that each stage of development presentsits own
unique challenges, which he called crises of the ego presented challenges to one’s individual
identity (Fleming, 2004). The stage of psychosocial development in which identity crisis may

occur is called the identity cohesion vs. role confusion which is the adolescent period.

Adolescenceisatime of great change: the body mature, new expectations for socia and
academic adjustments arise with the transition to middle school, self-image typically suffers, and
life can be very stressful, especially in the earlier transition stage. The basic task of thisperiod is
to separate oneself from one’s parents —and to assume an identity of one’s own (Fleming, 2004).
During this stage, adolescents form their self-image and endure the task of resolving the crisis of
their basic ego identity. Successful resolution of the crisis depends on one’s progress through
previous developmental stages, centering issues such as trust, autonomy and initiative (Schultz &

Schultz 1987).

Ecological systems theory looks at a child’s development within the context of the
system of relationships that form his or her environment. Bronfenbrenner’s (1994) theory defines
complex “layers” of environment, each having an effect on a child’s development. This theory

has recently been renamed “bio ecology systems theory” to emphasize that a child’s own biology
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isaprimary environment fueling his’/her development. The interaction between factorsin the
child’s maturing biology, his immediate family/community environment, and the societal
landscape fuels and steers his devel opment. Changes or conflict in any one layer will ripple
throughout other layers. To study a child’s development then, we must look not only at the child
and her immediate environment, but also at the interaction of the larger environment as well.

(Paguette & Ryan, 2001).

The theory proposed development occur between the interaction of individuals and their
environment at four levels. The microsystem — thisis the layer closest to the child and contains
the structures with which the child has direct contact. The microsystem encompasses the
relationships and interactions a child has with her immediate surroundings (Berk, 2000).
Structures in the microsystem include family, school, neighborhood, or childcare environments.
The interaction of structures within alayer and interactions of structures between layersiskey to
thistheory. The mesosystem — this layer provides the connection between the structures of the
child’s microsystem (Berk, 2000) as the connection between the child’s teacher and his parents,
between his church and his neighborhood, etc. The exosystem — this layer defines the larger
socia system in which the child does not function directly. The structuresin this layer impact
the child’s development by interacting with some structure in his/her microsystem (Berk, 2000).
The child may not be directly involved at thislevel, but he does feel the positive or negative
force involved with the interaction with his’/her own system. The macrosystem — this layer may
be considered the outermost layer in the child’s environment. While not being a specific
framework, thislayer is comprised of cultural values, customs, and laws (Berk, 2000). The
effects of larger principles defined by the macrosystem have a cascading influence throughout

the interactions of al other layers. The chronosystem — this system encompasses the dimension
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of time asit relates to a child’s environments. Elements within this system can be either
external, such as the timing of a parent’s death, or internal, such as the physiological changes
that occur with the aging of achild. As children get older, they may react differently to
environmental changes and may be more able to determine more how that change will influence

them. (Paguette & Ryan, 2001).

The theoretical frame work used for this study is based on the assumption that in life
formation of adolescent refugee’s the post migration experiences play the great role. This study
focused on the stressors which these domains affect the life of adolescent refugee’s while they

settle in the host country.

2.9 Post migration risk factorsfor depression among adolescent refugees

2.9.1 Family related problem

Some studies have related the mental health of refugee children and adolescents with
family factors as well as community support (William 1996). Psychiatric disturbance in refugee
children isrelated to mental health difficulties experienced by other family members prior to
migration (Thomas & Lau, 2002). Studies of the impact of parenting programs on parental
psychological well-being indicate that one potential mechanism through which parental distress
impacts adolescent psychological wellbeing is through parenting behaviors and marital

relationships (Servan-Schreiber, Lin & Birmaher, 1998).

Another possible mechanism is that exposure to parental distress increases sensitivity to
stressful life events in adolescents, thus increasing symptoms of adverse mental health outcomes

(Birman, Trickett & Vinokurov, 2002). Parents' experiences of persecution, war violence,
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terrorism, powerlessness and exhaustion compromise their ability to care for children (Fox et al.,
1994). Asthe Ajdukovic and Ajdukovic's, (1993) study, the influence of maternal mental health
on children's stress reactions and stress indexes emphasized the emotional and behavioral state of
mothers as major mediators between children's traumatic experience and psychological
functioning. In the study conducted by Saile, Neuner, Ertl, & Catani, 2013 in Northern Uganda
children reported that their worst traumatic experiences were related to family violence, not

exposure to war violence.

Not al refugees arrive in anew country as part of an intact family. Sometimes children
will precede adultsin coming to a new country, or one parent or adult will come with some or all
of their children (Pamer, 1981). Many women, and some men, become sole parents as a result of
the death of their spouses (Israglite, 1999). Sole parents may lack opportunities for social and
professional interaction due to lack of support to care for children, especialy whereachildis
traumatized (Rousseau, Rufagari, Bagilishya & Measham , 2004). Sole parents may be
financially vulnerable because of restricted ability to work or acquire job skills (Chiswick, 2006).
Children can be called upon to take on the role of adultsin the family because of the loss of a
parent or because a parent is unable to fulfill their normal parenting role (Punamaki, Qouta, El

Sarrg), 1997).

Indeed, depression in children of refugee families has been associated with severe
financial difficulties (Heptinstall, Sethna & Taylor, 2004). Immigration places a variety of
pressures on families, including economic strain and poverty, homel essness, criminal
victimization, and family dysfunction. (Laura & Karen, 1996). The lack of financial and cultural

resources of the families of refugee children and adol escents leaves them relatively economically
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and academically and socially destitute, resulting in psychosocial stressful situations (WHO,

2004).

2.9.2 Gender difference

AsWHO 2002 journal indicated, there are alarge number of studies which shows clear
evidence that gender based differences contributes significantly higher prevalence of depression
in girls when compared to boys. During adolescence, girls have amuch higher prevalence of
depression and eating disorders, and engage more in suicidal ideation and suicide attempts than
boys. Boys experience more problems with anger, engage in high risk behaviors and commit
suicide more frequently than girls. In general, adolescent girls are more prone to symptoms that
are directed inwardly, while adolescent boys are more prone to act out. Data indicate strong

associations between gender based violence and mental health.

Depression, anxiety and stress-related syndromes and suicide are mental health problems
associated with violence in women’s lives. Globally, sexual violence is experienced more by
girlsand women. Asit iscited in Graham, et a. 2016, in areview of 44 studies of refugee youth
by Fazel and colleagues, In half of the studies that enrolled both accompanied and
unaccompanied refugee children, the prevalence of depression and internalizing difficulties was

higher among girls than boys.

2.9.3Loss

In every story of immigration or refugee resettlement, acommon thread of 10ssis present.
Some losses are obvious, like the loss of home and community or the severance from family and

friends who have been left behind or killed. Loss does not end with resettlement; new losses are
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experienced and revealed over time, some of which can be obscure, like the loss of identity,
social status, language, and cultural norms and values (Ballard, Wieling, and Solheim, 2006).
The grief response that comes with loss can manifest as physical, emotional, and psychological
responses including crying, anger, numbness, confusion, anxiety, agitation, fatigue, and guilt.
The loss of surroundings, possessions, ideas, and beliefs such as those experienced by
immigrants and refugees can trigger a grief response similar to those experienced with the death

of someone close (Casado, Hong, & Harrington, 2010).

Another way to think about grief and loss experienced by immigrants and refugeesisto
understand the ambiguous nature of their |oss experiences. There are two types of ambiguous
loss (Boss, 2004). The first occurs when aloved oneis physically absent but emotionally present
because there is no proof of death. A kidnapped child, soldiers missing in action, family
separation during war, deportation, and natural disasters can all result in this type of ambiguous
loss. The second type of ambiguous loss occurs when aloved oneis physically present but
emotionally absent. Dementia, brain injuries, depression, PTSD, and homesickness can all result
in individuals being physically present but emotionally or cognitively they have “gone to another

place and time” (Boss, 2004)

2.9.4 Acculturation

Migration involves three major sets of transitions: changes in personal ties and the
reconstruction of social networks, the move from one socio-economic system to another, and the
shift from one cultural system to another (Roger, 1994). The process of integration into a new
society, commonly referred to as acculturation, has been defined as “a process of accessing,

understanding, or adopting specific aspects or characteristics of a new culture”. Acculturation is
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amulti-faceted and complex construct which can be measured across several different
dimensions, including language, cultural identity, values and norms (Miller et a., 2006). In post
migration, refugees are forced to learn their host country’s societal and cultural frameworks and
are absorbed within the current context of the communities they live in. Culture can be afactor
that often prevents adolescents from seeking help with their psychosocia problems, difficulties
in exposing themselves, cultural differences, and service-related barriers (Amodeo, Peou, Grigg-
Saito, Berke, Pin-Riebe, Jones 2004). They can be particularly vulnerable to menta illness if
they are not accepted by their host country, experience rejection, alienation, and/or lack self-

esteem and social support (Bhurgra & Jones, 2001).

Studies have also shown that depression among immigrantsis related to the process of
adapting to the host culture (Roosa et a., 2009). Acculturative stress is caused due to difficulties
associated with adapting to a new culture also place refugee/asylum seeking children and
adolescents at greater psychological risk. Two important factors in the adaptation to a new
culture that either increase or decrease susceptibility to poor mental health. First, conflict in the
development of identity among adolescents has consistently been related to poor psychol ogical
adjustment (Rousseau, 1995). Second, even though the adaptive process to a new culture can
make provision for good outcomes, it can aso increase psychological vulnerability through the
creation of inter-generational stress (Thomas & Lau 2002). Intergenerational conflict arises when
children and adol escents, particularly adolescents, adapt much faster than their parents. As such,
the authority of parentsis often compromised by virtue of their dependence on children for

language and cultural access to the host society.

Y outh may be encouraged by their families to stay loyal to their ethnic values while they

are also asked to master the host culture in school and social activities (Pumariega et al., 2005).
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Lastly, high parental expectations have aso been shown to significantly predict intra-personal
conflict in refugee children and adolescents, thereby posing further risk to poor adaptation
(Hyman, Vu & Beiser, 2000). Identification with one’s cultural identity and pursuit of
relationships with groups outside one’s own categorize acculturation as integration, separation,
assimilation, or marginalization (Berry, 1991). Integration is retaining one’s own cultural identity
while maintaining contact with members of the newer culture. Assimilation is making contacts
with the new culture without retaining original cultural values. Separation is maintaining the
origina cultural identity and not seeking contact with the newer culture. Marginalization is
shedding one’s original identity and cultural values but not seeking contact with other cultural

groups. (Lustig, Kia-Keating, Knight, Geltman, Ellis, Kinzie & Saxe, 2004).

2.9.5 Education related problems

With regard to education refugee children can have an experience of failure and different
depressive situation. This might cause due to unfamiliar school system. Displacement has long-
lasting effects on children and caregivers, often involving exposure to trauma and disruption of
family structures. Relocation brings additional stressors, as families negotiate their needs within
foreign social structures and with limited supports. Within this complex dynamic, a child enters a
new educational environment and must negotiate multiple transitions, including transitions in
family, friendships, schooling, community, language, culture, and identity (Correa-Velez,

Gifford, Barnett, 2010).

The structure of the education system may vary from their country-of-origin. Other
factors like peer and teachers relations, family education background, and living status can be

risk factors. Bulling among children is understood as repeated, negative acts committed by one
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or more children against another. These negative acts may be physical or verbal in nature -- for
example, hitting or kicking, teasing or taunting -- or they may involve indirect actions such as
manipulating friendships or purposely excluding other children from activities. Implicit in this
definition isan imbalancein real or perceived power between the bully and victim (Hoover and
Oliver 1992). Bakken (2003) agreed that those refugee students, who experience harassment and
possibly feel that they are not socially integrated at school, more often do not enjoy school, or
dread to go to school. A universal finding was that students from all types expressed need for

socia acceptancein their school, and in the classroom. (Phelan et a 1991).

In addition teachers contributed to the problem by displaying alack of cultural
knowledge as well as alack of understanding of refugee experiences and of the special learning
needs of refugee students (Humpage, 1999). Thus, teaching strategies can be differentialy
facilitate and various options of implementing changes in the teaching and learning process.
Also, matching teachers’ styles with students’ ability patterns can have significant effects on
students’ attitudes, motivation, and achievements (UN Resettlement handbook, 2010).
Educational successis largely determined by the social background of the students, like the
education of parents and the learning climate at home (Hanushek and Luque, 2003). A stress of
refugee students can be compounded by differences between the culture at school and at home.
They can aso suffer from adecrease in their standard of living or other major changesin their
lives, including living in temporary accommodation and therefore, attending severa schools

(ECRE, 1999).

Other factors to have a negative influence on the mental health in refugee children and
adolescents include low socio-economic status (Howard & Hodes, 2000); long-term

unemployment in parents, particularly fathers and discrimination and bullying (Hyman et al,
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2000). Racism, religious prejudice and lack of understanding of the refugees’ experience can
lead to hostility and discrimination (UNHCR, 1997). The lack of a strong ethnic community
within themselves and the inability to maintain traditional social and familial practices can also
be problematic as refugees seek to balance in the integration process in the new environment

(Woolcock, 1998)

2.10 The Conceptual Framework of post migration risk factors among adolescent refuges

The Conceptual Framework used for this study relies on the assumption that the mental
health of adolescent refugees in the post-migration experience depends on four main domains,
family, socio-cultural interaction, education and self. When refugees move to a new country,
remembering the past, adapting a new life and accepting and struggling with changes are often
difficult. Once refugees resettle in a host country, new belief systems, values, and norms
challenge their adjustment (Papadopoulos, 2001). In the study of Kinzie, Snack, Angel et.al
1989, in 46 Cambodian refugee children followed up over a number of years, found 21%
depression and after three years, level was still high with 41%. This shows resettlement in the
host country, which is a new experience, brings stressors which are prevalent among adol escent
refugees. The four domains which lead the refugee adolescents for depression areillustrated as

follows:
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Chapter Three

Research M ethods

3.1 Resear ch Design

This study employs a quantitative method to study the post migration risk factorsto
depression among adol escent refugees. In order to address the research questions the study used
across- sectional survey design. This design was preferred because it helped to collect data at
one point in time. It tries to observe and compare how individuals experience variesin relation to
variables at a point of time or people’s experiences of a particular initiative or event. (Jacob,

1988).
3.2 Study Site

The study is conducted on adolescent refugees from South Sudan, Eritrea, Somalia, and
Democratic Republic of Congo. The study is carried out at two urban refugee centersin Addis
Ababa named JRS and DICAC. As | have found from the 2017 JRS-Ethiopia Activity Report,
the institution is an international Catholic organization working in collaboration with ARRA and
UNHCR whose mission isto serve, accompany and enhance the human devel opment of refugees
and other forcibly displaced people. JRS started working in Ethiopiain 1982. Since then, JRS
Ethiopia has built up its projects to serve refugees, asylum seekers and undocumented migrants.
The overal activities across the projects include: Education and Educational Support, Vocational
Training and Livelihood activities that focus on Marketable Income Generating Activities,
Emergency financial assistance, Medical Assistance, Psychosocial Services, Y outh

Empowerment Programs and Life Skill Training and Workshops of different kinds.
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As it is mentioned in the organization’s activity report conducted on May 2017 EOTC-
DICAC isthe oldest faith based organization in the country established in 1965 following the
first influx of South Sudanese as aresult of the civil war in Sudan Refugee and Returnees Affairs
Department (RRAD) is one of the oldest organ of EOTC-DICAC established seven years before
the establishment of the Commission itself. Since the then time, it has assisted refugees and
returnees for more than half a century, for 50+ years now. Currently, RRAD worksin aimost all
Ethiopian Refugee camps and urban refugees. It has two divisions as camp and urban Program
and one section as finance section. The urban program contains medical care in partnership with
different government and private health facilities, awareness raising trainings and community
based psychosocia support program in support and collaboration with UNHCR, Church of

Sweden, DKH, ZOA etc.

3.3. Population and Sampling

Overal, there are around 320 adol escent refugees from the two centers, aged 12-17.
There were 145 from JRS and 175 from DICAC with 180 girls and 140 boys. Adolescent
participants were selected by stratified random sampling technique. The inclusion criteriawere:
1) those who are currently attending school 3) who resided in Addis Ababa before two years.
Selection of participants based on these inclusion criteria, which are the basic el ements of the
study, determined the number of the sample size. For this reason, the sample size was determined
based on the rule of representation of Kruger & Neuman, 2006, from which 30 % respondents

were taken since population number is under 1000. Usingn = r X N, where

n=samplesize r=30% respondents N=total population
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13— x320= 96, 96 were selected as a sample from the whole popul ation accounts. The strata

were made based on country and the size of the stratum is determined using proportionate

Stratified random sampling formula, nh= Nh/Nxn
nh= sample size for hth stratum, Nh= population size for hth stratum, N= population size
n= total sample size

Asit ismentioned in the above statements, the population size (N) = 320 and total sample
size (n) =96. A data source found from the organization has shown, there are 120 Sudanese, 100
Eritrean, 74 Somalia and 26 Congolese, which indicates the population size for hth stratum (Nh).
Using the formula, the sample size for hth stratum (nh) for Sudanese is 36, Eritrean 30, Somalia

22 and Cozngolese 8.

3.4 Research Variables

The Independent Variables are the Socio-demographic variables including: Age, gender,
parents/guardians educational level, length of stay in Addis Ababa and questions which
measured by MSLSS questionnaire that are school, self, family, environment and friends.

Depression is the dependent Variable of the study.
3.5 Data collection Instruments

The datais collected through two standardized self-administered questionnaires and
socio-demographic questions. The two standardized self-administered questionnaires that

utilized in the study were, Center for Epidemiologic Studies Depression Scale Revised (CESD-
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R-20), which measured symptoms of depression and Multidimensional Student Life Satisfaction

Scale (MSLSS) which was conducted to measure the risk factors for depression.

Center for Epidemiologic Studies Depression Scale Revised (CESD-R-20)

This scaleis a self-report measure of depression with 20 items. It is one of the most
accepted and frequently used tools to measure symptoms of depression (Murphy, 2002).
Reliability: Internal consistency for the CES-D-20 = (Cronbach’s 0=0.85 — 0.90) and Test-retest
reliability for the CES-D-20 = (0.45 - 0.70). Validity: The CES-D was moderately correlated to
the Hamilton Clinician’s Rating scale and the Rating scale (.44 to .54). The total scoreis
calculated by finding the sum of 20 items. Scores range from 0-60. A score equal to or above 16
indicates a person at risk for clinical depression. Negatively-keyed items must be reverse scored.

(Radloff, L.S, 1977).

The Multidimensional Students’ Life Satisfaction Scale (M SL SS)

The MSLSS was designed to provide a multidimensional profile of children’s life
satisfaction judgments. It is a 40-item likert-type scale which is administered in groups or
individually. Its four responses are: never = 1; sometimes = 2; often = 3; and almost always = 4..
(Compeass, 1993). The MSLSS was designed to provide a profile of children’s satisfaction with
important, specific domains (e.g., school, family, friends) in their lives, assesstheir genera
overal life satisfaction; and be used effectively with children across awide range of age (grades
3-12) and ability levels (e.g., children with mild developmental disabilities through gifted
children). Scoring is straightforward. A 6-point agreement format has been used with middle
and high school students (Huebner et al., 1998). In this case, response options are assigned points

asfollows: (1 =strongly disagree, 2 = moderately disagree, etc.). Negatively-keyed items must
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be reverse scored. The Internal consistency (alpha) coefficients range from .70s to low .90s and
test-retest coefficientsis .70 — .90 range. (Dew, 1996; Huebner et a., 1997; Huebner & Terry,
1995, Greenspoon & Saklofske, 1997). The main reasons to apply this instrument was to see
detailed factors such us school, self, family, environment, living condition and friends which

were the post migration domains in the current study.

Socio-Demographic I nformation

A demographic question was developed that have questions about the participants’
gender, age, country of origin, length of stay in Addis Ababa and parental/guardian education

level.

Trandation of Instruments

Standardized instruments along with demographic questions were used to collect the data
and they were trandated into Tigrigna, Somali, French and Amharic languages. The Amharic
trangation is used for those who stayed long in the city especially for Sudanese adolescents and
as the researcher communicate with the organization officers Amharic is more recommendable
for these groups. The translated questionnaires are also back translated into English. On the first
stage, experts who have the same nationality as the samples, working in the refugee organization
as counselors and nurse translated the questionnaires. The back translations were done by
language experts who are not atechnical expert in the subjects of the questionnaire. These
experts made few thematic and grammatical corrections and an appropriate modification was

made on the instruments.
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3.6 Data collection Procedure

After the permission has been given from the study site, participants who met the criteria
of the study were selected based on the information given from the organization. The data was
collected inside the organization’s compound. The researcher briefed the purpose of the study for
the participants and made an orientation on how to answer the questionnaires and asked their
willingness to participate in the study in Amharic, English, and Tigrigna but in the case of
Somali and French, the researcher used translators. The reason behind employing these
tranglators was to avoid any kind of misunderstanding as a result of language barrier. The
researcher used the translators through the entire data collection process. Verbal Consent was
obtained from the participants after provision of information. The researcher has collected the

datain this manner.

3.7 Pilot Study

Despite efforts to amend study instruments, data collection tools may still contain
unpredicted content and structural errors. Pilot test isimportant in the development and
correction of errors of the instrument prior to administering the instrument in the actual study
and to check itsreliability. The two instruments were administered on 30 participants and the
reliability result for the Multidimensional Students’ Life Satisfaction Scale (MSLSS) yielded
Cronbach’s Alpha 0=0.86 which was strong enough to use in our context without changing the
content and words in the instrument and for Center for Epidemiologic Studies Depression Scale
Revised (CESD-R-20) a= 0.785; here there were some changes during translating the words to

achieve the goal of the study. So on both instruments it didn’t have a lot difference on the
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cultural or others aspects of the participants since the instrument were devel oped for the purpose

of refugees.

3.8 Data Analysis

Data that were collected using the MSLSS and CES-D instruments, and demographic
characteristics questionnaire were analyzed using different statistical techniques. The Statistical
Package for Social Science (SPSS) Version 20 was utilized for data analysis. Descriptive
statistics including frequencies and percentage were utilized to describe participant’s
characteristics and prevalence of depression. Pearson Product Moment Correlation was used for
measuring associations between post migration factors with depression. One-way analysis of
variance (ANOVA) and independent samplet test was utilized to examine the differences of
each of the demographic factors on depression level. Significance of statistical association was

tested using 95% confidence interval and p- value less than 0.05.

3.9 Ethical Consideration

A request letter of cooperation was written from School of Psychology and the researcher
presented a letter to the management of DICAC and JRS to ask permission to conduct the study
on the centers and explained the objective of the study to the officials. After the permission has
been given, participants were selected based on the information given from the organization.
Similarly the purpose of the study was briefly explained for the participants and they were
informed that their responses were kept confidential and no one can access their response except
the researcher. They were also informed that their participation in the study was voluntarily and

that they could leave from being participant at any stage.
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Chapter Four

Findings

In this section the results of the study are going to be presented in line with the research
guestions consecutively as follows, the socio-demographic variables, the prevalence of risk for
depression on adolescent refugees, the relation between post migration life satisfaction as
measured by the MSL SS with risk for depression CES-D, the difference on risk for depression
between the adolescent’s across their countries of origin, difference on risk for depression level
based on socio-demographic factors and difference on level of life satisfaction based on selected

socio demographic factors.
4.1 Socio-demographic characteristics of adolescents

The socio demographic information include is age, gender, country of origin,

parents/guardians level of education and family structure.
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Table 1: Demographic characteristics of participants N= 96

35

Variable

Category N Percent (%)
Gender Female 51 53.1
Mae 45 46.9
Age 12-14 38 39.6
15-17 58 60.4
Country of Origin South Sudan 36 375
Eritrea 30 313
Somalia 22 229
DRC 8 8.3
Arrival in Addis Ababa 2009-2012 37 38.5
2013-2016 59 61.5
With whom they are living Father 6 6.3
Mother 55 57.3
Stepmother 5 52
Stepfather 2 21
Grandfather 5 52
Grandmother - -
Guardian 15 15.6
Father & mother 8 8.3




Post migration risk factorsto depression 36

Asitisindicated in the above table out of 96 respondents, 51(53.1%) were females and
45(46.9%) were males. Those in the age group from 12-14 are 38 (39.6) and those from 15-17
were 58(60.4%). From 96 of them 36(37.5%) are from South Sudan, 30(31.3%) from Eritrea,
22(22.9%) from Somalia and 8(8.3%) are from DRC. In terms of stay, 37(38.5%) arrived in
Addis Ababa from 2009-2012 and 59(61.5%) arrived from 2013-2016. Their year of arriva
started from 2009 which implies none of the respondents got in the city before 2009. The
adolescent refugees who only live with fathers were 6(6.3%), majority 55(57.3%) live with
mother, 5(5.2%) with stepmother, 2(2.1%) with stepfather, 5(5.2%) with grandfather, 15(15.6%)
with guardian and 8(8.3%) with both father and mother. Even if people who raised children with
no parent referred as guardians, in this category guardians were referred as other people who are

not listed in the categories.

Table 2: Parents and guardians educational level

Variable Category N Percent (%)
Father/male guardian education Uneducated 17 17.7
Read & write 11 115
Elementary 20 20.8
Secondary 37 385
College/ University 11 115
Mother/Female guardian education Uneducated 23 24
Read & write 19 19.8
Elementary 13 135
Secondary 35 36.5

College/University 6 6.3




Post migration risk factorsto depression 37

Out of 96 17(17%) fathers or guardians of the adolescents did not get education,
11(11.5%) can only read and write, 20(20.8%) have elementary education, 37(38.5%) have
secondary education, 11(11.5%) have college or university degree. Similarly 23(24%) mothers or
female guardians did not get education were 19(19.8%) can only read and write, 13(13.5%) have
elementary education, 35(36.5%) have secondary education, 6(6.3%) have college or university

degree.

4.2 Prevalenceon risksfor depression

Table 3: Prevalence of risk for depression among adol escent refugees N= 96

Level of depression Frequency Percent
No risk to develop depression <16 40 41.5
Risk to develop depression =16 56 58.5

Out of 96 adolescent refugees from DRC, South Sudan, Eritrea and Somalia who
participated in this study, those who have risk to depression were 58.5% and with no risk to
depression were 41.5%. According to Center for Epidemiologic Studies Depression Scale
Revised (CESD-R-20) score equal to or above 16 indicates a person at risk for clinical

depression.
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4.3 Relationship between post migration life experience and level of depression

Table 4: Relation between CES-D and MSLSs

CES-D MSLSS
CESD Pearson Correlation 1 -131
Sig. (2-tailed) 204
N 96 96
MSLSS Pearson Correlation -131 1
Sig. (2-tailed) 204
N 96 96

The relationship between post migration risk factors (as measured by MSLSS) and
depression (as measured by CES-D scale) was checked by using Pearson product-moment
correlation coefficient. The relationship between the two variables was non- significant with
r=-0.131, p>0.05.

4.4 Differenceon level of depression in terms of the adolescent’s countries of origin

Table 5: One way ANOVA result summary of depression on countries

Source Sum  of | Df Mean F Sig. Post hoc
Squares Square
Country 1151.436 3 383.812 3.381 0.022
10444.397 113.526
South Sudan 0.022
Somalia 0.036
DRC 0.008
Eritea | | 1 | e
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Asthe above table indicated, there was a statistically significant difference in level of
depression on countries of origin (F (3) =3.381, p<0.05). Post-hoc test was carried out for the
variables which were found to be significant. In this regard adolescent from DRC had higher
level of risk to depression compared to the rest, South Sudan had higher compared to Somalia
and Eritrea, Somalia compared to Eritrea. Even if there was a high risk for depression in al
countries, in the case of Eritreathereislow level of comparison to the others.

4.5 Difference on level of depression based on some demographic char acteristics

Table 6: Independent sample mean result summary of depression on factors

Variable Category N Mean SD daf t-vaue Sig

Gender Female 51 47.90 10504 94 1129 0.262
Male 45 45.36 11.604

Age 12-14 38 47.26 11.877 94 0.397 0.693
15-17 58 46.34 10.561

Y ear of arrival
2009-2012 37 46.22 11.715 94 -0.344 0.732

2013- 2016 59 47.02 10.700

Independent t-test was used to investigate the comparison of mean scores of female and
male, the age groups and adol escent refugee year of arrival in Addis Ababa with risk for
depression. As the above table shows, the risk to develop depression did no differ by sex t(94)
=1.129, p>0.05). The mean depression score for female (M=47.90, SD=10.504) is not

significantly different from the mean of male (M=45.36, SD=11.604). Risk to develop
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depression did not vary by age difference t(94) = 0.397, p>0.05. The mean depression scorein
the age range of 12-14 (M=47.26, SD=11.877) is not significantly different from the mean of
those in the age range of 15-17 (M=46.34, SD=10.561). Thereis aso no significant differencein
risk to develop depression based on year of arrival t(94) =-0.334, p>0.05. The mean depression
score in the year of arrival 2009-2012 (M=46.22, SD=11.715) is not significantly different from

the mean of those who arrived between 2013-2016 (M=47.02, SD=10.700)
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Table 7: Result of One Way ANOV A on factors for depression
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Variables

Source of
Variables

Sum of
Square

Mean
square

df

ratio

Sig

Post Hoc

With  whom
stay

they

Father
Mother
Stepmother
Stepfather
Grandfather
Guardian
With father

& mother

1713.792
9882.042

285.632
111.034

2572

0.024

Father/guardian

education level

lliterate
Can read

& write
Elementary
Secondary
College/

University

680.775
10696.446

170.194
118.849

1.432

0.23
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Mothers/guardian 279.804
education level 11316.029
[lliterate

Can read

& write
Elementary
Secondary
College/

University

69.951
124.352

0.563

0.690

Table 8 showsthere is a significant difference between adolescent risk for depression and

the people they live with F (6) =2.572, p<0.024. Post-hoc test was carried out for the variables
which were found to be significant. Adolescent refugees who are living with their mothers had
more risk for depression compared to the others. Following to mothers, adolescents who are

living with their fathers were on risk for depression compared to the rest. When we come to

parents or guardians educational level thereis no significant difference on risk for depression. F

(4) =1.432, p> 0.05 isfor fathers or male guardians and F(4)=0.563, p>0.05 mothers or female

guardians F statistics respectively.
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Chapter Five

Discussion

This section of the study is going to discuss the research results with respect to the

research questions and in relation to relevant findings of previous researches.

5.1 Prevalenceof risk for depression

One of the objectives of the study was to examine whether thereis arisk of clinical
depression among adol escent refugees living in Addis Ababa with the selected sample groups.
From the total of 96 participants 56 or 58.5% of them were at risk to develop depression. The
rate of depression on adolescent refugees varied greatly from study to study. Derluyn &
Broekaert, (2007); Vervliet et.al, (2013); and Bean et.al, (2006) reported the prevalence as 47%,
33% and 50% respectively. In the study of Kinzie et a. (1986), anong 40 Cambodian adol escent

refugees, 53% met the criteria for diagnoses of depression.

5.2 The post-migration life satisfaction relation with depression

As abasic research question, the post migration risk factors which was measured using
MSLSS instrument was checked whether it has a relationship with depression level which was
measured using CESD. The MSLSS assess their general overall life satisfaction with specific
domains. These domains are school, family, friends, living environment and self. This helped to
identify where the risk factors are. The finding of this study showed the six domains have no
significant relationship with depression. However contrary to this result studiesin the literature

section indicated resettlement in the host country, which is anew experience, brings stressors



Post migration risk factors to depression 44

which are prevalent among adol escent refugees. They can be particularly vulnerable to mental
illnessif they are not accepted by their host country, experience rejection, and lack social
support. Different from this result, practice of good socia support in Ethiopia might positively
impact the acculturation problem of the adolescents. Previous researches aso reported that
benefit of social support helped refugees to prevent acculturation stress (Hovey, 2000; Hovey &
King, 1996). As berry 1991 indicated integration is retaining one’s own cultural identity while
maintai ning contact with members of the newer culture. In this study, the adolescents might well
integrate with the large society and maintains their own identity. Feeling socialy included at all
levelsin the country of resettlement isimperative to the general well-being of adolescents from
refugee backgrounds (Brough, Gorman, Ramirez, & Westoby, 2003). Adol escents who reported
having close friends to depend on perceived themselves to be more socially acceptable and
demonstrated higher perceptions of self-worth (Kovacev & Shute, 2004). Among Vietnamese
Refugee community in Finland proofed that due to the highly cohesive social structure
interaction within the group was a key factor for social integration in new society (Valtonen

1994).

There are other reasons for risk to depression like feeling of danger to oneself or family
members or separation from family member. As Brawn-Lewensohn and his colleagues discussed
the feeling of danger to oneself and family is a predicator for avariety of mental health.
Therefore, the stronger the feeling of danger, the more intense the mental health symptoms. Asit
isdiscussed in the literature separation from family members, friend or loved ones can be
another factor. Asitisillustrated in the literature, there are two types of ambiguous loss. The

first occurs when aloved one is physically absent but emotionally present because thereis no
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proof of death. The second type occurs when aloved oneis physically present but emotionally

absent due to Dementia, brain injuries, depression, PTSD et.c.

5.3 Identification of risk factorsfor depression.

As showed in the result part of this study, seven factors were used to see their effect on
risk for depression level. Age, gender, year of stay, with whom they live now, their country of
origin and father or male guardian and mother or female guardian educational level. Even if there
was a high risk for depression in adolescent who live with their parents/guardians, but when we
compare each other, those who are living only with their mothers, fathers and stepmothers had
high risk for clinical depression compared to the others. There were previous research results
which supported this finding that single refugee mothers are found to be more vulnerable than
married or partnered mothers, in terms of living alife of poverty and reduced health and
wellbeing (Borrows et a, 2011). In another research, African families led by single mothers are
found to have subsequent mental distress (Copeland & Harbaugh, 2010). Refugee single mothers
areliving in apersistent dilemma, feeling internal conflict and fights rel ated with mothering
practices. They attempt to manage their trauma, depression and needs by projecting their
problems onto the child. The child, who experiences the mothers asits only safety, adapts
unconsciously and exhibits the symptoms (Sallin et a, 2016). Research findings that were
mentioned in the literature also supported the ideathat many women, and some men refugees,
become single parents because of the death of their spouses and single parents may lack
opportunities for professional interaction due to lack of support to care for children. Sole parents

may be financially vulnerable because of limited ability to work and acquire job. In another
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study adolescent refugees who are living with single parents have showed more depression

symptoms (Derluyn et al, 2008).

The other finding which showed a significant difference on depression level isthe
adolescent’s countries of origin. In this regard adolescents from DRC had higher level of
depression compared to the rest, South Sudan adol escents had higher compared to Somalia and
Eritrea, Somalia compared to Eritrea. Even if there was ahigh risk for depression in all
countries, in the case of Eritreathereis|ow level of depression compare to the others. South
Sudan, DRC and Somalia are war zone countries. In agreement with this, previous studies
reported high rates of depressive symptoms were found in a study of 480 Croatian youth who
fled as refugee from the war zone (Zivcic, 1993). In asurvey study in Afghan refugees aged
from 15 and above, sixty two percent of the respondents reported experiencing at least four
trauma events, among the whole population 67.7% of them have symptoms of depression.
(Cardozo, Bilukha, Gotway & Crawford, 2004). The number of pre-flight exposureto war isa
significant predictor for depression and refugee children and adol escents who have experienced
war, reported high level of depression (Felsman et a, 1990; Ziaian, 2011). In case of Eritrea, the
result was different; thisis due to the similarity in the culture, language, history and belief
system and family ties they share with Ethiopian people. In addition to the positive influence of
social support, sharing of the same ethnic community ties has al so been a protective factor to

cope thelir distress.

Except for those two variables explained in the above paragraph, al the other variables
were not found to be significant as factor for depression. These findings are inconsistent with

previous research findings which show the existence of significant difference between age,
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gender, year of arrival and parents/guardians educational level with depression. In Fazel and
colleagues finding which is cited in the literature section it explained half of the studies that
enrolled both accompanied and unaccompanied refugee children; the prevalence of depression
was higher among girls than boys. Girlsin adolescent age are more vulnerable to depression.
Thisis shown in aresearch conducted by Angold & Rutter, 1992 in alarge clinical sample
depressive symptoms and of depressive disorders are found to be twice higher at the age of 14 to
16 in girls than boys. Other findings also revealed that small gender difference began to be
evident in rate of depressive disorder between the age 13 to 15, with the great difference

emerging at the age of 15 to 18 (Hankin, Abramson, Moffitt, Silva, and McGee, 1998).

In contrary to the result of this paper, in a study on 46 Cambodian children living in the
US 6 years after their first evaluation, showed symptoms of depression 7% and 12 years | ater,
they showed 14% (Sack et. a, 1996). This implies the more they stay the more they develop
depression. Parental/ guardian education level asindependent variable showed no relationship
with depression. Thereis no prior research done on these specific ideas related with depression
but as Suarez-Orozco, (2001) mentioned parents who are highly educated are better to help and

guide their children with school work.
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Chapter six

Summary, Conclusion and Recommendation

6.1 Summary

This research was cross-sectional survey study used to examine the post migration
factors for risk on depression among adolescent refugees from South Sudan, Somalia, DRC and
Eritrea. The study was also aimed to assess the prevalence of risk on depression and to
investigate the significant association of depression with the socio demographic variables. From
DICAC and JRS urban refugee centers, 96 participants (51 females and 45 males) were selected
using stratified random sampling. MSLSS and CESD-R instruments are used to collect data.
MSLSS is used to collect the post migration risk factors and revised version of CESD is used to
assess depression. Pilot study was done for 30 refugee students to check the psychometric
property of the instruments. The collection of data from the respondents was undertaken with the
help of tranglators. After the main data was collected from the respondents, it was analyzed using
SPSS version 20 software. To assess the prevalence of risk for depression frequency and
percentage was used. To analyze difference of gender, age and year of stay in the city with
depression and post migration life satisfaction, t-test was employed. To assess the relationship of
post migration factors with depression Pearson correlation was used. To examine the effect of
parental or guardian educational level, with whom they live now and country of origin and

depression one way ANOV A was employed.

The findings of this study revealed that the preval ence of risk for depression was 58.5%.

The result of t-test showed that there was no year of stay, gender and age difference on
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depression. The Pearson correlation also showed no relationship between post migration risk
factors and depression. The One way ANOV A results showed that, the adolescent’s country of

origin and with who they are living now had effect on risk for depression.

6.2 Conclusion

Based on the research findings, the researcher draws the following conclusions, and their

corresponding implications:

The prevalence of risk for depression is around 58.5% and this implies most of the
refugee adolescents who live in Addis Ababa are at high risk for depression.

Factors which are considered as post migration risk factors did not have any relationship
with risk for depression. Thisimplies there are other external factors which are likely to
impact the mental health of the adolescents.

Thelr year of stay in the city has no impact for being depressed. This and the above result
showed there might be a good social support in Addis Ababa.

Those who are living only with their mothers, fathers and stepmothers had high risk for
clinical depression. Thisindicates parents/guardians difficulty in achieving social support
and psychological problems due to different reasons can impact health of adolecents.

The participant’s country of origin is a factor for their depression. Even if all of them are
at risk for depression compared with one another DRC, South Sudan and Somalia are at
high risk. Thisimplies war zone country adolescents are vulnerable for developing

depression.
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6.3 Implication for Counseling

Counseling is defined as awidely applied method of treatment for all age groups intended
to provide professiona support to individuals, groups or organizations for more successful
management of everyday situations presenting challengesin view of socia pressures or personal
issues (Petz, 2005). The ultimate outcome of counseling is determined as the ability to perform
self-help (Nelson-Jones, 2007). The study results revealed that thereis arisk for depression in
Somali, South Sudan, Eritrea and DRC adolescent refugees who live in Addis Ababa. There
were differencesin risk for depression according to country of origin and parental living
condition. Understanding the problems would be helpful in providing counseling services for

those who are in need.

6.4 Recommendation

The result of this study showed that adolescent refugees are at high risk for depression.

Based on this finding, the researcher forwarded the following implications:

Adolescence is an interesting stage with a search for identity; try to acquire skills that will help
them become responsible adults. When adolescents are supported and encouraged by adults they
will become resourceful. As the result indicated most of the adolescents are at high risk for
depression, thiswill hinder them from being contributing membersin their world. For this
reason, agreater focusis needed on identifying factors that dealt with adolescent depression and
results should be applied to design suitable intervention programs especially at organizations

working with refugees. This can be through,
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» Providers of psychosocial and public health services should devel op patterns on how to
work with refugee adolescents. Western mental health treatment methods may not be
perfect for al refugees rather aternatives like cultural and spiritual methods should be
given when appropriate. For this reason, mental health professionals and trained social
workers from the refugees’ countries of origin should also be employed to provide
services.

» Interms of counseling, family therapists or counselors who work with refugee families
should conduct family assessments and provide long-term family therapy and
consultation to address issues regarding menta health of the individual and the entire
family members. A healthy family and community can be a strong protective factor for
adolescents and may decrease the symptoms of depression.

» Establishing mental health services at school helps mental health professionals meet with
adolescent refugees and their families. For refugee parents who may not identify mental
health problems affecting their children, schools can be a source of information. The
families can provide essential information concerning their children to the professional
and this two way communication may help the adolescent’s psychological wellbeing.
Besides giving information, the school health service can provide knowledge, skills and

necessary resources to the adolescents and their families.



Post migration risk factorsto depression 52
Reference
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental
disorders (5" ed.). Washington, DC.

Amodeo, M., Peou, S., Grigg-Saito, D., Berke, H., Pin-Riebe, S., Jones, L. (2004). Providing
culturally specific substance abuse services in refugee and immigrant communities:
Lessons from a Cambodian treatment and demonstration project. Journal of Social Work

Practice and Addiction, 4(3):23-46.

Ajdukovic, M., & Ajdukovic, D. (1993). Psychological wellbeing of refugee children. Child

Abuse and Neglect, 17, 843-854.

Angold, A., & Rutter, M. (1992). Effects of age and pubertal status on depression in a large

clinical sample. Devel opment and Psychopathology, 4, 5-28.

Balard, J, Widling, E & Solheim, C. (2006). Immigrant and Refugee Families. Global
Perspectives on Displacement and Resettlement Experiences. University of Minnesota

libraries publishing.

Bates, L., Baird, D., Johnson, D. J.,, Lee, R. E., Luster, T., & Rehagen, C. (2005). Sudanese
refugee youth in foster care: The “lost boys” in America. Child welfare Journal, 84, 631-

648.

Beiser M, Lancee W, Gotowiec A, Sack W, Redshirt, R. (1993). Measuring self-perceived role
competence among first nations and non-native children. Canadian Journal Psychiatry.

38:412-419



Post migration risk factorsto depression 53

Bek-Pedersen, k., & Montgomery, E. (2010). Narratives of the past and present. Young refugees’

Construction of afamily identity in Exile. Journal of Refugee Studies, 19(1):94-112

Berman, H. (2001). Children and war: Current understandings and future directions. Public

Health Nursing, 18(4), 243-252.

Berry, JW. (1991), Refugee adaptation in settlement countries: an overview with an emphasis
on primary prevention. In: Refugee Children: Theory, Research and Services, Ahearn FL,

Athey JL, eds. Baltimore: Johns Hopkins University Press, pp 20-38

Birman, D., Trickett, E.,J, Vinokurov, A.(2002). Acculturation and adaptation of Soviet Jewish
refugee adolescents. Predictors of adjustment across life domains. American Journal of

Community Psychology: 30:585-607. [PubMed]

Borrows, J., Williams, M., Schituer, P., Paterson, J., Helu, S.,L. (2011). Pacific Islands families
study; the association of infant health risk indicators and acculturation of Pacific Lsland
mother living in New Zealand. Journal Cross-Cultural Psychology. Retrived from doi:

10.1177/0022022110362750.

Boss, P. (2004). Ambiguous loss. In F. Walsh & M. McGoldrick (Eds.), Living Beyond Loss:

Death in the Family (2nd ed.) (pp. 237-246). New Y ork: W. W. Norton & Company, Inc.

Bronfenbrenner, U. (1979). The Ecology of Human Development: Experiments by Nature and

Design. London: Harvard University Press.

Bronfenbrenner, U. (1994). Ecological models of human development. In M. Gauvain & M.
Cole (Eds.), Readings on the development of children, (2" ed). (pp. 37-43). New York:

Freeman.



Post migration risk factorsto depression 54

Brough, M., Gorman, D., Ramirez, E., & Westoby, P. (2003). Young refugees talk about well-
being: A qualitative analysis of refugee youth mental health from three states. Australian

Journal of Social Issues, 38(2), 193-208.

Brawn-Lwensohn, O., Ceestin, L.,P, Westreich, S.Verleye, G., Verte, D., Ponjaert-
Kristofferesn, L. (2009a). Coping styles as moderating the relationship between terrorist

attacks and wellbeing outcome. Journal Adolecents. 32585-599.10.1016.

Bhugra, D. & Becker, M.A. (2005). Migration, cultural bereavement, and cultural identity.

World Psychiatry, 4(1), 18-24.

Bhugra, D. & Jones, P. (2001). Migration and mental illness. Advancesin Psychiatric

Treatment, 7, 216-223.

Cardozo, B., L, Bilukha, O.,0, Gotway Crawford, C., (2004) Menta health, Social function, and

disability postwar Afghanistan. Journal of the American Medical Association.

Casas, F. (2011). Subjective socia indicators and child and adolescent well-being. Child

Indicators Research, 4, 555-575. Retrieved from doi: 10.1007/s12187-010-9093-z

Casss, F., Sarriera, J. C., Abs, D., Coenders, G., Alfaro, J., Saforcada, E., & Tonon, G. (2012).
Subjective indicators of personal well-being among adolescents. Performance and results
for different scales in Latin-language speaking countries. A contribution to the
international debate. Child Indicators Research,5,1-28. Retrieved from doi:

10.1007/s12187-011-9119-1



Post migration risk factorsto depression 55

Casado, B., Hong, M., & Harrington, D. (2010). Migratory grief and loss associated experience

of immigration. Research on Social Work Practice, 20(6), 611-620.

Chiswick, B.,R, Lee, Y.,L.(2006). Immigrants' language skills and visa category. International

Migration Review: 40(2):419-450.

Compas, B. (1993). Promoting positive mental health in adolescence. In S.G. Millstein, A. C.
Peterson, & E. O. Nightingale (Eds), Promoting the health of adolescents (pp 159-179).

Newyork: Oxford University Press.

Copeland D.,B, Harbaugh, B.,L. (2010). Psychologica difference related to parenting infants
among single and married mothers. Issues in Comprehensive Pediatric Nursing. 33:129-

148. Retrieved from doi:10.3109701460862.2010.498330.

Cook, B., Alegria, M., Lin J.Y. (2009). Pathways and correlates connecting Latinos’ mental

health with exposure to the United States. American Journal Public Health.

Correa-Velez, 1., Gifford, S., M, Barnett, A.,G. (2010). Longing to belong: socia inclusion and
wellbeing among youth with refugee backgrounds in the first three years in Melbourne,

Australia. Social Science Medical.71(8):1399-1408

Derluyn, I; Broekaert, E; Schyten, G. (2007). Emotional and behavioral problems in migrant

adolescentsin Belgium. European Child Adolescents Psychiatry

Elliott, S. (1997). Like Falling Out of the Sky: Communities in Collison in C. Bell (Ed.).

Community Issuesin New Zealand. Dunmore Press Ltd: Palmerston North

Erikson, E.H. (1950). Childhood and Society. (1¥ ed). New Y ork: Norton



Post migration risk factorsto depression 56

European Commission on Refugees and Exiles. (1999). Task Force on Integration. Good

Practice Guide on the Integration of Refugees in the European Union:

Fazel, M., & Stein, A. (2002). The mental health of refugee children. 87: 366-370 Retrieved

from doi: 10.1136/adc.87.5.366

Fazel, M., Whedler, J., Danesh, J. (2005). Prevalence of serious mental disorder in 7000 refugees
resettled in western countries: a systematic review. 365(9467),1309-1314, Retrieved

from: //doi.org/10.1016/S0140-6736(05)61027-6

Felsman, J. K., Leong, F, T., Johnson, M. C., & Felsman, I. C. (1990). Estimates of
psychological distress among Vietnamese refugees. Adolescents, unaccompanied minors

and young adults. Social Science & Medicine, 31(11), 1251-1256

Fleming, J.S. (2004). Erikson’s Psychosocial Developmental Stages. Retrieved from

http://swppr.ora/Textbook/Ch%209%20Erikson.pdf

Fox, P., Burns, K., Popovich, J., Belknap, R., & Frank-Stromborg, M. (2004). Southeast Asian
refugee children: Self-esteem as a predictor of depression and scholastic achievement in

the U.S. The International Journal of Psychiatric Nursing Research, 9(2), 1063-1072.

Frye, B. A., & D’Avanzo, C. D. (1994). Cultural themes in family stress and violence among

Cambodian refugee women in the inner city. Advances in Nursing Science, 16(3), 64-77.

Furnham, A., & Bochner, S. (1986). Culture shock: Psychological reactions to unfamiliar

environments. London: Routledge.



Post migration risk factorsto depression 57

Gariba, S.A. (2010) Race, ethnicity, immigration and jobs. Labour market access among
Ghanaian and Somali youth in the greater Toronto area. Dissertation Abstracts

International Section A: Humanities and Social Sciences 71(6-A): 2010-2231.

Geltman, P. L., Grant-Knight, W., Mehta, S., Lloyd-Travaglini, C., Lustig, S., Landgraf, J., &
Wise, P. (2005). The “Lost Boys of Sudan”: Functional and behavioral health of
unaccompanied refugee minors resettled in the United States. Archives of Pediatrics and

Adolescent Medicine, 159, 585-591.

Gilman, R., Huebner, E.S. (2006). Characteristics of adolescents who report very high life

satisfaction. Journal of Y outh Adolescent. 35, 293-301.

Graham, H.,R, Minhas, R.,S, Paxton, G. (2016). Learning Problems in Children of Refugee

Background: A Systematic Review. Pediatrics. 137(6):€20153994

Guerin B, Guerin P, Abdi A, Diiriye, R.O. (2003). Identity and community: Somali children's
adjustments to life in the western world. In: Gao J, Le Heron R, Logie J, eds. Windows

on a Changing World. Auskland: New Zealand Geographical Society, 184-188.

Hankin, B.I., Abramson, L. Y., Moffitt, T.E., Silva, P.A., & McGee, R. (1998). Development of
depression from preadolescent to young adulthood: Emerging gender difference in a 10-

year longitudinal study. Journal of Abnormal Psychology, 107. 128-140.

Hanushek, Eric, A., & Luque, Javier, A. (2003). Efficiency and equity in schools around the

world. Economics of Education Review 22, pp. 481-502.



Post migration risk factorsto depression 58

Heptinstall, E., Sethna, V., Taylor, E. (2004). PTSD and Depression in refugee children -
Associations with premigration trauma and post-migration stress. European Child &

Adolescent Psychiatry; 13(6):373-380.

Henley, J. & Robinson, J. (2011). Mental health issues among refugee children and adolescents.
School of Psychology, Flinders University, Adelaide, South Australia, Australia. 51-62.

Retrieved from doi:10.1111/j.1742-9552.2011.00024.x

Holte, A., Barry, M. M., Bekkhus, M., Borge, A. I. H., Bowes, L., Casas, F., Zachrisson, H. D.
(2013). The psychology of child well-being. In A. Ben-Arieh, F. Casas, | Frgnes, & J. E
Korbin, (Eds.) Handbook of Child Well-Being: Theories, Methods and Policies in Global

Perspective (Vol. 2, pp. 555-631). Dordrecht, NI.: Springer

Hoover, JH., Oliver, R., & Hazler, R.J. (1992). Bullying: Perceptions of adolescent victims in

the Midwestern USA. School Psychology International, 13, 5-16.

Hovey, J.D. (2000). Acculturation stress, depression, and suicidal ideation in Mexican

immigrants. Cultural Diversity & Ethnic Minority Psychology, 6, 134-151.

Hovey, J. D., & King, C. A.(1996). Acculturation stress, depression, and suicidal ideation among
immigrants and second- generation Latino adolescents. Journal of the American Academy

of Child& Adolescent Psychiatry, 35, 1183-1192.

Howard, M., & Hodes, M. (2000). Psychopathology, adversity and service utilization of young
refugees. Journal of the American Academy of Child and Adolescent Psychiatry, 39(3),

368-377.



Post migration risk factorsto depression 59

Hubbard, J., Reamuto, G.M., Northwood, A.K., & Masten, A.S. (1995). Comorbidity of
psychiatric diagnoses with posttraumatic stress disorder in survivors of childhood trauma.

Journal of the American Academy of Child and Adolescent Psychiatry, 34(9), 1167-1173.

Huebner, E. S, Laughlin, J. E.,, Ash C,, & Gilman, R. (1998). Further validation of the
multidimensional Students' Life Satisfaction Scale. Journal of Psychological Assessment,

16, 118-134.

Humpage, L. (1999). Refugee or Turmoil? Somali Refugee Adolescents in Christchurch

Secondary Schools

Hyman, I., Vu, N., & Beiser, M. (2000). Post-migration stresses among Southeast Asian refugees
youth in Canada: A research note. Journal of Comparative Family Sudies, 31(2), 281-

293.

International Organization for Migration (2016). Key Migration Terms, Retrieved from

http://www.iom.int/key-migration-terms [accessed 29/08/2016]

Israelite, N. (1999). Waiting for "Sharciga': Resettlement and the roles of Somali refugee

women. Canadian Women Sudies; 19(3):80-86.

Jacob, C. (1988). Statistical power analysis, for the behavioral sciences (2nd ed.). New York:

New York University press.

Juang, L.,P, & Alvarez, A.,A. (2010) Discrimination and adjustment among Chinese American
adolescents: Family conflict and family cohesion as vulnerability and protective factors.

American Journal of Public Health 100(12): 2403-24009.



Post migration risk factorsto depression 60

Kelly, A., C. (2015). Refugee Mothers’ experience of forced Migration and its implication upon

family life. 25-26

Kinzie J. D., Sack, W., Angdll, R., et al. (1989). A three-years follow up of Cambodian young
people traumatized as children. Journal of the American Academy of Child Adolescent

Psychiatry; 28:501-4

Kirmayer, LJ.,, Lemelson, R., Barad, M (Eds.). (2007). Understanding trauma: biological,

psychological and cultural perspectives. New York (NY): Cambridge University Press.

Koeske, OH. Y., G., Sales, E. (2002). Acculturation, stress and depressive symptoms among

Korean immigrants in the United States. Journal Social. Psychology. 142, 511-526.

Kovacev, L., & Shute, R. (2004). Acculturation and social support in relation to psychosocia
adjustment of adolescent refugees resettled in Australia. International Journal of

Behavioral Development, 28(3), 259-267.

Kreuger, LW. & Neuman, W.L. (2006). Social work research methods: Qualitative and

guantitative applications. Boston: Pearson Education, Inc.

Laura, A. M., & Karen, S. (1996). Psychosocial Problems in Refugee Children Exposed to War.

Pediatrics Vol. 97 No. 3. Retrieved from http://pediatrica.aappublication.org

Levin, K. A., Dadllago, L., & Currie, C. (2012). The association between adolescent life
satisfaction, family structure, family affluence and gender differences in parent-child
communication. Social Indicators Research, 106, 287-305. Retrieved from doi:

10.1007/s11205-011-9804-y



Post migration risk factorsto depression 61

Lustig, S. L., Kia-Keating, M., Knight, W., Geltman, P., Ellis, B. H., Kinzie, D., Saxe, G. (2004).
Review of child and adolescent refugee mental health. Journal of the American Academy

of Child and Adolescent Psychiatry, 43(1), 24-36.

Marsella, A. J., Bornemann, T., Ekblad, S., Orley, J. (1994). A midst peril and pain: The mental
health and well-being of the world's refugees Washington, D.C: American Psychological

Association.

Matsuoka, J.K. (1990). Differential Acculturation among Vietnamese Refugees. Social Work,

35(4):341-345.

Miller, A. M., Sorokin, O., Wang, E., Feetham, S., Choi, M., & Wilbur, J. (2006). Acculturation,
Social Alienation, and Depressed Mood in Midlife Women from the former Soviet

Union. Res Nurs Health.

Momartin, S., Silove, D., Manicavasagar, V., & Stedl, Z. (2004). Comorbidity of PTSD and
depression: associations with trauma exposure, symptom severity and functional
impairment in Bosnian refugees resettled in Australia. Journal of Affective

Disorders, 80(2), 231-238.

Norredam, M., Garcia-Lopez, A., Keiding, N., & Krasnik, A. (2009). Risk of mental disordersin
refugees and native Danes: A register-based retrospective cohort study. Social Psychiatry
& Psychiatric Epidemiology, 44(12), 1023-1029. Retrieved from doi:10.1007/s00127-

009-0024-6

National Research Council. (2002). Community Programs to Promote Youth Development.

National Academies Press: Washington, DC.



Post migration risk factorsto depression 62

Murphy, J. M. (2002). Symptom scales and diagnostic schedules in adult psychiatry. In M.
T.Tsuang & M. Tohen (Eds.), Textbook in psychiatric epidemiology (pp. 273-332). New

York, NY: Wiley Liss.

Ornelas, 1. J., & Perreira, K.M. (2011). The Role of migration in the development of depressive
symptoms among Latino immigrant parents in the USA. 73(8): 1169-1177.

doi:10.1016/j.socscimed.2011.07.002.

Paardekooper, B., de Jong, J.T.V.M., & Hermanns, JM.A. (1999). The psychologica impact of
war and the refugee situation on South Sudanese children in refugee camps in Northern
Uganda: An exploratory study. Journal of Child Psychology, Psychiatry and Allied

Disciplines, 40(4), 529-536

Palmer, I. (1981). Advancement preparation and settlement needs of south-east Asian refugee

women. International Migration;19(1/2):94-101.

Papadopoulos, R.,K. (2001), Refugee families: issues of systemic supervision. Journal of Family

Therapy 23:405-422

Patel, V. (1991). Menta health in low- and middle-income countries. Br Med Bull, 81-82: 81-96.

Phelan, P., Davidson, A. L., & Yu, H. C. (1991). Students’ multiple worlds: Navigating the
borders of family, peer, and school cultures. In P. Phelan & A. L. Davidson (Eds.),
Cultura diversity: Implications for education (pp. 52-88). New York: Teacher’s College

Press.



Post migration risk factorsto depression 63

Piko, B. F., & Hamvai, C. (2010). Parent, school and peer-related correlates of adolescents’ life
satisfaction. Children and Youth Services Review, 32, 1479-1482. Retrieved from doi:

10.1016/j.childyouth.2010.07.007

Proctor, C. L., Linley, P. A., & Maltby, J. (2009). Youth life satisfaction: A review of the
literature. Journal of Happiness Sudies, 10, 583-630. Retrieved from doi:

10.1007/s10902-008-9110-9

Punamaki, R., Qouta, S., El, Sarrg), E. (1997). Models of traumatic experiences and children's
psychological adjustment: The roles of perceived parenting and the children's own

resources and activity. Child Development; 64(4):718-728.

Pumariega, A. J., Rothe, E., & Pumariega, J. B. (2005). Mental health of immigrants and

refugees. Community Mental Health Journal, 41(5), 581-597.

Radloff, L. S. (1977). The CES-D scae: A self-report depression scale for research in the general
population. Applied Psychological Measurements, 1, 385-401.

Resource Center for Adolescent Pregnancy Prevention. (2003). An Overview of Adolescent
Development. Education, Training and Research Associates. Retrieved from
www.etr.org/recapp/theori es/adol escentdevel opment/overview.htm.

Roger, L.H. (1994). International migrations. A framework for directing research. Am Psychol

Roosa, M.W., Weaver, S.R., White, R.M., Tein, J,, Knight, G.P., Gonzalez, N., & Saenz, D.
(2009). Family and neighborhood fit or misfit and the adaptation of Mexican Americans.

American Journal of Community Psychology, 44, 15-27.



Post migration risk factorsto depression 64

Rousseau, C. (1995). The mental health of refugee children. Transcultural Psychiatric Research

Review, 32(3), 299-331.

Rousseau, C., Rufagari, M., Bagilishya, D., Measham, T. (2004). Remaking family life:
Strategies for re-establishing continuity among Congolese refugees during the family

reunification process. Social Science and Medicine; 59(5):1095-108.

Sack, W. H., Clarke, G. N., & Sedey, J. (1996). Multiple forms of stress in Cambodian

adolescent refugees. Child Devel opment; 67(1):107-116.

Saile, R., Neuner, F., Ertl, V., & Catani, C. (2013). Prevalence and predictors of partner violence
against women in the aftermath of war: A survey among couples in northern Uganda.

Social Science Medicine, 86, 17-25. Retrieved from doi: 10.1016/j.socscime.2013.02.046.

Schultz D.P. & Schultz, S.E. (1987). A History of Modern Psychology. Orlando, FL:Harcourt-

Brace

Servan-Schreiber, D., Lin, B.L, Birmaher, B.,(1998). Prevalence of posttraumatic stress
disorder and major depressive disorder in Tibetan refugee children. Journal of the

American Academy of Child and Adolescent Psychiatry;37:874-879. [PubMed]

Servan-Schreiber, D., Le Lin, B., & Birmaher, B. (1998). Prevalence of posttraumatic stress
disorder and major depressive disorder in Tibetan refugee children. Journa of the

American Academy of Child and Adolescent Psychiatry; 37(8), 874-879.

Silove, D., & Ekblad, S. (2002). How well do refugees adapt after resettlement in Western

countries? Acta Psychiatrica Scandinavica, 106(6), 401-402.



Post migration risk factorsto depression 65

Silove, D., Sted, Z., McGorry, P., & Mohan, P. (1998). Trauma exposure, postmigration
stressors, and symptoms of anxiety, depression and post-traumatic stress in Tamil
asylum-seekers: Comparison with refugees and immigrants. Acta Psychiatrica

Scandinavica, 97(3), 175-181.

Snyder, C.S., May J.D., Zulcic N.N., Gabbard W.J. (2005). Socia work with Bosnian Muslim

refugee children and families: A review of the literature. Child Welfare, 84(5):607-630.

Suarez-Orozco, M. (2001). Globalization, immigration and education. Harvard education

review, 71(3), 345-366.

Suldo, S.M., Huebner, E.S. (2004). Does life satisfaction moderate the effects of stressful life
events on psychopathological behavior during adolescence? School Psychology. Quart.

19, 93-105.

Thomas, T & Lau, W. (2002). Psychological Well Being of Child and Adolescent Refugee and

Asylum Seekers. Retrieved from http://www.humanrights.gov.au/human_rights/

children_detention/psy_review.html

United Nations High Commissioner of Refugees (2018). UNHCR factsheet March 2018.

Retrieved from http://www.unhcr.org/

United Nations High Commissioner of Refugees (2018). Regional Update. Operation in Africa.

Retrieved from http://www.unhcr.org/




Post migration risk factorsto depression 66

United Nations High Commissioner of Refugees (2018). Ethiopia Country Refugee Response
Plan. The integrated response plan for refugees from Eritrea, Sudan, South Sudan and

Somalia

United Nations High Commissioner for Refugees (2017). Global Trends. Forced Displacement.

Retrieved from http://www.unhcr.org/global trends2017.html

United Nations High Commissioner for Refugees (2016b). Africa. Retrieved from

http://www.unhcr.org/africa.html [accessed 25/08/2016]

United Nations High Commissioner for Refugees (2016a). Figures at a glance. Retrieved from

http://www.unhcr.org/figures-at-a-glance.html [accessed 25/08/2016]

United Nations High Commissioner for Refugees (2016). Global Trends — Forced Displacement

in 2015: Retrieved from http://www.unhcr.org/stati stics/unhcrstats/576408cd7/unhcr-

global-trends-2015.html

United Nations High Commissioner of Refugees (2011). UNHCR statistical yearbook 2011.

Retrieved from http://www.unhcr.org/516285b89.html

United Nations High Commissioner of Refugees (2010). Convention and protocol relating to the

status of refugees. Geneva Retrieved from: http://cms.emergency.unhcr.org

United Nations High Commissioner of Refugees (2010). Resettlement Handbook 2010:

Retrieved from http://www.unhcr.org/4a2ccf4c6.html




Post migration risk factorsto depression 67

United Nations High Commissioner for Refugees (2003). Global Appea. Retrieved from

http://www.unhcr.org/

United Nations High Commissioner for Refugees Resettlement Section (1997). Broad Survey on

the Integration of Resettled Refugees: Geneva.

Valtonen, K. (1994) The Adaptation of Vietnamese Refugees in Finland. Journal of Refugee

Sudies, 7(1), 63-78.

Weing, S., Becker, D., F, McGlashan, T., H, Vojvoda, D., Hartman, S., & Robbins, J., P. (1995).
Adolescent survivors of ’Ethnic cleansing’ observations on the first year in America.

Journal of the American Academy of Child and Adolescent Psychiatry; 34(9):1153-1159,

Williams, C.L., (1996). Toward the development of preventive interventions for youth
traumatized by war and refugee flight. In: Apfel RJ, Simon B, editors. Minefield in Their
Hearts: The Mental Health of Children in War and Communal Violence. New Haven and

London: Y ale University Press; pp. 201-217.

Woolcock, M. (1998). Social capital and economic development: towards a theoretical synthesis

and policy framework. Theory and Society, 27(2):151-208.PISA: 2003.

World Health Organization. (2006). Orientation program on adolescent health for health care
providers. Adapted from Hofmann, A.D., Greydanus, D.E., eds. Adolescent medicine.

2nd edition. Retrieved from http://www.who.int/child-adol ecent-health

World Health Organization (2012). Adolescent Health and Development. Retrieved from

http://www.searo.who.int/en/Section13/Section1245 4980.htm, 2012.



Post migration risk factorsto depression 68

World Health Organization (2004). Prevention of Mental Disorders: Effective Interventions and

Policy Options: Summary Report.

World Health Organization. (2002). Gender and Mental Health. Department of Gender and

Women’s Health. Retrieved from http://whglibdoc.who.int.gender.

Ziaian, T., Anstiss, H., Antoniou G., Baghurst, P; Sawyer, M. (2001). Emotional and Behavioral
problems Among Refugee Children and Adolescents Living in South Austraia

Australian Psychologist, 48,139-148

Ziaian, T., Anstiss, H., Antoniou, G., Baghurst, P., & Sawyer, M. (2001) .Depressive
symptomatology and service utilization among refugee children and adolescents living in

South Australia. Child and Adolescent Mental Health. In press.

Zivcic, I, (1993). Emotional reaction of children to war stress in Croatia. Journal of American

Academy of Child and adolescents Psychiatry, 32,709-718.



Post migration risk factorsto depression 69

Appendix A: Socio-demographic questionnaires
Addis Ababa University
College of Education and Behavioral Studies
School of Psychology
Counseling Psychology Program

My name is Rahwa Mengistab and | am currently studying for my Masters in Counseling Psychology at
Addis Ababa University. | am conducting a research on the risk factors which leads to depression among
adolescent refugees. The research is being conducted at JRS and DICAC center. Y ou are expected to fill a
self-administered questionnaires and socio-demographic question without identifying your name and
address. The information you give will be useful for my research and your response will only be checked
by me. You have every right to stop giving information or skip at any question you don’t want to answer.

| appreciate your participation in the study.
Thank you for your cooperation
Part I: Background Information

Instruction: Please read the statements of the questions and answer by marking a tick v or answering

the most accurate response for each of the following questions.
1. Gender: Female Male
2. Age

3. What is your country of origin?

4. When did you arrival in Addis Ababa:

5. With whom are you living now: Father Mother Stepmother
Stepfather Grandmother Grandfather Guardian Other
6. What is your father’s/male guardian educational level: uneducated Can read and
write Elementary education Secondary education College or

University education Other ?
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7. What is your mother's/female guardian educational level? Uneducated Can read and write
Elementary school College or University

Other

Secondary school

education
Appendix B: Survey Questionnaires

Instruction I: Below isalist of the ways you might have felt or behaved. Please tell me how often you
have felt this way during the past week. Please read each statement and answer by marking the response

that is most truein your life.

1 = Rarely or None of the Time (Less than 1 Day)

2 = Some or aLittle of the Time (1-2 Days)

3 = Occasionally or aModerate Amount of Time (3-4 Days)
4 = Most or All of the Time (5-7 Days)

During the past week:

Rarely or Someor a Occasionally or | Most or all
none of the little of the a of thetime
time time moder ate (5.7 days)
(lessthan 1 (1.2 days) amount of time
day) (3-4 days)

1. | was bothered by things that

usually don't bother me.

2. | did not feel like eating; my
appetite was poor.

3. | felt that | could not shake off
the blues even with help from my

family or friends.

4. felt that | wasjust as good as
other people.

5. | had trouble keeping my mind

on what | was doing.

6. | felt depressed.

7.1 felt that everything | did was
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an effort.

8. | felt hopeful about the future.

9. | thought my life had been a
failure.

10. | felt fearful.

11. My dleep wasrestless.

12. | was happy.

13. | talked less than usual.

14. | felt lonely.

15. People were unfriendly.

16. | enjoyed life.

17. 1 had crying spells.

18. | felt sad.

19. | felt that people dislike me.

20. I could not get “going”.

Instruction 11: 1 would like to know what thoughts about life you've had during the past several weeks.

Think about how you spend each day and night and then think about how your life has been during most
of thistime. Here are some questions that ask you to indicate your satisfaction with life. Circle the
number (from 1 to 6) next to each statement that indicates the extent to which you agree or disagree with
each statement. It isimportant to know what you REALLY think, so please answer the question the way
you really feel, not how you think you should. ThisisNOT atest. Thereare NO right or wrong answers.

Y our answerswill NOT affect your grades, and no one will be told your answers.

Circle 1if you STONGLY DISAGREE with the sentence, Circle 2 if you MODERATELY

DI SAGREE with the sentence, Circle 3 if you MILDLY DISAGREE with the sentence, Circle 4 if you
MILDLY AGREE with the sentence, Circle 5if you MODERATELY AGREE with the sentence,
Circle6if you STRONGLY AGREE with the sentence

1. My friends are niceto me 1 2 3 4 5 6

2.1 am fun to be around 1 2 3 4 5 6
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3. | feel bad at school

4. | have a bad time with my friends

5. There are lots of things | can do well

6. | learn alot at school

7. | like spending time with my parents

8. My family is better than most

9. There are many things about school | don't like
10. | think | am good looking

11. My friends are great

12. My friends will help meif | need it

13. 1 wish | didn't have to go to school

14. 1 like myself

15. There arelots of fun thingsto do wherel live
16. My friends treat me well

17. Most people like me

18. | enjoy being at home with my family

19. My family gets along well together

20. | look forward to going to school

21. My parentstreat me fairly

22. | like being in school
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23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

My friends are mean to me

| wish | had different friends

School isinteresting

| enjoy school activities

I wish | lived in adifferent house

Members of my family talk nicely to one another
| have alot of fun with my friends

My parents and | do fun things together

I like my neighborhood

| wish | lived somewhere else

| am anice person

Thistown isfilled with mean people

| liketo try new things

My family's houseis nice

| like my neighbors

| have enough friends

| wish there were different people in my neighborhood

| likewherel live

73
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Appendix C: French Tranglation
Université d'Addis Abeba
College d'éducation et d'éudes comportementales
Ecole de psychologie
Programme de psychologie du counseling

Mon nom est Rahwa Mengistab et j'étudie actuellement pour ma maitrise en psychologie du counseling a
I'Université d'Addis-Abeba. Je méne une recherche sur les facteurs de risque qui ménent a la dépression
chez les adolescent réfugiés. La recherche est menée au centre du JRS DICAC. Vous devez remplir un
guestionnaire auto-administré et une question sociodémographique sans indiquer votre nom et votre
adresse. L'information que vous donnez sera utile pour mes recherches et votre réponse ne sera vérifiée
gue par moi. Vous avez le droit darréter de donner des informations ou de passer a une question a

laguelle vous ne voulez pas répondre. Jappreécie votre participation al'étude.
Merci de votre collaboration

Partiel: I nformations générales

Direction: Veuillez lire les énoncés des questions et réponses en cochant lacase v' ou en répondant ala

réponse la plus précise pour chacune des gquestions suivantes.
1. Sexe: Femme Homme

2. Age

3. Quand étes-vous arrivé a Addis-Abeba:

4. Avec qui vivez-vous actuellement: Pere Mere Belle-mere Beau-pére Grand-
mere Grand-pere Tuteur Autre

5. Quel est le niveau d'éducation de votre pere ou de votre tuteur: Sans instruction Peut lire et
écrire Enseignement primaire Enseignement secondaire Enseignement
collégial ou universitaire Autre ?

6. Quel est le niveau d'éducation de votre mere/ tuteur féminin? Sansinstruction

Peut lire et écrire Ecole primaire Ecole secondaire Education collégiale ou

universitaire Autre ?
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Instruction :Vous trouverez ci-dessous une lists des maniéres dont vous aveez pu vous sentir ou

vous étre com porté Dites-moi sil | vous plait combine de tois vous vous étes senti de cette facon la

semaine derniére veuillez lire chaque declaration et ré ponder en marquant la reponse qui’ est la plus vraie

dans viotrevie

1= Rarement ou pas du tout Moins de 1 jour

2= Certains ou peu de temps 1-2 jours

3= Parfois ou une quantité modéréé de temps3-4 jours

4= Plus ou tout le temps5-7 jours

Rarement ou
pas du tout
Moinsde 1

jour

Certainsou
peu de temps
1-2 jours

Parfois ou une
quantité modéréé
de temps
3-4 jours

Plus ou tout
le temps
5-7 jours

1. J’ai été contrarié(e) par des
choses qui d’habitude ne me

dérangent pas.

2. Je n’ai pas eu envie de manger,

j'a manqué d'appétit.

3. J’ai eu I'impression que je ne
pouvais pas sortir du cafard, méme
avec l'aide de mafamille et de mes

ami(e)s

4 J’ai eu le sentiment d’étre aussi

bien que les autres

5 Ja eu du ma ame concentrer

sur cequejefaisas

6 Je me suis senti(e) déprimée. (1
felt depressed.)

7 J’ai eu I’impression que toute

action me demandait un effort.

8 J’ai été confiant(e) en I’avenir.
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9 J’ai pensé que ma vie était un

échec.

10 Je me suis senti(€) craintif(ve).

11 Mon sommeil n’a pas été bon.

12 J’ai été heureux(se). (I was
happy.)

. 13 J’ai parlé moins que
d'habitude

14 Je me suis senti(€) seul(e).

15 Les autres ont été hostiles

Eenvers moi.

16 J’ai profité de lavie

17 Jai eu descrises delarmes.

18 Je me suis senti(e) triste

19 J’ai eu I’impression que les

gens ne m'aimaient pas.

20 J’ai manqué d’entrain.

Instruction . Jaimerais savoir ce que vous pensez de la vie que vous avez vécue au cours des dernieres
semaines. Pensez & la fagon dont vous passez chaque jour et chaque nuit, puis réfléchissez alafagon dont
votre vie a été pendant la majeure partie de cette période. Voici quelques questions qui vous demandent
dindiquer votre satisfaction a I'égard de la vie. Encerclez le nombre (de 1 & 6) a coté de chague énoncé
qui indique dans quelle mesure vous étes d'accord ou pas d'accord avec chague énoncé. Il est important de
savoir ce que vous pensez vraiment, alors sil vous plait répondez ala question de la fagon dont vous vous
sentez vraiment, pas comment vous pensez gque vous devriez le faire. Ce n'est pas un test. Il n'y a pas de
bonnes ou de mauvaises réponses. V os réponses n'affecteront PAS vos notes, et personne ne serainformé
de vos réponses.

Entourez 1 si vous désapprouvez fortement la phrase, Encerclez 2 s vous n'étes pas d'accord avec la
phrase, Encerclez 3 si vous étes en désaccord avec la phrase, Encerclez 4 si vous étes d'accord avec la
phrase, Encerclez 5 si vous étes modérément d'accord avec la phrase, Entourez 6 s vous ACCEPTEZ
FORTEMENT la phrase
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1. Mes amis sont gentils avec moi

2. Je suis amusant d'étre autour

3. Jemesensmal al'école

4. Je passe un mauvais moment avec mes amis

5. 11 y abeaucoup de choses que je peux faire bien
6. Japprends beaucoup al'école

7. Jaime passer du temps avec mes parents

8. Mafamille est meilleure que la plupart

9. Il y abeaucoup de choses & propos de I'école que je n'aime pas

10. Je pense que je suis beau

11. Mes amis sont géniaux

12. Mes amis m'aideront si j'en ai besoin
13. Jaimerais ne pas avoir aaller al'école
14. Je me suisaime

15. 1l y a beaucoup de choses amusantes afairelaoujevis
16. Mes amis me traitent bien

17. Laplupart des gens m'aiment

18. Jaime étre ala maison avec mafamille
19. Mafamille sentend bien

20. Jai héte d'aller al'école

21. Mes parents me traitent assez
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22. Jaime étre al'école

23. Mes amis sont méchants avec moi

24. Jaimerais avoir des amis différents

25. L'école est intéressante

26. Jaime les activités scolaires

27. 27. Jaimerais habiter dans une autre maison

28. Les membres de mafamille parlent bien les uns aux autres
29. Je m'amuse beaucoup avec mes amis

30. Mes parents et moi faisons des choses amusantes ensemble
31. Jaime mon quartier

32. Jaurais amé habiter ailleurs

33. Je suis une bonne personne

34. Cette ville est remplie de gens méchants

35. Jaime essayer de nouvelles choses

36. Lamaison de mafamille est belle

37. Jaime mes voisins

38. Jai assez d'amis

39. Jaimerais qu'il y ait des gens différents dans mon quartier

40. Jaime ou jevis
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Appendix D: Somalia Translation
Addis Ababa Jaamacad

Kulliyadda Waxbar ashada iyo Dar sssadaha Akhlaagda
I skuulka M askaxda
Barnaamijka Cilmi Nafsiga eelatalinta

Magacaygu waa Rahwa Mengistab, waxa aan ka diyaariyaa shahaada labaad ee lo yagaano Masters in
Counsdling Psychology Jamacada Addis Ababa. waxan aan samaynaya cilmi baadhis ku saabsan halisaha
la xidhiidha walwalka(depression) ku dhaca dhalinyarta(adolescent) gaxootiga ah. Cilmi baadhista waxa
laga samaynaya xarunta JRS & DICAC. Waxa aan kaa filaya inaad suulaha iyo waydiimaha la xidhiidha
noloshaada sida da’da, heerka waxbarasho IWM adiga oon ku darayn magacaaga iyo cinwaanka halka
aad ku noshay. Xogta aad bixisa waxay muhim u tahay cilmi badhistaydan, jawaabtada waxa akhriyaya
00 hubinaya aniga(Rahwa). Waxa aad xaq u leedahay inaad diidi karto bixinta xogta. Sido kale, waxaad
dhaafi karta suul kasta 0o anad jeclayn inaad ka jawaabto. Waxaan aad u so dhawaynaya ka qayb
gaadashadada.

Waad ku mahad san tahay wada shagayntaada.
QAYBTA 1AAD: TIXRAAC XOGEED.

Tilmaan: Fadlan akhri weedhaha suulaha ah dabadeed ku buuxi halka banana calaamada sax(0). Ku
jawaab sida ugu saxsan suualaha u baahan jawaab qoraal ah.

Jinsiga lab—— dhedig —

Da’da______

Goormaayaad timid Addis Ababa:

Y aad lanooshahay imika: Aabo_ Hooyo — Aayo
OdaygahooyoQaba Awoowo _ Ayeeyo _ Daryede

A O Dd P

5. Waamaxay heerka waxbarasho ee abaaha/daryeelahagalab : aan laagoon
akhriyi, kara, qori karaa__ hoose/dhexe dugs sare
kolej/Jaamacad mid kale———

6. Waa maxay heerka waxbarasho ee Hooyada/daryeelahaga dhedig : aan la agoon—

akhriyi kara, qori karaa hoose/dhexe dugs sare
kolgj/ Jaamacad ————— midkale —
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Tilmaan. Hoos waxa liisto ku saabsan waxyabaha laga yaabo inaad dareentay ama ku fal celisay. Fadlan,

| sheeg intee in leeg ayad dareentay sidan todobaadki tagay?.

Fadlan, akhri weedhaha soo socda mid kasta oo ku jawaab mida ugu saxsan xaga noloshaada

dabadeed calaamadi jawabtaada.

Todobaadki tagay dhexdiisi:

Marmar
(rarely) ama
aan hore u

dhicin(wax ka

yar 1 maalin)

Marmar
gaar ama
waqtiyo
kooban(1-2

maalmood)

Xaalado
gaar ah
ama
waqtiyo
iska badan(
3-4
maalmood)

Uugu
badan ama
waqti
kasta(5-7
maalmood)

1. Waxaan dhibsaday waxyaabo aanan inta badan

dhibsanjirin.

2. Maan dareemin baahi cunto; baahidayda

cunto/abetaytkygu(apepatite) aad buu u liitay.

3. Culeyska Maskaxda wuu iga bi’waayey xataa

caawin ay sameeyen qoykeygu

4. Waxaan dareemay inaan u fican nayay si lamida
sidadadka kale

5. Waxay dhibaato iga haystay sidi aan maskaxda
ugu hayn laha waxan gabanayo.

6. .Waxaan dareemey murugo ama niyad-jab

7. Waxan dareemay in wax kasta oo an gabanaya

aha dadaal

8. Waxan daremayay rao fiican mustgalka
Waxaan dareemay sidi  aan  nolosha
guuldaraystay.

10. Waxaan dareemay cabsi badan

11. Hurdadaydu may daganayn
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12. Aad baan u faraxsana

13. Hadalkaygu wuu ka yaraintii caadiga ahayd.

14. Waxaan dareemay kali(lonely)

15. Dadku iilmadhagmayn si saaxiibtinimo leh.

16. Waan ku raaxaystay/baashaal ay nolosha

17. Mararka gaar waan ooyay/lilmeeyay

18. Waan murugooday

19. Waxan dareemay inaan dadku | jeclayn

get” going”

20. Waan ka gudbi kari wayaay xalaadan(l couldn’t

Tilmaan. Waxan jecelahay inaan waxka ogaado

fikradahaga nolosha ee dhawrki todobaad ee
tagay.waxaad ka fikirtaa sida aad uqaadato habeen iyo maalin kast dabadeed wax dib u eegta siday
noloshaadu ahayd inta badan dhawrkii todobaad ee |a soo dhaafay.halkan waxa ah dhawr wayiimo oo ku
suaalaya inaad tilmaanto ganaacadaada nolosha. Goobo gali tirada(bilaw 1 ilaa 6) ku xigta weedha taas

00 tilmaamaysa inaad ku taageerto ama kaga so horjeedo weedh kasta.waxa muhiim ah runtii fikirkaaga,
sidaa darteed fadlan ku jawaab sidaaad rumaysan tahay, maha sida aad is leedahay inaad samayso. Tani

maaha tijaabo. Ma jiraan sax iyo galad. Jawaabahaagu ma samayn doonaan dargjaadada ,cid kale na

looma sheegayo jawaabaha aad bixiso.

hadii aad s | hadii aad s | hadii s | rabitaan | rabitaan | rabitaan
gayaxan u | dhex dabacsan | dabacsan | dhexdhe | xoogan
diiday dhexaad ah | u diiday xaad
weedha ka | u  diiday | weedha ka
horaysa weedha ka | horaysa,
horaysa,
1. Saaxibaday way i fican yihin 1 2 5 6
2. Aad ban ugu faraxsanahay | 1 2 3 5 6
jooogistayda
3. Kumafaraxsani dugsiga 1 2 3 4 5 6
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. Wagti  fiican lama qaato | 1 2
asxaabtayda
. Waxa jira waxyaabo badan oo | 1 2
aan ku fican nahay.
. Dugsiga aad ayn agoon uga | 1 2
korodhsada
Waxaan jecelahay inaan |1 2
waalidkayga waqti |a gaato
Waalidkaygu aa bay uga| 1 2
fican yihiin dhamaan kuwa
kale.
Waxa jira waxyaabo 00 |1 2

aanan  jeclayn  dugsiga

dhexdiisa

10. Waxaan ahay gof qurxoon 1 2

11. Asxaabtaydu aad bay u fican | 1 2
yihin

12. Saaxiibaday way i1 2
caawinayaan  hadii  aan
kaalmo u baahdo

13. Waxaan6 jeclaan laha inaan | 1 2
dugsiga téagin/aadin

14. Naftayda abad baan u |1 2
jecelahay

15. Waxbadan oo madadaalo leh | 1 2

00 aan gabto haka aan ku

noolahay ayajira

16. Seaxiibaday = waxay iila| 1 2

dhagman si fiican

17. Dadku inta badan way i jecel | 1 2
yihiin
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18. Aad ban ugu raaxaysta | 1 2
inaan qoyskayga la joogo
guriga

19. Qoyskaygu si fiican ayuu isu | 1 2
dhexgala/isu fahmaa.

20. Aad ban ugu rgo wayn |1 2
nahay inaan dugsiga
aado/tago

21. Qoyskaygu si caadi ah ayay | 1 2
iila dhagmaan

22. Waan  jecelahay inaan | 1 2
dugsigajoogo

23. Asxaabtaydu way iga xun | 1 2
yihiin

24. Waxaan jeclaan laha inaan | 1 2
haysto asxaab kale

25. Dugsigu waa meel xiiso | 1 2
badan.

26. Waan ku raaxaysta hawlaha | 1 2
dugsiga

27. Waxaan jeclaan laha inaan | 1 2

ku noolahay guri kale

28. Xubnaha qoyskaygu waxay | 1 2

u wada hadlaan is fiican.

29. Waxaan la gaata madaadalo | 1 2
badan asxaabtayda

30. Aniga iyo waalidkay waxan | 1 2
wada samayna wax badan o
madadaalo leh

31. Waan jecelahay jaarkayga 1 2

32. Waxaan jeclaan laha inaan | 1 2

ku noolaan laha meel kale

33. Waxaan ahay gof wanaagsan | 1 2

83
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. Magaalada waxa ku nool

dad bakhay! (mean)

35.

Waxaan ka helaa inaan wax

cusub tijaabiyo.

36.

Guriga qoyskaygu wuu
fiican yahay

37.

Waan ku faraxsanahay

jaarka

38.

Waan haystaa asxaab igu

filan

39.

Waxaan jeclaan laha in
jaarkayga ay ku nool yihin
dadyow kala duwan

40.

Waan ku faraxnahay meesha

aan ku noolahay.
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Appendix E: Tigrigna Translation

A80 AN RLNCOL

hAE 0 TI°CH o~ N1 qVC?

0t FPUCE D ANS

N7 ANSE 7°né TC169°

VP a0 INEAN HANY AR G2 INHLe T FIPVCHS N A1 ANSE 9°0s ANl ASN AN
RLNCHE ANl kA &ChAN: AN, Hh@L HAh- oo GOt 7 oo Ta0e T NLAF T AO-A
APm, G2 ARCC HNON- M7P 9°Cheh N9°NC R AN, ooOCh P Al B:AChD AS
LS.N.An HIPE her W0/N, HEAR 14T Arhae 297 N OATF9° NHE S8 hAA O
06 Y1, €ECP° wtaodh/h, AVFRTFGS St oo VPR, AN, PPRAE APEATR
N+@Ah, @7 19°979F GEH. AN&LFN9°T At 9°018 CLITAANYI®: AN, ATuvli ANsD
1RGO+ AHE AOH, OA HTT HGALLANS M 0 @7 ThIPANS/ @ PLE ST
HeN T/, chP G8 9°786 9°A-h ooAA hI°HATL/ M NY7240/0, hdok::

1P CHh-9° L1200 oo T} i

neA 1.&chd 1232 A0

aoP°Cch.- 17 Al Féhk: HAP chBdt HL8ANI° 7 ATUNP aoA(, Alavdnd 9°AnJT
(V)L ‘@7 N P16 Hhy aoAh, NI°AAE AN, H+HSA® 0L NFJTF aoAh:

1.4+ A7 T

2 0&aov:-

3 A%0 AN Hatha/nn -

4. 9°0 av7 T'IC AN/ T, = AN hL _O0Nag h&
NGt AN AOh7 T -
hdh

568 A0/ ¢ o8 11638 TN LLE TI°VC L+
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H&HTTVL I°IN/P°R AG HihAN ao\p LT VY XA LLncht
hd\h

6.92 ALTN/ TN, @@ AN A0St I N LLE TIVCHt=

{1l iy 1V I A oI/ R AG HihA ao(\h 3~ UTAGY A LLNCH-k:
Hd\A

avP°Cch, 1:A07 Al Jhl AmeEn? HAP HCHE-T HEOovFh @@ H7ANLPhE HIAA
a7 Afil? HAAG Goo-S1 9904 2L h9°HT 92T O9°% T h9° HHO9°%h nTI1AR
Wb hS Tt HIN G190, @he: AAAA - NN Ak 90 Yoth APEPR
HOANE NlavAnd ARt avih YA

Adhk @2 hh | 10 M| AN 0 AJ2M9, | H0Hdh  Hh @
ALLATT? a0t 0L | 0L MG | v M (5-7
(Feht: 1| @dre& aoINL | 09Nt T a0 N\t)

ANH7 HANL Goo-Gt ao9\t) (1-2 oo9t) | (8-4 ov9dL)

A M HPA2Z% HING
74T AGNLCI L

SL 9°NAD CAPT hRINLTT

HA%L A1°%°+ NATH
0TANG/ L0464 it 22a0 hi-1 L,
HGE S ch D2+ AL TAIPG 77

6L ong ANkd heYy
O

AN HMNE 11461 S8 NG
A17° bCL

bt OO

A HINCAL  1C A6é
HEAS bR T07L0%

HoN aoinf L 04
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TO7Lo

GNE-L &P A% B4 AN
AL

10

9 Cch. +OH710%

11

LPONL 049 AND 'bg-

12

h'HO Bl

13

h G ¢, hs,
AZHLAT

14

0S4t +aoLo.

15

AT AN AOAL  hAPT
ALINCTT

16

Yot ANToIELe P

17

G0 hH7 M AchAd

18

Un7 070

19

00 LAAALI° HAA
%t BCL

20

NATRL

aoP°Cch, 2-aIH, AGA AH. AN HAAL Goo-G T AL HANT MO0 Yot h9® Hhdh
AT °LATH:190, OhE o907 AL T hov® ACh h9° HAhAGhE HAN +AAN At
AP? Al loth hoo@ h9® HINL MO :ANT AN vl HAP b S8 Yot
00 HM H9°7T AP 70N, ao(lh NPNC ha WAl #AS 1-6 -FmenT HAP oo AR ST
aoMm7 G2 °PAANT HEI°PAANT Novind AN, aohh ::

NGA-7° 7°m7 PAAN +AAN 7°m7 NGA-9°
He 0T | He 0T | HE 0T +ae197 | a1 079
790/4. 790/4. 790/, 0/ 0/ 0/%.

PN A L A VA O 2 A VAR O & A 0 VAR O & o 1 B 1 A (0 BN & 1
h, h, h, h/h, h/h, /i,
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ao hi-+8/f0CH-1 2
g°aL  HAL9®  PCOT
ANPR

MAD-71TL Al HCEL
HA@. A0t La LANh-9°

A 0+ T°uCHt:
hT1P 2N

70
aohi-+2/f0CHh-T2
L0 HEANA 7H. Phi®

Akt 1161 NMA
fAAONA

al N+ +I°VCH:
NH-hF 714+
L+I°0/ Lo C

°0 oNLe Atkch M
NhAe L0 2NA%

nge NAL bl o
114 LNARY,

L 10 S| K A AV T
AV HE4L TP 1IC hhe

10

A0+ bLY LO7TAYL

11

aohi-+2/f0CHh-T2
NA-A1¢-9°

12

ao hit-+/f0CH1 2
afl  Aloog,  HTHTLS
Ay
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13 (178 T9°VCH:
THEhEL &I°

14 NG &4kP

15 Al naNe e Nt-ch
THMET  La HNA
1141 hA@.

16 ao hi-+£/P0CHh1£7
ANE9° &7h0h0-L

17 | ikt A0 24,

18 afl TH 9°0 0&é HL
ao-y PP

19 | age 0He AN
£.0779°0-

20 TVCHE: S8 9°9IC
AAN AN

21 DAL.L flaom'r-
£h0n0-1,

22 | UG VAL
L0 2MNAL

23 | avchitHL/ROCHTL2
-1 A9°

24 NAht
avht13/RO6CHhT7
na®.l, Ln 21N,

25 | 0 F9PUCT AANR

26 Al 0t TG
HINC TSt
Lch-0'L

27 Al N0\A /M
NG 29

28 ANl OLLNTL AP
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Ah&chBR 7°09°0 Al

29

ch L0 HOA  6AA
7°0 aochit-+ 0%/
POCHT£77 Cchine:

30

°0 @ALe Aikh LN
HOA 7141 ANAIC
c

31

H1 Nl nan, L0
HAN' R

32

ANl e 03 AHHINC
nh g0

33

a1l To-9° 0N AY

34

al, hte7 N NLAE
Htavd\iW’

35

A8 1T PRIT
L0 &A1Y,

36

98 n&e0tL ™
THINC 9°ER'R

37

2wt L HAA
Ay

38

aAt
ao W13/ 0Ch 17
anm.'.

39

ANl Mo-tg Ot
THUVA®L L0 7°0AL

40

Hrda 03 La £NAYL
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hS%.0 ANN RLNCH:
PUCH AT O-NUCLE TST hAE
PUghieE FUCT 0
Pha 1077 TI°VCT NFA

0% VP oo EAN BOAA: NASN AN RLACHT 0h@- 20077 ALhAE, PLVL 9oL
FIVCET AP FNIHAN ATFAU NFCIPNS 090 AL PA NLAET L ASN AN hooar
071A ALOE(Depression) PoLLINNT®- 9°n301T 9°7 AT NPITST AL ANFAU:: LY
TG E.AC.AO AS Shan COLTE T LCET @0T ?71h%e GUSA: QU7 oom@ed
Aaoao-AF PAFERA T TATE POLLNLAT OPT Neom@d  PINFAMAY /B @-  IPATI
oML Rk PHMNPS ATSE 9497 NF PoLmA LIPSA: Noomee “1I5@9° 1% AL 09°
ao G hPALATI:: aom@eT avoopl 09170, T WATTV@/N@- ovao-Af PO1H49° g
ool LAV/T oo ALAOPNTY LHRUT/TT ONLV/TT oom@eT Aovav-At L PLE DA T/
NPLTEe havOISAU-::
NG h7% : hMPAL avlR
aoavd P ATLhENT TLEPTF "V PPARTE 071247 ORI PHMPP@T avlh NovR& aoAn
OT/a::

1. 23 b (115 % <SR

2. 0890

3. @& A8n AN P1VNTRINTNNT hoot I°VLT..............

4. N7 OP 1T h9T7 IC TFEAV/TTLEAT  haT.............. haST......... NA7EL-
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5. PANH/P® 7L AASL CTI°VCT RLE: PATITL............ TINN AS o9
COLTN ... PaoCavl @ L% TI°VCT............... PU-ATE L8
TIVCT . LLOACNT/DAE I°¢P........

6. PAGTT/ROT hOSL CTI°VCT LB PNFT............ TINN AG o094
POLTN. ..o PavEavd® LA TIVCT. ... CU-NTT LL%8
TIVCT .. LLOCOT/hAR 9°¢P. ...

aoavldf: hHY 03T PAL®T AP AP0 THVT Aoad PULTA AleT TICTT
0AIMEAC FHCHEPA: Al TISET TN ANL@- A7 9°180N W80T/
ATLTOTN MAleE 1ICE L% hHOM-T A%1460T N909°F N TPekT A7%7% AT NM9°
AL AN 9747 aoAD DeR /DT

ngp-9° nTet: A5G % (A3 | NMg° (A5-
(a2 7 | (M1 @pege 2 0L A 7 +G°)
A'710) +5T) +5T)

1. P71e0en 1k TICT
PO TRTA INC

2. 09N KA ANINLTI

3. HAOE 089° ALEE T4
A78.0°77 ALST NI°hs-9°
ENCE ANPT ANTAP°

4. a1%00T AET P4
AP BOTT NG

5. P°0é-@7 Né- VAT
OO0 TThS @7 ANFAn-9I°
nc

6. PLNCT 09T LATT INC

7. U7 1C ONE U
f9°nCin- oo HOI°FEAN
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8. T¢ 11C A4mC A7L7LTA
LATITA.

9. Vet ®LPT WLV
LOTTI5AN.

10. P&CUT 0%t OO
nc.

11. hiLv NéE ATLINLD T4
ATPAE hANLNLTTI°.

12. L0115 INCh-

13. hrhAooL@- NAL HI°AF
ncn

14. °FFrt 2077 INC.

15. APT AA'L avphg®
ATEAING S0TT INC.

16. ULt LO+E INCh-.

17. e71A+0 0% LN
nc.

18. he % INC.

19. APT A7L7NLO5%7
20777 1nC

20. 11CT7 AIhS D7 aof.ao(;
nne 2397 1d.

gognlf: QAL A°FE DATCV/OATCT 9°F APS0Nh A%T0P P2LLS oom@P AU
ALTET5% +7 AT T3 AL ATSAARTI/A AS TCY NATLY LRET 9°F Lovhd ATLING
adn/AN: ALY 03T Emfet TEEPT 0MrCT/V 907 PUA ATV h1-6 A7
I°CaPF Navavpnt RTCEE AL 0177900 aoAD N6k /T

1. AL7 NMI° AANTT779°
2. NMF* AOTT779°
3. AN

4.78° NMI° AN U-
5. NM9° A1 U-
6. AN U-
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70.

77.

72.

13.

74.

15.

ALEE AR, TEPT STar

OPT has IC OV LOTE UPSa
TIVCT 0 AT T4 0T ALNTTII
nALEE IC oo T6e 1 hAN4AU-

0L 2SO LPTATD- N 1ICT Ad
TVCT W A TIC A%T4-AU-
hOAZE 2C 1 29006 POLOTEA
0Aa0 A AN eHAA 1o

TVCT b @-0T PTIAOSTO N 1ICT Al
#7275 AL ANNAY-

AEE T4OT ST

ACSH NAATD ALTT PITA

TV F OALE hooCNAY-

hé-0b7 h@BAU-

PI°TCNT AN, NH P27.20L0FE 1ICT 9947 PoLTFANT

ng 1o
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17.

18.

79.

ALE NN £7h0h(HFA
M ALT LM8FN
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20. T9°0CT W Pao'he AT AN

21. 6HOCE 0TS U2 27hahrE A

22, T9PUCT 0 APy 20 LATA

23. AL AL T¢PT h@LAI°

24. AT ALETF NS4 N AooFAy-

25. FPUCT b 0 BATA

26. T9°VCT 0 00T PUILCOTD 1ICT L0 LATFA
27. nav0k 0 AP 0 @-0T NSC R AooTAy-
28. WHAOE ACH NCO NooAh9® U-'s3- £41.914-0

29. nALEE IC N ANLAT TICTF hLCHIAU-

30. NOALZTE IC hOLAT TICT (WNLT ASLCINT
31. 04t AOLPAU-

32. A 0F ANTC N5 hoo LAV

33. T¢ (@ 174

34. &V o1 NooT6 APT OH9°A 1

35. h84%.0 TICT oo LALNTTA

36. e0AO0E 0 9F -

37. A0ATET A@STPAU-

38. N+ FLET hy
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haoTAY-
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