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PTSD, depression, and acculturation

Derrick Silove, Vijaya Manicavasagar, Mariano Coello &
Jorge Aroche
In this pilot study we tested whether Post Traumatic
Stress Disorder (PTSD) and/or major depression
inhibits psychosocial adaptation in refugees. We tested
a group of sixty-three refugees from the former
Yugoslavia prior to and following attendance at a
group family in cultural transition (FICT) program1.
The tests studied were for the presence PTSD,
depression, and psychosocial functioning. Almost half
of the pilot group dropped out before completion of the
program, an outcome not predicted by psychiatric status. Those with no psychiatric disorder made gains in
psychosocial functioning during the course of the program. People with PTSD or depression, did not.
Completion of the program did not alter rates of psychiatric disturbance. In a multivariate analysis,
depression emerged as the main factor that accounted
for poor outcomes. When present, clinical depression
may require treatment before refugees attend resettlement programs of this type.
Keywords: depression, PTSD, refugees,
resettlement programs

Introduction
The mental health needs of refugees remains
a controversial subject (Summerfield, 1999).
This is particularly true in issues relating to
PTSD, which is often diagnosed in these
populations. In general populations, persons
with PTSD appear to suffer disability
(Kessler, 2000). Refugees with the disorder
46

seem to have more problems with acculturation and resettlement (Silove, Tarn, Bowles &
Reid, 1991). Many refugees also suffer from
depression. Depression has been an important factor cited in causing disability in those
with PTSD (Mollica et al., 2001; Momartin,
Silove, Manicavasagar, & Steel, 2003).
We explored the impact of PTSD and
depression by studying refugees from the former Yugoslavia attending a group family in
cultural transition (FICT) program2. Each
group included eight participants attending 9
x 3 hour sessions. The groups involved
didactic elements as well as role-play, games,
discussion, and homework.
The modules covered included: cultural variations in social interactions, accessing support
services, dealing with finances, knowledge
about treatment services, cultural adjustments in family life, gender and social justice
issues, challenges in child-rearing, and leisure
activities. Homework was set for each skill.
For example, participants were set the tasks
of practicing their skills in approaching a
bank clerk or inquiry desk, in using public
transport and in attending a leisure centre of
their choice.
The research had two aims. The first was to
investigate whether attending the FICT
group program led to recovery from depression and/or PTSD; the second was to dis-
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cover whether having a psychiatric disorder
influenced psychosocial gains during the
course of the program.
Since the research was conducted within a
regular assistance program, we could not
assign participants to either control or waitlist groups. As such, the study was based on
a naturalistic design in an unmodified service
setting. Participants received no other psychosocial interventions during the course of
the study.

1993). Adjustments were made to the final
versions by an expert committee of bilingual
counsellors to ensure that translations in the
relevant three dialects (Serbian, Croatian and
Bosnian) were semantically and linguistically
appropriate.
Participants were assessed by an independent
research assistant prior to, and again, on
completion of the program. Group facilitators were blind to the results of these assessments.

Method

Results

Participants. The group program included consecutive refugees from the former Yugoslavia
referred by a wide range of resettlement services in Sydney, Australia. Recruitment explicitly encouraged referral of all refugees, not
only those with overt emotional disturbances.
All consecutive refugees from the former
Yugoslavia referred to the program during
the period of the study agreed to participate.
Measures & Procedure. We used the following
measures:
1. The Prime-MD for depression (Spitzer,
Williams, Kroenke, Linzer, deGruy, Hahn,
Brody, & Johnson, 1994): a brief, standardized interview used to assign a diagnosis of
major depressive disorder according to the
DSM-IV algorithm3.
2. The Harvard Trauma Questionnaire
(HTQ)
(Mollica, Caspi-Yavin, Bollini,
Truong, Tor, & Lavelle, 1992): a self-report
instrument specifically designed for use with
trauma-affected refugees from a diversity of
cultures. The measure was previously
applied to populations from the former
Yugoslavia (Mollica, Sarajlic, Chernoff,
Lavelle, Vukovic, & Massagli, 2001)4.
3. The 4-item Lifestyle Questionnaire
(Marks, 1986)v: for assessing psychosocial
functioning.
Measures were translated and back-translated using a standard approach (Bontempo,

Demographic characteristics. Sixty-three consecutive participants from the former Yugoslavia
were referred and all agreed to join the FICT
program. Forty-seven (75%) were female, and
the mean age of the sample was 39 (SD =
8.6) years. Fifty eight percent had resided in
Australia for less than 6 months, 33% for 7 12 months, and 8% for 19 - 24 months.
Eighty three percent were married, 12% were
single, and 5% were widowed. Forty two participants (67%) had completed 12 years of
education and 30 (48%) had been employed
in professional, administrative, or skilled
occupations in their country of origin. In
Australia, only one participant had found
employment, with 57 (91%) receiving income
support from the government.
Dropouts. Thirty participants failed to complete the FICT program. Twenty-nine
dropped out and one returned to Bosnia.
There were no significant differences
between those that completed the program
and those that did not, on demographic variables, baseline PTSD, or depression.
Resources did not allow direct follow-up of
dropouts to determine their reasons for discontinuing.
Completers. There was no statistical change in
rates of PTSD (baseline = 17, 53%; follow-up
15, 47%) or depression (baseline: 14, 42%;
follow-up: 11, 33%), with diagnoses remain47
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ing largely consistent over the course of the
program.
The psychosocial functioning score at baseline was 14.0 (SD = 7.0) reducing to 11.5 at
follow-up (SD = 8.2) ((t = 2.4, df = 29,
p<. 05). Table 1. Indicates that depression,
PTSD and co-morbidity (both diagnoses) each
significantly influenced changes in psychosocial functioning over the course of the program.
In each instance, those with a psychiatric diagnosis at baseline showed no change in functioning, whereas those who were free of a
diagnosis showed significant improvement.
Because of co-morbidity (both diagnoses being
present in several persons), we applied a multiple regression analysis that assesses the contribution of depression and PTSD to psychosocial functioning at the same time. Depression
was the most powerful predictor (F = 4.5,
adjusted B = - .37, p<0.01), with PTSD not
adding to the prediction once depression was
taken into account. The analysis suggested

therefore that having depression at baseline
was the most relevant factor preventing psychosocial gains during the FICT program.

Discussion
The sample was small and unlikely to be representative of the broader population of
refugees from the former Yugoslavia. The
high rates of psychiatric disorder suggest that
resettlement agencies tended to refer the most
distressed refugees. The naturalistic design
meant that no definite conclusions could be
reached about the results of the program. A
random controlled trial would be needed to
examine that question.
Nevertheless, the strong representation of
those with PTSD and depression allowed us
to compare psychosocial outcomes for those
with and without a disorder.
Psychiatric status did not predict dropout, a
surprising finding. In future investigations,
dropouts will need assessment to find out the

Table 1: Impact of psychiatric diagnosis on Lifestyle Questionnaire (LQ) scores at baseline and
follow-up
LQ (baseline)

LQ (follow-up

Significance

Major Depression cases (n = 14)

16.6 (4.4)

16.4 (6.1)

NS

Major Depression non-cases (n = 18)

12.0 (8.1)

7.4 (7.7)

t = 4.3, df
=16, p<.001

PTSD cases (n = 17)

17.0 (5.5)

15.6 (7.6)

NS

PTSD non-cases (n = 15)

10.6 (7.1)

6.4 (6.2)

t = 4.7, df
=13, p<.001

Co-morbidity cases (n = 12)

17.7 (3.7)

17.7 (5.6)

NS

Co-morbidity non-cases (n = 20)

11.8 (7.7)

7.6 (7.3)

t = 4.4, df =
18, p<.001
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reasons for the high rate of attrition in the
present study.
For those that competed the program, attendance appeared to make little impact on the
course of any psychiatric disorder present,
suggesting that interventions that address
resettlement skills alone cannot be expected
to resolve symptoms of clinical depression or
PTSD in the short-term.
In addition, those with depression, PTSD, or
co-morbidity showed no change in psychosocial functioning unlike those without a psychiatric disorder who made good progress.
The regression analysis suggested that depression might be the most important factor impeding refugees in their psychosocial adjustment
when attending programs such as the FICT.
The study does suggest that depression is a
particularly disabling form of psychiatric disturbance in refugees as it is in other populations (Murray & Lopez, 1996). For refugees,
clinical depression may be a major impediment to psychosocial adaptation in the shortterm. Other studies (Steel, Silove, Phan, &
Bauman, 2002) suggest that symptoms of
PTSD, depression, and anxiety may improve
over longer periods when refugees live in stable social environments. Nevertheless, the
findings of the present study do caution
against including recently arrived, clinically
depressed, refugees in intensive resettlement
and acculturation programs without first
treating their psychiatric symptoms.

of confidence or motivation, etc.) account for
this difficulty, remains to be evaluated in further studies. Research that is more extensive
will be needed to confirm these findings, but
preliminary evidence suggests that targeted
interventions for clinical depression may be
needed to allow refugees to benefit from
attending resettlement skills programs.
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