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Foreword 

“When a person thinks seriously about a topic over a period of about three decades, it is a 

sign of good thinking and personal development if, at the end of that period, he/she is no 

longer in total agreement with former ideas.” 
 

Aron Antonovsky (1990)1 

 

I did not come to this quote by Antonovsky until quite late on in my PhD trajectory, and – while 

mine is not a period of three decades – I still feel it to be relevant for the work presented in this 

dissertation. The ideas I had when I began, have evolved steadily and organically over the course 

of this challenging project. Ultimately however, the struggles I faced have brought me to a point 

where the conceptions I have about mental health now follow more closely to what Antonovsky 

termed ‘salutogenesis’; focusing on factors that support human health and well-being, rather 

than on factors that cause pathology. This seems a particularly useful perspective to have 

towards (female) survivors of sexual violence. A colleague once shared with me her therapeutic 

technique to have trauma survivors focus more on positive events or memories from before 

their (first) traumatic event. She reminds her clients that there was a time when they were 

happy and that it makes a difference to draw on these memories in moving past trauma.  I return 

to her anecdote at times when I am faced with the overwhelming evidence that survivors of 

sexual trauma can have truly awful experiences – on top of the attack itself – within families, 

within communities, and in wider society. To highlight the plight of women who have been 

raped in war is a fundamental part of who I now am as a researcher. 

 

Yet, I believe in more, that as human beings we naturally have the tools to recover from loss and 

trauma. That with the right support, healing and recovery can occur. And perhaps, rather than 

only two possible outcomes (either struggling to function or bouncing back), maybe it is actually 

possible – even after sexual violence – to bounce forward, beyond previous capacities. This is 

what I hope to be a key take away message of this dissertation. In the words of Tedeschi & 

Calhoun (2014)2, who will feature at multiple points in this dissertation: 

 

“I am more vulnerable than I ever thought, but much stronger than I ever imagined”. 

 
1 Antonovsky, A. (1990). A somewhat personal odyssey in studying the stress process. Stress Medicine, 6(2), 71–80. 
2 Tedeschi, R., & Calhoun, L. (2004). Post-traumatic growth: Conceptual foundations and empirical evidence. Psychological Inquiry, 
15, 1–18. 
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Background & Context 

A prominent feature of conflicts today is the use of rape and other forms of sexual violence, most 

often directed at local civilian populations and perpetrated by armed combatants (Bartels et al., 

2010; Clifford, 2008; Rees et al., 2011). Sexual violence is a form of gender-based violence (GBV) 

defined by the World Health Organization (Krug et al., 2002) as “any sexual act, attempt to 

obtain a sexual act, unwanted sexual comments or advances, acts to traffic, or otherwise 

directed, against a person’s sexuality using coercion, regardless of their relation to the victim, in 

any setting” (p. 149). According to Rule 156 of International Humanitarian Law, rape, sexual 

slavery, enforced prostitution, and enforced pregnancy during armed conflict are deemed 

serious criminal violations, and the case of The Prosecutor v. Kunarac, Kovac and Vukovic (Buss, 

2002) highlights the first instance in which such acts were treated as crimes against humanity. 

Sexual violence can also include unwanted sexual advances or sexual harassment, including 

demanding sex in return for favours; forced marriage or cohabitation, including the marriage of 

children; denial of the right to use contraception or to adopt other measures to protect against 

sexually transmitted diseases; forced abortion; violent acts against the sexual integrity of 

women, including female genital mutilation and obligatory inspections for virginity; forced 

prostitution and human trafficking for sexual exploitation (Krug et al. 2002), all observed in 

conflicts during this century. 

 

The physical effects of rape are widely known, for example, obstetric fistulae (an abnormal 

opening between the vagina and other organs, including bladder and rectum); sexually 

transmitted infections, including HIV/AIDS; unwanted pregnancy; and genital injury (Koshin 

Wang & Rowley, 2007; Mukwege & Nangini, 2009). In addition, survivors of conflict-related 

sexual violence (CRSV) are known to suffer protracted psychological and emotional reactions 

that are equally as intrusive as physical ones. These include sleep problems, flashbacks, 

aggression, lack of concentration, somatic complaints, anxiety, adjustment disorders, 

dissociation, personality disorder, and memory loss (Campbell, Dworkin, & Cabral, 2009; de Jong 

et al., 2001; Kelly et al., 2012; Loncar, Medved, Jovanović, & Hotujac, 2006). Post-traumatic stress 

disorder (PTSD) in particular, necessitates attention given that Breslau et al. (1998) estimated a 

49% likelihood of developing PTSD as a result of rape (in non-conflict settings). Rothbaum, Foa, 

Riggs, Murdock, and Walsh (1992) also reported in their study of 95 female rape victims that 

94% met symptomatic criteria for PTSD within 1 week of the assault. Although these symptoms 

began to improve after 8 weeks, by 3 months, 47% of their sample still met full criteria for the 

disorder, which indicates the chronic trajectories of PTSD for almost half or survivors.  
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To estimate the number of people affected globally, both directly and indirectly by CRSV is a 

challenging task for two reasons. First, although there is much evidence from locations that are 

well known to be affected by CRSV, such as Bosnia, the Democratic Republic of Congo (DRC), 

Uganda, and Syria (Apio, 2008; Parker, 2015; Peterman, Palermo, & Bredenkamp, 2011; Wood, 

2006), such data collection is often surpassed by journalistic investigation, which may 

informally tap into wider networks and elicit more representative figures. For example, Human 

Rights Watch (2002) interviewed survivors of rape in the DRC, as well as those who had escaped 

being raped, their family members, and other people who had witnessed sexual violence. It 

documented sexual violence carried out by multiple groups of combatants and reported as many 

as 2,000 incidences of rape in just one location. Second, and perhaps more important, 

underreporting is known to occur as a result of engrained cultural beliefs and social customs 

that surround sexuality, gender roles, and the consensual nature of sexual violence in more 

conservative nations, thus often preventing disclosure of being sexually victimized (Johnson et 

al., 2010; Kelly, Albutt, Kabanga, Anderson, & VanRooyen, 2017).  

 

Consequently, in some cultures, if it becomes public knowledge that a woman has been raped, 

she is commonly faced with stigmatization and being ostracized from community members. 

Women in African countries such as the DRC (Kohli et al., 2013) and “comfort women” who were 

taken by the Japanese military during World War II (Jonsson, 2015), for example, are known to 

be rejected and altogether abandoned by their communities. In many instances, the depth with 

which sexual violence and related crimes can permeate society is extensive. CRSV is often 

associated with other acts of community violence, such as pillaging, destruction of homes, 

devastation of crops and livelihoods, and subsequent forced displacement (Harvard 

Humanitarian Initiative, 2010). Rape is also frequently conducted in public, with family 

members forced to witness and even participate (Human Rights Watch, 2016). Thus, sexual 

violence impacts not just the survivors but also the wider community. 

 

Furthermore, within many societies, conflict has not been a single event but, rather, has 

continued in waves of fluctuating severity over many decades—it is frequently accompanied by 

natural disasters such as drought and famine that lead to poverty in the most extreme forms. It 

is not uncommon for women in such instances to report multiple crimes of sexual violence over 

their lifetime, largely coinciding with changing security (Wood, 2006). Compounding this issue is 

the fragility with which governing parties of some nations are constructed, where conflict is 

rarely entirely resolved and few perpetrators are brought to justice. This means that in some 
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societies that experience conflict, for many people there is often no guarantee of security from 

central authorities.  

 

 

Outcomes of CRSV Against Women: Being a Mother, Being a Survivor 

Conflict often drives local people to flee their communities in search of a better life. This can 

include movement into perceived safer areas of their country or crossing borders to seek safety 

elsewhere. Forced migration has reached unprecedented numbers in recent decades, as conflicts 

in Bosnia–Herzegovina, Iraq, Afghanistan, South Sudan, Ethiopia, Eritrea, Democratic Republic of 

Congo, Burundi, Colombia and elsewhere have resulted in vast numbers of persons fleeing their 

homes in search of safety. Based on data from the United Nations High Commissioner for 

Refugees (UNHCR, 2019), a total of 79.5 million people were reportedly displaced as of 2019; 11 

million of these people were newly displaced in 2019, 52% of whom were women. Experiences 

of sexual violence, whether in a woman’s home country and during migration and stays in camps 

or asylum seeker centres are pervasive and an extensive evidence base highlights the risk of 

long-lasting effects for victims.  

 

Mollica, Caridad, and Massagli (2007) assessed 376 Bosnian refugees over a period of 3 years 

and found that 45% of people who suffered PTSD in the post-war period as a result of exposure 

to conflict still presented with symptoms more than 10 years after the exposure to traumatic 

events. Atkeson, Calhoun, Resick, and Ellis (1982) also found that female victims of rape 

experienced significantly greater depressive symptoms during the 4 months following the 

assault, compared to matched controls. In many communities where women are viewed as 

symbols of caste or ethnic identity, forced impregnation is a method of breaking down family 

and community structures, defiling social ties and patrilineage, and impacting the prospects of 

future generations (Dossa et al., 2014). Forced impregnation leaves a mother with a child who 

not only serves as a living reminder of the trauma of sexual violence but also has genetic links to 

a conflicting group and may even resemble the rapist father (van Ee and Kleber, 2013).  

 

In a sample from Rwanda (Kantengwa, 2014), 14 interview participants shared how they viewed 

themselves in a strongly negative way post-rape, which for mothers ultimately meant they were 

less emotionally and physically able to respond to their children. Subsequently, they observed 

disobedient and aggressive behaviours in their children, which they likened to “bewitching.” One 
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mother of another study said, “When I look into his eyes, when I see the shape of his nose, I see 

his rapist father”; another stated, “My child is like a shadow. A shadow from the past that will 

forever haunt me” (van Ee & Kleber, 2013). 

 

The total number of children worldwide conceived from conflict-related sexual violence is 

unknown—perhaps “tens of thousands” (Carpenter, 2007) or as many as 10,000 in Rwanda 

alone (Weitsman, 2008). For women who conceive a child through sexual violence, the social 

repercussions are far-reaching and long-lasting. In many cultures, a mother and her child may 

become the focus of humiliation from the community (Albutt, Kelly, Kabanga, & VanRooyen, 

2016). Some historical labels forced upon babies born from rape during wartime include 

“Russian brat” in Germany after World War II, “dust of life” in Vietnam after the Vietnam War, 

and “Devil’s children” in Rwanda and “children of hate” in Bosnia–Herzegovina after conflicts in 

these countries during the 1990s (Theidon, 2015). WHO (2002) has declared such children to be 

at heightened risk of being not only stigmatised but also ostracised and abandoned. Many 

pregnancies are terminated, but infanticide of these children is also known to occur directly 

after birth or during childhood (Human Rights Watch, 1996).  

 

Refugee mothers with a child conceived from sexual violence may face ever more complex 

psychopathology and emotional reactions as a result of raising a child who is unplanned. 

Carpenter (2007) touches on the concern that the psychological sequelae of rape have been 

linked to abuse or neglect of children. Often, abuse is reported by women who have raised a 

child born of rape (Glaesmer et al. 2017), either intentionally or because they believed they had 

no acceptable alternative. van Ee, Mooren, and Kleber (2014) suggest that although parenting 

abilities of refugees may overall remain stable after traumatic experiences, disturbances that 

pervade continuously over time may produce the greatest impact on the child—not necessarily 

an intergenerational transmission of trauma symptoms from mother to child but limitations in 

parenting that disrupt the development of the child. 

 

According to van Ee and Kleber (2013), the perception of the child, the sociocultural attitudes to 

sexual violence and “fatherless children,” as well as post-traumatic and comorbid 

symptomatology are the major obstacles to secure attachment relationships between mothers 

and children born of sexual violence (herein referred to as CBSV). CBSV have a compounded 

trauma, experiencing the negative responses from their community and the complex emotional 

reactions of their mothers. For example, in a sample of 46 asylum seekers and refugees in the 

Netherlands, symptoms of PTSD in mothers were linked to psychosocial difficulties in children, 
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with children demonstrating lower levels of responsiveness to their mothers (van Ee, Kleber, & 

Mooren, 2012). From a social perspective, refugee mothers are also understood to face 

particular difficulties as a result of language and other social barriers, leading to isolation and a 

lack of practical support. Abortion is offered to refugee women as an option in some countries, 

particularly if professionals are aware of the circumstances surrounding the infant’s conception. 

Although no data are available on rates of pregnancy termination for refugee mothers with 

CBSV, research suggests that women who conceive children through conflict-related sexual 

violence do make use of abortion services where they exist (Delić, 2015) or turn to self-induced 

or clandestine practices (Human Rights Watch, 1996). 

 

In northern Uganda, children born to mothers captured by the Lord’s Resistance Army are 

known to have become the focus of stigma because they bear both the status of an illegitimate 

child and are assumed to have links to rebels. They are feared, cast into the lowest possible 

social group, and consequently ostracized from their community (Apio, 2008). In the Democratic 

Republic of Congo, male relatives of female sexual violence survivors interviewed in focus 

groups (Kelly et al., 2017) shared the opinion that children born of rape were not only lacking 

the physical and emotional support from a father as a primary caregiver but also without a place 

in the traditional Congolese family sense because they were often rejected from their families, 

along with their mother. One participant stated, “It isn’t as easy since the husband accepting the 

child knows that he is not his.” In post-war Bosnia and Herzegovina (BiH), following militarized 

“rape campaigns,” CBSV came to represent a social underclass that prevented them from 

escaping extreme alienation and poverty. Children known to have since discovered their origins 

are described as experiencing suicidal ideation as a result of bullying and abuse (Carpenter, 

2007).  

 

Ultimately, refugee mothers raising CBSV involve a risk and an opportunity. In the country of 

origin, it is possible that the strict social customs and taboos surrounding sexual violence may 

ease, but clinical observations show that refugees’ conceptions of their own culture can become 

frozen in time, maintaining the convictions held at the moment they left. They may have little 

connection to developments in their own culture and remain afflicted by “old voices.” 

Integration into a new society could alleviate such difficulties because “Western culture” is often 

more neutral or accepting of a child conceived in this manner (van Ee and Kleber, 2013). 

Furthermore, creating connections with local citizens could lead to exposure to different 

perceptions of the child and can promote healing for both mother and child. Unfortunately, 

services that are tailored for these mothers and children are inadequate in most refugee host 
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countries, limited to a selection of diligent professionals who are able to recognize their dyadic 

victimhood. 

 

Yet it is not only women who bear children as a result of rape that face difficulties. In countries 

with strong, traditional views on masculinity, prominent gender roles regarding marriage and 

sexuality, and set boundaries as to a woman’s social status (Lwambo, 2013), CRSV can challenge 

these beliefs and customs resulting in often very harsh perceptions of survivors’ experiences 

(Albutt, Kelly, Kabanga, & VanRooyen, 2016; Byrskog, Olsson, Essén, & Allvin, 2014). Where 

these engrained patriarchal structures exist, reactions towards CRSV survivors from others can 

be directly related to the ability for these women to recover from such experiences (Kohli et al., 

2013), particularly when women remain in their communities post-conflict.  

 

The stigma that is attached to CRSV is known to have a huge impact on survivors’ well-being. 

Results from two studies on women conducted in the DRC showed that the stigmatisation they 

faced as a result of being raped, had a greater mediating impact on mental health outcomes, than 

of the act itself (Harvard Humanitarian Initiative, 2009; Verelst, De Schryver, De Haene, 

Broekaert, & Derluyn, 2014). Often CRSV results in being isolated or ostracised from the 

community; being refused to attend activities such as church; being discriminated against as 

being a link to the enemy – as the ‘wives’ of rebels (Akello, 2013), especially when there are 

misconceptions around the nature of sexual violence and whether women gave consent. There 

are even times when women are misconstrued as willing participants (Kelly, Albutt, Kabanga, 

Anderson, & VanRooyen, 2017). This is important given that social networks in traditional 

societies are central to protection in times of difficulty and vulnerability (Atim, Mazurana, & 

Marshak, 2018). It is important to note the difference between the negative social perceptions 

that survivors may internalise and which have connotations of shame; and the external 

discrimination, stereotyping and prejudice directed towards a woman based on her perceived 

status (Neenan, 2018); stigma vs stigmatisation, though both have the potential to lead to 

adverse outcomes. 

 

Despite this undisputable evidence of the impact of CRSV on survivors and the subsequent need 

to address these outcomes, tentative results from one study in Bosnia & Herzegovina (Medica 

Mondiale, 2014) have highlighted the courage and strength expressed by female CRSV survivors 

themselves. However, owing to the current paucity of supporting evidence for such outcomes, 

there is little else to draw upon. Thus, this line of investigation is worth further exploration. 
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Aims & Objectives 

Trauma, how it is experienced, how people react to it and how people cope in the long- and 

short-term, is a hotly and continuously debated topic across research, clinical practice and in 

wider society. Interpersonal trauma such as that of CRSV is known to elucidate myriad 

outcomes, and this thesis will consider two of these: being a mother and being a survivor, that 

both have psychological implications at an individual, community and societal level. 

 

The first part of this thesis, being a mother, addresses the anecdotal awareness that mothers 

with CBSV face greater difficulties – both individually and dyadically – than other mothers and 

children, and that these experiences are compounded by factors including migration, the asylum 

process, and other life challenges. These women also show remarkable strength which is an 

important factor when considering how best to support them in psychosocial care settings. 

Nonetheless, until now there have been few noteworthy results in which to turn, that provide 

robust, evidence-based guidance on how to address their complex needs. Equally, the second 

part of this thesis, being a survivor, considers women who survived sexual violence during the 

conflict in BiH during the 1990’s, and are documented as having multiple poor outcomes that 

can last more than 20 years after the end of the war. However, given the strength they recognise 

in themselves, it seems only right for research to formally recognise that too.  

 

The overarching aim of this thesis, therefore, is to contribute meaningfully to the discourse on 

the psychological outcomes of CRSV by seeking to systematically explore areas of difficulty and 

areas of perceived strength and combining mixed methodologies. It is built on the foundation of 

multiple intertwining areas of global mental health and seeks to explore several of these within 

this thesis. 

 

Research Questions 

This thesis sets out to address two main questions: 

1. What are the psychosocial outcomes of raising a child born of sexual violence according 

to mothers themselves and the implications of this according to clinicians, researchers 

and advocates who support them? 

2. What can we learn about the interaction between distress (PTSD) and growth after 

trauma (PTG) among survivors of sexual violence? 
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Methodology 

The first part of this thesis will look at one specific outcome of CRSV that can have far-reaching 

and long-lasting implications for women survivors. It will look at the psychosocial outcomes of 

raising a child born of sexual violence from the perspective of mothers themselves as well as 

clinicians, researchers and advocates who support them. 

 

Study sample 

For the first part of this research (being a mother), the sample population was women seeking 

refuge in the Netherlands (as a refugee, an asylum-seeker or undocumented person), with a 

CBSV and refugee mothers with a child not conceived of sexual violence (control group). The 

number of women who are raped or who conceive a CBSV now living in refugee host countries is 

unknown, but rates of war-time related rape are excessively high. Women were included in this 

study if this child was under 12 years old, owning to the limitation of some instruments. 

Instruments are often limited at this age as developmental tasks differ between school aged 

children and teenagers and therefore mental health difficulties, resilience, and parenting looks 

different within these age groups. 

 

In the second publication of Chapter 1 of this thesis, in order to capture the wealth of knowledge 

of clinicians, researchers and advocates, Delphi methodology was used to gain this knowledge 

from a panel of experts with criteria for eligibility based on previous work in the field and 

related publications. The most important inclusion criterium of the experts was their track 

record on working with mothers and CBSV. To improve validity and representativeness of the 

collected information contact was sought among ethnically, culturally, geographically, 

professionally and gender diverse experts. Given the relatively small number of individuals with 

knowledge on such a specific topic, however, we were limited in our availability and many 

experts were now based in developed countries. Nonetheless, a large number of these experts 

(approximately half) had worked in low- and middle-income countries, and in conflict and post-

conflict settings, thus their experience extended well beyond their current location. Invitations 

to participate were sent by email or in person, and then through snowball sampling we were 

able to contact more people based on recommendation from other experts. A second category 

for eligibility was expert knowledge on crimes of sexual violence; and psychosocial support or 

advocacy of SGBV survivors, followed by the same snowball sampling process. This enabled us to 

contact more people currently based outside of high-income countries, possibly within conflict 

regions where SGBV is highly prevalent.   
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Procedure  

Recruitment 

Mothers in the first part of the study (being a mother) were recruited via purposive sampling 

technique which enabled the doctoral researcher to gain access to women with a CBSV. This 

involved contacting numerous locations and institutions across the Netherlands where women, 

mothers and children, and/or refugees are supported; and working with therapists, 

caseworkers, social workers, and community support staff to gain access to potential 

participants. Recruitment methods also included advertisements in refugee centres, shelters, 

safe houses and clinics, all of which took place between May 2016 and December 2017. The 

doctoral researcher also endeavoured to utilise snowball sampling to tap into community 

networks of refugee mothers.  

 

Once potentially eligible participants had been identified, they were approached by either their 

therapist/case worker/support staff or the doctoral researcher, with detailed information about 

participation in this study.  The doctoral researcher provided all potential participants a 

document outlining what will be expected of them and their children during the course of the 

research day; including directions, timings, assessments, breaks/refreshments, aftercare and 

follow-up research. After a period of consideration (at least a week), potential participants were 

contacted again and for individuals who assented to participate, an appointment was made. 

 

For the second publication, all invitations to take part in the Delphi study were sent between 

March 2016 and January 2017.  Each expert was invited to participate in two stages of 

information gathering; of broadly qualitative and quantitative natures. There were prompted by 

email after the deadline, and again if necessary. 

 

Assessment 

In the first publication of the first part of this project (being a mother), participants were 

requested to provide written consent (for mother and child), either with or without the aid of an 

interpreter. Interviews were carried out in two or more sessions, to account for the emotional 

burden of such a research project, and the time necessary for completion. As part of a structured 

verbal interview with participants, questionnaires were implemented to document mental well-

being and of the mother and child.  All assessments were carried out in either the participant’s 

home or at the clinic they are familiar with, as per the request of the participant. Questions about 

the history of sexual violence/rape were never posed in the presence of the child.  Screening 
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questions that determined the child’s origin were asked in advance when the child was not 

present. The doctoral researcher endeavoured to be culturally respectful at all times. Where 

needed qualified female interpreters were hired through the centre for interpreters and 

translators (Tolk en Vertaal centrum Nederland). Where validated measures exist in other 

languages, these were used. 

 

For the second publication, the questions were prepared by the doctoral researcher for use in 

this study, with the aim of the first round to open the conversation, followed by a second round 

to address the relevance and feasibility of suggested practices. Delphi methodology has been 

used previously in health research (de Meyrick, 2003). Questions were completed online using a 

questionnaire generator. 

 

Measurements 

For the first article in Chapter 1 of this thesis, the following instruments were used: 

 

• Parental Development Interview for Reflective Functioning (PDI-RF, Slade et al. 2003) – a 

45 item semi-structured clinical interview to examine parents’ representations of their 

children, themselves as parents, and their relationship with their children. It is coded 

using a standardised manual, under the following four broad categories: (1) awareness 

of the nature of mental states; (2) the explicit effort to tease out mental states underlying 

behaviour; (3) recognizing developmental aspects of mental states; and (4) mental states 

in relation to the interviewer. It is an 11-point scale ranging from 1 (negative RF) to 9 

(full or exceptional RF). Prompts are also provided in the PDI-RF manual. 

 

• Hopkins Symptom Checklist (HSCL-25, Derogatis, Lipman, Rickels et al. 1974) – is an 

established and widely used screening instrument to measure severe emotional distress 

and depression. While the HSCL does not supply a diagnosis, it allows the clinician to 

recognise symptoms universally associated with anxiety and depression. The first 10 

items of this symptom inventory relate to anxiety, and the remaining 15 items measure 

depressive symptoms. Each question asks about the frequency of specific symptoms in 

the past week using a 4-point frequency scale, where 1 = not at all and 4 = extremely. The 

average of the item score will result in a total score for depression, anxiety, and distress.  

Patients with scores of greater than 1.75 on anxiety and/or depression are considered 

symptomatic. 
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• Difficulties in Emotion Regulation Scale (DERS, Graz & Roemer, 2004) – is designed to 

assess multiple aspects of emotion dysregulation. The measure yields a total score, as 

well as scores on six scales derived through factor analysis: (1) Non-acceptance of 

emotional responses, (2) Difficulties engaging in goal directed behaviour, (3) Impulse 

control difficulties, (4) Lack of emotional awareness, (5). Limited access to emotion 

regulation strategies, and (6). Lack of emotional clarity. The DERS consists of 36 items 

scored on a 5-point Likert scale ranging from “almost never” to “almost always”. 

 

• PSTD Checklist (PCL-5, Weather, Litz & Keane et al. 2013) – assesses DSM-5 symptoms of 

PTSD. A total symptom severity score (range: 0-80) can be obtained by summing the 

scores for each of the 20 items score on a 0 – 4 Likert scale. In settings with expected 

high rates of PTSD, such as specialist mental health clinics, consider a cut-point of 50. 

DSM-5 symptom cluster severity scores can be obtained by summing the scores for the 

items within a given cluster, i.e., cluster B (items 1-5), cluster C (items 6-7), cluster D 

(items 8-14), and cluster E (items 15-20). A provisional PTSD diagnosis can be made by 

treating each item rated as 2 = "Moderately" or higher as a symptom endorsed, then 

following the DSM-5 diagnostic rule which requires at least: 1 B item, 1 C item, 2 D items, 

2 E items. The Clinician-Administered PTSD Scale (CAPS-5) should be administered to 

complete the diagnosis of PTSD. 

 

 

Data Analysis 

Scoring on the PDI-RF is calculated in two ways. Using knowledge from the training and the PDI-

RF manual as a guide, first the response to each question is coded from 1 (negative RF) to 9 

(exceptional RF. Then, using the individual scores as a reference, an overall score for RF on the 

basis of the interview as a whole is derived. A second coder then reviewed four interviews as a 

measure of reliability. Any discrepancies were then discussed and re-coded if necessary. Upon 

agreement, it is this overall score that is used as the measure of RF. 

 

The narrative discourse generated in PDI-RF interviews was thematically analysed. This was on 

the basis of comparing the experiences of mothers with CBSV, and those without, to explore 

what elements feature in the narratives of their relationship to their children, which may indeed 

impact their parenting. The PDI-RF transcripts were first separately reviewed to allow initial 

prominent patterns to emerge. These patterns were then refined into key themes, which allowed 

for the identification of overarching narratives. Coding was conducted in NVivo, v11.4 (QSR 
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International, 2018) with assistance from a second coder. Despite the small sample size (n = 10), 

demographic characteristics and psychometric measures were statistically analysed (SPSS v24) 

to give context to the population only and to provide a basis for future investigation. Testing of 

differences on mean age and length of stay in the Netherlands between both groups was done 

using a student’s t-test, and chi-square tests were used for comparing categorical variables 

(asylum status, marital status and religion). Student’s t-tests were also used to compare means 

of study outcome variables.  

 

For analysis of the second publication, Stage One involved a thematic analysis of responses for 

each question. Transcripts were first reviewed separately and then coded based on initial salient 

patterns that emerged. Key themes were collaboratively defined and allowed for the 

identification of overarching narratives. Coding was conducted in NVivo v11.4. At stage Two, 

descriptive analyses were conducted in SPSS v24. 

 

Ethical approval 

Both studies in this chapter were given full favourable opinion by the Dutch Medical Ethical 

Committee (METC) at University Medical Centre, Utrecht, the Netherlands. METC Protocol 

Number 15-753/M. NL55564.041.15 version 03, dated 3 May 2016. 
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Reflective Functioning in Refugee Mothers with Children Born of Sexual 

Violence 

“She is my best happiness. But when I look at her, I feel a kind of pain”. 
 

Mother from Iraq (2016) 
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Publication I 

Anderson, K & van Ee, E (2020). Reflective functioning of refugee mothers with children born of 

sexual violence. International Journal of Environmental Research & Public Health, 17(8), 2873. 

doi.org/10.3390/ijerph17082873. 

 

Objective:  

Exploring attachment representations between vulnerable caregiver-child dyads (such as 

refugee mothers with children born of sexual violence) can go a long way to understanding how 

they are (or will be) impacted by their experiences of violence (both directly and indirectly).   

 

Background:  

The ability of a parent to step back from their own experiences in order to understand those of 

their child (termed reflective functioning, RF) can be impacted by myriad factors. For example, 

caregivers who have experienced trauma that remains unresolved may have difficulty accurately 

discerning and responding to their child’s distress. We explored the extent of RF in a sample of 

refugee mothers in the context of having a child born of sexual violence (CBSV). 

 

Methodology:  

A sample of n = 10 mothers now residing in the Netherlands, both with (n = 5) and without (n = 

5) a CBSV, were interviewed using the Parental Development Interview for Reflective 

Functioning (PDI-RF; Slade et al., 2005). This measure seeks to explore parents’ representations 

of their children, themselves as parents, and their relationship with their children. After deriving 

a score of RF, interview narratives were qualitatively analysed using thematic analysis. 

 

Results:  

An ordinary level of reflective functioning was identified in this sample overall (average score 

4.5); which reduced in the group with CBSV (average score 3.0). Qualitative analyses indicated 

that emotion regulation and ambivalence, as well as parenting challenges are factors that affect 

RF capabilities for mothers with CBSV. Wider findings show that the asylum process and mental 

well-being also impinge on RF capabilities. 
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Conclusion:  

Both experiences of having a CBSV and well as those pertaining to being a refugee appears to 

interact and impact reflective functioning for some mothers. Further investigation would add 

weight to these preliminary findings. Clinicians should be aware of the possibility that RF may 

be affected in these populations. Future programming and supportive work are recommended to 

address the trauma faced by women who have experienced sexual violence, enable mothers to 

learn to be reflective, and help them with parenting difficulties and making sense of their 

relationships. 
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Abstract: The ability of a parent to step back from their own experiences in order to understand 

those of their child, reflective functioning (RF), can be impacted by myriad factors. We explored RF 

among refugee mothers in the context of having a child born of sexual violence (CBSV). A sample 

of 10 mothers now residing in the Netherlands, both with (n = 5) and without (n = 5) a CBSV, were 

interviewed, seeking to explore parents’ representations of their children, themselves as parents, 

and their relationship with their children. After deriving a score of RF, interview narratives were 

qualitatively analyzed using thematic analysis. An ordinary level of reflective functioning was 

identified in this sample overall (average score 4.5); which was reduced in the group with CBSV 

(average score 3.0). Trends within the qualitative analyses indicated that emotion regulation and 

ambivalence as well as parenting challenges are factors that affect RF capabilities for mothers with 

CBSV. Wider findings show that the asylum process and mental well-being also impinge on RF 

capabilities. Experiences of having a CBSV as well as those pertaining to being a refugee appear to 

interact and impact reflective functioning for some mothers. Further investigation would add 

weight to this pilot data. 

Keywords: sexual violence; refugee; reflective functioning; attachment; PDI-RF 

 

1. Introduction 

The past two decades have seen increasing recognition of the importance of attachment 

representations between caregivers and their children. In particular, Fonagy and colleagues have 

been pivotal in shedding light onto the concept of mentalization—“the process by which we make 

sense of each other and ourselves, implicitly and explicitly, in terms of subjective states and mental 

processes” [1] (page 11)—and the capacity of parents to engage in mentalization in order to 

understand their children [2]. Based on a mother or father’s own attachment history, these same 

authors describe broadly opposing parenting styles: sensitive parents who perceive their own actions 

and the actions of others in terms of mental states are more likely to accurately discern and respond 

to the causes of their child’s distress and proximity-seeking, whereas parents with a limited capacity 

to mentalize may not accurately recognize their child’s distress, and thus reinforce undesirable 

behavioral strategies used to invoke a response from the parent. At as young as three, typically 

developing children are believed to understand that other people have feelings and thoughts as 

different from their own [3], to which they increasingly learn how to assess and respond. By this 

distinction, only when a child can reasonably assume that his or her mental state will be accurately 

responded to will they feel secure in relation to their caregiver. The combination of the parent’s 

mentalization capacity and sensitivity and the child discovering their own mind through their 

caregivers’ response to their needs is thought to be at the core of secure attachment relationships [4]. 
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The ability of a parent to step back from their own experience and seek to understand that of 

their child is termed reflective functioning (RF) [5]. Securely attached adults possess the capacity for 

reflective functioning in two directions: retrospectively with regard to their childhood and 

attachment to their own parents, and in terms of their attachment to their own children now they are 

parents themselves [6]. As a result, Fonagy and colleagues [2] demonstrated that adults who rated 

themselves as securely attached (even when assessment took place before the birth of a child) also 

had children who were more likely to be securely attached. Conversely, caregivers who have 

experienced loss or trauma that remains unresolved can exhibit behaviors that are disturbing to 

children, and they become at the same time the source and solution of the child’s distress [7]. 

Loss and trauma are examples of critical experiences that impact the journey of parenting and 

can be particularly present for parents who are refugees and have histories of migration, where in 

such situations, women and children are often the most vulnerable [8]. For example, they may 

experience war both directly and indirectly, travel treacherous migration routes, seek asylum in 

unknown places, and face assimilation into a new culture [9,10]. While seeking asylum, refugees are 

continually exposed to daily stressors (e.g., the asylum procedure, housing, financial strains), which 

may negatively impact the level of parenting sensitivity [11,12]. Intrusive and avoidant trauma-

related symptoms are thought to constitute a continuing state of fear [13] and increased stress levels, 

resulting in a greater production of cortisol that can have lasting epigenetic effects on the unborn 

child [14,15]. Once the child is born, experiences of trauma can impact the ability of the mother to 

bond with an infant [4]. This can result in difficulty regulating and controlling emotions and 

moderating expressions of anger, which can lead to self-harming, suicidal, impulsive, or risk-related 

behaviors as a reaction to trauma [16]. The effects of trauma on the mother (e.g., avoidance, 

withdrawal) and the consequences of these effects on the child (e.g., agitation, excitability) may 

contribute to dysfunctional cyclical interactions, poor child functioning, and insecure parent–child 

relationships [15–17] 

Mothers who experience conflict-related sexual violence (CRSV) and give birth to a child (herein 

referred to as children born of sexual violence, CBSV) often experience myriad psychological 

disturbances given the physical, relational, and psycho-emotional disturbances following this type 

of violence, which can impact a child’s early development [18]. Owing to the circumstances 

surrounding the conception of the child, the trauma itself can impact the connectedness of mother to 

child, and as a result the capacity for optimal parenting is likely to be challenged. In some cases, 

mothers are known to experience ambivalence towards their CBSV [19], oscillating emotions and 

feeling states, and the experience of both positive and negative emotions simultaneously. In more 

extreme cases, the child may also become the object of violent outbursts if he or she is identified with 

the aggressor [15]. These types of mental health concerns in mothers are risk factors for decreased 

functioning in children, particularly regarding anxiety, depression, low self-esteem, attentional 

disturbances, and adaptive functioning. In addition, stigmatization around CRSV and isolation from 

their families and communities are frequently realities in their country of origin and prevent women 

from revealing their experiences [20]. This ostracisation can be a factor contributing to their fleeing 

and seeking asylum elsewhere [21]. As a result, mothers raising their child outside of their social 

environment could be said to be one of the most at-risk groups for future parenting challenges. 

Therefore, the aim of this study is to explore RF in trauma-affected mothers now residing as 

refugees in the Netherlands, discerning in particular the capacities of mothers with CBSV. We also 

hope to utilize the narratives collected during interviews to take a qualitative approach to 

understanding their individual experiences. It is hypothesized that mothers with CBSV will have 

lower RF scores than other mothers, but there are likely to be overlapping experiences pertaining to 

the asylum process. To the best of the authors’ knowledge, this has not been investigated within such 

a population, and this preliminary work is hoped to provide a basis for future exploration of the 

needs of this population. 
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2. Materials and Methods 

2.1. Design and Setting 

This cross-sectional study took place within a community mental health facility 

(Psychotraumacentrum Zuid Nederland, PTC), which is primarily a service for refugees, asylum 

seekers, and military and police veterans. The PTC is a recognized knowledge center in the south of 

the Netherlands (NL), combining research with practice. This study was approved by the Dutch 

Medical Ethical Committee (METC) at University Medical Centre, Utrecht. In the Netherlands, 

anyone seeking asylum—including those who are undocumented—can access basic mental and 

physical healthcare. 

2.2. Participants and Procedure 

This study employed a purposive sampling technique to reach refugee women. This involved 

contacting various institutions across the Netherlands where women, mothers and children, and/or 

refugees are supported, to gain access to potential participants. Recruitment methods also included 

advertisements in refugee centers, shelters, safe houses, and clinics. All recruitment took place 

between May 2016 and December 2017. To reflect the impact of conceiving and raising a CBSV, the 

study also comprised a “control” group of mothers who had either experienced CRSV but did not 

conceive a child as a result, and mothers who had experienced other war-related trauma. 

Once potentially eligible participants had been identified, they were approached by either their 

therapist/case worker or the first author with detailed information about participation in this study. 

After a period of consideration (at least a week), potential participants were contacted again (either 

face-to-face or via telephone), and individuals who agreed to continue were requested to provide 

written consent, either with or without the aid of an interpreter, per the choice of the participant. 

Assessments were carried out in two or more sessions, to account for the emotional burden of such 

research and the overall level of concentration. All assessments were carried out in either the 

participant’s home or at the PTC, as per the request of the participant, in the language they preferred. 

Ten women were included in the final sample (n = 5 in each subgroup); a further five women declined 

participation after having read the study information. All psychometric data were collected, and 

interviews conducted and transcribed by the first author. Four out of 10 interviews were rated by a 

second coder as a recommended measure of reliability [22]. 

2.3. Measures 

The Parental Development Interview on Reflective Functioning (PDI-RF) [22] is a manualized 

assessment of RF in the form of a semi-structured interview. Mothers are asked about their 

relationship with their child, e.g., “Describe a time in the last week when you and your child really 

clicked”, the affective experience of parenting, e.g., “How has having a child changed you?” and the 

parent’s family history, e.g., “How do you think your experiences being parented affect your 

experience of being a parent now?”. The PDI-RF is based on four dimensions with scores ranging 

from 1 (negative RF) to 9 (exceptional RF). These four dimensions are: (1) the awareness of the nature 

of mental states, (2) the explicit effort to tease out mental states underlying behavior, (3) the 

recognition of developmental aspects of mental states, and (4) mental states in relation to the 

interviewer. Prompts are also provided in the PDI-RF manual. 

The Hopkins Symptom Checklist (HSCL) [23] is an established and widely used screening 

instrument to measure severe emotional distress and depression. While the HSCL does not supply a 

diagnosis, it allows the clinician to recognize symptoms universally associated with anxiety and 

depression. The first 10 items of this symptom inventory relate to anxiety, and the remaining 15 items 

measure depressive symptoms. Each question asks about the frequency of specific symptoms in the 

past week using a 4-point frequency scale, where 1 = not at all and 4 = extremely. The average of the 

item score will result in a total score for depression, anxiety, and distress. Patients with scores of 

greater than 1.75 on anxiety and/or depression are considered symptomatic. 
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The PSTD Checklist (PCL-5) [24] assesses DSM-5 symptoms of posttraumatic stress disorder 

(PTSD). A total symptom severity score (range: 0-80) can be obtained by summing the scores for each 

of the 20 items score on a Likert scale of 0–4. DSM-5 symptom cluster severity scores can be obtained 

by summing the scores for the items within a given cluster, i.e., cluster B (items 1–5), cluster C (items 

6–7), cluster D (items 8–14), and cluster E (items 15–20). A provisional PTSD diagnosis can be made 

by treating each item rated as 2 = “moderately” or higher as an endorsed symptom, and then 

following the DSM-5 diagnostic rule which requires at least 1 B item, 1 C item, 2 D items, and 2 E 

items. This scale has been used successfully among refugees residing in Europe [25]. 

The Difficulties in Emotion Regulation Scale (DERS) [26] was designed to assess multiple aspects 

of emotion dysregulation. The measure yields a total score, as well as scores on six scales derived 

through factor analysis: (1) non-acceptance of emotional responses, (2) difficulties engaging in goal-

directed behavior, (3) impulse control difficulties, (4) lack of emotional awareness, (5) limited access 

to emotion regulation strategies, and (6) lack of emotional clarity. The DERS consists of 36 items 

scored on a 5-point Likert scale ranging from “almost never” to “almost always”. 

The Conner–Davidson Resilience Scale (CD-RISC) [27] comprises 25 items, each rated on a 5-point 

scale (0–4) ranging from 0 (“not true at all”) to 4 (“true nearly all of the time”), with total scores 

ranging from 0 to 100. Higher scores reflect greater resilience. In this scale, scores between 0 and 49 

are considered low, scores between 50 and 79 are considered medium, and scores from 80 to 100 

represent a high resilience level. The CD-RISC has been used successfully in refugee populations [28]. 

2.4. Data Analysis 

2.4.1. Scoring PDI-RF Interviews 

Scoring on the PDI-RF was calculated in two ways. Using knowledge from the training and the 

PDI-RF manual as a guide [22], first the response to each question was coded from 1 (negative RF) to 

9 (exceptional RF). Then, using the individual scores as a reference, an overall score for RF on the 

basis of the interview as a whole was derived. A second coder then reviewed four interviews as a 

measure of reliability. Any discrepancies were then discussed and re-coded if necessary. Upon 

agreement, it was this overall score that was used as the measure of RF. 

2.4.2. Qualitative Analysis 

In this study, the discourse from PDI-RF interviews was then used for qualitative analysis. After 

overall scores were calculated for PDI-RF interviews, the narrative discourse generated was analyzed 

using principles of thematic analysis [29]. The PDI-RF transcripts were first reviewed to allow initial 

prominent patterns to emerge. These were then refined into key themes, which allowed for the 

identification of overarching narratives. Secondly, on the basis of comparing the experiences of 

mothers with CBSV and those without, different elements featuring in the narratives of their 

relationship to their children, that may indeed impact their parenting, were explored. Coding was 

conducted in NVivo, v11.4.3 (QSR International, 2018). 

Despite the small sample size, demographic characteristics and psychometric measures were 

statistically analyzed to identify emerging trends and give context to the population and act as a basis 

for future investigation. Testing of differences on mean age and length of stay in the Netherlands 

between both groups was done using Student’s t-test, and chi-squared tests were used for comparing 

categorical variables (asylum status, marital status, and religion). All analyses were performed with 

SPSS version 25 (IBM, 2018). 

3. Results 

Mothers in this study originated from six different countries: Armenia, the Democratic Republic 

of Congo, Eritrea, Iraq, Sierra Leone, and Uganda. Both mothers and children in the CBSV group of 

this study were younger, and these mothers scored significantly lower on the measure of parental RF 

(t = –3.54, p = 0.24). As there were no significant differences in symptoms of PTSD and depression or 

difficulties in emotion regulation (mothers in the war-affected group even tended to score higher), 
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the lower level of reflective functioning in mothers with CBSV cannot be explained by these 

symptoms. The demographic characteristics and psychometric results can be seen in Table 1. 

Table 1. Demographic characteristics and psychometric scores of the study sample. 

 
Total 

(n = 10) 

Mothers with CBSV (n 

= 5) 

War-affected Mothers 

(n = 5) 
 

 Mean SD Mean SD Mean SD Statistical Test 

Age 31.2 5.87 27.6 6.27 34.8 2.39 t (8) = -2.44* 

Age of Child 4.6 3.27 2.6 3.05 6.6 2.19 t (8) = -2.38* 

Length of Stay in NL 5.7 4.22 4.8 5.93 6.6 1.67 t (8) = -0.65 

 Frequency (%) Frequency (%) Frequency (%)  

Asylum Status       

2 (2) = 2.53 
Refugee 5 50 2 20 3 30 

Asylum seeker 3 30 1 10 2 20 

Undocumented 2 20 2 20 0 0 

Marital Status       

2 (2) = 4.80 
Married 5 50 1 10 4 40 

Single 3 30 3 30 0 0 

Divorced 2 20 1 10 1 10 

Religion       

2 (2) = 3.00 
Muslim 4 40 2 20 2 20 

Catholic 2 20 2 20 0 0 

Christian 4 40 1 10 3 30 

Study Variables Mean SD Mean SD Mean SD  

PCL-5 48.00 17.58 42.00 22.51 55.50 3.70 t (4) = -1.32 

Cluster B 13.11 5.78 11.40 3.70 15.25 1.71 t (4) = -1.11 

Cluster C 4.88 2.45 3.60 2.51 6.50 1.30 t (7) = -2.24 

Cluster D 17.11 5.51 15.80 7.16 18.75 2.50 t (7) = -0.77 

Cluster E 11.88 5.23 9.80 6.18 14.50 2.38 t (7) = -1.42 

HSCL 75.78 14.31 69.20 15.12 84.00 8.86 t (7) = -1.72 

Anxiety 2.74 0.85 2.40 1.00 3.18 0.39 t (7) = -1.45 

Depression 3.23 0.61 3.02 0.67 3.50 0.48 t (7) = -1.20 

DERS 110.78 31.74 98.80 37.80 125.75 15.61 t (7) = -1.32 

Non-acceptance 17.33 7.03 16.00 8.75 19.00 4.83 t (7) = -0.61 

Goals 18.33 5.96 15.60 6.80 21.75 2.22 t (7) = -1.72 

Impulse control 18.89 8.81 14.40 8.32 24.50 6.25 t (7) = -2.01 

Awareness 15.00 4.63 15.00 5.74 15.00 3.65 t (7) = .00 

Strategies 25.78 7.38 22.40 6.46 30.00 6.83 t (7) = -1.71 

Clarity 12.56 4.56 12.00 6.12 13.25 2.06 t (7) = -0.43 

CD-RISC 55.11 20.91 55.40 21.81 54.75 23.04 t (7) =0 .043 

PDI-RF Score 4.5 1.65 3.00 0.00 5.40 1.52 t (7) = -3.54* 

* p = < 0.05. PCL-5: Posttraumatic checklist. HSCL: Hopkins Symptom checklist. DERS: Difficulties in 

Emotion Regulation Scale. CD-RISC: Connor–Davidson Resilience Scale. PDI-RF: Parental 

Development Interview for Reflective Functioning. 

As per our research objective, part of the analysis was to discern the capacities of mothers with 

CBSV as compared with refugee mothers without CBSV. This was followed by findings on a wider 

level that apply largely to all mothers in such a sample. 

3.1. Parenting in the Context of CBSV 

Reflective functioning scores for mothers with CBSV were in the low range (average score of 

three out of a possible nine), indicating that they were unable to explicitly connect behaviors and 
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emotions between themselves and their child. The language they used to discuss this relationship 

also failed to go beyond very basic expressions of mental states and was in stark contrast to other 

mothers in the wider sample, of whom some were markedly articulate. As one mother with a CBSV 

described: “The last time I was angry I was shouting. I was crying, very, very angry. What can help 

is when I shout. When I shout a lot, it helps me. I don’t get aggressive to my children—I don’t beat 

nobody. But I can like, the TV is going off, no tablet, no phone and I keep shouting. If I shout more, I 

can be released, and I can go on.” This mother demonstrated that she was aware of the need to process 

her negative emotions, but the way in which she described managing situations when she was angry 

is likely something that may have prevented her from being able to reflect on how this might impact 

her child. She went on to explain that when her child hears that she is no longer shouting, the child 

comes to apologize. In this instance, it appeared more difficult for her to access abstract thoughts 

concerning the mental states of her child. It is possible that this mother was unable to grasp the 

complexity of her child’s emotions and behaviors, and how her own behavior may be received by her 

children. Again, this was not the case with mothers in the war-affected group; they frequently made 

attempts to understand the interactional process and their children’s needs underlying their outward 

behavior. 

When prompted to consider the interactional sequence of mental states and behaviors, mothers 

with CBSV frequently indicated they had “no idea” or had “never been asked” such questions. A 

core element of RF that can be identified during the interview is not that parents must be totally sure 

of the reason for their child’s behavior, but that those who make an attempt to understand score more 

highly. Responses such as these suggest that mothers were not actively attempting to discern the 

child’s needs underlying the outward behavior, and hence scored lower. Relatedly, mothers with 

CBSV were also unable to reflect on other complex negative emotions of their own such as guilt or 

feeling “needy”. Often these questions were shut down with simple “no” answers, or genuine 

surprise that any mother would feel such things. The lack of willingness to explore these types of 

mental states again meant that mothers scored lower. 

Furthermore, mothers with CBSV all described crying in the presence of their children at times 

when they felt overwhelmed by the responsibility of parenting: “I was crying all the time because she 

was really sick: she had a bad cold and fever, vomiting all the time. It was really a hard time for me”, 

or with managing their emotions: “she senses most when I’m crying. She loves coming next to me 

and gives me a hug. At times I’m really scared because it may affect her, which I don’t want”. This 

may be as a result of capacities for emotion regulation that are impacted by traumatic events such as 

CRSV. Perhaps the interpersonal trauma experienced by mothers who are now raising CBSV 

prevents them regulating their own, and therefore also their child’s, emotions. 

Moreover, mothers with CBSV expressed their ambivalence towards parenting, and some of 

their changing emotions over time: “I’m raising her. It’s something really, really, really difficult. But 

I’m doing it. I don’t regret it anymore. I won’t lie I used to, but I don’t anymore”. Four mothers 

explained this ambivalence as arising since they were now the sole caregiver for their child(ren). 

These mothers are raising children they did not plan to have, and they are now displaced from their 

home which in many cultures, means they miss out on the support of wider family members who 

would normally assist with childcare. In the words of one mother, they: “play the role of mother and 

father”. Such mothers described both acceptance of the situation as it is now, but equally how their 

being together with their child all the time can be overwhelming. One mother shared that she had 

never been apart from her child since the day she was born. This can, in some cases, lead to over-

connected mother–child relationships and enmeshment that may prevent a mother being able to 

discern between her own mental states and those of her child. As one mother said: “When she sees 

me crying, she hugs me…she tries to wipe my tears then, she tries to hug me, yeah she loves that”. 

In these situations, it was likely that the mother was confusing her own emotions with those of her 

child, which would lead to lower RF scores. This kind of behavior could also be explained by insecure 

attachment patterns; the ability to reflect on the relationship with one’s child is based on the 

attachment patterns of one’s own childhood. 
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All mothers with CBSV in this sample shared that they were raised by single mothers (or in one 

case a grandmother) without father figures present in their lives, which may have served to create 

insecure attachment patterns. The absence of a father figure may be particularly poignant for mothers 

whose own children were conceived in the event of CRSV and will also grow up without the presence 

of their biological father, as compared to mothers in the control group who all talked about growing 

up with both their parents in the home. These findings could also be related to a reversal of roles that 

has been observed in other vulnerable mother–child dyads [30], where it is the child who increasingly 

provides the mother with emotional support. This could be a risk factor for the development of 

disorganized attachment relationships. 

3.2. Wider Findings 

While there are factors impacting parenting that can be uniquely attributed to mothers raising a 

CBSV, mothers across the whole study sample discussed factors in common: mental well-being, the 

universal challenges of motherhood, or indeed difficulties that pertained to their status as refugees. 

Not all mothers in this sample had experienced CRSV; however, they had all experienced some 

type of trauma and were managing their mental well-being as a result. At times this reflected in their 

descriptions of parenting. One mother felt a sense of guilt for bringing her daughter into the world 

during a coercive relationship with the child’s father. She fled this, as well as war in her country, but 

explained it as something she wanted to protect her child from knowing about: “it’s a kind of secret 

that I keep in myself”. This mother explained that seeing a psychologist regularly was the only way 

she managed to process her past, so that it did not impact on her relationship with her daughter. 

Seven other mothers in this study were also currently in therapy, with one more having seen a 

psychologist in the past. During the interviews, mothers talked about how their therapy helped to 

regulate their emotions and manage their deteriorating mental health: “about one and half years ago 

I had no voice anymore, because every time that I get angry, I began to scream. After some therapies 

and trying to keep my voice inside, and not starting to scream more, now I get through that moment 

by crying.” Equally, mothers in this study talked about coping, both in relation to their cultural 

background and how they tried to pass it onto their children, so that they could grow up in the same 

way. Mothers with and without CBSV also shared how being a mother in itself was empowering, and 

how this was their source of strength: “[My child] is my motivation in life. [My child] gives me 

purpose in life, [they] give me an idea of the future, of what will happen tomorrow. I think all mothers 

feel this way.” Mothers able to identify and articulate this sense of purpose as a mother had higher 

RF scores. 

The universal challenges of parenthood—for example, managing daily routines and navigating 

tantrums or bad behavior—were explicitly mentioned by 5/10 mothers in this study. When describing 

these sorts of situations, one mother said: “I want her to know, being a child, somethings you can do 

and somethings you cannot do. And I am her mother so sometimes she has to accept that I decide it 

for her.” Seven mothers, however, reflected upon their status in the Netherlands as refugees or 

asylum seekers, and how their current or past living situations interacted with their ability to parent. 

This theme played a central role in narratives of mothers in this study. Upon arriving in the 

Netherlands, 2 mothers in this study were with their children and other family members, 5 arrived 

with only their child(ren), 1 was separated from her children for several years upon arrival, 1 gave 

birth to her child while in immigration detention, and 1 gave birth to her child in a Dutch asylum 

center. One mother described how being apart from her children for some years in a new country 

impacted their relationship: “she would ask me ‘Mama why are we not together?’ I would have to 

explain why we are not together; I would like to be together, but it feels very dishonest that we 

cannot.” This was also the case for mothers who escaped conflict or unrest in their country and made 

dangerous migration journeys. One mother recalled the stress this caused during her pregnancy: 

“When I came to know that I was pregnant, oh I was so happy (…), I was really dreaming about it. 

On the same day I had an appointment with the police to discuss my stay permit. I went to this 

appointment and they kept me there, they took me to prison. When I came out of prison, they 

withdrew my stay permit.” Seven mothers explained that these were not optimal situations in which 
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to raise their child(ren): that asylum centers and shelters did not provide space or privacy, meaning 

that they could not make the decisions they would like to in order to discipline their children, and 

that their surroundings meant—even when children attended local schools—that their upbringings 

were different and not like those of many other children: “I realize that there are so many borders for 

us, there are so many issues that I cannot take care of like a parent should. We cannot take the 

decisions that we need.” 

Five mothers without permits (both at the time of the study and in the past before they were 

granted refugee status) also talked about their uncertainty regarding the arduous asylum process: 

“it’s long procedure, so if they give you negative, they throw you out. You have to either go back to 

your country or…find another solution to help you”, but none spoke of wanting to return to their 

native countries. Two mothers talked about wanting to adopt their new culture, while at the same 

time maintaining connection to their heritage, and how this affected their interactions with their 

children: “my culture is different from the Dutch. Here they grow up in a different country. I want 

them to know my religion. I want them to be respectful like in my culture—you have to be respectful 

to older people, than people who are the same age as you. The freedom they have here is different 

from my home”. 

Mothers also shared their experiences of isolation as a result of having little social support, 

especially when they were provided housing outside of major cities with limited cultural diversity. 

One mother shared how she was one of only a few women of color in her neighborhood and 

described being stopped by men in cars asking for sex while out with her child. Moreover, all mothers 

in this sample shared they actively practiced religion, but none were able to engage with their faith 

communities since it was not feasible in their situations (travel costs, distance, etc.). Equally, two 

other mothers talked about their difficulty in attending appointments or language classes (both 

compulsory for official status in the Netherlands) when they had no-one to care for their children. 

4. Discussion 

This study explored reflective functioning in trauma-affected mothers now residing as refugees 

in the Netherlands, both with and without a CBSV. We hypothesized that mothers with CBSV would 

have lower RF scores than other mothers, which our results reflected. Specifically, findings from this 

study indicate that in general, this sample of refugee mothers in the Netherlands has levels of 

reflective functioning similar to those seen in prior PDI-RF interviews conducted within the general 

population [6]. This means these mothers are able to make explicit mentalizations and reflections of 

mental states that are not cliché, and that the mother has a model of mind of herself and child. When 

analyzed independently, mothers who had been granted refugee status and asylum seekers in the 

Netherlands maintained ordinary levels of RF. However, mothers with CBSV had lower scores, 

indicating they were unable to extend their reflections of mental states towards more sophisticated 

responses that comprised complex emotions; emotions that were unusual or painful or interpreted 

as an interactional sequence between the mother and child. This finding is consistent in mothers with 

histories of violence and poverty [31] and might reflect the extreme vulnerability of these two 

particular groups since their emotional burden extends beyond that of mothers granted the official 

right to remain in the Netherlands, as they face huge amounts of uncertainty. 

The findings of this study correspond with those of other research studies in the field of 

attachment in populations of refugees, where it was found that mothers with experiences pertaining 

to conflict and migration (e.g., torture, threats of execution, forced separation from family members) 

displayed ambivalence towards their children [18]. Some mothers in this study shared their 

oscillating feelings during their pregnancy or their child’s life, and it is possible this affected their 

ability to make sense of a child’s behavior and accurately respond to their needs; if a mother is 

particularly overwhelmed with distress that relates to the conception of her child, she might not see 

this child in a favorable light and thus not judge their needs objectively. In the present sample, 

particularly for mothers with CBSV, mothers also described feelings of ambivalence towards having 

a child conceived without their consent or planning for it, in line with data gathered from specialists 

working in the field of CRSV who have observed similar reactions [32]. 
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Mothers also described universal experiences of parenting that do not pertain to their being a 

refugee, such as being a single parent. However, because of their situation they were not able to 

parent as effectively as they would have liked since asylum centers and associated formalities 

prevented typical interactions. This included having not enough privacy or a separate space for use 

in “time-out” for a child, or not having their child engage with peers in the same way they might 

have done if they lived outside the asylum center. This reflects similar findings that the daily stresses 

associated with being a refugee [33] can negatively impact the level of parenting sensitivity [11,12]. 

Community connectedness appears to play important role in the lives of refugee mothers and 

children. Women in this study shared on the lack of social interaction (e.g., religious, with peers, 

intimately) that often occurred when they were provided housing in rural areas. While having their 

own space in a house was welcomed, they often missed out on attending events since they did not 

have access to childcare, for example. Thus, feelings of social isolation likely increase as a result of 

having a limited support system in the Netherlands, both while seeking asylum (or residing without 

papers), and after receiving official refugee status. Particularly for mothers with CBSV, it was not 

unusual for them to spend all their time together—some every day since the child’s birth. Over-

connected mother–child relationships run the risk of become enmeshed, particularly when mothers 

themselves have conflicting existing attachment patterns [34]. Enmeshed behaviors become central 

to relationships when RF capacities are already low [35] and may cause mothers not to recognize 

their child’s needs as separate from their own, perhaps resulting in lower parental sensitivity. Some 

questions in the PDI interview required abstract thought and reflections of emotions, and mothers 

with CBSV in this sample had more difficulty in making these connections; they had seemingly never 

before considered the interactional process by which their relationship might affect their child’s 

personality and development. As such, the language used in responses to abstract questions was 

oftentimes very limited and took much prompting to reach an answer. This could be related to several 

factors, for example education (corresponding with previous evidence that suggests lower RF is 

associated with lower levels of education, [36]); the clarity of memory recall (which may be altered 

for events appraised as traumatic [37]); or their own insecure attachment patterns from their 

childhood (which are brought forward into their relationship with their child [38,39]). Indeed, this 

could also be related to the detrimental impact that maternal psychopathology has on parenting 

capacities [40,41], in that limited access to emotional regulation impacts a parent’s ability to function 

and parent effectively. Untangling this complex interplay necessitates further research. 

4.1. Limitations 

There are some clear limitations to this study, and results should consequently be interpreted 

with caution. Owing to the circumstances in which to recruit women to this study—the sensitivity of 

such a topic, the time necessary to make contact and gain the trust of these women, and the often 

chaotic lives of refugees—the sample was small and quantitative results are to be used as a guideline 

only. They ought not be used to generalize vastly across refugees or mothers with CBSV. 

Furthermore, the qualitative analysis conducted on data collected during the semi-structured PDI-

RF interview in this study was somewhat limited since it was not open-ended and did not have the 

original purpose of broadly addressing parenting experiences. In addition, during one interview the 

participant’s husband was present and responded to questions when the mother became 

overwhelmed. While this was useful in understanding their situation as refugees, despite lengths 

being taken to not transcribe or code responses by the husband, the mother’s narrative may have 

been impacted. Furthermore, eight interviews were conducted using interpreters. Many of these 

expressed that some words did not have a direct translation, and they therefore had to use similar 

words or phrases to convey the same message, opening up a possibility for misinterpretation and 

inconsistencies. Moreover, this study was carried out while refugees lived in relative safety, and not 

still in proximity of the threat of war and traumatic reminders [12]; thus, these results must be 

interpreted with this in mind, and further research should extend the investigation of mothers and 

CBSV to local contexts and those of internal displacement. These limitations notwithstanding, failure 

to utilize the discourse obtained through the PDI-RF interviews and the small amount of quantitative 
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results as a baseline for such a vulnerable group would have been an oversight and a waste of 

valuable information. 

4.2. Recommendations 

The results of this study can act as a basis for future work and serve to identify preliminary data 

trends and patterns of functioning within a very specific population that would benefit from further 

sensitive exploration. Lower levels of RF in this sample suggest that mothers with CBSV are less able 

to articulate concepts of mentalization and complex mental states than other mothers. This notion 

warrants future research in order to add weight to the findings of this study. Nonetheless, clinicians 

should be aware of the possibility that RF may be affected in these populations. Future programming 

and supportive work are recommended to address the trauma faced by women who have 

experienced sexual violence, enable mothers to learn to be reflective [42], and help them with 

parenting difficulties and making sense of their relationships. This element is of particular 

importance in light of the way in which the children of some women are conceived. Lastly, often the 

tendency is to look at what is not working or what brings people to seek help, but strength and 

growth are possible, and many women (and families) find solace in the spaces and services offered 

to asylum seekers and refugees. Taking a proactive approach in supporting these mothers, as 

opposed to waiting until they require specialist services, could be useful in addressing social isolation 

and integration, and possible mental ill-health. 

5. Conclusions 

This study is the first of its kind to assess RF in a sample of refugee women in the Netherlands, 

some of whom had experienced CRSV and were raising a child as a result of this. Mothers overall 

tended towards reflective functioning capacities similar to those of the general population and 

mothers without trauma or migration histories. Mothers raising CBSV were found to have lower 

reflective functioning abilities, similar to those seen in populations with trauma or violent histories. 

These mothers appeared to be impacted by emotion dysregulation and ambivalence, which likely 

impacted their relationships with their children. At a wider level, these trends suggest that the 

parenting capacity of women in this study (irrespective of how their child was conceived) was 

impacted by their being refugees. While it very often offers stability and a safe space, these 

preliminary findings suggest that the asylum process could possibly act as a ceiling to the degree of 

recovery that can be achieved. An expanded study investigating RF among refugee women would 

add weight to the trends identified in this small study. 
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Supporting children born of sexual violence in social care settings 

“In this form of violence, the attention shifts from being a victim and getting recognition for 

the horrible event, to the expectation to be in love with her new-born child and to take care 

of him 'as he is not to blame for this’”.  
 

Sexual Violence Expert (2016) 
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Publication II 

Anderson, K & van Ee, E (2018). Mothers with Children Born of Sexual Violence: Perceptions of 

Global Experts Regarding Support in Social Care Settings. Healthcare for Women International. 

DOI: 10.1080/07399332. 2018.1522319. 

 

Objective: 

Many experts in the field of sexual violence – those who are therapists, mental health 

professionals, researchers or advocates – often hold a wealth of information regarding the care 

of women and children impacted by this kind of violence that is not always transferred to 

scientific evidence-bases. Capturing this expertise can be hugely beneficial to those working 

with these dyads.  

 

Background:  

Mothers with children born of sexual violence often have complex needs that are seldom 

adequately addressed in social care settings. The objective of this study was to investigate the 

current care provisions for these mothers and children, and how these might be enhanced in the 

future.  

 

Methodology:  

Delphi methodology is a particularly useful way of highlighting and disseminating subject-

matter expertise, and this study used a mixture of qualitative and quantitative approaches. 

Twenty-one experts were asked about their current provisions, difficulties in treating this 

population and to suggest recommendations for improving care. The same group was asked to 

comment on the relevance and feasibility of implementing suggested options.  

 

Results:  

Experts described how current treatment most often involves promoting mother-child 

interactions, but a lack of financial resources, a limited evidence base, and treatments starting 

too late were commonly identified barriers to achieving positive outcomes. Group work with 

mothers and children together was deemed the most relevant treatment structure, but not to 

discount the benefits of more intense individual work. Experts recommended to strengthen the 

capacity to deal with problems, needs and demands, thus increasing wellbeing, self-esteem and a 
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sense of identity, and promoting a ‘social recovery’.  Enhanced training of practitioners and more 

research and development is highly recommended to reinforce any psychosocial support 

provided. In turn, this would lead to more numerous practitioners able to deliver specialist care, 

across the globe, and thus potentially address the lack of support in conflict zones. 

 

Conclusion:  

It is likely that all the tools needed to successfully support these women and children already 

exist; it is a matter of organizing skills and knowledge, sharing them and training others, and 

obtaining funding that substantiates the continuation of research. The authors suggest that a 

holistic and community embedded approach that can be applied across settings will be most 

beneficial. 
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ABSTRACT
Mothers with children born of sexual violence often have
complex needs that are seldom adequately addressed in social
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comment on the relevance and feasibility of implementing
suggested options. The authors suggest that a holistic and
community embedded approach that can be applied across
settings will be most beneficial.
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In an increasingly widespread topic such as sexual- and gender-based
violence, the silence surrounding children born of sexual violence is of
note. Substantial research on the actual fate of, and interventions for, these
mothers and children is extremely limited (van Ee & Kleber, 2013). The
authors recognize the wealth of knowledge held anecdotally by researchers,
health care professionals and advocates working in various settings.
However, these informal observations leave a gap since they are not yet
captured by rigorous scientific investigation. The Delphi method can be
particularly useful to systematically gather expert knowledge and under-
standing of an intervention and in this case to prioritize the needs of moth-
ers and children and matching treatment components. The results of our
study mean that a collation of expertise on current practice, potential pit-
falls, and future care options is in one place and can be used to address the
very specific dyadic needs of mothers and children born of sexual violence
and provide a basis for further investigation.

CONTACT Kimberley Anderson kimberley.anderson@medizin.uni-leipzig.de Reinier van Arkel Groep,
Psychotraumacentrum Zuid Nederland, Bethaniestraat 10, 5211 LJ s’-Hertogenbosch, The Netherlands.

Supplemental data for this article can be accessed https://doi.org/10.1080/07399332.2018.1522319.

� 2018 Taylor & Francis Group, LLC

HEALTH CARE FOR WOMEN INTERNATIONAL
https://doi.org/10.1080/07399332.2018.1522319

http://crossmark.crossref.org/dialog/?doi=10.1080/07399332.2018.1522319&domain=pdf
http://orcid.org/0000-0002-2500-3078
http://orcid.org/0000-0002-8434-2029
https://doi.org/10.1080/07399332.2018.1522319
https://doi.org./10.1080/07399332.2018.1522319
http://www.tandfonline.com


Background

Sexual violence and related crimes permeate societies worldwide (Koshin
Wang & Rowley, 2007), particularly in conflict settings. In 2017, the United
Nations Security Council documented cases of sexual violence in 19 coun-
tries (where data are available); 13 currently amidst conflict, six in varying
stages of post-conflict life. The UN describes this type of violence as ‘a
form of currency in the political economy of war’; an act of terrorism
(United Nations, 2017). Frequently, women are kidnaped by armed groups;
they might be held hostage as the ‘wife’ of an insurgent, and assaulted or
raped many times, often by multiple assailants, often accompanied by other
forms of violence (Human Rights Watch, 2002).
The repercussions of sexual violence for women are far-reaching and

long-lasting. At an individual level, physical consequences can include geni-
tal injury, obstetric fistulae, sexually transmitted diseases (including HIV/
AIDS), and unwanted pregnancies (Bosmans, 2007). Psychosocial conse-
quences at a meso-level can include stigmatization, ostracization, commu-
nity rejection, and spousal abandonment (Kohli et al., 2013; Verelst, De
Schryver, Broekaert, & Derluyn, 2014). When pregnant or with child –
often after unsuccessful termination attempts (Human Rights Watch, 2016)
– women can face further difficulties at a community-wide level. They can
be feared as links to armed combatants, and accused of infidelity and act-
ing shamefully within their culture (Albutt, Kelly, Kabanga, & VanRooyen,
2017). They can also be at risk of self-induced or enforced isolation (Scott
et al., 2017).
Children conceived of sexual violence can face similar difficulties; they

can become equal targets of ridicule and abuse (Carpenter, 2007) and the
repercussions of this can endure a lifetime (Kuwert et al., 2014). An
example of societal reactions to children conceived in this way comes from
data collected in a focus group study in the Democratic Republic of Congo,
by Kelly, Albutt, Kabanga, Anderson, and VanRooyen (2017). Local men –
relatives of female sexual violence survivors – shared their opinions
towards children born of sexual violence (herein referred to as CBSV), and
how they might choose to reject their wife or relative from the family
household on the basis of this. Respondents described children born in this
way as “being without a father”, encapsulating the idea that the child is
lacking a primary caregiver, but is also without a place in the traditional
Congolese familial sense. This cultural premise may arise from the belief
that children born of rape are often assumed to have the undesirable char-
acteristics of their fathers, and women are accused of bringing into the
world a replica of the rapist (van Ee & Kleber, 2013), which can lead to
numerous negative consequences for the child. For instance, poor identity
formation is known to afflict CBSV with some cultures later imposing the
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ethnic identity of the father upon the child, thus diminishing the mother’s
heritage and creating social barriers. As a result, children who are associ-
ated with another cultural group, particularly a combatant one, are often
cast to the lowest social level (Apio, 2008), which can mean they might
miss out on obtaining social and educational services and support, but also
fail to secure their place in society (Denov, 2015; Hamel, 2016)
At a mother–child dyadic level, children conceived of sexual violence

face further difficulties. In a reciprocal process, mothers may become fear-
ful with the reminder of their traumatic experience when looking at their
child, but when displaying symptoms relating to posttraumatic stress dis-
order (PTSD) or depression they may become frightening themselves (Van
Ee, Kleber, & Mooren, 2012). In addition, mothers may become emotion-
ally dysregulated following their own trauma, and thus unable to provide
optimal care to their children (Scott et al., 2017; Van Ee & Kleber, 2013).
As a result, outcomes for mother–child dyads often include attachment dif-
ficulties; parental symptoms of PTSD are directly related to children’s inse-
cure and disorganized attachment styles (van Ee, Kleber, Jongmans,
Mooren, & Out, 2016). Furthermore, at a micro level, if women are able to
access services following rape, practitioners can often attend to the most
obvious concerns such as physical injury (Mukwege & Berg, 2016).
However, psychological damage can arise much later and be compounded
by negative experiences in local communities, as well as displacement and
migration (Laban, Komproe, Gernaat, & de Jong, 2008). It can be months
or even years for women who seek asylum in new countries as a way of
escaping conflict before they are able to access adequate support (Jasperse,
Bala, & Hein, 2016). As such, this cycle of suffering warrants a need for
attention beyond symptomatology on the individual level, in both conflict
and non-conflict settings.
We used an approach based on Delphi methodology in this study. A

Delphi is a process of collating knowledge in situations where the subject-
ive information possible to obtain is indispensable on a topic that is scien-
tifically lacking. The Delphi method was developed by the RAND
Corporation (Dalkey & Helmer, 1963), and relies on a panel of experts
who answer questionnaires in multiple rounds. An anonymous summary is
provided after each round, and experts are asked to comment on the dis-
cussion thus far. Delphi methodology enables the formation of a global per-
spective which is particularly relevant for the objective of this research.
Despite the compelling evidence on the complex dyadic needs for women

and CBSV, there appears to be a lack of consensus on the most relevant,
urgent or severe specifications of the problem(s) that should be addressed.
Treatment elements such as individual psychotherapy, joint mother and
child group programs or promoting models of holistic care are
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implemented to varying degrees worldwide, but there remains a gap
between knowledge, experience and expertise, and clinical practice, that
could benefit from further exploration. Before (re)designing a future pro-
gram for mothers and CBSV, collating the scattered existing knowledge
would contribute to understanding the successes and failures of cur-
rent practice.

Method

For panel selection, we began with criteria for eligibility based on previous
work in the field and related publications. We looked primarily for people
who had worked specifically with mothers and children born of sexual vio-
lence, and attempts were made to contact ethnically, culturally, geographically,
professionally, and gender diverse experts. Given the relatively small number
of individuals with knowledge on such a specific topic, however, we were lim-
ited in our availability and many experts were now based in developed coun-
tries. Nonetheless, a large number of these experts had worked in low- and
middle-income countries (LAMICs) and in conflict and post-conflict settings,
thus their experience extended well beyond their current location.
Invitations to participate were sent by email or in person, and then

through snowball sampling we were able to contact more people based on
recommendation from other experts. A second category for eligibility was
expert knowledge on crimes of sexual violence; and psychosocial support
or advocacy of SGBV survivors, followed by the same snowball sampling
process. This enabled us to contact more people currently based outside of
high income countries, possibly within conflict regions where SGBV is
highly prevalent. All invitations were sent between March 2016 and
January 2017.
Each expert was invited to participate in two stages of information gath-

ering; of broadly qualitative and quantitative natures. The questions were
prepared by the authors for use in this study, with the aim of the first
round to open the conversation, followed by a second round to address the
relevance and feasibility of suggested practices. The full questionnaire and
ratings are provided in the online supplement).

Stage One – current treatment and perceived needs

Based on knowledge of existing treatment and support, fifty experts from
15 different countries, working in the field of sexual violence were
approached for participation in this study. Experts were located and con-
tacted via email, and prompted one month later for their invitation to par-
ticipate. They were asked to comment on the same questions regarding the
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current approaches and difficulties in treating women and their children
born of sexual violence, and to recommend further experts. Upon receipt
of responses, additional recommended experts were contacted for participa-
tion, and analysis was conducted once the survey closed.

Stage Two – future implementation of treatment components

All experts who replied to stage one were prepared a summary of responses
by email. A Likert scale response format was given for experts to rate their
agreement with the description of needs, and to provide their judgement in
terms of frequency and feasibility of implementation. This scale was from 1
to 5, one being least amount of agreement, lowest frequency or least feas-
ible treatment option; five being the highest. Experts were prompted for
response after six weeks, and again if necessary.

Coding and analyses

Data analyses at Stage One involved a thematic analysis of responses for
each question. Transcripts were first reviewed separately and then coded
based on emerging patterns. Key themes were collaboratively defined, and
allowed for the identification of overarching narratives. Coding was con-
ducted in NVivo v11.4. At stage Two, descriptive analyses were conducted
in SPSS v24.

Results

Stage One – current treatment and perceived needs

Stage 1 of this study achieved a response rate of 46% (n¼ 23), consisting of
nine researchers, 12 therapists (six of whom combined research with prac-
tice), and two advocates/advisors, from six different countries in Europe
and North America (Bosnia, Belgium, Germany, Netherlands, Norway, and
USA). The panel featured 21 women and two men. Respondents were from
various professional backgrounds including: social work, psychology, psych-
iatry, obstetrics and gynecology, public health, emergency medicine, psy-
chosomatics, and international relations. Four additional respondents
declared that they did not feel capable or did not wish to take part in
the survey.

Question 1: What specific difficulties do mothers raising a child born of sexual
violence face?
Mother–child attachment. Mother–child attachment difficulties were expli-
citly addressed by seventy-percent of respondents, given that the child can
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be a reminder of the rape or bear a resemblance to the rapist father, and
the concern of having a child that was not planned or even wanted. Several
respondents mentioned that mothers currently raising a child conceived of
sexual violence demonstrate extreme ambivalence; displaying conflicting
emotions and oscillating affect states. This can be particularly evident with
changing developmental stages, as one expert noted: “In the developmental
stage from nine months to two years, the ambivalence of this stage of the
child can interfere with the underlying ambivalence of the mother for the
child”. Poor attachment was reported as reciprocal, most detrimentally
affecting younger children and influencing the emotional availability of the
mother. Forty-percent of respondents went on to clarify some of the many
outcomes for children conceived through sexual violence, including neglect,
rejection, and abuse. Moreover, there can be much pressure on women
who have children conceived of rape, to be a ‘good mother’, despite the
origins of the child: “In this form of violence, the attention shifts from being
a victim and getting recognition for the horrible event, to the expectation of
the people around her to be in love with her new-born child and to take care
of him ’as he is not to blame for this’”. Coupled with reduced social support
and community discrimination, this can be overwhelming, as one expert
states, “There is not enough attention for this normal reaction of being a
rape-victim and all the feelings that come along with it. If you ignore those
feelings the mother will always feel pushed into something she desperately
wants out of (raising an unwanted child of a horrible man), and that is a
serious risk for infanticide”.

Mental well-being. Mothers with children conceived of sexual violence were
also described to have myriad personal difficulties. Psychopathology was
noted as extremely common; whereby 61% (n¼ 14) of the panel empha-
sized traumatic stress reactions and depression (predominantly in the post-
partum phase). However, in addition to these, mothers were described by
60% of expert respondents to suffer emotional reactions such as: anger,
sadness, guilt, helplessness, shame, self-blame, feeling overwhelmed and
overburdened, and regret. An accumulation of a negative affect and psy-
chopathology was highlighted by four experts as resulting in problems with
identity (e.g. social, ethnic, biological) that prevent recovery for mothers, as
well as for the child itself.

Societal reactions. As a result of some social connotations associated with
the act of rape, or of having a child outside of a ‘normal’ marriage, stigma-
tization and discrimination (towards mother and/or child) were highlighted
by 56% (n¼ 12) of experts as a major concern for this population. As well
as being a catalyst for isolation and rejection, the stigmatization sanctioned
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by communities may result in attachment difficulties between mother and
child. Discrimination by the community was suggested to have the poten-
tial to lead to further difficult family dynamics and even possible
abandonment.

Question 2: Which specific interventions do you currently apply, or recommend
to treat this population?
Mother–child interactions. All members of the expert panel working in clin-
ical practice (n¼ 12) endorsed mother–child interactions as their primary
focus of treatment. This included monitoring mothers currently in treat-
ment for abuse/neglect, as well as attachment oriented work. Respondents
expressed that this is important for mothers to understand how to respond
to signals of the child, and to determine their own and their child’s needs.
Individual psychotherapy was recommended by five practitioners as a key
proponent to current treatment interventions. However, six members also
suggested that group work, incorporating family members, spouses and
other women in similar situations would likely enhance the success of posi-
tive future interactions.

Combined psychotherapy & skills training. Importantly, both dyadic attach-
ment work and individual psychotherapeutic support for the mother were
not recommended in isolation. The majority of clinical experts (11/12) rec-
ommended to combine this with skills-based tasks to enhance the overall
outcome for mothers and children; specifically parenting skills, life skills,
formal education, and fostering resilience. These were all observed as inte-
gral parts of building self-esteem for mothers, promoting social support,
and strengthening their ability to cope. In addition to their clinical roles,
seven out of nine therapists also described their contributions to improving
economic stability, access to health care services and family planning, and
changing policy surrounding sexual violence. This was deemed especially
necessary in the context of community, to address issues of stigmatization,
to reduce the isolation of mothers and their children born of sexual vio-
lence, to prevent further discord between families, and to encourage
empathetic support. Although, these were addressed less frequently and do
not appear to currently constitute the ‘core business’ of treatment. Nor
were details provided on what these actions constitute.

Question 3: What are the problems with current treatments for these
mother–child dyads?
Untailored treatments. In several instances, current treatments were
described to be unsuitable for mothers with CBSV because they were
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untailored and, for example, did not account for joint working, consider
wider family members, or were culturally inappropriate. Furthermore, cur-
rent options were noted to focus only on weaknesses of the mother, “A
sole focus on parents (mostly mothers in this context) reinforces the idea that
they are the sole persons responsible for the upbringing of their children,
while there are many more actors” or that treatments created isolation. It is
also suggested that current treatments do not directly question the concep-
tion of the child, or address the profound struggle that accompanies feel-
ings of having a child born of sexual violence, instead taking the time to
build a supportive atmosphere by which this may be disclosed willfully.

Lack of resources. Secondly, the lack of sufficient resources was noted by
40% (n¼ 9) of respondents across various disciplines. Limited financial
support to conduct research, to establish a robust evidence base, or provide
extensive treatment are often prohibitive to recovery of mothers and their
children – in many instances, mother and child facilities are not even
placed at the same location. Consequently, there are thought to be too few
specialists working in the field, treatment is starting too late and there is
little upwards engagement of local administrative leadership, which can be
preventative to policy or legislative change on a wider sphere.

Question 4: What recommendations can you make for developing a new inter-
vention to treat mothers and their children born of sexual violence?
Early screening & awareness raising. Early detection of pregnancy via sexual
violence was stressed by some as key to working with these mothers.
Screening mothers during pregnancy was highlighted by 22% (n¼ 5) of
respondents as being critical to future recovery and preventing deteriorat-
ing relationships later on, “Doctors need to screen [in order to] de-stigmatise
the issue; so that women can have abortion options (if they want to) and
can be monitored for post-partum depression as well as child abuse.” A
strong majority (70%, n¼ 16) of respondents recommended future treat-
ment to feature wider family members as well as key persons in local com-
munities. In doing so, the likelihood of raising awareness of the issue of
sexual violence and receiving support from wider society is hoped
to increase.

Holistic support. The content and structure of any new or modified inter-
vention will be fundamentally holistic, as per expert recommendations.
These included: a mix of verbal and non-verbal interactions that are
bio-psychosocial in nature, psychological therapies, psychoeducation, and
formal schooling. Treatment should seek to address: attachment, empower-
ment, economic opportunity, isolation, spiritual beliefs, emotional
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availability, child development, and positive mother–child interactions. Two
experts suggested that there should be no explicit need to address the ori-
gins of the child, but instead foster a safe environment for women to dis-
cuss the most pertinent issues at any one time, which may ultimately lead
to disclosure of the origin of their child or other traumas. Stigma was a
topic discussed throughout the study, and was a particularly important con-
sideration for improving outcomes for these mothers and children,
“Interventions that shift the stigma away from women and from the children,
and rather to the perpetrator of violence in a way that social attitudes would
reinforce the need for perpetrators of violence to be held accountable for
their actions”.

Mixed treatment structure. Despite the highly diverse panel, recommenda-
tions for how to implement treatment in the future were largely agreed
upon: a combination of group and individual treatments for mother–child
dyads, that are based within community settings. Experts stressed the con-
tinued need for care to be within a framework of user-centred approaches,
multidisciplinary team assessments, and recommendations suggest the
interventions should be evidence-based and culturally sensitive.

Stage Two – future implementation of treatment components

Nineteen experts (82%) responded to Stage 2 of this study. Two panel
members felt the questions extended beyond their current expertise, and
two failed to respond. This round sought to obtain consensus on opinions
and suggestions from Stage One.
Stage Two began by outlining the difficulties faced by mothers with chil-

dren born of sexual violence, as defined in Stage One. Experts were primar-
ily asked to rank: 1) the self (including a change in mental states,
psychopathology, physical and sexual health concerns); 2) relationships
(including with their child, their family, their spouse or the local commu-
nity); and 3) society (including access to health care, experiences of poverty,
financial restrictions) from least to most difficult. The panel was then asked
to rate the same aspects according to the frequency with which they are
problematic for mothers and children born of sexual violence (Likert scale
1–5: never to often). Results show that 53% (n¼ 10) of the expert panel rated
difficulties with relationships as the most problematic for this population,
with 79% (n¼ 15) describing these problems as occurring ‘often’.
The next question asked clinical panel members (n¼ 12) about the treat-

ments currently offered to mothers and CBSV, and the frequency with
which these are implemented (Likert scale 1–5: never to often). Results
showed that at present, fostering positive mother–child interactions is the

HEALTH CARE FOR WOMEN INTERNATIONAL 9



most frequently addressed component, with 11/12 (91%) panel members
working on this ‘occasionally’ or ‘often’. Next, experts endorsed the use of
individual psychotherapy, but fewer rated this as taking place as regularly;
7/12 rating ‘occasionally’ or ‘often’. Table 1 outlines in more detail the cur-
rent treatment methods implemented by the panel, and the average ratings
given by panelists.
The next questions presented the panel with the most common problems

within treatment, as outlined in Stage One. It asked members to first indi-
cate their agreement with the described difficulties in treatment, then rate
the frequency with which they find them to be problematic (Likert scales
1–5: strongly disagree to strongly agree and never to often). Results showed
a lack of financial resources as the most commonly rated problem with
current treatment; endorsed by 8/19 panel members. This was confirmed
subsequently as ‘often’ problematic for 47% of panelists. Some experts also
felt that there was a limited evidence base for treating mothers and CBSV,
and that treatments were starting too late. For both, 8/19 panelists (42%)
indicated that they ‘strongly agree’ with these as being problematic, and 7/
19 panelists (37%) rated these as ‘often’ problematic. Following this, 7/19
members of the panel (37%) strongly agreed that treatments being unavail-
able in conflict areas was a problematic area of current practice, and the
same number again indicated that this was ‘often’ a problem.
The next set of questions turned to how future interventions might be

developed and structured, based on the suggestions made in Stage One. For
each item in the list, panelists were asked to first rate the relevancy of the
treatment elements, and second the perceived feasibility of implementation
(Likert scales 1–5: highly irrelevant to highly relevant and highly unfeasible
to highly feasible) (Table 2).
As can be seen from Table 3, enhanced training of practitioners was

endorsed by 79% of panelists as being the most ‘highly relevant’ component
within the treatment of mothers and CBSV. However, fewer panelists (58%)
were as optimistic about the feasibility of achieving this. Similarly, 13/19 panel
members (68%) felt that more research and development would be ‘highly

Table 1. Frequency of current treatment modalities implemented by expert panel.
Current treatment modalities

Average
rating score

No. experts
implementing often/12 Percentage %

Mother–child attachment work 5 11 91
Individual psychotherapy 5 7 58
Parenting skills 5 5 42
Enhancing social support 4 5 42
Sexual health care 3 1 8
Improving economic opportunity 2 1 8
Anti-stigma campaigns 1 0 –
Termination/adoption advice 1 0 –
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relevant’ to treatment, yet, fewer (8/19) considered this as ‘highly feasible’.
Interestingly, 63% of the panel (12/19) endorsed the inclusion of wider com-
munity members within treatment for this population, but only 26% (5/19)
rated this as ‘highly feasible’. In fact, most people were ‘unsure’ about the
feasibility of implementing this component within treatment.
The next three questions dealt with the content of a new or modified

intervention, again addressing the relevance, feasibility and this time, the
frequency of implementation, as can be seen in Table 4. The response trend

Table 2. Agreement with and frequency of difficulties in treatment.
Agreement with difficulties Frequency found problematic

Average
score

No. experts
strongly
agree/19

Percentage
%

Average
score

No. experts
rating

often/19
Percentage

%

Lack of finan-
cial resources

5 8/19 42 5 3/19 16

Limited evidence base 5 8/19 42 5 3/19 16
Treatments start too late 5 8/19 42 3 3/19 16
Treatments not available

in conflict areas
5 7/19 37 3 3/19 16

Treatments not culturally
appropriate

4 3/19 16 4 3/19 16

Stigma is not addressed 4 2/19 11 4 3/19 16
Treatments are

not holistic
3 5/19 26 3 3/19 16

Focus on weaknesses 3 4/19 21 4 3/19 16
Does not account for

collaborative working
3 3/19 16 3 3/19 16

No diagnosis for this
group of moth-
ers/children

3 2/19 11 3 3/19 16

Table 3. Relevancy and feasibility of new treatment elements.
Relevancy of treatment elements Feasibility of treatment elements

Average
score

No. experts
rated as
highly

relevant/19
Percentage

%
Average
score

No. experts
rated as
highly

feasible/19
Percentage

%

Enhanced training of
practitioners

5 15/19 79 5 11/19 58

More research and
development

5 13/19 68 4 8/19 42

Including family members 5 12/19 63 4 5/19 26
Including wider commu-

nity members
5 12/19 63 3 5/19 26

Treatments beginning dur-
ing pregnancy

5 11/19 58 4 7/19 37

Close post-
partum monitoring

5 10/19 53 4 7/19 37

Pre-natal screening/detec-
tion of CBSV

5 9/19 47 4 5/19 26

Including socio-political
stakeholders

5 9/19 47 3 1/19 5

Options offered for ter-
mination, foster care
or adoption

5 7/19 37 3 4/19 21

HEALTH CARE FOR WOMEN INTERNATIONAL 11



Ta
bl
e
4.

Re
le
va
nc
y,
fe
as
ib
ili
ty

an
d
fr
eq
ue
nc
y
of

im
pl
em

en
tin

g
ne
w

tr
ea
tm

en
t
co
m
po

ne
nt
s.

Re
le
va
nc
y
of

ne
w

tr
ea
tm

en
t
co
m
po

ne
nt
s

Fe
as
ib
ili
ty

of
ne
w

tr
ea
tm

en
t
co
m
po

ne
nt
s

Fr
eq
ue
nc
y
of

im
pl
em

en
ta
tio

n

Av
er
ag
e

sc
or
e

N
o.

ex
pe
rt
s

ra
nk
ed

as
hi
gh

ly
re
le
va
nt
/1
9

Pe
rc
en
ta
ge

%
Av
er
ag
e

sc
or
e

N
o.

ex
pe
rt
s

ra
nk
ed

as
hi
gh

ly
fe
as
ib
le
/1
9

Pe
rc
en
ta
ge

%
Av
er
ag
e

sc
or
e

N
o.

ex
pe
rt
s

ra
nk
ed

as
hi
gh

ly
fr
eq
ue
nt
/

19
Pe
rc
en
ta
ge

%

Po
si
tiv
e
m
ot
he
r–
ch
ild

in
te
ra
ct
io
ns

5
18
/1
9

94
5

11
/1
9

58
5

12
/1
9

63

St
ig
m
a

5
16
/1
9

84
5

6/
19

32
4

5/
19

26
Ec
on

om
ic
op

po
rt
un

ity
5

15
/1
9

79
4

4/
19

21
3

7/
19

37
Im
pr
ov
in
g
is
ol
at
io
n

5
15
/1
9

79
4

6/
19

32
3

7/
19

37
Po
st
tr
au
m
at
ic
gr
ow

th
/r
es
ili
en
cy

5
15
/1
9

79
4

3/
19

16
5

8/
19

42
Ch

ild
de
ve
lo
pm

en
t

5
15
/1
9

79
5

9/
19

47
5

12
/1
9

63
Em

ot
io
na
la

va
ila
bi
lit
y

5
14
/1
9

74
4

4/
19

21
5

10
/1
9

53
Em

po
w
er
m
en
t

5
12
/1
9

63
5

10
/1
9

53
5

9/
19

47
At
ta
ch
m
en
t
w
or
k

5
12
/1
9

63
5

9/
19

47
5

10
/1
9

53
Ve
rb
al

&
no

n-
ve
rb
al

m
od

al
iti
es

5
10
/1
9

53
5

8/
19

42
5

6/
19

32
Ps
yc
ho

-e
du

ca
tio

n
5

10
/1
9

53
5

14
/1
9

74
4

3/
19

16
Fo
rm

al
sc
ho

ol
in
g

5
7/
19

37
4

3/
19

16
3

8/
19

42
Sp
iri
tu
al

be
lie
fs

4
7/
19

37
4

4/
19

21
3

4/
19

21
N
ar
ra
tiv
e
Ex
po

su
re

Th
er
ap
y
(N
ET
)

4
5/
19

26
3

4/
19

21
3

4/
19

21
Tr
au
m
a-
fo
cu
se
d
co
gn

iti
ve

be
ha
v-

io
ra
lt
he
ra
py

(T
F-
CB

T)
3

5/
19

26
3

4/
19

21
3

4/
19

21

M
et
al
liz
at
io
n-
ba
se
d
th
er
ap
y

3
4/
19

21
3

4/
19

21
3

5/
19

26

12 K. ANDERSON AND E. VAN EE



was similar across treatment components; namely, that items rated as
‘highly relevant’ to treatment, were not regularly deemed ‘highly feasible’
to implement.
For almost all the expert panel (94%), fostering positive mother–child

interactions was the most relevant treatment component. This was also
deemed most feasible (58%), and that this was recommended to be
addressed on a weekly basis. Following this, was the importance placed on
anti-stigma work. Eighty-four percent of panelists (16/19) identified this
component as being ‘highly relevant’, and suggested addressing it on a
monthly basis. Yet, only 32% of experts suggested this would be ‘highly
feasible’ to implement. Similarly, economic opportunity was endorsed by
15/19 panelists (79%) as being highly relevant to treatment, which dropped
to only 21% rating it as ‘highly feasible’. Indeed, most experts were unsure
about the frequency with which to address economic prosperity within care
settings. Fostering positive child development was also rated as highly rele-
vant to recovery, according to 15/19 panelists, with 9/19 also rating it is
something that is ‘highly feasible’ to implement. The panel rated this com-
ponent as something to be addressed weekly.
The final question explored the perceived relevance and frequency of

methods of delivery. Above all, group work with mothers and children
together was deemed the most relevant, according to 89% of the panel,
with a frequency of once per week. Interestingly, 7/19 panelists indicated at
least four out of the five suggested methods to be equally ‘highly relevant’;
with a recommended monthly implementation.

Discussion

Within the framework of Delphi methodology, we attempted to identify
the current care options for women who have children conceived through
sexual violence, and how to address the physical, psychological and social
repercussions that are known to follow. Using the expertise of select sub-
ject-matter experts with experience in conflict and non-conflict settings,
results from two rounds of information gathering identified the scattered
knowledge regarding difficulties with existing treatment and possible modi-
fications for an improved practice. Overall, experts rated difficulties with
relationships as the overriding concern for this population; including with
family, a husband or spouse, with children or with the wider community.
This finding reflects current literature for these mother–child dyads (Dossa,
Hatem, Zunzunegui, & Fraser, 2014), including feelings of isolation and
fewer possibilities for integration (Scott et al., 2017). Panellists described
how current treatment most often involves promoting mother–child inter-
actions, but a lack of financial resources, a limited evidence base, and
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treatments starting too late were commonly identified barriers to achieving
positive outcomes.
When asked to modify current treatment options, or indeed redesign

them altogether, expert panelists suggested the most relevant and feasible
component of treatment for mothers and CBSV would be to continue fos-
tering mother–child interactions. This notion supports findings from Van
Ee, Kleber, & Mooren (2012) who suggest that maternal stress reactions are
associated with insensitive parenting. Improving this would likely lead to a
more positive relationship. Group work with mothers and children together
was deemed the most relevant treatment structure, but not to discount the
benefits of more intense individual work. This combination of approaches
has been documented within similarly vulnerable mother–child populations
who experience violence within the family (Anderson & van Ee, 2018). The
authors suggest that the theory of change comprises a combination of indi-
vidualistic treatment mechanisms (a response to violence by managing
one’s own behaviour) and collaborative treatment mechanisms (where
mothers and children work together within the same session, and are
encouraged to address both needs simultaneously) would likely bring about
the most substantive change for mother–child dyads discussed here.
Despite a large proportion of high income countries represented in this

study, several experts currently work in conflict settings or LAMICs – or
have done in the past – and report the unavailability of adequate support
in these areas as similarly problematic. The impact of sexual violence
appears to have many commonalities across both conflict and more stable
settings. Thus, the repercussions so often felt by women and children are
likely to be full interactional processes with the context or environment a
mother and child find themselves. Moreover, women with CBSV from con-
flict regions may eventually become part of migrant populations in devel-
oped counties, and thus, their burden might be compounded by the
experience of migration. Support for these women, regardless of location,
may be rather to strengthen the capacity to deal with problems, needs and
demands, thus increasing wellbeing, self-esteem and a sense of identity, and
promoting a ‘social recovery’.
From a clinical perspective, as per global health care systems, individual

countries commit themselves to a specification for basic care, and strategies
from the World Health Organization (WHO) allow states to upscale their
provisions accordingly. While LAMICs typically have poorer provisions for
physical health care for female survivors with CBSV, as per the results of
this study both developed and LAMICs experience meso-/micro-level prob-
lems with the acceptance and integration of these women into society. Such
findings reflect the results of Laban et al. (2008), who reported within a
similarly vulnerable population of Iraqi asylum seekers in the Netherlands,
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that family-related issues was a greater risk factor for impaired functioning
and a lower quality of life, independent of any psychiatric disorder. We
found in this study that a lack of diagnoses was not endorsed by the expert
panel as being particularly problematic, which likely reflects the degree to
which this is only a small part of the problem, and that their difficulties sit
within a wider social context. Furthermore, although the need to increase
availability of termination options was touched upon, little consensus was
gathered to feature these centrally in future treatment practices.
Nevertheless, a failure to address this altogether could lead to dangerous
attempts at abortions by unqualified individuals (Human Rights
Watch, 2016).
Enhanced training of practitioners and more research and development

is highly recommended to reinforce any psychosocial support provided. In
turn, this would lead to more numerous practitioners able to deliver spe-
cialist care, across the globe, and thus potentially address the lack of sup-
port in conflict zones. However, far fewer panelists were as optimistic
about the feasibility of this being achieved, with some acknowledging a lack
of financial resources available to them. Similarly, including wider commu-
nity members within treatment and improving economic opportunities for
clients, as well as using this as a platform for anti-stigma work were
deemed highly relevant treatment components. This understanding is cor-
roborated within existing literature, that women who have experienced sex-
ual violence face rejection and abandonment from their family and
community, including access to their livelihoods, and social network
(Albutt et al., 2017; Kelly et al., 2017; Rouhani et al., 2015; Verelst, De
Schryver, De Haene, Broekaert, & Derluyn, 2014). However, experts in this
study were less optimistic about the feasibility of implementation.
Results confirm the need for community-based work to achieve positive

outcomes with regard to better health, anti-stigmatization and integration
and an interdisciplinary collaboration between community workers and
psychosocial workers. Similar evidence supporting the value of community
comes from Wind and Komproe (2012). Results from 232 participants
showed that in instances of highly traumatizing events, community-based
support can facilitate the capacity to deal with the demands at the individ-
ual level. Communities with high social capital appeared to rely on the
social context to address the demands of recovering from a traumatic
event, and not individual coping strategies. If communal resources are
absent, the loss of social fabrics can alter the effectiveness of resources on
the individual level, to deal adequately with the event. As results of their
study showed, individuals in communities with high social capital suffered
less from posttraumatic stress. Such findings are particularly relevant to the
population described in this study.
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Limitations

Applying Delphi methodology in this study resulted in a relatively small sam-
ple size and a narrow global representation of experts. Therefore, the applic-
ability of data presented here and its generalisability would wisely be applied
with caution, and act as a basis for future evidence gathering. Despite our
best efforts to adopt a large, multi-cultural, highly diverse expert panel, it was
ultimately determined by those who responded. Thus, only six countries have
been represented – many neighboring in Europe – and may essentially differ
very little in their approaches to practice and treatment. While the recom-
mendations outlined here are beneficial for mothers and children born of sex-
ual violence, current care organization may dictate the ability to integrate
different approaches. Nonetheless, given the detailed knowledge of such a spe-
cific sample of experts and the paucity of local experts in countries where
women are becoming pregnant due to war-related acts, the valuable data
gathered in this study has been triangulated with other research in the field,
to ensure its relevance and validity. Notwithstanding the small sample size, all
research drawing attention to the needs of mothers and children affected by
sexual violence by engaging multiple stakeholders, is essential for long term
change (United Nations, 2017).

Conclusion

Using the framework of Delphi methodology, we have been able to collate the
scattered but valuable knowledge of care options for mothers and their children
born of sexual violence across multiple settings. A multileveled, stepped-care
model is suggested, in conjunction with a reliable screening procedure to
inform what and when specific elements of the care modalities should be pro-
vided to whom. It is likely that all the tools needed to successfully support these
women and children already exist; it is a matter of organizing skills and know-
ledge, sharing them and training others, and obtaining funding that substanti-
ates the continuation of research. In the words of one expert:

I don’t think there should be any ‘overall’ new interventions; I think interventions
need to be addressed and adapted to the specific needs of the child, the mother and
the family. In any intervention, one should acknowledge that war has an impact on
the relational field or social network, and that problems often need to be seen in
relation to this (and not for example only addressed at the individual e.g. trauma
therapy only for the mother).
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Methodology 

The second part of this thesis will seek to understand about the wider implications of CRSV, 

specifically more than 20 years since the event. It will look specifically at the interaction 

between distress (PTSD) and growth after trauma (PTG) among survivors of sexual violence? 

 

Study sample 

The second part of this research (being a survivor) utilised data collected as part of a larger 

cross-sectional study on quality of life, long-term mental health outcomes and well-being of 

women survivors of wartime rape carried out from 2012-2014 in Bosnia & Herzegovina.  

Women were included in this study if they had lived in BiH during the war and had experienced 

sexual violence (experimental group) or not experienced sexual violence (control group).  

 

Procedure 

Recruitment 

For the second part of this project (being a survivor), women were recruited via the ‘Association 

for Women Victims of War’ based in Sarajevo, BiH, which at the time of the study had a database 

of approximately 700 sexual violence survivors. Initial contact was made with the President of 

the association by letter from the study’s Principal Investigator, and a follow-up meeting was 

scheduled to inform them of the study and the consent process.  Seven localities across Bosnia 

and Herzegovina were selected for recruitment.  

 

The President of the ‘Association for Women Victims of War’ made phone calls to SV survivors 

from selected localities to provide them with information about the research project, and to 

invite them to voluntarily participate in the study. A control group was selected from the general 

population using a snowball sampling method. 

 

A control group of women who did not experience sexual violence during the war (non-SSV), but 

met other study criteria, was selected from the general population using a method of snowball 

sampling. A contact person from the local NGOs, mental health facilities or psychiatric clinics 

that provided space for interviews for SSVs was asked to recommend other women who may be 

willing to participate. 
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Assessment 

For both publications in the second part of this project, for those who assented the initial 

interview was conducted by author AD in two or more sessions, with breaks upon request. As 

some of the questions were sensitive, referral information for psychological counselling and 

support was provided. Interviews were carried out with a total of 110 SSV; of which three later 

withdrew their consent, two were excluded due to MMSE ˂ 23, and one participant was excluded 

due to missing data. Those who were interviewed were then asked to identify other potential 

participants, who were then contacted and followed-up.  

 

Measurements 

For the second part of this thesis, the following instruments were used: 

 

• Socio-demographic questionnaire (self-developed by Delić, 2015): A self-developed 

questionnaire for women was used to gather sociodemographic data (including ethnic 

affiliation, age, marital status, education, employment status, place of residence, war-

related experiences, health, data on the context of CRSV, giving testimony in court, and 

any involvement in psychosocial support programs). 

 

• Harvard Trauma Questionnaire (HTQ; Mollica et al., 1992): a version for Bosnia and 

Herzegovina (Allden et al., 1998) was used to explore experiences of traumatic events and 

assess the presence of PTSD symptomatology. It consists of four parts, although only the 

first and fourth parts were used in this study. The first part is a list of possible traumatic 

events, that civilians in Bosnia and Herzegovina could potentially have been exposed to 

during the war. The fourth part contains 40 statements about possible psychosocial 

difficulties caused by trauma. The first 16 statements are derived from DSM-IV criteria 

for PTSD and inquire about the symptoms of re-experiencing the traumatic event, 

avoidance, and hyperarousal. The scale for each response in these sections are rated 

from 1 “not at all” to 4 “very strongly”, whereby a mean item score of 2.5 or above is 

considered an indicator for symptoms of PTSD.  

 

• Life-Orientation Test – Revised (LOT-R; Scheier, Carver & Bridges, 1994): The LOT-R is a 

10-item self-report measure of dispositional optimism and pessimism. It focuses on 

positive and negative expectations for the future regardless of the means by which 

outcomes occur. In the 1994 revised version, the items more closely focused on 
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expectancies of the future, which is the core of the conceptual trait of dispositional 

optimism. Three items in the scale capture optimism, three capture pessimism and the 

four remaining items are fillers and are not scored. We have chosen to use this scale in its 

original unidimensional format. Respondents rate each item on a scale from 0 “strongly 

disagree” to 4 “strongly agree”. A total score is calculated by adding the inverted 

pessimism score to the optimism score.  

 

• Coping Orientations to Problems Experienced Scale (COPE; Bosnian version of the COPE 

inventory used in this study is a translation of the validated Croatian scale, Hudek-

Knezevic et al. 1999). It is a 71-item scale to assess how people respond when they are 

confronted with difficult or stressful situations. In the Bosnian version, respondents rate 

each statement on a scale from 0 “never” to 4 “I always do this”. The Bosnian COPE 

produces 15 subscales that mirror the original COPE-60 (Carver, Scheier & Weintraub, 

1989), that can be grouped theoretically into four problem-focused scales: active coping, 

planning, suppression of competing activities and seeking support for instrumental 

reasons; six emotion-focused scales: positive reinterpretation of growth, venting 

emotions, seeking emotional social support, turning to religion, acceptance and denial; 

four disengagement scales: behavioural disengagement and mental disengagement, 

humour and substance use (in the validated Croatian version this referred exclusively to 

alcohol use, in the Bosnian translation, this referred only to the use of sedatives).  

 

• Posttraumatic Growth Inventory (PTGI; Tedeschi & Calhoun, 1996): The PTGI is a 21-

item self-report scale for assessing psychological growth following a traumatic event. 

The PTGI includes five subscales: new possibilities (e.g., “established a new path for my 

life”), relating to others (e.g., “a sense of closeness with others”), personal strength (e.g., 

“knowing I can handle difficulties”), spiritual change (e.g., “I have a stronger religious 

faith”), and appreciation for life (“appreciating each day”). Total scores on the PTGI range 

from 1 to 126, with higher scores reflecting greater perceived growth, and items range 

from 1 (“I did not experience this change as a result of my crisis”) to 6 (“I experienced 

this change to a very great degree as a result of my crisis”). 

 

Data Analysis 

The samples of SSVs and non-SSVs, were first tested on differences in sociodemographic 

characteristics. Testing of differences on mean age between both groups was done using a 

student’s t-test, and chi-square tests were used for comparing categorical variables (marital 
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status, ethnicity, educational level, and employment type). Student’s t-tests were also used to 

compare means of study outcome variables. 

 

We then defined a conceptual model and evaluated its validity within the total sample, and 

separately for the groups SSVs and non-SSVs. The hypothesised model was evaluated with 

structural equation modelling using LISREL 8.8 (Jöreskog & Sörbom, 2006). Goodness-of-fit 

measures used in this study were: chi-square as a measure of the discrepancy between 

variance–covariance matrices of the variables used in the model; and the (constructed) 

variance–covariance matrix derived from the specified relationships in the model. A non-

significant chi-square refers to the resemblance between the specified relationships in the 

hypothesised model and interpretations of the variances-covariances in the data matrix (i.e. 

validity of the LISREL model explaining the (co)variances of the data matrix). The root-mean-

square error of approximation (RMSEA) refers to the difference between the data variance-

covariance matrix and the model-based matrix fit to the data, per degree of freedom. This 

estimate should be less than .05 to indicate close fit. Confidence intervals (90%) of RMSEA are 

provided. 

 

Statistical modelling was done by inclusion and exclusion of relationships between variables, 

that, underpinned by theory and supported by modification of indexes provided by the LISREL 

software, gave alternative models. These alternative models are evaluated by means of the two 

goodness-of-fit measures. Only standardized estimated paths with t values > 1.960, thus only 

paths with a significance of p < .05, are included in the modelling process. The ‘most likely best-

fitting’ (MLBF) model and its specified relationships obtained from the SSV group was then 

tested on the non-SSV group. This type of statistical modelling has been used successfully 

elsewhere in mental health research to predict healthcare consumption (Kamperman, Komproe, 

& de Jong, 2007) and postpartum posttraumatic stress (van Son, Verkerk, van der Hart, 

Komproe, & Pop, 2005). 

 

Ethical approval 

The study was approved by the Human Research Ethics Board of the Medical Faculty of the 

University of Tuzla, Bosnia & Herzegovina. All members of the research team underwent 

training in ethical research practices before carrying out the study.  Study participants gave 

written consent to participate, indicating consent to publication of results. 
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Predictors of Posttraumatic Growth in Survivors of Sexual Violence 

We are not ‘those poor women’, we are strong, active and courageous.” 
 

Medica Mondiale (2014) 
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Publication III 

Anderson, K, Delić, A, Komproe, I, Avdibergović, E, van Ee, E & Glaesmer, H (2019). Predictors of 

Posttraumatic Growth Among Conflict-Related Sexual Violence Survivors from Bosnia & 

Herzegovina. Conflict & Health, DOI 10.1186/s13031-019-0201-5. 

 

Objective:  

To determine the extent of PTSD and PTG among a sample of female CRSV survivors from BiH 

and examine the relevance of coping and optimism in this relationship. To understand whether 

approach coping strategies and optimism will promote PTG for the sample of CRSV survivors in 

the present study, and avoidance coping styles and high degree of pessimism will act as a risk 

factor in the distress-growth relationship. 

 

Background:  

Conflict-related sexual violence (CRSV) was committed on a large scale against women across 

Bosnia & Herzegovina (BiH) during the 1990’s war, and research has shown both negative and 

positive psychosocial outcomes following such acts of interpersonal violence. We aim to 

determine the capacity for posttraumatic growth (PTG) among a population of women who 

experienced CRSV, and to what extent it is impacted by factors such as coping and optimism. 

 

Methodology:  

This study sought to examine the relationship between PTG (posttraumatic growth inventory), 

symptoms of posttraumatic stress disorder (PTSD; Harvard Trauma Questionnaire) and 

dispositional factors such as coping (COPE) and optimism (Life-Orientation Test-Revised) in a 

sample of n = 104 women. We first conducted bivariate correlations and then hierarchical linear 

regression analyses, and hypothesized that approach coping strategies and optimism will act to 

enhance PTG. 

 

Results:  

Findings showed that the average total score for PTG in this study was 58.94 (SD = 23.01), and 

current PTSD symptomatology above a threshold of >2.5 was detected in 92.3% (n = 96) 

participants (mean score 3.18, SD = .45). Bivariate correlations showed that higher levels of PTG 

were associated with greater optimism, greater approach coping strategies positive 
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reinterpretation and planning, and lower avoidance strategies behavioural disengagement and 

substance use. When entered into a regression model, only positive reinterpretation and 

behavioural disengagement remained, the R-square of the total set of predictors was 0.16, thus 

explaining 16% of PTG total score. 

 

Conclusion:  

Two types of coping (namely capacity of both greater positive reinterpretation and lower 

behavioural disengagement) most strongly predicted growth after trauma in this sample of 

CRSV survivors from BiH. These dimensions of coping confirm the role of coping strategies in the 

development of PTG. Further research would be useful in corroborating these findings in other 

post-conflict settings and delving further into the possibility of a dual mechanism of growth and 

distress after CRSV.   
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Abstract

Background: Conflict-related sexual violence (CRSV) was committed on a large scale against women across Bosnia
and Herzegovina (BiH) during the 1990’s war, and research has shown both negative and positive psychosocial
outcomes following such acts of interpersonal violence. We aim to determine the capacity for posttraumatic growth
(PTG) among a population of women who experienced CRSV, and to what extent it is impacted by factors
such as coping and optimism.

Methods: This study sought to examine the relationship between PTG (posttraumatic growth inventory), symptoms of
posttraumatic stress disorder (PTSD; Harvard Trauma Questionnaire) and dispositional factors such as coping (COPE)
and optimism (Life-Orientation Test-Revised) in a sample of n = 104 women. We first conducted bivariate correlations
and then hierarchical linear regression analyses, and hypothesized that approach coping strategies and optimism will
act to enhance PTG.

Results: Findings showed that the average total score for PTG in this study was 58.94 (SD = 23.01), and current PTSD
symptomatology above a threshold of > 2.5 was detected in 92.3% (n = 96) participants (mean score 3.18, SD = .45).
Bivariate correlations showed that higher levels of PTG were associated with greater optimism, greater approach
coping strategies positive reinterpretation and planning, and lower avoidance strategies behavioural disengagement and
substance use. When entered into a regression model, only positive reinterpretation and behavioural disengagement
remained, the R-square of the total set of predictors was 0.16, thus explaining 16% of PTG total score.

Conclusion: Two types of coping (namely capacity of both greater positive reinterpretation and lower behavioural
disengagement) most strongly predicted growth after trauma in this sample of CRSV survivors from BiH. These
dimensions of coping confirm the role of coping strategies in the development of PTG. Further research would
be useful in corroborating these findings in other post-conflict settings, and delving further into the possibility of
a dual mechanism of growth and distress after CRSV.

Keywords: Sexual violence, Rape, Conflict, War, Bosnia and Herzegovina, Posttraumatic growth, PTGI, Optimism,
Coping
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Introduction
In late 1992, shortly after Bosnia and Herzegovina (BiH)
declared independence from the former state of Yugo-
slavia, the first bombs were dropped on its capital city,
Sarajevo. For the next three years, conflict tore its way
through the country, impacting the lives of virtually all
its people [1, 2]. Sexual violence – including kidnap, sex-
ual slavery, sexual exploitation and human trafficking –
was a prominent feature of this conflict [3]; whereby
women are believed to have been targeted by civilians;
locally-stationed and foreign military forces [4–7] and
United Nations Peacekeepers [8]. In a study of 51 female
rape survivors conducted in BiH more than 20 years
after the start of the war [9], results showed 57% still
suffered from posttraumatic stress disorder (PTSD), 76%
reported disrupted sleep and 40% expressed frequent
thoughts about death and dying. Such results indicate
the long-term, debilitating impact of conflict-related sex-
ual violence (CRSV) on survivors in BiH, yet, the power
of these women should be given equal address. In the
words of one survivor from the same study: “we are not
‘those poor women’, we are strong, active and courage-
ous”. A shift to focusing on salutary outcomes, for ex-
ample posttraumatic growth (PTG) and assets central to
promoting health and supportive environments, could
be fundamental in achieving lasting, positive health
outcomes after negative life events [10]. A pertinent
issue however, is if/how salutogenic (e.g. PTG) and
pathogenic (e.g. PTSD) outcomes are related, in par-
ticular whether the presence of both in the aftermath
of CRSV is possible.
Posttraumatic growth (PTG) has been defined over re-

cent decades as a beneficial change in cognitive and emo-
tional capacities beyond previous levels of adaptation,
psychological functioning, or life awareness [11], and
should not be used interchangeably with positive psycho-
logical and emotional attributes, such as resilience or
thriving [12, 13]. Posttraumatic growth instead refers to
permanent change [11] and what it means to live opti-
mally in the wake of trauma. It is argued that the process
of PTG is triggered by the onset of a traumatic stressor,
severe enough to challenge previously held beliefs; which
is then followed by a pivotal second phase of reflective
processing [14, 15]. Growth is thought to occur during
this second phase as individuals derive meaning from their
traumatic experiences, facilitating the cognitive restructur-
ing of their beliefs and assumptions of the world. Solomon
& Dekel [16] hypothesize that the suffering a person ma-
noeuvres during this second phase of restructuring is most
important to subsequent outcomes. They hypothesize that
following trauma, PTG can arise regardless of the severity
of the event and symptoms of PTSD, which likely means
that positive and negative reactions emerge as related, but
separate outcomes.

Several key factors may enhance or impede the devel-
opment of PTG and PTSD, but there currently exists a
relatively limited evidence base that focuses on growth
following interpersonal events such as CRSV. We will
focus on two prominent dispositional aspects – coping
and optimism – in the following, with the hope that by
understanding their impact on other similar populations,
we can determine their importance in supporting CRSV
survivors towards recovery. A study by Ai and colleagues
[17] assessed Bosnian refugees now resettled in the
USA, on measures of coping and hope. Results showed
that on the whole, a higher number of war-related trau-
matic events was associated with negative patterns of
coping, potentially leading to poorer overall health.
Using the widely accepted categories of coping defined
by Lazarus [18], Littleton [19] similarly posits that the
use of avoidance coping strategies (that allow a person
to avert the source of the stress) are commonly associ-
ated with greater distress and negative outcomes in the
aftermath of rape, the author states that the tendency to
suppress thoughts about the stressor may in fact lead to
over-attention to the event. More recently however,
positive relationships between avoidance strategies and
growth have been observed, which are believed to miti-
gate acute emotional distress following trauma. London,
Mercer, & Lilly [20] explain that this interaction which
causes traumatic events to evoke adaptive cognitive ef-
forts and lead to greater experiences of PTG, may actu-
ally be overcompensating, resulting in protective coping
mechanisms of a deceptive nature. Thus, we may see
higher self-reported PTG scores as a means of
self-preservation. For those who successfully manoeuvre
trauma, the true transformative component of PTG is
assumed to develop over time, while this illusory com-
ponent diminishes [21]. Avoidance is also a core compo-
nent of PTSD, which may contribute to explaining a
greater severity of PTSD symptoms at the same time as
PTG [22]. In other populations, however, research
among patients with a history of coronary episodes sug-
gests that avoidance coping strategies can lead to more
positive adaptations in the short term, but have no or
even negative effects in the long term [23].
Another dispositional factor is how individuals antici-

pate stressful situations and other life adversities;
whether or not they tend to expect positive outcomes. It
is widely understood that optimistically inclined people
can derive a sense of benefit from adversity, to a greater
extent than pessimistic people, and that dispositional op-
timism is understood to be generalized and stable over
time [24, 25]. But other factors can influence these pat-
terns, and increase the risk for onset and relapse of psy-
chopathology both directly and indirectly [26].
According to Solberg Nes & Segerstrom [27], optimists
tend to be flexible in their approach to coping; more
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likely using a range of strategies to ensure a greater
sense of perceived control over stressors and traumatic
events. However, if a person remains wholly optimistic,
while denying the existence of negative outcomes, the
self-perception of PTG may turn into one of avoidance,
resulting in negative effects on adjustment [21].
Much existing literature does not reflect the specific

complexities of sexual violence in the context of war and
the possibility for growth, while remaining in a country
during post-conflict times. These can include the nega-
tive appraisal of emotions and symptoms, perceived
negative responses from others, and the confrontation of
shame and stigma [28, 29]. Part of the challenge in re-
solving distress in the aftermath of CRSV, is that gaining
a sense of empowerment is often achieved through tak-
ing action [22], which avoidance coping mechanisms
may prevent from happening. We believe that under-
standing the capacity for growth in survivors of CRSV
is important and necessitated at a time when there is
comparably less attention drawn to the positive out-
comes of trauma. Exploring the possibility for PTG to
occur in the aftermath of conflict and investigating
the role of dispositional factors (such as coping and
optimism) is an important avenue within post-conflict
research. Yet, a greater understanding of these will be
relevant and beneficial to mental health professionals
across multiple settings, in being better able to deliver
improved, survivor-centred care.
This may include using a person’s existing emotional,

social and spiritual resources, understanding how these
factors might buffer against poor mental well-being
among survivors of CRSV, and how these can be applied
in post-conflict settings and beyond.
On the basis of the literature outlined above, the ob-

jectives of this study were therefore to: 1) determine the
extent of PTSD and PTG among a sample of female
CRSV survivors from BiH, and 2) examine the relevance
of coping and optimism in this relationship. The core as-
sumption is that approach coping strategies and opti-
mism will promote PTG for the sample of CRSV
survivors in the present study, and avoidance coping
styles and high degree of pessimism will act as a risk fac-
tor in the distress-growth relationship.

Methodology
Design and setting
The data presented here are part of a cross-sectional
study on the quality of life and long-term psychological
consequences in women with experience of CRSV dur-
ing the conflict in BiH. Data were collected from De-
cember 2012 to December 2014 in seven regions across
the country. The study was approved by the Human Re-
search Ethics Board of the Medical Faculty of the Uni-
versity of Tuzla, Bosnia and Herzegovina.

Participants
Female survivors of CRSV in this study were recruited
through the Bosnian non-governmental, non-profit Asso-
ciation for Women Victims of War, who hold a database
of sexual violence survivors (SSV). Participants were eli-
gible for inclusion if they were residents of BiH during
and after war, and between 30 and 65 years old at the
time of study. The President of the Association for
Women Victims of War contacted sexual violence survi-
vors (SSV) to provide them with information about the
research project and to invite them to voluntarily partici-
pate in the study.
For those who assented, the interview was conducted

by author AD, who is trained as a psychiatrist and re-
searcher, in two or more sessions, with breaks upon re-
quest. As some of the questions were sensitive, referral
information for psychological counselling and support
was provided. On the basis of a study screening measure
of cognitive functioning (Mini Mental Status Examin-
ation, MMSE; Folstein, Folstein, & McHugh [30])
women were excluded with scores < 23 or those with a
psychiatric history prior to the war.
Interviews were carried out with a total of 110 SSV; of

which three later withdrew their consent, two were ex-
cluded due to MMSE < 23, and one participant was ex-
cluded due to a large amount of missing data. The
present study therefore comprised a sample of 104 fe-
male survivors of CRSV, with an average age of 48.8
years (SD = 8.7). The majority of women were of Bosniak
ethnicity (90.6%, n = 94.2) with the rest a mixture of
Bosnian Croat (4.4%, n = 4.6) and Bosnian Serb (5%,
n = 5.2). Over half of participants were married (56.7%,
n = 59), exactly half (50%, n = 52) of women had
attended school up to secondary level, and just over two
thirds (68.7%, n = 71) were not currently employed out-
side of the home.

Instruments
Socio-demographic questionnaire: A self-developed ques-
tionnaire was designed by author AD to gather sociode-
mographic data (including ethnic affiliation, age, marital
status, education, employment status, the context of
CRSV, and any participation in psychosocial support
programs).
Posttraumatic Growth Inventory (PTGI; Tedeschi &

Calhoun [31]): The PTGI is a 21-item self-report scale
for assessing psychological growth following a traumatic
event, in this case framed in the context of participants’
experiences of CRSV. The PTGI includes five subscales:
new possibilities (e.g., “established a new path for my
life”), relating to others (e.g., “a sense of closeness with
others”), personal strength (e.g., “knowing I can handle
difficulties”), spiritual change (e.g., “I have a stronger re-
ligious faith”), and appreciation for life (“I appreciate
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each day”). Items range from 1 (“I did not experience
this change as a result of my crisis”) to 6 (“I experienced
this change to a very great degree as a result of my cri-
sis”) and total scores on the PTGI range from 1 to 126,
with higher scores reflecting greater perceived growth.
In the present study, Cronbach’s alpha for the PTGI total
score was 0.96 and ranged from 0.66 to 0.90 for subscale
scores.
Harvard Trauma Questionnaire (HTQ; Mollica,

Caspi-Yavin, Bollini, & Truong [32]): A version for
Bosnia and Herzegovina [33] was used to explore experi-
ences of traumatic events and assess the presence of
PTSD symptomatology. It consists of four parts, though
only the first and fourth parts were used in this study.
The first part is a list of possible traumatic events that
civilians could potentially have been exposed to during
the war, for which there is a yes/no response format.
Events include: material deprivation, conditions relating
to war, bodily injury, forced confinement and coercion,
being forced to harm others, disappearance, death or in-
jury to loved ones, and witnessing violence to others.
The fourth part contains 40 statements about possible
psychosocial difficulties caused by trauma. The first 16
statements are derived from DSM-IV criteria for PTSD
and inquire about the symptoms of re-experiencing the
traumatic event, avoidance, and hyperarousal. The scale
for each response in these sections are rated from 1
“not at all” to 4 “very strongly”, whereby a mean item
score of 2.5 or above from the 16 items is considered
an indicator of symptoms of PTSD. In this study the
HTQ demonstrated very high reliability and internal
consistency, with Cronbach’s α = 0.96 for the PTSD
symptom scale.
Life-Orientation Test – Revised (LOT-R; Scheier, Car-

ver, & Bridges [34]): The LOT-R is a 10-item self-report
measure of dispositional optimism and pessimism, and
given its validation in Serbia [35], it was deemed applic-
able for use in the Bosnian population. It focuses on
positive and negative expectations for the future regard-
less of the means by which outcomes occur. In the 1994
revised version, the items more closely focused on ex-
pectancies of the future, which is the core of the concep-
tual trait of dispositional optimism. Three items in the
scale capture optimism (Cronbach’s α = .70), three cap-
ture pessimism (Cronbach’s α = .74) and the four
remaining items are fillers and are not scored. Scores
were calculated in its original unidimensional format.
Respondents rate each item on a scale from 0 “strongly
disagree” to 4 “strongly agree” (α = .74). A total score is
calculated by adding the inverted pessimism score to the
optimism score. Cronbach’s α for the total score is .73.
Coping Orientations to Problems Experienced Scale

(COPE; The Bosnian version used in this study is an
adaption of the validated Croatian COPE scale,

Hudek-Knežević, Kardum, & Vukmirović [36]): The Cro-
atian COPE is a 71-item scale to assess how people re-
spond when they are confronted with difficult or
stressful situations, whereby respondents rate each state-
ment on a scale from 0 “never” to 4 “I always do this”. It
produces 15 subscales that mirror the original COPE-60
[37], which include problem-focused, emotion-focused
and disengagement dimensions, and reflect the activities
from a particular coping domain. In the validated
Croatian version, ‘substance use’ referred exclusively
to alcohol, in the Bosnian translation, this referred
only to the use of sedatives. In the present study, the
internal consistency for 12 of the 15 subscales ranged
from .57 to .89. For three, Cronbach’s alpha was .50
or below (restraint .50, denial .44 and suppression of
competing activities .44), though this scale has been
used successfully in existing research (see Antičević,
Kardum, & Britvić [38]).
For the measures without validated Bosnian scales, a

process of translation and back translation was con-
ducted among the research team, students and
co-workers at the University of Tuzla, Department for
Psychiatry.

Data analyses
As an exploratory study, we were primarily interested
in the presence of PTG and its predictors, so as to
create a basis for further exploration. In order to do
this, the associations of study criterion variables
(PTGI and the five related subscales) were estimated
with various study predictor variables (severity of
PTSD, optimism, coping) in a two-step process. First,
a correlation matrix was calculated to explore rela-
tionships between predictor and criterion variables.
Second, the predictor variables that significantly cor-
related with the study outcome variable or one of its
subscales were entered as clusters in separate steps in
multivariate linear regression analyses. For the out-
come variable PTG and its subscales, we estimated
adjusted R squared (ΔR2) and beta (β) values for each
(set of ) predictor(s). ΔR2 shows the proportion of ex-
plained variance of the outcome variable by all ana-
lysed predictors, and β shows the relative
contribution of a predictor in explained variance of
the outcome variable. For all tests used in this study,
differences were considered significant when p = < .05.
There were few missing data within the sample, but
where missing values existed we calculated the series
mean. We factored in the total number of scale items
when doing this, and excluded scores where more
than 70% of values were missing. To prevent multi-
collinearity, continuous variables were standardized
(z-scores). All analyses were performed with SPSS
version 25 (IBM, 2018).
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Results
Circumstances of CRSV
Regarding the circumstances of rape, 45.2% (n = 47) of
women indicated that they were raped three or more
times during the conflict, with almost a third (29.8%,
n = 30) having been raped by three or more perpetrators.
The vast majority of women (76%, n = 79) did not know
their perpetrators. Women were on average 29.56 (SD =
8.9) years old (range 12–48) when their first experience
of rape took place. Fourteen women (13.5%) expressed
that they became pregnant as a result of being raped, of
whom 10 (9.6%) had this pregnancy terminated.

Severity of PTG, PTSD and psychosocial support
Table 1 gives an overview of total scores of predictor
and criterion variables. The average score for PTG in
this sample was 58.98 (SD = 23.01) out of a possible
score of 126. Participants scored highest on factors 1
and 2 (‘relating to others’ and ‘new possibilities’). Using
the HTQ as a screener for PTSD, the average item score
for participants in this sample was 3.18 (SD = .45). Given
the defined threshold of scores > 2.5 as an indication of
PTSD symptomatology, 96 participants (92.3%) in this
sample screened positive. The average number of trau-
matic events experienced by this sample across the life-
time was 25.52 (SD 5.8) events (range 7–39). Despite
this, less than a third of women in this study (n = 29,
28%) have sought psychosocial support since the end of
the war in BiH, with one person reportedly accessing
specialist care for CRSV survivors. The average period of
silence of their experience of rape was 10.52 (SD = 5.9)
years.

Associations between variables
By calculating bivariate correlations, the following vari-
ables exhibited significant associations with PTGI total
score (p < .05): optimism (r [103] = 0.285), and coping

Table 1 Socio-demographics and total scores for study
predictor and criterion variables

Mean SD

Age 48.85 8.72

n (%)

Ethnicity

Bosnian 94 90.4

Croatian 5 4.8

Serbian 5 4.8

Marital status

Married 59 56.7

Single 12 11.5

Widow 22 21.1

Divorced 11 10.6

Education

No schooling 14 13.5

Primary education 32 30.8

Secondary education 52 50.0

Higher education 6 5.8

Work

Employed 16 15.4

Unemployed 71 68.3

Retired 17 16.3

Mean SD Range

PTGI Total score 58.94 23.01 0–126

PTGI Subscales

PTGI Factor 1: Relating to others 19.12 8.03 0–35

PTGI Factor 2: New Possibilities 17.38 6.17 0–25

PTGI Factor 3: Personal Strength 11.38 4.95 0–20

PTGI Factor 4: Spiritual Change 6.82 2.52 0–10

PTGI Factor 5: Appreciation of Life 9.04 3.89 0–15

HTQ

PTSD 3.18 .45 Cutoff > 2.5

No. events 25.2 5.8

LOT-R 11.36 3.45 0–24

COPE Subscales

Positive reinterpretation 9.1 2.86 0–16

Active coping 10.26 2.59 0–16

Planning 13.7 3.43 0–20

Acceptance 10.66 2.6 0–16

Restraint 9.23a 2.54 0–16

Suppression of competing activities 12.10a 2.78 0–20

Denial 7.63a 3.33 0–16

Behavioural disengagement 8.65 3.74 0–20

Mental disengagement 14.99 4.06 0–24

Use of emotional social support 8.07 3.66 0–16

Table 1 Socio-demographics and total scores for study
predictor and criterion variables (Continued)

Mean SD

Age 48.85 8.72

n (%)

Use of instrumental social support 7.93 3.35 0–16

Venting of emotions 7.38 2.57 0–12

Humour 3.6 2.74 0–12

Substance use 13.63 4.73 0–20

Religion 13.52 2.5 0–16

n = 104
PTGI Posttraumatic growth inventory (total score 1–126)
LOT-R Life-Orientation Test Revised (score range 0–24)
COPE (Bosnian) Coping Orientations to Problems Experienced Scale
HTQ (Bosnian) PTSD mean score items 1–16 (2.5 screening threshold), No.
events across lifetime
aAlpha below .50
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subscales: positive reinterpretation (r [103] = 0.336), plan-
ning (r [103] = 0.282), behavioural disengagement (r
[103] = − 0.249) and substance use (r [103] = − 0.211,).
Complete bivariate correlations of criterion variable PTGI
total score and its subscales, and predictors, can be found
in the Additional file 1.

Predicting PTG
Predictor variables that were significantly correlated
(p = < .05) with the study outcome variable (PTGI total
score) or one of its subscales in step 1 of the analysis
(see Table 2), were hierarchically entered as clusters in
separate multivariate linear regression analyses as step 2
of the analysis. Given the high prevalence of PTSD
symptomatology across the sample, we controlled for
this in the analysis by entering it in each regression as
cluster 1. Optimism and coping subscales were entered
forward in cluster 2.
Overall, combinations of optimism and four types of

coping significantly predicted PTGI total score and each
of the five subscales. The results of the regression ana-
lyses indicate that two predictors explained the largest
proportion of variance: ΔR2 .157 of PTGI total score,
with standardized regression coefficients for positive re-
interpretation β .282 (t = 3.05, p < .01) and behavioural
disengagement β − .245 (t = − 2.57, p < .05). Table 2
summarizes the results of the multivariate regression
analysis for PTGI total scores and all five subscales.

Discussion
This study sought to explore the extent of PTG among a
sample of female CRSV survivors from Bosnia and
Herzegovina, and to further understand positive and
negative outcomes of trauma, by examining the relation-
ship between PTG, PTSD symptomatology and disposi-
tional factors such as coping and optimism. To the best
of our knowledge, this is the first study to assess these
combined measures within the context of CRSV, and the
first within BiH. The main findings in relation to our
first objective show the overall score for PTG was 58.94.
Comparative to findings documented in existing litera-
ture, this score sits in the mid to high range among sam-
ples of sexual and physical assault, and rape survivors
(see a review by Elderton, Berry, & Chan [39], for scores
ranging from 32.76 to 68.08). With regard to popula-
tions of refugees and displaced persons among the Bos-
nian population who were exposed to war-related
trauma, this is comparatively high (see Powell et al. [40]
for an average score of 44.10) but low when compared
to students in the general population (average score
83.16, see Tedeschi & Calhoun [31]). Upon closer inves-
tigation, participant scores indicate that PTGI factor 1:
relating to others (i.e. gaining an appreciation of close-
ness with others, making effort in relationships) is the

domain in which they perceived the most growth, with
the second highest associated with factor 2: new possi-
bilities (i.e. planning for the future, seeking new oppor-
tunities). The lowest mean scores in this sample were
associated with factor 4: spiritual change.
Scores of dispositional optimism in this study were al-

most 50% lower than in a sample of Bosnian refugees
resettled in the Netherlands [1]. This finding could po-
tentially be a reflection of optimism which is influenced
by context, as a central component to growth following
trauma. The study by Mooren & Kleber [1] assessed
women who had the prosperity of a future in a different
country without war. Bosnian survivors of CRSV who
remained in the country post-war were often displaced
to regions where conflict was ongoing (even after peace
was officially declared). This is linked to the widespread
narrative that victims of war have been largely neglected
by the Bosnian government and the international com-
munity, with decades-long prosecution of perpetrators
[5]. These findings are consistent with other studies of
mental health outcomes of individuals from Balkan
countries who remained after the war compared to those
who fled the region as refugees. For example, results
from Priebe and colleagues [41] found there to be less
improvement in PTSD symptomatology among those
who remained in post-conflict settings, and posit that
complex presentations of war-related traumatic stress,
coupled with higher levels of other risk factors, such as
post-war socioeconomic hardship and societal instability,
could delay recovery and hamper optimism. Nonethe-
less, it must also not be discounted that successful cul-
tural assimilation into new environments can be
compromised by negative experiences in local communi-
ties, as well as displacement and migration [42], and
thus a true comparison of scores of optimism between
refugees and persons who did not flee, women who
experienced CRSV and those who did not, and across
studies of the past twenty years, remains tenuous.
Equally, without cueing participants to focus specific-
ally on CRSV experiences when reporting optimism
and other outcomes, symptomatology related to more
recent experiences of ongoing hardships may domin-
ate their narrative.
The analyses with regard to our second objective,

sought to further examine the relationship between PTG
and associated predictors. In our sample of CRSV survi-
vors, results showed that a higher level of PTG positively
correlated with a greater degree of dispositional opti-
mism, positive reinterpretation and planning as
approach coping strategies, and negatively correlated
with behavioural disengagement and substance use as
avoidance coping strategies. When entered into a model
to determine the power of these variables in predicting
PTG overall, only positive reinterpretation and
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Table 2 Predictors of PTG (PTGI Total Score and subscales)

Predictors β SE t p R2 ΔR2

PTGI Total Score

Step 1 .020 0.01

HTQ 0.141 .098 1.434 0.155

Step 2 .128** .110

HTQ 0.12 .093 1.288 2.01

COPE Positive reinterpretation .329 .093 3.535 .001**

Step 3 .182** .157

HTQ 0.183 .094 1.949 .054

COPE Positive reinterpretation .282 .092 3.047 .003**

COPE Behavioural disengagement −.245* .095 −2.569 .012*

PTGI Factor 1: Relating to others

Step 1 .009 −.001

HTQ .094 .099 .949 .345

Step 2 .105** .087

HTQ .083 .094 .878 .382

LOT-R .310 .094 3.291 .001**

Step 3 .142** .116

HTQ .072 .093 .777 .439

LOT-R .253 .097 2.619 .010*

COPE Positive reinterpretation .201 .097 2.072 .041*

PTGI Factor 2: New possibilities

Step 1 .018 .009

HTQ .136 .098 1.383 .170

Step 2 .115** .098

HTQ .116 .094 1.238 .219

COPE Positive reinterpretation .312 .094 3.329 .001**

Step 3 .163** .138

HTQ .112 .092 1.224 .224

COPE Positive reinterpretation .247 .096 2.587 .011*

LOT-R .229 .095 2.396 .018*

PTGI Factor 3: Personal strength

Step 1 .026 .017

HTQ .162 .098 1.654 .101

Step 2 .153* .136

HTQ .139 .092 1.518 .132

COPE Positive reinterpretation .357 .092 3.889 .000**

Step 3 .226* .203

HTQ .186 .089 2.078 .040*

COPE Positive reinterpretation .336 .088 3.805 .000**

COPE Substance use - .276 .089 −3.081 .003**

Step 4 .267* .238

HTQ .233 .090 2.599 .011*

COPE Positive reinterpretation .298 .088 3.383 .001**

COPE Substance use −.221 .091 −2.438 .017*
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behavioural disengagement remained, and collectively
accounted for 16% of growth following CRSV in this
sample. The same combination of predictors of PTG (i.e.
optimism, positive reinterpretation, behavioural disen-
gagement and substance use) was consistently strongest
across all PTGI subscales. These could be said to be
proxy indicators of pathogenic/salutary outcomes: opti-
mism and positive reinterpretation as buffers against,
and substance use and behavioural disengagement as
risk factors for, poor growth.
The role of PTSD in this sample is one of particular

interest. Almost the entire sample met threshold for
symptomatology, a finding which is comparable to evi-
dence in other samples of sexual violence survivors [43].
This may be as a result of the complexities of sexual vio-
lence in the context of war, including negative appraisal
of emotions and symptoms, perceived negative responses

from others, and shame and stigma [28, 29] associated
with this type of violence. Despite this, PTSD symptom-
atology (measured by HTQ mean score items 1–16) did
not significantly correlate with PTG overall, nor did it
remain as primary predictor when entered into a regres-
sion model for PTGI total score. This corroborates a re-
view of research by Elderton et al. [39], who identified
multiple non-significant relationships between PTG and
PTSD across studies of female physical and sexual as-
sault victims. The authors posit that growth gains are
possible while still experiencing substantial distress. It is
likely that distress actually forces some individuals to
create meaning from their experience, and thus balance
out feelings of loss or suffering. This phase of reflective
processing that takes place post-trauma – whereby an
individual navigates a period of cognitive restructuring
(Cann et al. [14]) – may well play a pivotal role in the

Table 2 Predictors of PTG (PTGI Total Score and subscales) (Continued)

Predictors β SE t p R2 ΔR2

COPE Behavioural disengagement −.220 .094 −2.352 .021*

PTGI Factor 4: Spiritual change

Step 1 .026 .017

HTQ .162 .098 1.654 .101

Step 2 .153** .136

HTQ .139 .092 1.518 .132

COPE Positive reinterpretation .357 .092 3.889 .000**

Step 3 .226** .203

HTQ .186 .089 2.078 .040*

COPE Positive reinterpretation .336 .088 3.805 .000**

COPE Substance use - .276 .089 −3.081 .003**

Step 4 .267** .238

HTQ .233 .090 2.599 .011*

COPE Positive reinterpretation .298 .088 3.383 .001**

COPE Substance use −.221 .091 −2.438 .017*

COPE Behavioural disengagement −.220 .094 −2.352 .021*

PTGI Factor 5: Appreciation of life

Step 1 .016 .007

HTQ .128 .098 1.303 .195

Step 2 .088* .070

HTQ .196 .098 1.998 .048*

COPE Behavioural disengagement −.276 .098 −2.818 .006**

Step 3 .124** .097

HTQ .174 .097 1.791 .076

COPE Behavioural disengagement −.237 .099 −2.401 .018*

COPE Positive reinterpretation .193 .096 2.013 .047*

*p < .05 **p < .01
PTGI Posttraumatic growth inventory
LOT-R Life-Orientation Test Revised - Optimism-pessimism
COPE (Bosnian) Coping Orientations to Problems Experienced Scale
HTQ (Bosnian) PTSD mean score items 1–16
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amount of growth that can be achieved. In particular,
hyper-arousal – often regarded as the core symptom
cluster of PTSD that directs subsequent trauma out-
comes – may cause an individual to re-evaluate their life
and relationships in the process of growth, balancing
interaction with the world with withdrawing socially and
engaging in avoidant behaviours [15]. This argument
would also support the notion that irrespective of the se-
verity of the trauma, pathogenic and salutary outcomes
are both possible (Solomon & Dekel [16]; Grubaugh &
Resick [43]); that PTSD and PTG likely therefore
co-exist in a dual mechanism but are not part of the
same dimension.
Questions remain though, as to what other factors dic-

tate how well a person navigates the phase of cognitive
restructuring. There is potential for pre-traumatic levels
of individual resources to be indicative of capacity for
growth, i.e. someone with greater personal strength may
experience both more severe PTSD but also higher levels
of PTG when compared against someone else who expe-
rienced the same trauma. This line of reasoning follows
the temporal stability and generalized, consistent nature
of optimism and coping as dispositional traits [24]; per-
haps able to change slowly across the lifespan, but un-
changing on the whole. And thus, although this is a
cross-sectional study, we can hypothesise they are
present pre-trauma, and prevail in the instance of a trau-
matic event, which allows us to posit a longitudinal un-
derstanding. This is a notion supported elsewhere that
growth is an interactive function of pre-event resources,
event appraisals, and coping strategies (Solomon &
Dekel [16]). This phase could equally be altered by ac-
cess to, and uptake of, psychosocial services. Only one
woman in this study utilised specialist support for survi-
vors of rape; although approximately a third of women
have had access to generalised psychiatric care at some
point. This result highlights a gap in service provision
with regard to poor mental health post-conflict, particu-
larly for rape survivors. It further highlights the need for
a sustained interaction between psychiatric and social
care facilities given the range of war-related experiences,
post-war instability and chronic mental ill health. This
corresponds with the premise of Mittelmark & Bauer
[10] that the emphasis must remain on achieving lasting,
positive health outcomes – particularly in the aftermath
of traumatic events. Nonetheless, further investigation is
needed to understand the development of PTG, as well
as to discern the ways in which post-trauma experiences
(e.g. access to care, negative social appraisal) may influ-
ence its development.

Limitations
Although the study has some major strengths, several
limitations must be considered. Firstly, self-report

measures were used as the primary source of data collec-
tion, and are therefore based on perceived capacities and
not on objective indicators. This is especially relevant
for PTSD, for which we used a screener of symptoms
but requires a subsequent clinical interview to confirm
an individual diagnosis. Second, in the validated Cro-
atian version of the COPE, substance use refers exclu-
sively to alcohol, whereas in the Bosnian adaption this
refers to the use of sedatives, unlike the original scale.
Such discrepancies in translation might be reflected in
the low internal consistency of multiple subscales (three
with α below .50), and is cautionary in terms of how
consistent these results are likely to be. Low internal
consistency might also represent a lack of cross-cultural
validity of the different defined coping domains, that is,
the set of coping activities clustered as a subscale in the
original instrument might not be contextually valid
among this specific population of Bosnian women who
experienced interpersonal violence in a politicised envir-
onment. Regardless, the ways in which an individual
copes is by no means a guarantee that these activities
are beneficial to another. On the basis of this, we con-
sider scores on the COPE subscales as indicators of ap-
plication: a low score reflects little use of the specific
collection of coping styles, whereas a high score refers to
a greater use of the specific collection of coping styles.
Thus, in our analyses, significant relationships between
coping strategies and PTG refer to the finding that
higher intensity of specific coping styles are associated
with higher score on PTG.
Third, given the hard-to-reach population at the focus

of investigation it may be the case that this sample does
not truly represent the population under study. In
addition, having participants selected from a pool of war
victims may imply a selection bias and explain the high
rates of trauma seen in this sample. Results must be
interpreted with these points in mind. It is also ques-
tionable that participants were contacted by the Presi-
dent of the Association for Women Victims of War, and
may have felt a certain pressure to take part that would
not have been felt with an external researcher. Fourth,
PTSD and PTG symptoms could be related to any of the
several traumatic events experienced by the sample,
since it is not possible to cue measure solely to the expe-
riences of CRSV, and not any events post-trauma. While
the results can explain outcomes for this population, it
cannot discount the impact of other traumatic events
over the life course. Finally, studies of cross-sectional de-
sign limit the extent to which findings can be interpreted
as causal evidence, or adequately reflect the course of
PTG (Maercker & Zoellner [21]) or severity of PTSD
symptomatology. However, these do represent temporal
stability, and future longitudinal research would add
weight to these ideas.
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Implications
With the scores of PTG in this sample in the mid- to
high-range when compared to other populations of sex-
ual violence victims, there is assurance that growth after
CRSV is possible, even among individuals who experi-
ence political instability and economic disparity for
many years in post-conflict periods. It is especially
promising that even though the sample in this study is a
highly burdened population, PTG remains rather high
when compared to the general population. These find-
ings should provide a basis in which to explore PTG
within other similar populations and add weight to the
premise of harnessing strength and new levels of life
awareness and adaption; a shift to promoting positive
health outcomes and supportive environments. Clinical
practice and research fields, as well humanitarian profes-
sionals working in conflict-affected communities, can
equally address these issues. Mental health professionals
may orient their psychosocial support to harness the po-
tential for growth, particularly if utilising the different
components of PTG as outlined by Tedeschi & Calhoun
[31]. For instance, this could include involving family
members or connecting survivors with people who have
similar histories; promoting new opportunities for social
interaction or personal/professional development;
psycho-education to enhance and build coping strategies;
or by being attuned to survivors’ faith or religious beliefs.
These findings also complement the survivor-centred ap-
proach [44], implemented by humanitarian professionals,
that seeks to build individual and community resources in
the aftermath of CRSV, particularly when moving from
emergency to recovery phases. Practitioners may use cop-
ing strategies as identifiers as to who may be at greater
risk of poor outcomes long-term, and incorporate cogni-
tive techniques that enable survivors to reframe their
trauma into a positive life experience. Researchers can ex-
plore further the particularities of coping and PTG for
survivors of CRSV (in the Bosnian population), in the con-
text of post-war instability, at different stages of recovery
and if/how this has changed their perspective.

Conclusion
Several main findings have been identified from this study,
which have implications across both clinical practice and
research. Namely, that optimism, approach coping strat-
egies positive reinterpretation and planning, and avoid-
ance strategies behavioural disengagement and substance
use are most strongly associated with PTG in this sample.
Upon further examination, positive reinterpretation of
events and behavioural disengagement from goal-oriented
activities appear to be the two main components predict-
ing PTG, explaining approximately 16% of the variance.
Given that these results likely act as proxy indicators of
pathogenic and salutary outcomes, as both protective and

risk factors respectively, addressing their power in a thera-
peutic capacity could promote growth gains overall. These
findings reiterate the idea that growth does not equate to
simply a decrease in distress or an increase in well-being,
but is likely a more complex, dual mechanism. Future re-
search can explore other impinging factors that contribute
to PTG among populations of CRSV survivors.
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A Dual Model of Posttraumatic Stress and Posttraumatic Growth in 

Survivors of Sexual Violence 

“PTG and distress are essentially separate dimensions, and growth experiences do not put 

an end to distress in trauma survivors” 

 

Tedeschi & Calhoun (2004)  



76 
 
 

Publication IV 

Anderson, K, Komproe, I, Delić, A, Avdibergović, E, van Ee, E & Glaesmer, H (2020). A Dual-

Model of Posttraumatic Stress and Posttraumatic Growth in a Community Sample of Female 

Conflict-Related Sexual Violence Survivors from Bosnia & Herzegovina. Journal of Human 

Trafficking, Enslavement and Conflict-Related Sexual Violence. Final accepted manuscript. 

 

Objective:  

The core assumption is that the relationship between CRSV and PTG is mediated by psychosocial 

factors such as coping. Multiple indirect relationships are suggested, that specify strategies of 

coping that buffer against PTSD and promote PTG and contribute to explaining this dual 

mechanism. A more detailed understanding of these mechanisms – the interrelationships and 

the differences between those who experienced CRSV and those who did not – will shed light 

onto the dual PTSD-PTG mechanism and might have important implications for how to support 

survivors of CRSV towards PTG and recovery. 

 

Background:  

Posttraumatic stress disorder (PTSD) and posttraumatic growth (PTG) are increasingly 

acknowledged as psychological outcomes that can co-occur in the aftermath of a traumatic 

event. Less clear however, is how these outcomes interact – particularly for female survivors of 

conflict-related sexual violence (CRSV) – and to what extent intermediary factors such as coping 

play a role in this relationship. 

 

Methodology:  

In a sample of 192 survivors of the 1990s conflict in Bosnia & Herzegovina; of whom 104 

experienced CRSV, and 88 who did not, a structural equation model was tested using LISREL 8.8 

that included CRSV as a traumatic event, ‘positive reinterpretation’ (as a strategy of approach 

coping) and ‘behavioural disengagement’ (as a strategy of avoidance coping), and PTSD and PTG 

as psychosocial outcomes. It was hypothesised that there would be differences in the 

mechanisms by which PTG and PTSD interact in the two subgroups, given the differences in the 

nature of the trauma they experienced. 
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Results:  

Through multiple indirect relationships, results showed that CRSV survivors respond to their 

trauma with both PTSD and PTG, substantiating a dual PTSD-PTG mechanism, as opposed to a 

single spectrum with these outcomes at the poles. With regard to coping strategies, positive 

reinterpretation predicted greater PTG, and behavioural disengagement predicted greater PTSD. 

In the sample of non-sexual violence survivors, positive reinterpretation also remained a 

significant predictor of PTG. 

 

Conclusion:  

Findings suggest that positive reinterpretation as a coping strategy appears to be a stable 

characteristic that independently predicts PTG, irrespective of trauma type. Mental health care 

professionals should take into account this specific mechanism when addressing the needs of 

CRSV survivors, but also war survivors more generally. Reframing traumatic events and post-

trauma sequalae during treatment could lead to greater PTG and enhance recovery. 
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Abstract

Background: Posttraumatic stress disorder (PTSD) and posttrau-
matic growth (PTG) are known psychological outcomes that can co-occur in the af-
termath of a traumatic event. However, it is less clear how these outcomes interact
– particularly for female survivors of conflict-related sexual violence (CRSV) – and
to what extent intermediary factors play a role in this relationship.

Methods: In a sample of 192 war survivors from Bosnia & Herzegovina (n = 104
experienced CRSV, n = 88 did not), a structural equation model (LISREL 8.8) tested
CRSV as a traumatic event, ‘positive reinterpretation’ (as a strategy of approach
coping) and ‘behavioural disengagement’ (as a strategy of avoidance coping), and
PTSD and PTG as psychosocial outcomes. A difference in the mechanisms by which
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PTG and PTSD interact in the two subgroups was hypothesised, given the differences
in the nature of the trauma they experienced.

Results: Through multiple indirect relationships, results showed that CRSV sur-
vivors respond to their trauma with both PTSD and PTG, suggesting a dual PTSD-
PTG mechanism. As for coping strategies, positive reinterpretation predicted greater
PTG, and behavioural disengagement predicted greater PTSD. In the sample of non-
sexual violence survivors, positive reinterpretation also remained a significant predictor
of PTG.

Conclusions: Positive reinterpretation as a coping strategy appears to be a stable
characteristic that independently predicts PTG, irrespective of trauma type. Mental
health professionals should take into account this mechanism when addressing the
needs of CRSV survivors, but also war survivors more generally. Reframing traumatic
events and post-trauma sequalae during treatment could lead to PTG and enhance
recovery.

1. Background

The development of posttraumatic growth (PTG) in the after-
math of a traumatic event is a salutary association.1 It is increasingly investigated
across mental health literature, with much debate as to how this association is
impacted by other factors and how it differs across different types of events.2

PTG is understood as a ‘significant beneficial change in cognitive and emotional
life that goes beyond previous levels of adaptation or psychological functioning
and is a way of living optimally in the wake of trauma’.3 Some suggest that PTG
can be viewed as a defence against the development of pathology following a
traumatic event,4 but it is likely to be more complex. There is moderate support
for a curvilinear relationship between posttraumatic stress disorder (PTSD)
symptomatology and PTG, whereby fewer PTSD symptoms may not be enough
stimulation for a person to experience PTG, and a greater number of symptoms
may result in mental health consequences that prevent the opportunity for
PTG.5 Other evidence suggests that adjustment to trauma is a process influenced

M Mittelmark and G Bauer, ‘The Meanings of Salutogenesis’ in M Mittlemark and G Bauer
(eds), The Handbook of Salutogenesis (Springer 2017).

1

E Ulloa, M Guzman, M Salazar, and C Cala, ‘Posttraumatic Growth and Sexual Violence: A
Literature Review’ (2016) 25 J Aggress Maltreat Trauma 286.

2

RG Tedeschi, C Park and LG Calhoun, ‘Posttraumatic Growth: Future Directions’ in RG Te-
deschi and others (eds), Posttraumatic Growth: Positive Changes in the Aftermath of Crisis (Mahwah,
New Jersey 1998) 1.

3

S Dekel, T Ein-Dor and Z Solomon, ‘Posttraumatic Growth and Posttraumatic Distress: A
longitudinal Study’ (2012) 4 Psychol Trauma 94.

4

B Kleim and A Ehlers, ‘Evidence for a Curvilinear Relationship Between Posttraumatic Growth
and Posttrauma Depression and PTSD in Assault Survivors’ (2009) 22 J Trauma Stress 45;

5

Z Solomon and R Dekel, ‘Posttraumatic Stress Disorder and Posttraumatic Growth Among
Israeli Ex-POWs’ (2007) 20 J Trauma Stress 303.
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by factors that pre-date the trauma (eg socioeconomic status, family stability, a
history of trauma) or psychosocial factors (eg personality, coping strategies,
social support), as well as event characteristics (eg type, intensity, duration of
exposure or perceived threat).6

Taking the type of event as an important factor in the possible development
of psychological sequalae following trauma, differences begin to emerge. Events
experienced by groups of people (eg natural disasters) tend to result in a
strengthened common identity, manifestations of solidarity and improved self-
esteem.7 Events experienced personally by an individual, such as that of inter-
personal violence of a sexual nature, can trigger a more complex reaction,
including high rates of depression, anxiety and PTSD.8 In some contexts, addi-
tional factors can contribute to subsequent outcomes. For example, how con-
trollable the event was to the victim; whether they attribute the occurrence of
the event to a personal characteristic; or whether it was under the control of
another person or entity. Moreover, if a survivor of sexual violence negatively
appraises their emotions and symptoms, or indeed if they perceive negative
responses from others, there is a greater risk of developing PTSD.9 This often
stems from the shame and stigma that is associated with this type of violence,
particularly in conflict settings,10 that may be perceived differently to other non-
interpersonal, war-related trauma, such as the death of a loved one. Findings
among adolescent girls in the Democratic Republic of the Congo (DRC) showed
that stigmatisation related to conflict-related sexual violence (CRSV) has a
greater mediating impact on mental health outcomes, than the act itself.11 Fur-
thermore, CRSV often takes place among other forms of violence (eg looting
and destruction of property), and comprises multiple forms of victimisation,12

which may compound psychological outcomes and societal reactions.
With regard to psychosocial factors, it is understood that coping is the process

by which people manage their stress following a traumatic event; either by doing
something to alter the source of the stress, or by managing the emotional reac-

J Lawrence and J Fauerbach, ‘Personality, Coping, Chronic Stress, Social Support and PTSD
Symptoms among Adult Burn Survivors: A Path Analysis’ (2003) 24 J Burn Care Rehabil 63.

6

D Garcia and B Rimé, ‘Collective Emotions and Social Resilience in the Digital Traces After a
Terrorist Attack’ (1993) Psychol Sci 30.

7

A Verelst, M De Schryver, E Broekaert and I Derluyn, ‘Mental Health of Victims of Sexual
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BMC Women’s Health 106.
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K Chivers-Wilson, ‘Sexual Assault and Posttraumatic Stress Disorder: A Review of the Biolog-
ical, Psychological and Sociological Factors and Treatments’ (2006) 9 MJM 111.
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D Mukwege and C Nangini, ‘Rape with Extreme Violence: The New Pathology in South Kivu,
Democratic Republic of Congo’ (2009) 6 PLoS Med 1.
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A Verelst and others, ‘The Mediating Role of Stigmatization in the Mental Health of Adolescent
Victims of Sexual Violence in Eastern Congo’ (2014) 38 Child Abuse and Negl 1139.
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D Haynes, ‘Lessons from Bosnia’s Arizona Market: Harm to Reconstruction Process’ (2002)
158 Univ PA Law Rev 1779.
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tions associated with it.13 Several scholars have found approach coping styles
(where a person seeks to resolve the stressor) to be positively correlated with
PTG in people with experiences of interpersonal violence, and the opposite
(actively avoiding the stressor) negatively associated with PTG.14 Furthermore,
it has been found that male and female survivors of sexual violence who dis-
closed their assault (as form of approach coping) were more likely to experience
PTG.15 This is a particularly important aspect of recovery for survivors, given
that withdrawal from social networks often takes places in the aftermath of in-
terpersonal trauma of a sexual nature.16 In other research, however, positive
relationships between avoidance strategies and psychological outcomes have
been identified. Verelst and colleagues found that while certain symptoms may
stem from direct emotional and psychophysiological responses to reliving
traumatic sexual events, symptoms of avoidance may constitute a marker of a
stigmatised social position within the individual’s family and community.17 An-
other explanation for this is that the use of avoidance strategies among women
may be more commonly associated with greater distress in the aftermath of
sexual violence, because the tendency to suppress thoughts about the stressor
or denying its existence, may paradoxically lead to over-attention to the event.18

This may initially serve as a protective mechanism to mitigate emotional distress
following trauma.19 However, among other populations, research has shown
that avoidance coping strategies can lead to more positive adaptations in the
short term, but have no, or even negative, effects in the long term.20

In a previous study based on the dataset presented in this article, findings
from women in Bosnia and Herzegovina who experienced CRSV during the
war from 1992-1995 showed that higher levels of positive reinterpretation (as

C Carver, MF Scheier and J Weintraub, ‘Assessing Coping Strategies: A Theoretically Based
Approach’ (1989) 56 J Pers Soc Psychol 267.
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lence Abus 219; M Brooks and others, ‘Trauma Characteristics and Posttraumatic Growth: The
Mediating Role of Avoidance Coping, Intrusive Thoughts, and Social Support’ (2019) 11 Psychol
Trauma 232.
A Cole, ‘Differential Adjustment among Sexual Assault Survivors: Predicting Positive Outcome’
(State University of New York at Binghampton 2008).

15
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110.
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Institute 2003).
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Pathology to Predict Posttraumatic Growth Among 9-1-1 Telecommunicators’ (2017) J Interpers
Violence 1.
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a form of approach coping, ie reframing the event and subsequent sequalae)
and lower levels of behavioural disengagement (as a form of avoidance coping,
ie withdrawing effort from achieving the goal with which the stressor interferes)
were associated with a greater degree of PTG.21 These domains of coping likely
represent mediators for pathogenic and salutary outcomes: positive reinterpre-
tation as a buffer against, and behavioural disengagement as a risk factor for,
lower measured PTG. Regression analyses indicated that the severity of
posttraumatic symptomatology was not significantly associated with PTG, which
may be attributable to the fact that PTSD was identified in more than ninety
percent of the sample.

Nonetheless, such findings can only tell us so much. We know that coping
provides a person with the emotional and behavioural tools to appraise and as-
sess a situation for threat, which can be a protective factor in times of distress
and buffer against psychological suffering. However, whether this occurs directly
(where an increase in coping skills will result in an increase in PTG irrespective
of the existing level of PTSD) or indirectly (protecting persons from the poten-
tially pathogenic influence of stressful events) remains unclear. Prior analyses
have potentially been too simplistic. This occurs particularly as a result of the
difficulty in obtaining retrospective data in certain populations and a reliance
on cross-sectional studies, and therefore an inability to make causal inferences.22

Given the evidence, the most likely interaction is that events themselves do not
result directly in PTSD/PTG,23 but individuals will respond to stress with a
mixture of resilience-promoting resources and vulnerability to mental illness24

– a dual mechanism – rather than PTG falling on the ‘adaptive’ end of a single
spectrum of post-trauma adjustment.25 This results in multiple indirect relation-
ships between trauma, PTG and PTSD that may be influenced by psychosocial
factors such as coping. The purpose of this paper is to delve deeper into the
possibility of a dual mechanism by which PTG and PTSD interact in the after-
math of trauma, and to explore the extent to which they are impacted by certain
coping strategies. Findings from this study are expected to have important
clinical implications regarding the support of CRSV survivors. As Bosnia goes
through a long-overdue investigation of war crimes that took place during the

K Anderson and others, ‘Predictors of Posttraumatic Growth among Conflict-Related Sexual
Violence Survivors from Bosnia and Herzegovina’ (2019) 13 Confl and Health 23.
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conflict, the acts of CRSV, trafficking and enslavement are likely to come to the
fore once again. This is particularly poignant for the stigmatisation felt by CRSV
survivors, and the role it plays in recovery and long-term outcomes. It can help
clinicians and mental health workers understand what to address in interven-
tions based on a holistic view of the women, their experiences and their reactions
to it. Focusing on recovery does not mean that a traumatic event did not occur,
or symptoms necessarily disappear,26 but understanding a PTSD-PTG mecha-
nism and associated coping strategies may serve to prepare and buffer survivors
against further mental deterioration. As such, we have conceptualised a model
to explore this process.

1.1. The Hypothesised Model

On the basis of earlier analyses and existing literature on the
subject, our hypothesised model explored a possible PTSD-PTG mechanism
specified by: five pathways between experiencing CRSV; positive reinterpretation
and behavioural disengagement as strategies of coping; and PTSD severity and
PTG as psychosocial outcomes. At the core of this model, several indirect rela-
tionships were specified between the experience of sexual violence and PTG.
On one hand, 1) experiencing CRSV can lead to higher PTSD scores which may
result in lower measured PTG; 2) CRSV can lead to the use of behavioural dis-
engagement (as an avoidance coping strategy), which could lead to lower
measured PTG; and 3) this second pathway could be further mediated by PTSD.
On the other hand, 4) the experience of CRSV could lead to positive reinterpre-
tation of the event (as an approach coping strategy) which could result in
higher measured PTG; and 5) this relationship could be further mediated by
behavioural disengagement and has a negative impact on PTG. Given the dif-
ference in trauma types between the subsamples and the mechanisms by which
coping influences psychosocial outcomes, the final model for the non-sexual
violence survivors is expected to fit differently. The hypothesised model is
presented in figure 1.

W Anthony, ‘Recovery from Mental Illness: The Guiding Vision of the Mental Health Service
System in the 1990’s’ (1993) 16 Psychosoc Rehabilitation 11.
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Figure 1.  Hypothesised Model of Relationships between the Experience of Sexual 

Violence and Outcomes PTSD Severity and PTG 
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Figure 1. Hypothesised Model of Relationships between the Experience of Sexual
Violence and Outcomes PTSD Severity and PTG

The core assumption when testing this model is that the relationship between
CRSV and PTG is mediated by psychosocial factors such as coping. Multiple
indirect relationships are presented, that specify strategies of coping that buffer
against PTSD and promote PTG and contribute to explaining this dual mecha-
nism. These assumptions are tested using a structural equation modelling ap-
proach within a sample of CRSV survivors from Bosnia and Herzegovina and
compared to a group of war survivors who did not experience CRSV. The re-
search has three main hypotheses: 1) PTG and PTSD will both be possible
psychosocial outcomes among this war-affected population; 2) the explanatory
mechanisms for PTG among CRSV survivors will be different from participants
who did not experience CRSV, and 3) higher measured PTG among CRSV
survivors will be associated with greater positive reinterpretation as an approach
coping strategy, and lower behavioural disengagement as an avoidance coping
strategy. A more detailed understanding of these mechanisms – the interrela-
tionships and the differences between those who experienced CRSV and those
who did not – will shed light onto the dual PTSD-PTG mechanism and might
have important implications for how to support survivors of CRSV towards
PTG and recovery.

2. Methodology

2.1. Design and setting

The data presented here are part of a cross-sectional study on
the quality of life and long-term psychological consequences among women
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with experiences of CRSV during the conflict in Bosnia and Herzegovina.
During this conflict, women are believed to have been subjected to CRSV by
civilians, locally stationed and foreign military forces27 and even peacekeepers.28

The present study refers to the United Nations (UN) definition of CRSV, as:
‘rape, sexual slavery, forced prostitution, forced pregnancy, forced abortion,
enforced sterilization, forced marriage, and any other form of sexual violence
of comparable gravity perpetrated against women, men, girls or boys that is
directly or indirectly linked to a conflict’,29 and specifically to rape. Data used
in this study were collected by the research team from December 2012 to
December 2014, twenty years after the start of the war. Results elsewhere have
shown that more than half of female CRSV survivors still suffered from PTSD
more than two decades after the start of the war.30 Ethical approval was given
by the Human Research Ethics Board of the Medical Faculty of the University
of Tuzla, Bosnia and Herzegovina.

2.2. Participants

Female survivors of CRSV in this study were recruited by au-
thor AD, with the assistance of the Bosnian non-governmental, non-profit orga-
nisation Association for Women Victims of War, who campaign for the rights
of women and girls who experienced sexual violence during the conflict, and
possess a database of more than 700 CRSV survivors. Participants were eligible
for inclusion in this study if they had been residents of Bosnia and Herzegovina
during and after the war and were between 30-65 years old at the time of study.
On the basis of a study screening measure of cognitive functioning (Mini

A Delić, P Kuwert and H Glaesmer, ‘Should the Definition of the Term “Children Born of
War” and vulnerabilities of children from recent conflict and post-conflict settings be

27
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16 Fem Psychol 373; T Salzman, ‘Rape Camps as a Means of Ethnic Cleansing: Religious,
Cultural, and Ethical Responses to Rape Victims in the Former Yugoslavia’ (1998) 20 HRQ
Quarterly 348; C Benard, ‘Rape as Terror: The Case of Bosnia’ (1994) 6 Terror Polit Violenc
29.
K Jennings and V Nikolić-Ristanović, ‘UN Peacekeeping Economies and Local Sex Industries:
Connections and Implications’ (2009) MICROCON Research Working Paper 17 <DOI:
10.2139/ssrn.1488842> accessed 3 April 2019.
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April 2017.

29
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30

Strategies of Survivors in Bosnia and Herzegovina’ (2014). <https://www.medicamon-
diale.org/fileadmin/redaktion/5_Service/Mediathek/Dokumente/English/Documentations
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diale.pdf> accessed 1 May 2018.
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Mental Status Examination, MMSE31) women were excluded with scores < 23
(out of a possible score of 30, with 24 indicating normal cognition) or those
with a psychiatric history prior to the war. Participants for the CRSV group were
eligible if they had experienced sexual violence during the years 1992-1995 and
had disclosed this to the association. A control group of women who did not
experience sexual violence during the war (non-CRSV), but met other study
criteria, was selected from the general population using a method of snowball
sampling. This subsample served as way to isolate the impact of CRSV from
other wartime events experienced by the entire sample (eg separation from
family members, loss of loved ones, displacement).

2.3. Procedures

A multistage sampling method was employed to reach the ci-
vilian population who experienced sexual violence during the war. Seven local-
ities across Bosnia and Herzegovina were identified as having the greatest
density of registered CRSV survivors and using the list of registered female
members of the association, the President of the Association for Women Victims
of War telephoned survivors from selected localities to provide them with infor-
mation about the research project and invite them to voluntarily participate in
the study. For those who consented, the initial interview was then conducted
in person by AD in two or more sessions, with breaks upon request. Psychiatric
history was discussed with participants and corroborated by medical notes if
available. Given the sensitive nature of the research, referral information for
psychological counselling and support was provided.

Interviews were carried out with a total of 110 CRSV survivors, of which three
later withdrew their consent, two were excluded due to MMSE < 23, and one
participant was excluded due to missing data. Contact persons from the local
NGOs, mental health facilities or psychiatric clinics that provided space for in-
terviews for CRSV survivors were asked to recommend other women who may
be willing to participate. Those who were interviewed were asked to identify
other potential participants, who were then contacted and followed-up. This
gave a total sample of n = 192 for analysis, see table 1 later on for demographic
information.

2.4. Measures

In this study, the following measures have been used:

M Folstein, S Folstein and P McHugh, ‘“Mini-Mental State”. A Practical Method for Grading
the Cognitive State of Patients for the Clinician’ (1975) 12 J Psychiatr Res 189.
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– Socio-demographic questionnaire: a self-developed questionnaire was de-
veloped by author AD to gather sociodemographic data. Items were pre-
dominantly categorical, including ethnic affiliation, age, marital status,
education, employment status, data on the context of CRSV, and any in-
volvement in psychosocial support programmes.

– Harvard Trauma Questionnaire (HTQ):32 a version for Bosnia and
Herzegovina was used to explore experiences of traumatic events and assess
the presence of PTSD symptomatology.33 Only the first and fourth parts
were used in this study. The first part is a list of possible traumatic events
that civilians could potentially have been exposed to during the war, for
which there is a yes/no response format. Events include material depriva-
tion, conditions relating to war, bodily injury, forced confinement and co-
ercion, being forced to harm others, disappearance, death or injury to loved
ones, and witnessing violence to others. The fourth part contains forty
statements about possible psychosocial difficulties caused by trauma. The
first sixteen statements are derived from DSM-IV criteria for PTSD and
inquire about the symptoms of the PTSD domains: re-experiencing the
traumatic event, avoidance, and hyperarousal. The scale for each response
in these sections are rated from one (‘not at all’) to four (‘very strongly’),
whereby a mean item score of two-and-a-half or above is considered an
indicator for symptoms of PTSD. Symptoms are grouped into three phe-
nomena: re-experiencing traumatic experiences, avoiding and numbing,
and psychological arousal, of which there are four, seven and five items
respectively. This measure has been used reliably in a study of Bosnian
women affected by war34 with reportedly high internal consistency for
traumatic symptoms (Cronbach’s α = 0.95). In this study, the HTQ
demonstrated very high reliability and internal consistency with
Cronbach’s α = 0.96 for the PTSD symptom scale.

– Adapted validated Croatian scale: the Bosnian version of the Coping Orien-
tations to Problems Experienced Scale (COPE) used in this study is an
adaption of the validated Croatian scale.35 It is a 71-item scale to assess how
people respond when they are confronted with difficult or stressful situ-
ations, whereby respondents rate each statement on a scale from 0 (‘never’)
to 4 (‘I always do this’). It produces 15 subscales that mirror the original

R Mollica, Y Caspi-Yavin, P Bollini and T Truong, ‘The Harvard Trauma Questionnaire: Vali-
dating a Cross-Cultural Instrument for Measuring Torture, Trauma, and Posttraumatic Stress
Disorder in Indochinese Refugees’ (1998) 180 J Nerv Ment Dis 111.

32
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Bosnia and Herzegovina’ (2008) 20 Psychiatr Danub 466.
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COPE-60,36 which include problem-focused, emotion-focused and disen-
gagement dimensions, and reflect the activities from a particular coping
domain. Subscales are calculated using the mean score of items. Based on
results from prior research37 two subscales were used in this study: ‘positive
reinterpretation’ is comprised of 4 items (eg ‘I try to make it seem more
positive’), and behavioural disengagement is comprised of 5 (eg ‘I admit
to myself I can’t deal with and quit trying’). In the validated Croatian ver-
sion, ‘substance use’ referred exclusively to alcohol, in the Bosnian trans-
lation, this referred only to the use of sedatives. This scale has been used
successfully in existing research.38 In this study, positive reinterpretation
– reframing negative experiences – had an alpha of .57 and behavioural
disengagement – withdrawing effort from addressing the source of stress –
of α.72.

– Posttraumatic Growth Inventory (PTGI):39 the PTGI is a 21-item self-report
scale for assessing psychological growth following a traumatic event, in
this case framed in the context of participants’ experiences of CRSV. The
PTGI includes five subscales: new possibilities (eg ‘I established a new
path for my life’), relating to others (eg ‘I feel a sense of closeness with
others’), personal strength (eg ‘knowing I can handle difficulties’), spiritual
change (eg ‘I have a stronger religious faith’), and appreciation for life (‘I
appreciate each day’). Total scores on the PTGI range from 1 to 126, with
higher scores reflecting greater perceived growth, and items uses a response
format that ranges from 1 (‘I did not experience this change as a result of
my crisis’) to 6 (‘I experienced this change to a very great degree as a result
of my crisis’). The PTGI has been successfully implemented in a study of
Israeli war veterans,40 who report high reliability for total scores (Cronbach’s
α = 0.94). In the present study, Cronbach’s α for the PTGI total score was
0.96 and ranged from 0.66 to 0.90 for subscale scores.

2.5. Data analyses

The samples of CRSV survivors and non-CRSV survivors were
tested on differences in sociodemographic characteristics using t-tests and chi-

C Carver, M Scheier and J Weintraub, ‘Assessing Coping Strategies: A Theoretically Based
Approach’ (1989) 56 J Pers Soc Psychol 267.

36
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square tests. T-tests were also used to compare means of study outcome vari-
ables.

First, the hypothesised model was tested to assess the extent to which it fit
the data within the total sample, and separately for the groups CRSV survivors
and non-CRSV survivors. The hypothesised model was evaluated with structural
equation modelling using LISREL 8.8. Five goodness-of-fit measures were used
in this study. Firstly, the chi-square (χ2) was included as a measure of the dis-
crepancy between variance–covariance matrices of the variables used in the
model; and the (constructed) variance–covariance matrix derived from the
specified relationships in the model. A non-significant χ2 refers to the resem-
blance between the specified relationships in the hypothesised model and inter-
pretations of the variances-covariances in the data matrix (ie validity of the
structural equation model (SEM) explaining the (co)variances of the data matrix).
Secondly, the root-mean-square error of approximation (RMSEA) was used
which refers to the difference between the data variance-covariance matrix and
the model-based matrix fit to the data, per degree of freedom. This estimate
should be less than .05 to indicate close fit. Confidence intervals (90%) of
RMSEA are provided. Thirdly, the comparative fit index (CFI) was included
which assumes that all latent variables are uncorrelated and compares the
sample covariance matrix with this null model. Values for this statistic range
between 0.0 and 1.0 with values closer to 1.0 indicating good fit; Fourthly, the
standardised root mean square residual (SRMR) was used which assess the
difference between the residuals of the sample covariance matrix and the hypo-
thesised covariance model. Values for the SRMR range from 0 to 1.0 with well-
fitting models obtaining values less than .05. Fifthly, the non-normed fit index
(NNFI) was included, which assesses the model by comparing the χ2 value of
the model to the χ2 of the null model. Values for this statistic range between 0
and 1 with values greater than 0.90 indicating a good fit.

Statistical modelling was done by inclusion and exclusion of relationships
between variables, that, underpinned by theory and supported by modification
indices provided by the LISREL software, gave alternative models. These alter-
native models are evaluated by means of the five goodness-of-fit measures. Only
standardised estimated paths with t values > 1.98, thus only paths with a signi-
ficance of p < .05, are included in the modelling process. Relative effect sizes
are defined using standardised path coefficients, as seen in figures 2-4. The
‘most likely best-fitting’ (MLBF) model and its specified relationships obtained
from the CRSV survivors group was then tested on the non-CRSV group. This
type of statistical modelling has been used successfully elsewhere in mental

Journal of Human Trafficking, Enslavement and Conflict-Related Sexual Violence 2020-176

ANDERSON, KOMPROE, DELIĆ, AVDIBEGOVIĆ, VAN EE AND GLAESMER



health research to predict healthcare consumption,41 community social capital,42

and postpartum posttraumatic stress.43

Finally, post hoc multi-group analyses were conducted to determine
whether the model performed differently as a function of subgroup, by esti-
mating the model freely for CRSV survivors and non-CRSV survivors. This
unconstrained model was then compared to models in which the parameters
were constrained to be equal across groups. In doing so, it is possible to test
specific hypotheses about group differences by constraining individual param-
eters and then comparing model fit.44

3. Results

The total study sample comprised 192 female participants (n
= 104 CRSV survivors and n = 88 non-CRSV survivors). The largest proportion
of women in both groups were of Bosniak ethnicity, but CRSV survivors were
significantly older than non-CRSV survivors. Fewer CRSV survivors were
married, educated above primary school level or currently employed. Regarding
the circumstances of sexual violence, 45.2% (n = 47) of women indicated that
they were raped three or more times during the conflict, with almost a third
(29.8%, n = 30) having been raped by three or more perpetrators. The majority
of women (76%, n = 79) did not know their perpetrators. Women were on av-
erage 29.6 (SD 8.9) years old (range 12-48) when their first experience of
sexual violence took place. Fourteen women (13.5%) indicated that they became
pregnant as a result of being raped, of whom 10 (9.6%) had this pregnancy
terminated. Scores on study variables fell in the expected directions: survivors
of CRSV scored higher in terms of PTSD severity (current PTSD symptomato-
logy above a threshold of >2.5 was detected in 92.3% (n = 96) of CRSV survivors,
and in 27.3% (n = 24) of non-CRSV survivors), traumatic load and behavioural
disengagement; and lower on PTG and positive reinterpretation (table 1).

A Kamperman, I Komproe and J de Jong, ‘Migrant Mental Health: A Model for Indicators of
Mental Health and Health Care Consumption’ (2007) 26 Health Psychol 96.

41

T Wind and I Komproe, ‘The Mechanisms that Associate Community Social Capital with Post-
Disaster Mental Health: A Multilevel Model’ (2012) 75 Soc Sci Med 1715.

42

M van Son and others, ‘Prenatal Depression, Mode of Delivery and Perinatal Dissociation as
Predictors of Postpartum Posttraumatic Stress: An Empirical Study’ (2005) 12 Clin Psychol
Psychother 297.

43

M Bosmans and others, ‘Assessing Perceived Ability to Cope With Trauma: A Multigroup
Validity Study of a 7-Item Coping Self-Efficacy Scale’ (2015) 33 Eur J Psychol Assess 55;

44

M Jordans and others, ‘Screening for Psychosocial Distress amongst War-Affected Children:
Cross-Cultural Construct Validity of the CPDS’ (2009) 50 J Child Psychol Psychiatry 514;
Kamperman, Komproe and De Jong (n 41).
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 CRSVs 
(n = 104) 

Non-CRSVs 
(n = 88)  

 Mean SD Mean SD Statistical test 

Age 48.85 8.72 44.78 7.39 t = 3.44* 
 n (%) n (%)  
Ethnicity 

Bosnian 
Croatian 
Serbian 

 
94 
5 
5 

 
90.4 
4.8 
4.8 

 
80 
6 
2 

90.9 
6.8 
2.3 

χ²(2) = 1.178 

Marital status 
Married 
Single 
Widowed 
Divorced 

 
59 
12 
22 
11 

 
56.7 
11.5 
21.1 
10.6 

 
71 
2 
8 
7 

80.7 
2.3 
9.1 
7.9 

χ²(3) = 11.440* 

Education 
No schooling 
Primary education 
Secondary education 
Higher education 

 
14 
32 
52 
6 

 
13.5 
30.8 
50.0 
5.8 

 
1 

10 
62 
15 

1.1 
11.4 
70.5 
17.0 

χ²(3) = 26.375* 

Work 
Employed 
Unemployed 
Retired 

 
16 
71 
17 

 
15.4 
68.3 
16.3 

 
57 
28 
3 

64.8 
31.8 
3.4 

χ²(2)= 50.522* 

 Mean SD Mean SD  
 
HTQ (No. events) 

 
25.52 

 
5.78 

 
6.01 

 
5.40 

 
t(190) = 24.03* 

HTQ (PTSD severity) 
 

3.19 
 

 
.45 
 

 
1.92 

 
.70 t(190) = 14.59* 

PTGI (total score) 
 

58.94 
 

23.01 
 

68.79 
 

24.19 
t(190) = -2.85* 

COPE Positive 
reinterpretation 9.09 2.87 10.25 2.96 t(190) = -2.76* 

COPE Behavioural 
disengagement 

 
8.65 

 

 
3.74 
 

4.81 3.51 t(190) = 7.30* 

* p = <.01 
HTQ: No. events, PTSD severity (mean score items 1-16) 
PTGI: Posttraumatic growth inventory total score 
COPE: Coping Orientations to Problems Experienced Scale (Bosnian) 
 

  Table 1. Demographic Characteristics of the Study Samples

3.1. The hypothesised model

Structural equation modelling was performed on data from
185 participants, 7 cases of non-CRSV survivors were removed from the analysis
because of multiple missing values. The correlations between the variables
specified in the hypothetical model are given in Table 2.

 

 PTGI 
Total 

COPE Positive 
Reinterpretation 

COPE 
Behavioural 
Disengagement 

PTSD 
Total 

CRSV vs non-
CRSV 

PTGI Total 1.00     

COPE Positive 
Reinterpretation 0.41 1.00    

COPE Behavioural 
Disengagement -0.25 -0.26 1.00   

PTSD Total -0.06 -0.19 0.46 1.00  

CRSV vs non-
CRSV* 0.10 0.22 -0.46 -0.74 1.00 
n = 185 
PTGI: Posttraumatic growth inventory total score 
PTSD: HTQ (Bosnian) Mean score items 1-16 
COPE: Coping Orientations to Problems Experienced Scale (Bosnian) 
* point-biserial correlation 

Table 2. Correlations between the Variables specified in the Hypothesised Model

Journal of Human Trafficking, Enslavement and Conflict-Related Sexual Violence 2020-178

ANDERSON, KOMPROE, DELIĆ, AVDIBEGOVIĆ, VAN EE AND GLAESMER



The hypothesised model showed no acceptable fit with the variance-covari-
ance matrix of the data for the total sample (χ2 (2) = 8.54, CFI = .97, RMSEA =
.13, SRMR = .034, NNFI = .86, p < 0.5). In this model, seven pathways were
significant. As expected, the experience of CRSV was significantly related to
both types of coping strategies (positive reinterpretation and behavioural disen-
gagement in positive and negative directions, respectively). Positive reinterpre-
tation was associated with higher measured PTG, and behavioural disengage-
ment was associated with lower measured PTG, as well as greater PTSD
symptom severity. The path from PTSD to PTG produced a non-significant effect
(p > 0.05). See figure 2.

Figure 2.  Tested Structural Model of Relationships between the Experience of Sexual 

Violence and Outcomes PTSD Severity and PTG 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Model fit indices: χ2 (3) = 10.09, p = < .05; 90% RMSEA = 0.11, CI = 0.038 – 0.19 
* Standardised estimated paths with a significance of p < .05 

 

.37* 

.22* 

-.42* -.67* 

-.17* -.19* -.09 
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Behavioural 
Disengagement 

Experience 
of SV 

Figure 2. Tested Structural Model of Relationships between the Experience of Sexual
Violence and Outcomes PTSD Severity and PTG

With a theoretical underpinning and guided by modification indices provided
by LISREL, the model was optimised by removing the pathway between PTSD
and PTG. Remaining pathways continued to be statistically significant, but
overall the model still showed no acceptable fit with the data (χ2 (3) = 10.09, CFI
= .97, RMSEA = .052, SRMR = .035, NNFI = .90, p = < .05). The optimised
model (MLBF) is shown in Figure 2b. Based on the rationale that the experience
of CRSV generates different PTSD-PTG mechanisms, the hypothesised model
was proceeded to be tested in each individual subgroup.

79JHEC vol. 1, nr. 1, 79-86, © 2020 Paris Legal Publishers

A DUAL-MODEL OF POSTTRAUMATIC STRESS AND POSTTRAUMATIC GROWTH



Figure 2b. Optimised Structural Model of Relationships between the Experience of 

Sexual Violence and Outcomes PTSD Severity and PTG 

 

 

 

 

 

 

 

 

 

 

 

 

 

Model fit indices: χ2 (3) = 10.09, CFI = .97, RMSEA = .052, SRMR = .035, NNFI = .90, p = < .05 
* Standardised estimated paths with a significance of p < .05 
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Figure 2b. Optimised Structural Model of Relationships between the Experience of
Sexual Violence and Outcomes PTSD Severity and PTG

3.2. Adequateness of the model in the CRSV survivors sample

The hypothesised model showed an acceptable fit with the
CRSV survivors data (χ2 (1) = 1.29, CFI = .99, RMSEA = 0.11, SRMR = .036,
NNFI = .93, p = > .05). The relationship between coping strategies positive re-
interpretation and behavioural disengagement was non-significant, though
positive reinterpretation was still directly related to PTG. In addition, the neg-
ative relationship between behavioural disengagement and PTG remained sig-
nificant, as well as when mediated by PTSD severity. See figure 3.

Figure 3. Tested Structural Model of Relationships between PTSD Severity and PTG – 

SSVs (n = 104) 

 

 

 

 

 

 

 

Model fit indices: χ2 (1) = 1.29, CFI = .99, RMSEA = 0.11, SRMR = .036, NNFI = .93,  p = > .05 

* Standardised estimated paths with a significance of p < .05 
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Figure 3. Tested Structural Model of Relationships between PTSD Severity and PTG
– SSVs (n = 104)

Journal of Human Trafficking, Enslavement and Conflict-Related Sexual Violence 2020-180

ANDERSON, KOMPROE, DELIĆ, AVDIBEGOVIĆ, VAN EE AND GLAESMER



3.3. Adequateness of the model in the non-CRSV sample

The hypothesised model also fit the non-CRSV data, although
it was a less close fit between the data variance-covariance matrix and the
model-based matrix to the data, χ2 (1) = 1.30, CFI = .98, RMSEA = 0.061, SRMR
= .043, NNFI = .91, p = > 0.05). In this sample, PTG was still directly impacted
by positive reinterpretation, but all other associations were spurious. See figure
4.

Figure 4.  Tested structural model of relationships between PTSD severity and PTG – 

non-SSVs (n = 81) 

 
 
 

 

 

 

 

 

Model fit indices: χ2 (1) = 1.30, CFI = .98, RMSEA = 0.061, SRMR = .043, NNFI = .91, p = > 0.05 
* Standardized estimated paths with a significance of p < .05 
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Figure 4. Tested Structural Model of Relationships between PTSD Severity and PTG
– non-SSVs (n = 81)

3.4. Post hoc multi-group analyses

Finally, we used SEM to test the presented model found in
the total sample on its adequacy for both sub samples, by using a multi-group
analysis. The χ2 for the total model with two subgroups was 8.41 (7), NNFI=
0.94, p = 0.30. The χ2 for the earlier found model (see above) tested in the CRSV
group data was 3.10 (36.87% of total); the χ2 for the earlier found model (see
above) tested in the non-CRSV group data was 5.31 (63.13%). None of the unspe-
cified relationships between the four variables had modification indices above
3, thus contributing significantly to the tested model in both subsamples.

4. Discussion

The aim of this study was to examine the role of two coping
strategies (positive reinterpretation and behavioural disengagement) in two
psychosocial outcomes following CRSV (PTSD and PTG). These variables have
been documented as playing important roles in the aftermath of trauma in ex-
isting literature and earlier findings from the research team, but this is the first
study to explore the interrelationships between them. Participants were part of
a community-based sample from Bosnia and Herzegovina that included both
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CRSV survivors and war survivors who did not experience sexual violence during
the 1990s conflict. The possibility of PTSD and PTG being separate outcomes
– as opposed to opposite ends of a single spectrum – was explored, which would
substantiate a dual mechanism of distress and growth. In order to investigate
this mechanism in a cross-sectional dataset, SEM was used to test relationships
between variables.

Since we hypothesised a difference between the two subsamples (based on
whether they did or did not experience CRSV), to ensure the validity of the
model it was tested first overall, and then, removing the exposure variable of
CRSV, we tested the model’s adequacy for both subgroups. This difference was
specified based on literature that distinguishes between outcomes for war-related
trauma and CRSV: the difference being that uncontrollable, interpersonal events
such as CRSV have the potential to challenge personal resources and character-
istics,45 and come with connotations of shame46 and stigma,47 and may therefore
impact the development of PTG.

Our findings offer support for our first hypothesis, that PTSD and PTG are
both possible co-occurring psychosocial outcomes, substantiating the presence
of a dual PTSD-PTG mechanism. Thus, it is possible for women to respond to
war-related traumatic events with both distress and growth, corresponding to
existing research.48 In our model for the total sample, a lower PTSD symptom
severity did not predict greater PTG. By way of multiple indirect relationships,
participants were more likely to experience PTG if they were able to employ a
personal resource enabling them to positively reinterpret the event and sub-
sequent psychological sequalae, by reframing the impact of their experiences.

With regards to our second and third hypotheses, our results confirmed a
difference in the explanatory mechanisms when the model was tested in each
subsample. The difference being that positive reinterpretation significantly
predicted PTG in the subsample of CRSV survivors, as well as in the non-CRSV
group. But an additional relationship was found between higher behavioural
disengagement and greater PTSD, which reduced the amount of PTG overall,
for CRSV survivors. Thus, this type of avoidance coping after experiencing
sexual trauma is likely a risk factor for lower measured PTG, which supports
existing findings in similar vulnerable groups.49 Additionally, in this subsample
of CRSV survivors, a positive relationship between PTSD and PTG was detected,
which supports earlier findings that suggest maladaptive personal resources
(such as avoidant coping that is a risk factor for psychopathology including

Chivers-Wilson (n 9).45

Mukwege and Nangini (n 10).46

Verelst and others (n 11).47

Kuwert and others (n 24); Shakespeare-Finch and Lurie-Beck (n 24); Tedeschi and Calhoun
(n 25).

48

Brooks and others (n 14).49
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PTSD) may influence the development of PTG.50 This finding may reflect the
extent to which women report higher levels of PTG to offset their emotional
distress, on the premise that PTG can have a constructive side, as well as an il-
lusory side; certain aspects of self-deception or denial that positively distort be-
liefs, still allow for PTG to prosper.51 For women who survived the war but did
not experience CRSV no other relationships remained significant.

The findings of this study have important implications for supporting sur-
vivors of CRSV towards recovery, particularly given that sexual trauma continues
to have far-reaching and long-lasting consequences that still often go unre-
solved.52 Trauma-focused psychotherapeutic techniques that are provided to
individuals experiencing PTSD have cognitive elements that allow a person to
process traumatic experiences, by altering the relationship between the original
emotional response and current distress.53 In principle, such techniques guide
individual behaviour toward a more adaptive response to trauma. A stronger
salutary component, and further harnessing strategies that permit these altered
relationships – such as reframing the psychological sequalae following sexual
trauma – could be highly beneficial to survivors. This is particularly important
when addressing the minutiae of the types of (additional) CRSV experienced.
Survivors are likely to have a complex narrative of CRSV, depending on the
frequency with which it took place, whether survivors knew their perpetrators
and whether they experienced enslavement or human trafficking.

Nonetheless, individual treatment is unlikely to capture the shared experience
of CRSV that brings survivors together as part of the Association for Women
Victims of War. Such group support may be of particular importance as BiH
goes through a long-overdue process of investigation of the war crimes that
took place, which bring up feelings of stigma and/or shame and cause psycho-
logical deterioration.

By considering the stability of this dimension of coping as personal resource,
strengthening its capacity through psychoeducation, guidance or coaching
nourishes the opportunity to promote PTG. Equally, a reduction in avoidance

London, Mercer and Lilly (n 19).50

A Maercker and T Zoellner, ‘The Janus Face of Self-Perceived Growth: Toward a Two-Compo-
nent Model of Posttraumatic Growth’ (2004) 15 Psychol Inquiry 41.

51

P Kuwert and others, ‘Trauma and Current Posttraumatic Stress Symptoms in Elderly German
Women who Experienced Wartime Rapes in 1945’ (2010) 198 J Nerv Ment Dis 450; Medica
Zenica and Medica Mondiale (n 30).

52

NICE, ‘Posttraumatic Stress Disorder: Management. Clinical Guideline’ (2018) <https://www53

.nice.org.uk/guidance/cg26/resources/posttraumatic-stress-disorder-management-pdf-
975329451205> accessed 11 September 2018.
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coping strategies has been shown to enhance PTG following different types of
trauma,54 which may prevent maladaptive strategies prolonging distress.55

However, given the result that positive reinterpretation was a predictor of
PTG across both subsamples of this study, it appears to be a key protective
factor in the aftermath of trauma; acting as a buffer against lower measured
PTG for war-affected persons more generally. This highlights its importance
as a personal resource following different types of trauma and could mean that
this ‘reframing’ mechanism is a characteristic that acts as a buffer against the
negative consequences of war-related trauma.

Yet, cultural and societal factors influence how trauma is managed and
processed in post-conflict settings and could explain the differences between
trauma types in terms of their relationship to PTG.56 This is particularly relevant
given that stigmatisation towards CRSV survivors in some places is known to
still play an important mediating role in mental health outcomes, and often
has a greater impact than the act itself.57 When discussing with survivors their
experiences of CRSV, whether in treatment or research, it is important to address
the needs of CRSV survivors, perceived by themselves, as this remains key in
their recovery trajectory given the specific way in which these women have ex-
perienced violence or loss, and the impact of living through war.

4.1. Limitations

Despite the strength of these findings, this study is not without
limitations. Primarily, there are some methodological concerns regarding the
type of measures, as well as the sampling techniques used in this study that
should be considered when interpreting the findings. First, the measures im-
plemented to acquire information on PTSD, PTG and coping were self-report
questionnaires, and are therefore interpreted as subjective indicators and not
objective measurements. Underreporting or misinterpretation of events or
symptomatology may occur within such measures. This is particularly the case
for PTSD, for which we used a screener of symptoms, but requires a subsequent
clinical interview for a confirmation of diagnosis. Moreover, the low internal
consistency of the COPE subscales may reflect possible discrepancies in the
translation/adaption or interpretation of the scale, or a lack of rigorous cross-
cultural validity of the different defined coping domains. For instance, the
specific activities clustered as a subscale in the original instrument might not
be contextually valid among this specific population of Bosnian women. That

Brooks and others (n 14).54

T Zoellner and A Maercker, ‘Posttraumatic Growth in Clinical Psychology – A Critical Review
and Introduction of a Two Component Model’ (2006) 26 Clin Psychol Rev 626.

55

Kılıç, Magruder and Koryürek (n 16).56

Verelst and others (n 11).57
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is to say, the coping strategies of one individual is by no means a guarantee that
these are beneficial to another. Thus, we consider scores on the COPE subscales
as indicators of application: a low score reflects little use of the specific collection
of coping strategies, and a high score refers to a greater use of the specific
coping strategies.

With regards to our sampling technique, limitations include a possible se-
lection bias and not age matched participants. Equally, due to the small sample
size, demographic associations were not corrected for in the SEM analyses and
the power of the model is insufficient, which could have led to unstable good-
ness-of-fit estimates of the PTSD-PTG mechanism. However, we believe that
this type of sampling in a post-war context such as that of Bosnia and
Herzegovina – where stigma is still ever-present; where the effects of war are
still daily realties for many people; where research in general is not part of the
mainstream agenda (let alone that type which considers women survivors of
CRSV); and where there is no information to access the entire population of
survivors of CRSV – was currently our best option. Hopefully, the more that
CRSV is discussed in mainstream society, and the more people feel comfortable
to share their experiences, the greater options we will have to implement more
sophisticated sampling techniques.

When reporting limitations, reference should also be made to how the results
should be interpreted. Despite efforts to frame the study in relation to CRSV,
a cross-sectional design in this context is not able to discount traumatic experi-
ences that have taken place since the conflict and the impact these may have
on the development of PTG or PTSD. In addition, the development of PTG re-
quires a period of time, and thus, a cross-sectional study cannot rigorously
demonstrate the dynamic process by which it is developed. Although the tem-
porality of personal resources such as coping suggest a certain stability, we
cannot know whether the development of PTG or PTSD would have changed
over time. A longitudinal design can ultimately add weight to these findings
and examine the dynamic development of relationships between coping and
PTG in women who have experienced sexual violence in conflict.

Lastly, the concept of CRSV encompasses multiple types of abuse and vic-
timisation, the minutiae of which were not addressed in this study. Women
were asked about experiences of enslavement, but as one of only a few studies
to consider this population, our focus remained on the wider common experi-
ence of rape and thus this was not controlled for in the analyses. Equally, it is
known that human trafficking was rife during the conflict in BiH58 but this was
not specifically explored in this study. There is much room to address these
aspects of CRSV in future research and whether the PTSD-PTG mechanism
can be refined further with these in mind. Nonetheless, the results correspond

Haynes (n 12).58
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to existing literature, and begin to further explain some of the discrepancies in
the understanding of PTG.

5. Conclusion and implications

This study has shown that PTG among CRSV survivors of
Bosnia and Herzegovina’s conflict during the 1990s is possible, particularly
when utilising personal coping mechanisms to process the psychological se-
qualae. This finding has important implications for supporting women who
experience CRSV, as the traditional bio-medical model of psychological treatment
is inherently designed to identify and improve mental illness. Shifting toward
a salutary perspective – one that is recovery-focused – opens up possibilities to
utilise personal strengths and harness growth that may be applied in different
settings. PTG in this study was not affected by severity of PTSD, which adds
weight to the notion of a dual distress-growth mechanism. This is in line with
Tedeschi and Calhoun, who state that ‘PTG and distress are essentially separate
dimensions, and growth experiences do not put an end to distress in trauma
survivors’. 59As such, an indirect association is identified that links high levels
of disengagement to an increase in distress, which becomes a risk factor for
lower measured PTG. Positive reinterpretation of events appears to be an im-
portant characteristic that independently predicts PTG across both sexual vio-
lence survivors and non-sexual violence war survivors. Harnessing this process
during treatment could support the effectiveness of current interventions and
promote recovery by accepting the various aspects of it. Specifically targeting
the consequences of pathogenic and salutogenic outcomes following sexual
trauma has the potential to leave a survivor not with less, but with more, more
meaning, more purpose, more success and satisfaction with life.60

RG Tedeschi and LG Calhoun, ‘Posttraumatic Growth: Conceptual Foundations and Empirical
Evidence’ (2004) 15 Psychol Inquiry 1, 13.

59
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Summary of Findings 

This doctoral research project endeavoured to be a pioneer in its field: on one hand contributing 

to the scant literature on mothers with CBSV (the first study on women now residing as refugees 

in the Netherlands); and on the other hand, contributing to a growing body of evidence that 

highlights the potential for growth after sexual trauma (the first with women survivors of the 

war in Bosnia and Herzegovina). While some of the findings outlined in this thesis are modest, 

the emerging messages are convincing, and each chapter contributes individually to an overall 

take-away for researchers, clinicians and other professionals who work with survivors of sexual 

violence, and indeed their children born as a result of this violence. 

 

The first part of Chapter 1 in this thesis adds weight to existing evidence that vulnerable 

mothers with CBSV have a heightened risk for a limited capacity for reflective functioning; and 

some may be unable to articulate the complex interactions of emotions and behaviours between 

themselves and their child, which ultimately impacts their relationship. This may be as a result 

of their own emotion dysregulation following the trauma of sexual violence or indeed 

ambivalence towards their child as a result of his/her conception. These results mirror other 

findings from studies with mothers living in poverty. These experiences may also be 

compounded by migration or asylum-seeking and acculturation into a refugee host country. 

Mothers in this study (both those who have CBSV and those who do not) also described difficult 

experiences of parenting as a result of their situation as refugees, since they are not able to 

parent as effectively as they would like to. In these situations, while asylum offers many positive 

aspects in terms of stability and a safe space, it potentially acts as a ceiling to the amount of 

recovery that can be achieved. 

 

This concept is strengthened by the second part of Chapter 1 with the addition of a Delphi 

study, which makes a strong contribution to the knowledge base on how to care for women and 

children affected by sexual violence (when children are born as a result), by collating and 

integrating the expertise of researchers, clinicians and advocates. Their knowledge of what does 

and does not currently work well, and how treatment or support might be improved in the 

future was synthesised, allowing a greater access of such specialist information. Experts rated 

difficulties with relationships as the primary concern for this population (with a husband or 

spouse, with children or with the wider community) with the most common focus of treatment 

as fostering mother-child interactions. Experts advocated for a combination of group work (to 
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connect mothers) and individual work (to achieve personal stabilisation). Interestingly, experts 

highlighted that if mothers/children did not have a formal mental health diagnosis, their ability 

to treat them was unchanged. This likely reflects the degree to which mental well-being is only 

one small part of their experience within a wider social context. A lack of financial resources, a 

limited evidence-base and treatments starting too late were barriers experts identified to 

providing optimal support. 

 

The second chapter in this thesis introduces the idea that – even for women who experience 

one of the most traumatic events fathomable – growth is still possible. The two articles in this 

chapter highlight two particular domains of coping – positive reinterpretation and behavioural 

disengagement – that played a role in the extent to which survivors of the 1990’s conflict in 

Bosnia and Herzegovina experienced higher posttraumatic growth. Domains of PTG where 

survivors scored the highest were “relating to others” (i.e. gaining an appreciation of closeness 

with others, making effort in relationships) and “new possibilities” (i.e. planning for the future, 

seeking new opportunities). Scores of optimism in this study were almost 50% lower than in a 

sample of resettled Bosnian refugees, which may be linked to the widespread narrative that 

victims of war who have stayed in BiH have been largely neglected by the Bosnian government 

and the international community.  A higher level of PTG positively correlated with a greater 

degree of positive reinterpretation and planning as approach coping strategies, and negatively 

correlated with behavioural disengagement and substance use as avoidance coping strategies. 

When entered into a multivariate model to determine the power of these variables in predicting 

PTG overall, only positive reinterpretation and behavioural disengagement remained. PTSD 

symptomatology did not significantly correlate with PTG overall, nor did it remain as primary 

predictor when entered into a regression model. This suggests that growth gains are possible 

while still experiencing substantial distress. 

 

These findings are supported by a more sophisticated investigation of the same data using 

structural equation modelling, designed to determine whether PTG and PTSD are distinct 

outcomes, as opposed to being on opposite ends of the same continuum. A comparison of sexual 

violence survivors and war-affected controls highlighted the differences in the utilisation of 

coping resources to process the psychological sequalae following trauma. The mechanisms for 

the two groups differed, most likely as a result of the types of trauma they experienced. In both 

groups, positive reinterpretation predicted PTG, but among CRSV survivors, behavioural 

disengagement predicted higher PTSD, which reduced the amount of PTG overall. Such findings 

have important implications for treatment and recovery of distress following trauma. It appears 
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that this type of reframing mechanism that distinguishes positive reinterpretation as a coping 

strategy, acts as a buffer against the negative consequences of trauma. The development of a 

dual PTSD-PTG mechanism helps to target the consequences of pathogenic and salutogenic 

outcomes following sexual trauma, and leave a survivor not with less, but with more; more 

meaning, more purpose, more success and satisfaction with life. 

 

With that in mind, the final part of this thesis will redirect our attention to the future and 

supporting women (and children) affected by CRSV. While unearthing the complex interplay of 

psychosocial outcomes for survivors is a crucial foundation, a body of work such as this 

completed over several years would feel incomplete without looking for solutions to improve 

psychosocial well-being. Therefore, the next chapter will synthesise evidence from different 

perspectives that could be used to inform future care.  

 

In summary, the research collated in this thesis, has three main take-away messages: 

 

1. As human beings, we are by nature highly social creatures. We are embedded in our 

environment, shaped by our experiences and by those we surround ourselves with. Many 

dominant (Western) societies have us believe that the needs of the individual should 

come first and foremost, but much of the research presented in this dissertation goes 

against this line of reasoning as a complete explanation. The needs of survivors of CRSV, 

of spouses and family members who are indirectly affected by this violence, and of the 

community in which these people belong, are likely intricately engaged in a full 

interactional process with their social context, culture and environment. 

 

2. This full interactional process means that any kind of treatment, support or advocacy 

work must not be restricted only to the individual. We must include spouses, family 

members and the wider community at varying stages in the process of recovery after 

CRSV, and in the period of life thereafter. 

 

3. The fragility of life after war can mean that risks for survivors of sexual violence endure. 

While migration is one way to be relieved of the pressures of conflict, this does not come 

without difficulties. Similarly, survivors who remain in their country may face economic 

and political instability that so often pervade post-conflict life. Though there are many 

differences between the experiences of refugees and those who remain, many female 

survivors of CRSV are facing the same psychosocial outcomes. 



106 
 
 

Strengths and Limitations 

The research presented in this thesis has several notable strengths. Primarily, it was able to 

investigate a still much-hidden topic, with vulnerable populations that are often excluded from 

narratives of war. It utilised a variety of methodological tools that gave way to both qualitative 

and quantitative data and accessed women in local/internally displaced populations as well as 

refugees. This comparison is also often overlooked in conflict-affected populations but is crucial 

for survivors of sexual violence when considering ways to support them in social care settings 

and in the community, that may require providers to address culturally specific issues. A unique 

aspect of this thesis is its salutogenic approach – considering the potential for growth following 

sexual trauma – and how this might be captured and promoted by health care professionals, 

researchers and advocates.  

 

Nonetheless, there are some limitations of this research that should be used to aid interpretation 

of results. First, while the sample sizes in Chapter 2 (posttraumatic growth) were considerable 

given the demographics of the population, the sample within the first article of Chapter I 

(reflective functioning) was small and thus can only hint towards trends in data, which is not 

something that can, or should, be overlooked. Yet, it corresponds with other samples in the field 

specifically of CBSV research (but also more broadly when recruiting ‘children born of war’), 

underscoring the taboo surrounding these ‘hidden populations’, and the numerous and 

extensive challenges in recruiting them into research studies. 

 

Second, while questions of sexual violence – or indeed other traumatic events – were never 

directly posed, the very nature by which some children were conceived, and the discussion of 

parenting this child, thereafter, was at times distressing for participants. This has the potential 

to impact research findings, but efforts to overcome this were taken, by conducting the 

assessment in more than one session, seeking consent to continue whenever participants 

became overwhelmed, and offering the opportunity to speak in further detail with a mental 

health professional (although no-one made use of this). Predominantly however, mothers 

appeared to embrace the opportunity to tell their story in their own words, to be listened to, and 

to have the choice about how much they tell, despite it being upsetting. 

 

Third, while encouraging research participants to be assessed in the language of their choosing – 

the one in which they feel most comfortable – was central to this project, many of the measures 

used were not available in the languages required. Certain items had nuanced meanings and 
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were not straightforward to translate. Some had no direct translation. Thus, interpreters used 

their own knowledge of both languages to describe items to participants, resulting in possible 

repetition of certain items, inexact translation and non-standardised data output.  

 

Finally, terminology and associated definitions often posed restrictions on who was and was not 

eligible for participation in this study. Within the boundaries of the CHIBOW network, the 

mainstream definition of ‘children born of war’ was followed as closely as possible , but in reality, 

it is based largely on data from historical conflicts and does not necessarily encompass the 

nuances encountered in the present study. Participants in this thesis, including those who 

declined participation, often fell within the cracks of this characterisation. Examples include: 

mothers whose native countries have experienced decades of war, but who described the war 

itself not as the primary reason for fleeing; other mothers – from conflict affected countries – 

experienced sexual violence within their marriage; others gave birth to children on migration 

routes or while in the Netherlands; other mothers were victims of human trafficking, after 

having fled war, now with children conceived during forced prostitution while in the 

Netherlands. As recognition of survivors of CRSV continues to gain momentum in research and 

beyond, definitions and terminology are likely to evolve as well. 

 

Conclusion 

Being a mother 

Anecdotally, there exists an awareness that mothers with CBSV face greater difficulties – both 

individually and dyadically – than other mothers and children, and that these experiences are 

compounded by factors including migration, the asylum process, and other life challenges. These 

women also show remarkable strength which is an important factor when considering how best 

to support them in social care settings. Nonetheless, until now there has been few noteworthy 

results in which to turn, that provide robust, evidence-based guidance on how to address their 

complex needs. Two studies in the first part of this dissertation contribute to this understanding. 

Firstly, refugee mothers themselves were interviewed (publication I), to gain an understanding 

of their own personal experiences and feelings towards being a mother. Using the Parental 

Development Interview for Reflective Functioning (PDI-RF; Slade et al., 2004) – which explores 

parents’ representations of their children, themselves as parents, and their relationship with 

their children – the first part of this doctoral project assessed reflective functioning capacities in 

a sample of refugee women who gave birth to a child born as a result of rape and compared this 
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against a control group who experienced war-related trauma, but not sexual violence. PDI-RF 

narratives were then qualitatively analysed to make use of the rich data gathered during the 

interview. Results showed an ordinary level of reflective functioning for this sample overall 

(average score 4.5); which is maintained in the control group (5.4) but reduced to questionable 

RF in the group with CBSV (average score 3). Qualitative analysis showed that emotion 

regulation and ambivalence, as well as parenting challenges, are factors that affect RF 

capabilities for mothers with CBSV. Wider findings show that the asylum process and 

maintaining mental well-being also impinge on RF capabilities and parenting practices. Both 

experiences of having a CBSV and well as those pertaining to being a refugee appear to interact 

and impact reflective functioning for some mothers.  

 

In publication II, experts in the field of sexual violence were interviewed regarding the current 

care provisions of mothers and CBSV, and how these might be enhanced in the future. Using 

Delphi methodology, 21 experts were asked about their current approaches and difficulties in 

treating this population and to suggest recommendations for improving care. Experts were then 

asked to comment on the relevance and feasibility of implementing suggested options. Overall, 

experts rated difficulties with relationships as the overriding concern for this population, 

including with family, a husband or spouse, with children or with the wider community. 

Panellists described how current treatment most often involves promoting mother-child 

interactions, but a lack of financial resources, a limited evidence base, and treatments starting 

too late were commonly identified barriers to achieving positive outcomes. Group work with 

mothers and children together was deemed the most relevant treatment structure, but not to 

discount the benefits of more intense individual work. This study found that a lack of diagnoses 

was not endorsed by the expert panel as being particularly problematic, which likely reflects the 

degree to which this is only a small part of the problem; that their difficulties sit within a wider 

social context. Enhanced training of practitioners and more research and development is highly 

recommended to reinforce any psychosocial support provided. In turn, this would lead to more 

numerous practitioners able to deliver specialist care, across the globe, and thus potentially 

address the lack of support in conflict zones. The authors suggest that a holistic and community 

embedded approach that can be applied across settings will be most beneficial. 

 

Being a survivor 

If we are to support survivors in the most optimal ways, we must learn from history. We must 

untangle past situations of conflict and tease apart the long-term psychosocial outcomes of 
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survivors. The second part of this dissertation investigated an aspect of CRSV that is less well-

discussed but is equally as important when supporting survivors. 

 

Women who experienced sexual violence during the conflict in Bosnia & Herzegovina during the 

1990’s are documented as having multiple poor outcomes that can last more than 20 years after 

the end of the war. In a study of 51 female rape survivors conducted in BiH more than 20 years 

after the start of the war (Medica Zenica & medica mondiale, 2014), results showed 57% still 

suffered from posttraumatic stress disorder (PTSD), 76% reported disrupted sleep and 40% 

expressed frequent thoughts about death and dying. However, they recognise the strength in 

themselves and it seems only right that research formally recognises this as well. In the words of 

one survivor from the same study: “We are not ‘those poor women’, we are strong, active and 

courageous”. By using data collected in a wider study on psychosocial outcomes of sexual 

violence survivors in BiH, publications III and IV focused on posttraumatic growth, and 

exploring a possible mechanism for PTSD and PTG. These two publications are part of a wider 

study on psychosocial outcomes and quality of life in survivors of sexual violence from BiH. In 

publication III, using regression analyses, two types of coping (positive reinterpretation and 

behavioural disengagement) most strongly predicted growth after trauma. These dimensions of 

coping (approach and avoidance) confirm the possibility for both positive and negative 

outcomes in the aftermath of CRSV and reiterate the idea that growth does not equate to simply 

a decrease in distress or an increase in well-being, but is likely a more complex, dual mechanism. 

Publication IV sought to further explore this dual PTSD-PTG mechanism. Using a structural 

equation modelling approach, event-related distress (severity of PTSD symptomatology), 

approach and avoidance coping strategies (‘positive reinterpretation’ and ‘behavioural 

disengagement’) and posttraumatic growth were tested. Results confirmed that distress (PTSD) 

and growth (PTG) are not directly related; event-related distress predicts the development of 

behavioural disengagement, and posttraumatic growth was only directly predicted by positive 

reinterpretation of the event. The two opposing coping styles are bilaterally associated, 

highlighting the indirect relationship between PTSD and PTG. Positive reinterpretation is an 

‘approach’ coping strategy that is an independent, stable (individual) characteristic, that remains 

unaffected by severity of distress in the aftermath of trauma.  

 

This interplay of predictors and outcomes mean that psychosocial reactions of survivors in the 

aftermath of CRSV are likely to be complex and non-linear. Mental health care professionals 

should be aware of and take into account this specific mechanism when addressing the needs of 
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sexual violence survivors. Nonetheless, more research is required to investigate this mechanism 

in other populations of survivors, to add weight to its applicability.  

Future directions 

Based on the cumulative research outlined in this dissertation, the final part of this work is to 

present a framework of support, specifically intended to address health and social care support 

for mothers with CBSV. This programme brings together tried-and-tested interventions, as well 

as making proposals for improvements and the addition of certain components so that care is 

holistic and culturally specific. 

 

This framework incorporates aspects of 1) individual stabilisation, assisting mothers and 

children independently to a place of improved well-being and understanding of their situation or 

experience with violence; 2) a collaborative relational effort between mother and child that 

works toward acceptance and an improved relationship; 3) connecting mother-child dyads with 

each other, creating support networks, adopting new skills and teaching self-soothing 

techniques; and 4) together, survivors as instrumental in familiarising wider audiences about 

the experiences of CRSV survivors and their children; encouraging compassion and acceptance 

and facilitating the acknowledgment of sexual violence crimes. It is designed to be utilised across 

conflict, post-conflict and refugee host settings, and has implications for shaping cultural 

responses, lobbying for the recognition of these women and children as victims, and influencing 

policy at a higher level. 

 

Above all, a true participatory approach – one that includes research beneficiaries in the design 

studies – is essential for future work with survivors of CRSV, to detect a potential burden of the 

research and will allow a wider discussion on terminology and nuances of definitions. Similarly, 

researchers should also seek to utilise validated translations of instruments so as to be culturally 

sensitive (for example, considering whether a 5-point Likert scale truly captures the experiences 

of mental health or parenting in non-western cultures), or have measures translated word for 

word, keeping measures true to their originals and therefore maintaining fidelity. Future 

research should also seek to further explore the ways in which mothers and their parenting are 

impacted by the asylum service. An understanding of this would allow better support for 

survivors of CRSV. The next and final chapter in this thesis will be dedicated to offering a 

tangible framework to support women impacted by CRSV; a cumulation of ideas gathered and 

generated over the past three years. 
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Supporting Mothers and Children Born of Sexual Violence 

“It is important that as clinicians design interventions, they should not only take into 

account evidence-based research, but also consider the wisdom of widespread traditional 

cultural practices that have enabled communities to promote recovery and resilience.” 
 

Cohen (2013) 
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Publishers. 

 

Background 

It is only in recent years that global awareness of sexual violence against (primarily) women and 

girls has steadily risen, despite the fact that rape has featured as a weapon of war in all of the 

conflicts of the last century3. The physical consequences to a woman’s body when she is raped 

(often in the context of other forms of violence that occur during conflict, e.g. looting or 

destruction of property) are well documented: obstetric fistulae, sexually transmitted infections, 

(including HIV/AIDS), unwanted pregnancy, and genital injury4. In addition to the physical 

injuries sustained during rape, survivors of sexual violence are also known to experience myriad 

psychological and emotional reactions that can be as or even more intrusive including disorders 

such as posttraumatic stress disorder (PTSD), anxiety, and depression, as well sleep 

disturbances, flashbacks, aggression, lack of concentration, somatic complaints, dissociation, and 

memory loss5. Moreover, in countries where strong, traditional views on masculinity, rigid 

gender roles pertaining to marriage and sexuality, and strict boundaries concerning women’s 

social status6 prevail, conflict-related sexual violence (CRSV) can challenge these beliefs and 

customs resulting in survivors being harshly judged for their experiences7 . In places where such 

engrained patriarchal structures exist, the community’s reaction to a CRSV survivor’s experience 

can directly impact that person’s ability to recover8. What is more, when survivors of sexual 

violence conceive and deliver a child born of rape, they are often put at increased risk of 

stigmatisation and isolation. A person’s vulnerability can be further compounded when they feel 

forced to migrate to flee from conflict, perpetrators, or ostracisation, and are thereby subjected 

 
3 Wood, Variation in Sexual Violence during War. 
4 Koshin Wang and Rowley, “Rape: How Women, the Community and the Health Sector Respond”; Mukwege and Nangini, “Rape with 
Extreme Violence: The New Pathology in South Kivu, Democratic Republic of Congo.” 
5 Campbell, Dworkin, and Cabral, “An Ecological Model of the Impact of Sexual Assalut on Women’s Mental Health”; de Jong et al. , 
“Lifetime Events and Posttraumatic Stress Disorder in 4 Postconflict Settings.”; Kelly et al., “‘If Your Husband Doesn’t Hum iliate You, 
Other People Won’t’: Gendered Attitudes towards Sexual Violence in Eastern Democratic Republic of Congo”; Loncar et al., 
“Psychological Consequences of Rape on Women in 1991-1995 War in Croatia and Bosnia and Herzegovina.” 
6 Lwambo, “‘Before the War, I Was a Man’: Men and Masculinities in the Eastern Democratic Republic of Congo.” 
7 Albutt et al., “Stigmatisation and Rejection of Survivors of Sexual Violence in Eastern Democratic Republic of the Congo”; Byrskog 
et al., “Violence and Reproductive Health Preceding Flight from War: Accounts from Somali Born Women in Sweden.” 
8 Kohli et al., “Family and Community Rejection and a Congolese Led Mediation Intervention to Reintegrate Rejected Survivors of  
Sexual Violence in Eastern Democratic Republic of Congo.” 
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to further risks while making treacherous journeys (often into Europe) or upon arriving at 

destinations that do not ensure the safety or certainty they sought9. Exposure to further violence 

in early post-migration periods can occur due to changes in family power dynamics, uncertain 

asylum processes, economic instability, and as a result of traumatic events10. As such, there are 

multiple converging factors that impact women and children affected by CRSV. This chapter will 

begin with an examination of how stigmatisation plays a pivotal role in mother-child 

relationships. It will then go on to profile the current state of support services for survivors and 

discuss how future psychosocial care could be improved. Given the degree to which communal 

structures play a role in survivors’ experiences, there will be a particular focus on how best to 

integrate these when designing modalities of care. 

 

The stigma attached to conflict-related sexual violence is known to have a huge impact on 

survivors’ well-being. Results from two studies conducted with women in the Democratic 

Republic of the Congo (DRC) showed that the stigmatisation they faced as a result of being raped 

had a greater mediating impact on their mental health outcomes than did the act itself11. CRSV 

often leads to survivors being isolated or ostracised from their communities. This can take the 

form of being forbidden to participate in social activities like attending church and being 

discriminated against on the basis of their so-called link to the enemy including, for instance, 

being referred to as the ‘wives’ of rebels12. This is particularly likely to occur when 

misconceptions around the nature of sexual violence and consent are present. There are even 

times when women are misconstrued as having been willing participants in the acts by which 

they were victimised13. This is significant given that social networks in traditional societies are 

an important source of protection in times of difficulty and vulnerability14. In cases where 

women have birthed a child conceived in rape, their children may face other specific forms of 

stigma, for instance, that of being the child of a militant and thus a persistent reminder of the 

hurt an enemy group has inflicted upon a community, or the assumption that the child embodies 

the worst characteristics of their father15. It is important to note the difference between stigma 

and stigmatisation, that is: the negative social perceptions that a child may internalise, and 

 
9 Anderson and Van Ee, “Refugee Mothers Raising Children Born of Sexual Violence in Dutch Society”; Freedman, “Sexual and Gender-Based 
Violence against Refugee Women: A Hidden Aspect of the Refugee ‘Crisis.’” 
10 Byrskog et al., “Being a Bridge: Swedish Antenatal Care Midwives’ Encounters with Somali-Born Women and Questions of Violence; a 
Qualitative Study.” 
11 Harvard Humanitarian Initiative, “Characterizing Sexual Violence in the Democratic Republic of the Congo: Profiles of Violence, 
Community Responses, and Implications for the Protection of Women”; Verelst et al., “Mental Health of Victims of Sexual Violence in 
Eastern Congo: Associations with Daily Stressors, Stigma, and Labeling.” 
12 Akello, “Experiences of Forced Mothers in Northern Uganda: The Legacy of War.” 
13 Kelly et al., “Rejection, Acceptance and the Spectrum between: Understanding Male Attitudes and Experiences towards Conflict -Related 
Sexual Violence in Eastern Democratic Republic of Congo.” 
14 Atim, Mazurana, and Marshak, “Women Survivors and Their Children Born of Wartime Sexual Violence in Northern Uganda.” 
15 Van Ee and Kleber, “Growing up under a Shadow.” 
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which have connotations of shame, versus the external discrimination, stereotyping, and 

prejudice directed towards a child based on their perceived status16. Though not identical in 

nature both have the potential to lead to adverse outcomes. The concept of illegitimacy can 

remain an important factor for these children, particularly in societies with a patrilineal 

understanding of ethnicity. In fact, perpetrators have even been known to intentionally use rape 

as a tool of ethnic cleansing wherewith they force new generations to assume their own 

ethnicity17. This process seeks to fracture community bonds by claiming women (and children) 

as the property of the enemy through destroying their perceived purity and thereby imposing 

defeat and humiliation on their families and communities18. As such, children born of sexual 

violence (CBSV) in some contexts lack not only a primary caregiver but societal status as well 

due to their being ‘fatherless’ in the eyes of their community19. They are seen as neither 

belonging to their mother’s clan nor their father’s, a status which can lead to problems later in 

life related to their community’s customs for regulating issues such as access to burial ground, 

dispute resolution, and the allocation of land, all key identity markers among certain groups20. 

Often children deemed illegitimate or ‘born of the enemy’ are denied rights to education, health 

and social care, or even citizenship, and may face food insecurity, poverty, and homelessness21. 

Likewise, though CBSV are not always direct witnesses of the violence enacted upon their 

community, they can become indirectly victimised through exposure to the impact that a conflict 

has upon their culture, their society, their family members, and importantly their mother 

(physically, psychologically, or both). They may be blamed for community disputes or made the 

scapegoat for problems within families, in some cases even being accused having caused the 

conflict itself22. These children may be forced to leave their home and grow up without their 

family around them. The cumulation of experiences for mother and child can often impact the 

quality of their interaction, thereby affecting their attachment and setting a precedent for future 

relationships23. Problems with this bond can begin during pregnancy, before the child is even 

born. Neurobiologically, this can occur as a result of the chronic stress experienced by a 

mother24, including, for some women, further trauma, migration, or socio-economic instability. 

Mothers with CBSV often have many feelings of ambivalence about their child, emotions which 

 
16 Neenan, “Closing the Protection Gap for Children Born of War.” 
17 Hamel, “Ethnic Belonging of the Children Born out of Rape in Postconflict Bosnia-Herzegovina and Rwanda.” 
18 Neenan, “Closing the Protection Gap for Children Born of War.” 
19 Kelly et al., “Rejection, Acceptance and the Spectrum between: Understanding Male Attitudes and Experiences towards Conflict -Related 
Sexual Violence in Eastern Democratic Republic of Congo.” 
20 Atim, Mazurana, and Marshak, “Women Survivors and Their Children Born of Wartime Sexual Violence in Northern Uganda.” 
21 Neenan, “Closing the Protection Gap for Children Born of War”; United Nations Security Council, “Resolution 2467.”  
22 Atim, Mazurana, and Marshak, “Women Survivors and Their Children Born of Wartime Sexual Violence in Northern Uganda.” 
23 Morel and Papouchis, “The Role of Attachment and Reflective Functioning in Emotion Regulation.” 
24 Yehuda et al., “Influences of Maternal and Paternal PTSD on Epigenetic Regulation of the Glucocorticoid Receptor Gene in Holocaust 
Survivor Offspring.” 
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oscillate at different times during pregnancy or their child’s life, and that can affect their ability 

to make sense of their child’s behaviour and accurately respond to their needs25. A child 

conceived after an attack by a violent rebel group, for example, can be a source of distress for the 

mother. She may have lost her community ties in the meantime, or the child might serve as a 

reminder of the man who raped her26. Children known to be born out of wedlock can also be 

stigmatised as a result of that fact27. As such, a mother’s own behaviour, which is impacted by 

her experiences, can be frightening to the child and thus create a cyclical process. Such women 

may suffer a “double stigmatisation” as victim-survivors and mothers. The psychosocial 

outcomes of the impact of this “forced motherhood” may be passed on to their children, who, as 

CBSV, are already targets of stigmatisation28. 

 

Although awareness of survivors’ needs is increasing, and despite the good work that lots of 

local and international organisations – and even some governments – are doing, gaps remain in 

our knowledge and implementation of support for these women and children in psychosocial 

settings. In a study that collated expertise on this subject matter from researchers, clinicians, 

and advocates working with survivors of sexual violence29, findings spoke to the challenges 

associated with current approaches to care (e.g. untailored treatments start too late, a general 

lack of resources) and suggested ways in which it might be improved (e.g. providing holistic 

support integrating a variety of treatment structures, and training more staff to deliver specialist 

services). Cohen30 reiterates the importance of evidence-based research in the design of clinical 

interventions, but also takes into account “the wisdom of widespread traditional cultural 

practices that have enabled communities to promote recovery and resilience” (pg. 158). Equally, 

interventions should “treat women with value, rights, will, and capabilities… and understand the 

situation as the woman understands it”31 (pg. 2). This is particularly important for women who 

have conceived a child as a result of sexual violence and may have mixed feelings towards this. 

In the words of one expert32: “There is not enough attention for this normal reaction of being a 

rape-victim and all the feelings that come along with it. If you ignore those feelings the mother 

will always feel pushed into something she desperately wants out of (raising an unwanted child 

 
25 Jasperse, Bala, and Hein, “Kinderen Geborn Uit Seksueel Geweld; Problematiek En Behandeling. ‘Als Ik Naar Mijn Baby Kijk, Schaam Ik 
Me.’” 
26 Van Ee and Kleber, “Growing up under a Shadow.” 
27 Aßmann et al., “Stigmatisierungserfahrungen Deutscher Besatzungskinder Des Zweiten Weltkrieges.” 
28 Neenan, “Closing the Protection Gap for Children Born of War.” 
29 Anderson and van Ee, “Mothers with Children Born of Sexual Violence: Perceptions of Global Experts Regarding Support in Social Care 
Settings.” 
30 Cohen (2013) 
31 Mukwege and Berg 2016  
32 Anderson and van Ee, “Mothers with Children Born of Sexual Violence: Perceptions of Global Experts Regarding Support in Social Care 
Settings.” 
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of a horrible man)” (pg. 6). Moreover, other scholars note that discussions about CRSV survivors’ 

needs often overlook these women’s agency, focusing instead on their marginality and 

vulnerability33. In the context of newly arrived refugees Byrskog et al.34 acknowledge the 

delicate balance professionals have to strike between, on the one hand, promoting resilience, 

social networks and a future-oriented perspective, and on the other, being open to individual 

needs, a notion that can be applied to survivors of violence in many contexts. In addition to 

addressing the physical and psychological needs of both mothers and their CBSV, increasing 

consideration is being given to securing reparations for those affected by sexual violence as part 

of an integrative approach to addressing their needs overall. Extending reparations to CBSV is 

important given their potential to be excluded in many societies (informally by the community 

and/or formally by governmental policy and national directives). The Dr Denis Mukwege 

Foundation35 has, with the guidance of a network of CRSV survivors, opened the discussion as to 

what reparations may look like. While legal support is necessary to begin the process of bringing 

perpetrators to justice, collective reparations that have a transformative effect beyond the scope 

of the criminal justice system (e.g. building a school, establishing a memorial, a public apology) 

may often be more beneficial to survivors. 

 

It is important to understand the aforementioned needs of mothers and CBSV, as well as the 

challenges currently faced in caring for them at all levels of their social networks, the individual, 

relational, community, and societal. Figure 1 is a diagrammatical representation of an adaption 

of the framework for understanding violence, identified by Krug, Dahlberg, Mercy, Zwi, & 

Lozano36 to include women and their CBSV. It is a particularly useful visual aid since it highlights 

the complex social structure and the many levels at which these dyads are potentially impacted 

by survivors’ experiences. 

 

The remainder of this chapter will, in the context of this socio-ecological framework, examine 

the current care provisions in place for mothers and CBSV in greater detail, and how these may 

be improved to enhance future care.  

 
33 Denov and Ricard-Guay, “Girl Soldiers: Towards a Gendered Understanding of Wartime Recruitment, Participation, and Demobilisation.” 
34 Byrskog et al. (2014) 
35 Dr Denis Mukwege Foundation, “Reparations for Wartime Sexual Violence.” 
36 Krug et al., “World Report on Violence and Health.” 
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Figure 1. Socio-ecological model for risk factors for and buffers against impact of violence on mothers and CBSV   

 

 

 

 

 

 

 

 



 What Does Care Currently Look Like? 

There is currently no modality of care that comprehensively addresses the very specific and 

complex needs of mothers and CBSV at multiple social levels including the individual (e.g. PTSD), 

the relational (e.g. mother’s ambivalence toward child), the communal (e.g. stigmatisation), and 

the societal (e.g. lack of access to justice). To better understand how one might be created, other 

approaches that target similarly vulnerable populations must be explored. Such findings can 

then be applied to these specific dyads. 

 

Verbal vs non-verbal 

The main psychosocial treatments recommended for PTSD by the UK National Institute for 

Health and Care Excellence (NICE)38, the US National Institute for Mental Health39, and the World 

Health Organization (WHO)40 are based around individual talking therapies. Trauma-focused 

cognitive behavioural therapy (TF-CBT: for children and young people up to 18 years old, 

focuses on how thoughts, beliefs, and attitudes affect feelings and behaviour, and it provides 

coping skills for dealing with different problems) and eye movement desensitisation and 

reprocessing (EMDR: rhythmic eye movements made while recalling the traumatic event, 

intended to create a similar effect to the way memories and experiences are processed during 

sleep) are both recommended to be delivered on a regular and continuous basis across 8-12 

sessions, of around 90 minutes each, starting (if possible) within a month of the traumatic event. 

These guidelines can be adjusted to suit the needs of clients, for example by varying the number 

and length of the sessions. These guidelines do not recommend play, art, or family therapy for 

children. They also do not endorse other forms of treatment (verbal or otherwise) due to a lack 

of supporting evidence. However, non-verbal treatments are sometimes preferred by people 

who have experienced trauma because they are often perceived as less intrusive and distressing. 

Music therapy is an example of a non-verbal therapy that exploratory research has shown can 

modulate and effect psychological responses to trauma at an implicit emotional level: tempo and 

rhythm influence arousal and might play a role in emotion regulation41. Equally, the distraction 

provided by the musical stimulus can focus the attention on the present moment, creating 

opportunities to establish new memories42 and social interactions 43. However, while the 

evidence base for non-verbal therapies is growing (positive practical experiences and 

 
38 National Institute of Health and Clinical Excellence, “Posttraumatic Stress Disorder: Management. Clinical Guideline.” 
39 Health, “Posttraumatic Stress Disorder.” 
40 World Health Organization., “WHO Releases Guidance on Mental Health Care after Trauma.” 
41 Carr et al., “Group Music Therapy for Patients with Persistent Post-Traumatic Stress Disorder - An Exploratory Randomized Controlled Trial 
with Mixed Methods Evaluation.” 
42 Van Der Kolk, “Clinical Implications of Neuroscience Research in PTSD.” 
43 Carr et al., “Group Music Therapy for Patients with Persistent Post-Traumatic Stress Disorder - An Exploratory Randomized Controlled Trial 
with Mixed Methods Evaluation”; Davidson, “Psychosocial Support within a Global Movement.” 
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acceptance), there remains a substantial gap in our knowledge pertaining to how such 

interventions might specifically benefit CRSV survivors. Verbal treatments are still the first line 

of treatment for trauma survivors, while additional non-verbal alternatives remain secondary 

measures. The Panzi Hospital in the eastern DRC is frequently referenced by practitioners and 

researchers as an example of a facility that employs both of these approaches to support 

vulnerable women. 

 

The Panzi One-Stop Centre Care Model44 

The most comprehensive intervention that currently exists for survivors of sexual violence was 

developed by Dr Denis Mukwege and the Panzi Hospital in Bukavu, in the eastern DRC. 

Comprised of four central dimensions (medical, psychosocial, legal, and socioeconomic), the 

Panzi One-Stop Centre (OSC) model is built on the foundations of a holistic, person-centred 

approach to care designed to facilitate the possibility of a woman returning to her community. 

Once the needs of an individual are noted, she is partnered with professional specialists (e.g. 

psychologists, lawyers, financial advisers) who provide information and support in decision 

making with regards to how she can best proceed from there. While the Panzi OSC care model 

largely supports women, they also have services specifically for male survivors as well as 

children. The Panzi OSC care model ‘treats sexually, bodily, and mentally harmed women’ but 

also advocates for these women to be ‘valuable resources for their own healing’. When a woman 

is discharged from the hospital follow-up home visits are planned to provide counselling and 

mediation for families as well as for the ongoing identification of additional needs. The four 

pillars of the model are as follows: 

 

Medical 

A physical examination (including tests for sexually transmitted infections, HIV/AIDS, 

pregnancy, syphilis, hepatitis B, and identification of secondary effects of bodily harm) is 

conducted to determine what kind of care is necessary. One of two pathways is followed next, 

based on how long ago the incident of sexual violence occurred. This is due to the fact that 

providing proper medical care can be more complex after a longer period of time has elapsed 

than it is when a victim presents within 72 hours of an incident. Recommended treatment plans 

are then discussed with the patient who then signs a consent form following a shared decision-

making process. The patients are then referred to relevant medical specialists. 

 
44 Mukwege and Berg, “A Holistic, Person-Centred Care Model for Victims of Sexual Violence in Democratic 
Republic of Congo: The Panzi Hospital One-Stop Centre Model of Care.” 
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Psychosocial 

Women begin by meeting with a psychologist to identify their needs and develop a treatment 

plan. Those who meet criteria for serious mental illnesses (including posttraumatic stress 

disorder, depression, and anxiety) are referred to specialists. Women are additionally offered 

the opportunity to participate in diverse therapeutic activities (including drama, music therapy, 

and creative activities such as flower arranging and knitting). These activities are believed to 

promote the processing of experiences and provide relief and feelings of value. When 

appropriate, psychosocial care also includes providing counselling to a woman’s close relatives, 

for example, a husband who might need help overcoming feelings of anger and blame related to 

an incident of sexual violence, or family members who may be prone to marginalising the 

survivor. 

 

Legal 

Legal support is offered to women at Panzi who wish to take action against their attackers. This 

support includes informing women about their rights, supporting them in making decisions 

about how to proceed, and assisting with transportation once legal proceedings have begun. 

Women are also offered the chance to meet with the perpetrator or revisit the place where the 

violence took place. 

 

Socioeconomic 

For many women at Panzi, their traumatic experiences have left them marginalised and 

financially unstable. Socioeconomic support helps to re-establish a woman’s social network, and 

teaches her skills (including literacy, mathematics, household maintenance skills, hygiene, and 

nutrition) that empower her to generate income by, for instance, starting a microfinancing 

collective. Women are taught to see their potential, regardless of the severity of their physical or 

mental impairments. Women with leadership potential are offered activism training at the 

hospital’s specialist centre, City of Joy. 

 

Common Threads45 

Stemming from the notion that experiences of rape and sexual violence are often unspeakable – 

based partly on the non-verbal encoding of traumatic memories, but also societal taboos in some 

cultures – Common Threads is an intervention that can respond to the specific needs of 

 
45 Cohen, “Common Threads: A Recovery Programme for Survivors of Gender Based Violence.” 
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survivors of CRSV (Cohen, 2013). Common Threads integrates components of PTSD treatment 

and art therapy techniques whereby participants design and sew textiles to share and process 

their stories. The hope is that it enables women to feel connected with each other, become less 

socially isolated, and ultimately learn to trust others again. Its founder, Rachel Cohen, describes 

Common Threads as a ‘voluntary unconscious trauma disclosure’ (personal communication). 

Pilot-tested in Ecuador and neighbouring Colombia, Common Threads collectives have now also 

been established in Bosnia - Herzegovina and the Democratic Republic of the Congo. By utilising 

local workforce capacities and developing culturally sensitive programmes, Common Threads 

projects can adapt to the population in need and embed within the services available. As well as 

guidance on how to sew, workshops also teach techniques for relaxation and self-care, and 

provide psychoeducation on the potential impact of trauma. Towards the end of the 12-week 

programme, group discussions are held on key topics such as reducing stigma and shame, coping 

with loss and grief, and cultivating personal strengths. Alongside the positive anecdotal 

feedback, a few preliminary results are emerging from the four countries where Common 

Threads Projects have been tested46 . 

 

Circle of Security47 

Circle of Security (COS) is a 20-week, group-based intervention that comprises parent education 

and psychotherapy, designed to enhance attachment/caregiving interactions in high-risk 

caregiver-child dyads. The intervention involves small groups of primary caregivers meeting 

with a psychotherapist for an hour and a quarter each week where they review video recordings 

of themselves interacting with their child, followed by psycho-educational discussions 

specifically targeted to each dyad. The theory on which COS is based encompasses themes of 

emotion regulation, shared states of consciousness, affect and perspectives, and reflective 

functioning. The objectives of COS are to ‘repair disruptions’ instead of striving for a total lack of 

disruptions, and to cultivate an appreciation for how a parent’s own subjective experiences can 

affect their feelings about their child’s needs. By watching and discussing clips of their 

interactions with their child, caregivers increase their capacity to observe and meet their 

children’s needs the best they can while also reflecting on their own painful feelings. 

  

 
46 Cohen and Ramirez, “Sew to Speak: Story Cloth Healing with Survivors of Sexual Violence.” 
47 Marvin et al., “The Circle of Security Project: Attachment-Based Intervention with Caregiver-Pre-School Child Dyads.” 
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How Can Care be Improved Moving Forward? 

Based on the evidence outlined above on both the impact sexual violence has on CRSV and 

CBSVs’ physical and psychosocial well-being and the interventions that have already been 

implemented to support these (or similarly vulnerable) dyads, the rest of this chapter is 

dedicated to recommendations for improving care in the future, working specifically towards 

formulating a community-based approach using a socio-ecological model. See figure 2. 

 

Individual 

The individual needs of mothers and children are numerous and complex. As direct victims of 

sexual violence, women who become pregnant as a result of rape have particular needs that 

require a holistic approach to care. As per recommendations from global experts in this field48, it 

is ideal if treatment can start during pregnancy. Upon conception of a child as a result of rape, 

women are in a vulnerable state, flooded with a mix of emotions. As discussed, terminating a 

pregnancy is not always available as an option in many places (either due to a lack of adequate 

services, personal choice, or as a result of societal taboos), though abortion services are 

sometimes offered nonetheless in so-called ‘backstreet’ clinics49. Consequently, women would 

benefit from psychosocial support during this pivotal phase. 

 

Individual support for survivors of sexual violence must be based on ‘understand[ing] the 

situation as the woman understands it’50, i.e. the ‘survivor-centred approach’51, which means 

working on what is important to the survivors rather than on what clinicians, researchers, or 

humanitarian aid workers assume they need. Introducing mothers to a support system during 

pregnancy allows them to understand their options, seek support, and plan for the future. 

Furthermore, during this stage, care providers (such as midwives) can provide a continuity of 

care by preparing survivors with knowledge and awareness that will ultimately help them 

navigate their new context and promote better health overall52. 

 
48 Anderson and van Ee, “Mothers with Children Born of Sexual Violence: Perceptions of Global Experts 
Regarding Support in Social Care Settings.” 
49 Human Rights Watch, “ I Just Sit and Wait to Die ” Reparations for Survivors of Kenya’s 2007-2008 Post 
Election Sexual Violence. 
50 Mukwege and Berg, “A Holistic, Person-Centred Care Model for Victims of Sexual Violence in Democratic 
Republic of Congo: The Panzi Hospital One-Stop Centre Model of Care.” 
51 UNFPA, “Minimum Standards for Prevention and Response to Gender-Based Violence in Emergencies.” 
52 Byrskog et al., “‘Moving on’ Violence, Wellbeing and Questions about Violence in Antenatal Care Encounters. 
A Qualitative Study with Somali-Born Refugees in Sweden.” 
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During individual stabilisation work, women can share their story (if they have not already and 

wish to do so) and have it documented so as to assist with reparations and seeking justice later 

on if the woman chooses to pursue these. Survivors’ physical health needs can be assessed so 

that they can be referred for medical treatment where necessary. From a psychological 

perspective, mothers can also work on perceived or observed difficulties in functioning (e.g. 

anxiety, traumatic stress reactions, depression, or feelings of ambivalence).  Survivors’ will be 

provided opportunities to begin more intense psychotherapeutic treatments and learn self-care 

techniques for managing their emotions independently. The primary focus of addressing 

individual needs is to foster strength and resilience and emphasise a salutogenic approach to 

care. 

 

Equally, CBSV are considered secondary victims, since they may be exposed to the impact that 

violence has on their mothers, family, and community, even if they were not witnesses to the 

events themselves53, and would therefore also benefit from targeted support. In individual age-

appropriate sessions, they can discuss their own functioning and needs as well as any problems 

at home or difficulties they might have with family members. Children’s individual work is most 

likely to focus on their immediate needs (the impact of exposure to trauma or violence, 

managing internalising/externalising behaviours, assimilation into new settings) via sessions 

tailored to their age and developmental stage. Here too the focus is on promoting resilience, 

though a further relevant consideration is that of ensuring that the children are not made more 

vulnerable by inadvertently revealing to them more about their origins than they were already 

aware of and thus exposing them to discrimination or stigmatisation.  

 

Relational 

Mothers and children would also benefit from receiving treatment together in joint sessions to 

work on their dyadic relationship and break any cycles of distress that might exist. The idea is 

that mothers thus move towards acceptance of their children and by extension are empowered 

to create the best possible environment for them to develop and thrive in while simultaneously 

attending to their own needs as well. Specialists skilled at enhancing parental interactions and 

strengthening parent-child bonds are useful allies at this relational stage. 

 

 
53 Jaffe, Crooks, and Wolfe, “Legal and Policy Responses to Children Exposed to Domestic Violence: The Need to 
Evaluate Intended and Unintended Consequences.” 
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Support may include enhancing reflective functioning capacities; parenting classes for first time 

mothers or those who do not have support networks; practical information on caring for a child; 

guidance on building secure attachments (e.g. Circle of Security). Mothers and children would 

further benefit from having role models (a victim-activist peer who has previously experienced a 

similar situation54), who can guide them through challenging times. If feasible and with the 

consent of mother (and child), this may also be a time for close family members (e.g. husbands 

or spouses, half-siblings, parents) to become involved in discussions around acceptance, 

support, and care.  Non-verbal therapies have been observed to be successful at helping people 

work though distressing experiences and manage poor mental health. In group settings, mothers 

and children are socially connected and supported as part of a collective. Mothers and children 

can further benefit from being encouraged to learn creative skills rooted in their 

native/indigenous historical traditions (e.g. drumming, pottery, knitting, dress-making, cooking) 

taught by local women. Lessons in self-care and introductions to practices like yoga and 

meditation can further help survivors with controlling emotions, improving health, and reducing 

stress. 

 

Community 

As discussed, community plays a huge role in the outcomes of mothers and CBSV. In some cases, 

this takes the form of survivors’ experiences being harshly perceived, such as when the victims 

of sexual violence get misconstrued as having been willing participants in the act, ultimately 

resulting in their exclusion from community life on that basis. Acceptance by, and/or back into, 

the community can often be spearheaded by important local figures such as religious leaders or 

other well-respected individuals. Encouraging acceptance of women and children impacted by 

sexual violence is pivotal to their recovery trajectory as it enables them to further inhabit their 

roles in the community with dignity55. 

 

In many societies where sexual violence is prevalent, women are not encouraged to work, and in 

others, women are heads of households and provide the main source of income. A community 

approach to recovery and care will reflect these factors and move women towards 

socioeconomic stability in ways that correspond to their local culture. Women who previously 

generated income can be supported in re-establishing their livelihoods, and others can use 

newly learned skills to create new opportunities to earn a living. This, in turn, can improve their 

 
54 Neenan 2018 
55 Neenan. 
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overall mental well-being56. Similar to the Panzi OSC care model, women should be assisted in 

establishing social networks, learning skills that can be used to earn a living or maintain their 

household, and in seeing themselves as being defined by more than their experiences. Older 

children can benefit from receiving guidance on future employment/education opportunities 

and establishing a future, while younger children’s development can be supported with creative 

activities. 

 

Importantly, women and older children can further benefit from receiving practical support with 

administrative tasks such as organising their finances, documenting their experiences (in the 

case of asylum seekers or refugees), and completing paperwork. 

 

Societal 

Relieving the stigma associated with having a CBSV, including breaking the silence around such 

experiences, was adopted as an item on the international agenda in 201857. Continuing to 

address these issues would ideally involve seeking wider engagement on the part of survivors’ 

families, communities, and society as a whole. Mothers and children can be instrumental in 

developing and carrying out acts of political engagement, determining how culturally 

appropriate they are, and linking up with important local figures who would be useful in 

facilitating events. Engagement activities could include: focus group discussions with men 

around the topic of sexual violence (including about their own experiences of stigma58 as an 

important step in addressing the taboos that still exist; psycho-educational sessions provided to 

men in local communities, led by respected leaders to address the stigma and rejection of 

women and CBSV experienced in many cultures as well as historically engrained views on 

gender roles regarding marriage and sexuality; engaging children in age-appropriate discussions 

of violence and the treatment of victims, thereby setting in motion an ethos of accepting one’s 

neighbours from an early age; and outreach to more rural areas to ensure that messages of 

intolerance of violence, as well as compassion and acceptance of survivors are received. Such 

bottom-up engagement can disrupt ongoing marginalisation and lead to wider commitment 

from local and national governments who will be involved in bringing about meaningful and 

inclusive peace, reconciliation, and transitional justice, and ensuring access to services for 

victims59. 

 
56 Atim, Mazurana, and Marshak, “Women Survivors and Their Children Born of Wartime Sexual Violence in Northern Uganda.”  
57 United Nations, “International Day for the Elimination of Sexual Violence in Conflict 19 June 2018.” 
58 Kelly et al., “Rejection, Acceptance and the Spectrum between: Understanding Male Attitudes and Experiences towards Conflict-Related 
Sexual Violence in Eastern Democratic Republic of Congo.” 
59 Neenan, “Closing the Protection Gap for Children Born of War.” 
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Equally, societal engagement will be necessary at the international level to: reduce the exposure 

of women and children to further risks during migration journeys and to improve asylum 

processes for highly vulnerable groups; ensure CBSV are not denied rights to education, health 

and social care, or citizenship; provide access to tailored, holistic support and training of staff to 

deliver specialist services in affected areas; initiate evidence-based research in the design of 

clinical interventions, particularly in promoting recovery and resilience; and to ensure legal 

support that seeks both justice and collective reparations that are independent from the 

criminal justice system. 



Figure 2. Improved framework of care according to the socio-ecological model  

 



Conclusion 

The needs of women who experience sexual violence in conflict are myriad, and they become 

compounded when a woman gives birth to a child as a result of this violence. A mother with a 

child conceived during an attack by a violent group is both a victim-survivor and a mother: the 

child may serve as a reminder of the traumatic experience, at times causing mothers to 

demonstrate signs of distress that may be upsetting for the child. In many cultures, 

stigmatisation plays a pivotal role in the relationships between women and their children; they 

may be turned away from their communities as feared links to enemy groups and prevented 

from continuing activities that secure their livelihood. 

 

This chapter first highlighted the ways in which women and their CBSV are impacted at different 

socio-ecological levels. It then went on to document current ways of supporting survivors (and 

other similarly vulnerable groups) and to suggest how future psychosocial care may be 

improved. A framework for a holistic, survivor-centred, psychosocial intervention for mothers 

and CBSV is outlined that incorporates aspects of 1) individual stabilisation, assisting mothers 

and children independently to a place of improved well-being and understanding of their 

situation or experience with violence; 2) promoting collaborative relational efforts between 

mothers and children that foster acceptance and an improved relationships; 3) connecting 

mother-child dyads with each other, creating support networks, cultivating new skills, and 

teaching self-soothing techniques; and 4) recognising survivors as instrumental players in 

familiarising wider audiences with the experiences CRSV survivors and their children have had; 

encouraging compassion and acceptance, and facilitating acknowledgment of sexual violence 

crimes. It is designed to be utilised across conflict, post-conflict, and refugee host settings, and 

has implications for shaping cultural responses, lobbying for the recognition of these women 

and children as victims, and influencing policy at a higher level.  
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Abbreviations 

CBSV  Children born of sexual violence 

COS  Circle of Security 

CRSV  Conflict-related sexual violence 

DRC  Democratic Republic of the Congo 

EMDR  Eye movement desensitisation reprocessing 

NICE  National Institute for Health and Clinical Excellence 

OSC  One stop clinic 

PTSD  Posttraumatic stress disorder 

TF-CBT  Trauma-focused cognitive behavioural therapy 

UNFPA  United Nations Population Fund 

WHO  World Health Organisation 
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In many conflict regions, women and girls continue to be at high risk of becoming victims of rape 

by armed combatants, whether local or foreign militaries, rebel groups or peace keeping forces. 

The physical and psychological repercussions of CRSV against women and their families can be 

long-lasting and far-reaching (Bosmans, 2007); and it is by no accident that sexual violence is 

now widely referred to as a ‘weapon of war’ (Clifford, 2008) or an ‘act of terrorism’ (United 

Nations, 2017).   
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Very often, social taboos dictate that victims of sexual violence be seen as unclean, spoiled or 

unfaithful, which can lead to social isolation and stigmatisation (Albutt, Kelly, Kabanga, & 

VanRooyen, 2016). Injuries and trauma from sexual violence may also raise the concern that 

women are not be able to work, perform household chores or care for children; effectively 

diminishing their perceived ‘worth’ (Glass, Ramazani, Tosha, Mpanano, & Cinyabuguma, 2012). 

Depression and other mental illnesses may create further barriers with family and friends and 

diminish participation in wider community life (Betancourt, Agnew-Blais, Gilman, Williams, & 

Eliis, 2010).  

 

Raising a child born from CRSV can add to this burden, and these dyads may face further 

barriers to secure attachments. This may arise as a result of a mother’s own emotion 

dysregulation following the trauma of sexual violence or indeed ambivalence towards their child 

as a result of his/her conception. Such dyadic victimhood may also be compounded by migration 

and assimilation into a new culture. And yet, women do not (always) see themselves as victims, 

many women seem themselves as brave and courageous (Medica Zenica & medica mondiale, 

2014). Many are able to achieve growth in spite of their experiences. 

 

The overarching aim of this dissertation is to contribute to the discourse on the myriad 

psychosocial outcomes of conflict-related sexual violence for survivors, by systematically 

exploring areas of difficulty and areas of perceived strength and combining mixed 

methodologies. It is built on the foundation of multiple intertwining areas of global mental 

health and explored several of these within two different contexts: being a mother, being a 

survivor. Using the evidence generated through this dissertation, recommendations for 

addressing their needs have been provided. 

 



144 
 
 

3. This dissertation is based on the following publications 

1. Anderson, K & van Ee, E (2020). Reflective functioning of refugee mothers with children 

born of sexual violence. International Journal of Environmental Research & Public Health. 

17(8), 2873. DOI: 10.3390/ijerph17082873. Special issue on  Health Care Needs of 

Migrants: Guarding the Most Vulnerable—Refugees, Women and Children. 

 

2. Anderson, K & van Ee, E (2018). Mothers with Children Born of Sexual Violence: 

Perceptions of Global Experts Regarding Support in Social Care Settings. Healthcare for 

Women International. 40(1) 83-101. DOI: 10.1080/07399332.2018. 1522319. 

 

3. Anderson, K, Delić, A, Komproe, I, Avdibergović, E, van Ee, E & Glaesmer, H (2019). 

Predictors of Posttraumatic Growth Among Conflict-Related Sexual Violence Survivors 

from Bosnia & Herzegovina. Conflict & Health. DOI: 10.1186/s13031-019-0201-5. 

 

4. Anderson, K, Komproe, I Delić, A, Avdibergović, E, van Ee, E & Glaesmer, H (2020). A 

Dual-Model of Posttraumatic Stress and Posttraumatic Growth in a Community Sample of 

Female Conflict-Related Sexual Violence Survivors from Bosnia & Herzegovina. Journal of 

Human Trafficking, Enslavement and Conflict-Related Sexual Violence. Final accepted 

manuscript. 

 

  

https://www.mdpi.com/journal/ijerph/special_issues/health_care_sciences
https://www.mdpi.com/journal/ijerph/special_issues/health_care_sciences


145 
 
 

4. Presentation of own contribution 

 

I, Kimberley Anderson, hereby confirm the following contributions to the publications in this 

thesis: 

 

• Recruit participants (Publications I and II) 

• Carrying out the study (Publications I and II) 

• Data entry (Publications I, II, III and IV) 

• Data analysis (Publications I, II, III and IV) 

• Draft manuscript, including Introduction, Methods, Results and Discussion (Publications 

I, II, III and IV) 

• Draft tables and figures (Publications I, II, III and IV) 

• Submission of the manuscript (Publications I, II, III and IV) 

• Corresponding author (Publications I, II, III and IV) 

• Revision of the publication manuscript according to correction notes by the reviewer 

(Publications I, II, III and IV).  

 

 

Signed:  

 

………………………………    

 

 

………………………………     …………………………………   

Prof. Dr. Heide Glaesmer Prof. Dr. Ivan Komproe Dr. Elisa van Ee 

 

  



146 
 
 

5. Erklärung über die eigenständige Abfassung der Arbeit 

I hereby declare that I have completed the present work independently and without 

inadmissible help or using other means than those specified. I assure that third parties have 

neither directly nor indirectly received any remuneration or monetary benefits for work that is 

related to the content of the submitted dissertation, and that the submitted work neither in 

Germany nor abroad in the same or similar form to another Examination authority has been 

submitted for the purpose of a doctorate or another examination procedure. Any material taken 

from other sources and from other people that has been used in the work or is directly referred 

to has been identified as such. In particular, all persons who were directly involved in the 

creation of the present work were named. The current legal requirements with regard to the 

approval of the clinical studies, the provisions of the Animal Welfare Act, the provisions of the 

Genetic Engineering Act and the general data protection provisions were observed. I declare that 

I am aware of and have complied with the regulations of the statutes of the University of Leipzig 

to ensure good scientific practice. 

 

 

Signed:  

 

………………………………  ………………………………  

 

 

 

 

 

  

29-07-2020 



147 
 
 

6. Curriculum Vitae 

Kimberley Anderson, BSc, MSc.  

Personal Born 20 October 1988 in Suffolk, United Kingdom 

   
Professional 04/2020 –  Research Fellow 

Queen Mary University of London, UK 

 10/2019 – 01/2020 Mental Health & Gender-Based Violence Advisor 
Americares, Disaster Relief Organisation, Bahamas 

 

05/2017 – 10/2019 
 

Project Co-ordinator 
Netherlands Red Cross, Team for Undocumented 
Migrants, NL 

 

11/2015 – 10/2018  PhD Candidate - EU Marie Skłodowska-Curie 
Innovative Training Network  
Psychotraumacentrum Zuid Nederland, NL 

 
07/2014 – 10/2015 Research Assistant 

East London NHS Foundation Trust, London, UK 

 
09/2013 – 06/2014 Research Assistant 

Intensive Care National Audit and Research Centre, UK 

Education 11/2015 – 02/2021   Doctor of Philosophy (Psychology) 
University of Leipzig, Germany, Department for 
Medical Psychology and Medical Sociology 

   
 09/2012 – 08/2013 Master of Science (Child & Adolescent Mental 

Health) 
University College London, London, UK 

   
 09/2008 – 07/2011 Bachelor of Science (Psychology) 

Nottingham Trent University, Nottingham, UK 
   

 09/2002 – 07/2007 
Secondary Education 
Kind Edward VI School, Bury St Edmunds, UK 

   

 

 

  



148 
 
 

7. Publication List 

Anderson, Komproe, Delić, Avdibergović, van Ee & Glaesmer. (2020). A Dual-Model of 

Posttraumatic Stress and Posttraumatic Growth in a Community Sample of Female 

Conflict-Related Sexual Violence Survivors from Bosnia & Herzegovina. Journal of Human 

Trafficking, Enslavement & Conflict-Related Sexual Violence.  

Roupetz, Bartels, Michael, Najjarnejad, Anderson & Davidson. (2020). The Impact of 

Displacement on Emotional Well-being Among Married and Unmarried Syrian 

Adolescent Girls in Lebanon. International Journal of Environmental Research & Public 

Health, 17(12): 4543. DOI: 10.3390/ijerph17124543. 

Anderson & van Ee. (2020). Reflective functioning of refugee mothers with children born of 

sexual violence. International Journal of Environmental Research & Public Health. 17(8), 

2873. doi.org/10.3390/ijerph17082873 

Anderson, Delić, Komproe, Avdibergović, van Ee & Glaesmer. (2019). Predictors of 

Posttraumatic Growth Among Conflict-Related Sexual Violence Survivors from Bosnia & 

Herzegovina. Conflict & Health. DOI: 10.1186/s13031-019-0201-5 

Anderson & van Ee. (2019). Refugee Mothers Raising Children Born of Sexual Violence in Dutch 

Society. In: Women's Journey to Empowerment in the 21st Century A Transnational 

Feminist Analysis of Women's Lives in Modern Times. Edited by Kristen Zaleski, Annalisa 

Enrile, Eugenia L. Weiss & Xiying Wang. New York, NY: Oxford University Press 

Anderson & van Ee. (2018) Mothers with Children Born of Sexual Violence: Perceptions of 

Global Experts Regarding Support in Social Care Settings. Healthcare for Women 

International. 40(1) 83-101. DOI: 10.1080/07399332.2018. 1522319. 

Anderson & van Ee. (2018) Mothers and children exposed to intimate partner violence: A 

review of treatment interventions. International Journal of Environmental Research & 

Public Health. 15(9):1-25. DOI 10.3390/ijerph15091955. 

Anderson & Roupetz. (2018) Children Born of War: A European research network exploring the 

life histories of a hidden population. Aspasia. DOI 10.3167/asp.2018.120106. 

Kelly, Albutt, Kabanga, Anderson & VanRooyen (2017) Rejection, acceptance and the spectrum 

between: understanding male attitudes and experiences towards conflict-related sexual 

https://doi.org/10.3390/ijerph17124543
https://d.docs.live.net/8c1af56328ec290b/Admin/Jobs/DOI%2010.3390/ijerph15091955.
https://www.berghahnjournals.com/view/journals/aspasia/12/1/asp120106.xml


149 
 
 

violence in eastern Democratic Republic of Congo. BMC Women’s Health, 17:127.  DOI 

10.1186/s12905-017-0479-7. 

Anderson, Laxhman & Priebe. (2015). Can mental health interventions change social networks? 

A Systematic Review. BMC Psychiatry, 15:297. 

  

https://bmcwomenshealth.biomedcentral.com/track/pdf/10.1186/s12905-017-0479-7
https://bmcwomenshealth.biomedcentral.com/track/pdf/10.1186/s12905-017-0479-7


150 
 
 

8. Acknowledgements 

Every single woman, mother and child that features in this work has changed my heart a little 

for the better. I have been taught the very meaning of strength and courage by you all, and I feel 

privileged that you were able to tell me parts of your life stories. Thank you.  

 

This project would not have been possible without generous funding from the European 

Commission’s Marie Skłodowska-Curie Horizon 2020 Innovative Training Network. I am 

extremely thankful for the opportunities that this funding scheme provides, and the many ways 

in which I have become a better researcher as a result of it.  

 

To my supervisors: 

Heide, your calm, pragmatic, straightforward nature kept me grounded and allowed me to make 

huge leaps in my final years. Thank you for welcoming me into your team and being a 

continuous, reassuring presence and helping me take this work through to completion. 

 

Ivan, I thank you for your endless explanations, your practical advice, your patience and pushing 

me to think deeper at all times. I will look back fondly on our meetings in Amsterdam; they were 

often the highlight of my week.  

 

Elisa, thank you for allowing me the space and freedom to complete this project, and for 

providing insightful discussions at each stage.  

 

To my fellow CHIBOW ESRs, I am so thankful for our shared experience, and the support we 

gave each other along the way. What a fantastic opportunity to extend the understanding on this 

topic, keep up the good work. 

 

To all the people who were kind to me along the way, who pointed me in the right direction, who 

connected me with others and who made my job a little easier, I cannot thank you enough. In 

particular, those who gave to me more than was asked: interpreters Naim, Adiba, Ruta; Marcia at 

Huize Agnes; Jocelyn at HHI; and colleagues Nadine de Voogd and Joris Philipsen at the PTC and 

Agnes Moyen Jansen now at Virenze. 

 

To my wonderful friends and family, your belief in me, not only to succeed, but to thrive, has 

always been my light. To those in particular who replied to my frantic texts at all times of the day 



151 
 
 

and night, who fiercely defended me and who picked me up when I doubted myself, you are my 

whole heart. 

 

Finally, to Mike. There is no way to fully articulate how thankful I am for your absolute, 

unwavering support of me undertaking this project, even from before day one. Your endless 

patience, your encouragement, your visits to me around the world (including the small matter of 

moving to a new country), your logistical advice and your pep talks. You answered my questions 

both urgent and hypothetical, and time and again you helped me make sense of my thoughts 

when I was unable to think clearly. I wouldn’t have lived to tell this tale without you by my side. 

You truly took this journey with me. 

 


	Introduction 4
	Chapter I: Being a Mother 13
	Chapter II: Being a Survivor 56
	Discussion 102
	Thesis References 133
	Appendices 140
	Foreword

	Introduction
	Background & Context
	Outcomes of CRSV Against Women: Being a Mother, Being a Survivor
	Aims & Objectives
	Research Questions
	Core Publications of this Dissertation

	Chapter I: Being a Mother
	Methodology
	Study sample
	Procedure
	Recruitment
	Assessment

	Measurements
	Data Analysis
	Ethical approval

	Publication I
	Objective:
	Background:
	Methodology:
	Results:
	Conclusion:

	Publication II
	Objective:
	Background:
	Methodology:
	Results:
	Conclusion:


	Chapter II: Being a Survivor
	Methodology
	Study sample
	Procedure
	Recruitment
	Assessment

	Measurements
	Data Analysis
	Ethical approval

	Publication III
	Objective:
	Background:
	Methodology:
	Results:
	Conclusion:

	A Dual Model of Posttraumatic Stress and Posttraumatic Growth in Survivors of Sexual Violence
	Publication IV
	Objective:
	Background:
	Methodology:
	Results:
	Conclusion:


	Discussion
	Summary of Findings
	Strengths and Limitations
	Conclusion
	Being a mother
	Being a survivor

	Future directions
	Recommendations
	Background
	What Does Care Currently Look Like?
	Verbal vs non-verbal
	The Panzi One-Stop Centre Care Model
	Medical
	Psychosocial
	Legal
	Socioeconomic

	Common Threads
	Circle of Security

	How Can Care be Improved Moving Forward?
	Individual
	Relational
	Community
	Societal​

	Conclusion
	Abbreviations
	Chapter Bibliography


	Thesis References
	Appendices
	1. Abbreviations
	2. Zusammenfassung
	3.  This dissertation is based on the following publications
	4. Presentation of own contribution
	6. Curriculum Vitae
	7. Publication List
	8. Acknowledgements
	Chapter I (Paper 2).pdf
	ABSTRACT
	Background
	Method
	Stage One  current treatment and perceived needs
	Stage Two  future implementation of treatment components
	Coding and analyses

	Results
	Stage One  current treatment and perceived needs
	Question 1: What specific difficulties do mothers raising a child born of sexual violence face?
	Motherchild attachment
	Mental well-being
	Societal reactions
	Question 2: Which specific interventions do you currently apply, or recommend to treat this population?
	Motherchild interactions
	Combined psychotherapy  skills training
	Question 3: What are the problems with current treatments for these motherchild dyads?
	Untailored treatments
	Lack of resources
	Question 4: What recommendations can you make for developing a new intervention to treat mothers and their children born of sexual violence?
	Early screening  awareness raising
	Holistic support
	Mixed treatment structure

	Stage Two  future implementation of treatment components

	Discussion
	Limitations

	Conclusion
	Acknowledgments
	Ethical approval
	Author contributions
	References


	Chapter II (Paper 1).pdf
	Abstract
	Background
	Methods
	Results
	Conclusion

	Introduction
	Methodology
	Design and setting
	Participants
	Instruments
	Data analyses

	Results
	Circumstances of CRSV
	Severity of PTG, PTSD and psychosocial support
	Associations between variables
	Predicting PTG

	Discussion
	Limitations
	Implications

	Conclusion
	Additional file
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Author’s contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References





