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“WHEN THE PAIN HAS GONE BEYOND”:  

ADAPTIVE AND MALADAPTIVE COPING AMONG CONGOLESE 

REFUGEES 

 

Lisa Ekelund and Tove Nilsson Ringmar 

 

There is a lack of studies investigating PTSD in countries with a low human 

development index and also among refugee populations (Onyut et al., 2004; 

Stevens et al., 2013).  The purpose of the present study was to investigate coping 

strategies used by Congolese refugees, a heavily traumatised population.  Using a 

mixed-methods design, two studies were conducted on samples of Congolese 

refugees.  Interviews (N=10) were conducted to study coping strategies.  Thematic 

analysis generated five themes: 1) religion, 2) social coping, 3) problem-solving, 4) 

resignation, and 5) avoidance.  Furthermore, differences in coping strategies 

between individuals with low (n=23) and high (n=24) PTSD symptom severity
1
 

were examined statistically.  The results showed that the low PTSD symptom 

severity group used significantly more adaptive coping strategies compared to the 

other group (p=.004).  No difference was found in maladaptive coping strategies 

(p=ns).  The results of both the qualitative and quantitative analyses suggest that 

religious meaning-making and social coping are important in this context.  

 

According to the United Nations’ refugee agency United Nations High Commission for Refugees 

(UNHCR) 51.2 million people were forced to leave their homes in 2013 because of conflict, 

violence, persecutions, and violations of the their human rights (UNHCR, 2014a). This number 

indicates extensive human suffering, making the refugee situation one of the biggest challenges of 

our time. To be forced to resettle due to violence and humanitarian crises involves severe and 

widespread consequences for those affected. A fundamental aspect is also the great psychological 

suffering emerging from the experiences of trauma and forced displacement. Investigating the 

consequences of trauma, it has been noted that the majority of research focuses on posttraumatic 

stress disorder (PTSD; Galea, Nandi, & Vlahov, 2005).  

 

Most studies on PTSD have been based in Europe and the US, although the majority of trauma (e.g. 

war, natural disasters, civil conflict, torture) occur elsewhere, in countries with a low human 

development index (Keane & Barlow, 2002; Stevens, Eagle, Kaminer, & Higson-Smith, 2013). 

Furthermore, the findings from a literature review on trauma and PTSD suggest that the negative 

consequences of trauma, on individual and societal levels, are much larger in less developed 

countries that have been exposed to violence. This includes a higher risk of PTSD, more complex 

symptom profile, more chronic disorder, and greater co-morbidity with anxiety and mood disorders 

(Kessler, 2000). In addition, there are secondary socio-economic effects caused by a heavily 

traumatised population on its immediate surroundings because of difficulties working or taking care 

of children and relatives (Onyut et al., 2004). 

 

The authors of the current thesis received Minor Field-study scholarships
2
 to enable a field study to 

a less-developed country. More specifically the field study was undertaken at the Nakivale Refugee 

Settlement in Uganda, and investigated coping strategies used by Congolese refugees, a population 

frequently exposed to trauma, through both past events in their home country
3
 and through the 

                                                 
1
 The two groups were split according to the median score on PTSD symptom severity (Mdn = 31). 

2
 A scholarship granted by the Swedish International Development Cooperation Agency (SIDA). 

3
 The ongoing conflict in the DRC has killed around five million people (International Rescue Committee, 2007). It is a 

conflict that has a very dark record of violations against international humanitarian law and in some instances crimes 

against humanity with summary executions, torture and sexual violence (UN News Centre, 2011). Studies have shown 

that 39.7% of women and 23.6% of men had a lifetime experience of sexual violence (Johnson et al., 2010).  
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stress of living the uncertain life of a refugee. Two previous cross-sectional studies conducted on 

Congolese refugees living at the Nakivale Refugee Settlement confirm that this population has a 

very high prevalence rate of 49.4-61.7% of PTSD (Ssenyonga, Owens, & Olema, 2013a, b). Hence, 

PTSD and the population of Congolese refugees is an important research topic.   

 

Posttraumatic stress disorder 

According to the fourth edition of the Diagnostic and Statistical Manual of Mental Disorders
4
 (4th 

ed.; DSM-IV; American Psychiatric Association [APA], 1994) the first criteria for the diagnosis of 

PTSD is that the individual must have experienced or witnessed a traumatic event that involved 

actual or threatened death, serious injury or threat to the physical integrity of self or other. A broad 

range of events can be classified as traumatic, such as losing a loved one or being exposed to crime, 

violence, war, or natural disasters (Keane & Barlow, 2002). However, the person also has to 

respond to the event with intense fear, horror, or helplessness and display symptoms from the 

following three categories for at least one month: reliving the event through, for example, 

flashbacks or nightmares; avoidance of triggers and memories of the event, including numbing of 

general responsiveness; increased arousal, such as insomnia, concentration issues, and 

hypervigilance. Finally, these symptoms must cause a significant distress or impairment in the 

individual’s social, work, or other important area of functioning (APA, 1994). In addition to the 

many, often debilitating symptoms, a literature review on trauma and PTSD showed that a PTSD 

episode may last more than seven years and that many PTSD sufferers will have several PTSD 

episodes in their lives in response to different traumas (Kessler, 2000). Furthermore, PTSD sufferers 

frequently also display more general symptoms, such as high levels of anxiety, panic attacks, and 

depression (Keane & Barlow, 2002), and also have secondary psychiatric disorders and higher risks 

of suicide attempt (Kessler, 2000). 

 

Prevalence and individual differences in PTSD 

The prevalence of PTSD is relatively high. In the US, PTSD is the fourth most common psychiatric 

disorder (Keane & Barlow, 2002). The majority of studies on PTSD stem from the US, this includes 

a large lifetime prevalence study (Kessler et al., 2005). Kessler et al. (2005) found a lifetime 

prevalence of 6.8% for PTSD, with the highest prevalence among 30-59 year olds (8.2-9.2%), 

which may be explained by the increasing risk of being exposed to a traumatic event with age. 

Moreover, the prevalence rate among women (10.4%) is twice as high as that of men (5.0%; Keane 

& Barlow, 2002). The explanations behind the increased risk in women are inconclusive and further 

research is needed to understand this gender difference. 

 

Despite the high prevalence of PTSD, not everyone who experiences a traumatic event will develop 

PTSD
5
. Thus, there are individual differences with regard to the vulnerability of developing PTSD 

(DiGangi et al., 2013; Keane & Barlow, 2002; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995). 

The classical conditioning model is often used to explain the onset of PTSD (Keane & Barlow, 

2002). According to this model the intense emotional reactions during the trauma are triggered by 

exposure to symbols or reminders of the trauma. The triggering of emotional reactions, in turn, 

causes hypervigilance and fear of triggering these reactions which leads to avoidance of the intense 

emotions. Feeling that one’s reactions are uncontrollable, in turn, lead to the development of PTSD. 

Whether or not the initial conditioning takes place can, partly, be explained by individual 

vulnerability that may predispose or put an individual at risk for developing PTSD. 

 

                                                 
4
 Since then, a fifth edition has been published (DSM-V; APA, 2013), but the present study has used the definition of the 

fourth edition due to the availability of a translated diagnostic scale based on this edition. The criteria in DSM-V is 

stricter, requiring the individual to have directly experienced the event or, alternatively, that the event involved a close 

family member or friend (Wakefield, 2013). Moreover, the individual’s emotional response is deleted from the criteria. 
5
 As was initially thought when the diagnosis was first defined in the DSM-III (APA, 1980). 
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In a literature review the following factors were associated with PTSD onset (Galea et al., 2005); 

guilt, anger, external locus of control, weaker coping ability, prior history of trauma and/or 

psychiatric conditions, low social support, as well as poor family and co-worker relations. 

Additionally, in the aftermaths of a disaster, low socioeconomic status, age, ethnicity, and 

employment status were found to be associated with PTSD. Furthermore, the vulnerability to 

develop PTSD was suggested to be moderated by protective factors such as coping skills and 

availability of social support. Nevertheless, with increased severity, proximity, intensity of and 

amount of exposure to trauma the greater the likelihood that PTSD will develop, with individual 

factors playing a less important role (Keane & Barlow, 2002). In line with this, prevalence rates 

have been found to be higher among individuals exposed to ongoing, prolonged traumas, which are 

more common in less developed countries (Kessler, 2000; Meffert & Ekblad, 2013). It should be 

noted, however, that there are methodological issues within PTSD research in that comparisons 

between and extrapolation of results are difficult, due to there being different types of traumas and 

levels of exposure (Galea et al., 2005). The use of different assessment methods and different 

definitions of PTSD historically also add to these difficulties.  

 

However, to conclude one may refer to the following quote: “The [traumatic] event exceeds the 

capacity of psychological resources and existing coping strategies. The development of PTSD must 

always be understood as an interaction between disposing factors, characteristics of the event that 

has occurred, and protective factors” (Frommberger, Angenendt, & Berger, 2014, p. 61). The only 

psychological factor that has consistently been identified as a predictor of PTSD symptoms after a 

disaster (after accounting for psychiatric co-morbidity) is coping (Galea et al., 2005; Silver, 

Holman, McIntosh, Poulin, & Gil-Rivas, 2002). Additionally, coping has been suggested to be a 

pre-trauma factor that is susceptible to change (DiGangi et al., 2013). Coping is therefore important 

to investigate further due to the potential of developing interventions aimed at coping.  

 

What is coping? 

Coping was initially used as a psychological concept in the 1960s even though the examination of 

coping strategies can be considered to have a longer history, being rooted in the psychoanalytical 

theory of defence mechanisms (Lazarus, 1993; Snyder, 1999). Today there is an ongoing debate 

within the coping literature on how to differentiate coping from defence mechanisms and whether 

this is a meaningful distinction (Snyder, 1999). Cramer (2001) stresses the importance of viewing 

the two concepts as two different adaptational mechanisms, regarding coping as a conscious and 

intentional activity whereas defence mechanisms occur without conscious awareness and are 

therefore not controlled or affected by rational decision making. In the 1960s new theories of stress 

and health were being introduced to the field which opened the door to coping as a research area. 

Richard Lazarus, and later also his colleague Susanne Folkman (1984), proposed a model of how 

coping must take in to account how the individual appraises the situation. The appraisal process in 

their model is thought to happen in two steps. The primary appraisal evaluates the kind of threat that 

is presented in the situation. If the situation is perceived as threatening the person then enters the 

secondary appraisal in which she or he will examine the available resources for coping with the 

situation (Snyder, 1999). 

 

Coping is, thus, a vast concept which can be viewed from many perspectives and be defined in 

different ways (Folkman & Moskowitz, 2004). The broadness of the concept can be problematic 

since it may cause confusion, meaning everything and at the same time nothing. Consequently, it is 

an important task for anyone dealing with this subject to identify the relevant perspectives and to 

operationalise its meaning. For the purpose of the current study the following definition of coping 

was formulated: a cognitive, behavioural, or emotional way of handling internal and/or external 

stressors. Another challenge of the coping research is how to categorise and denominate different 

types of coping strategies so there can be a meaningful exchange between researchers (Folkman & 

Moskowitz, 2004). Frequently discussed categories of coping are, for example, 
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adaptive/maladaptive coping, religious coping, social coping, and meaning-making (Folkman & 

Moskowitz, 2004). 

 

Adaptive and maladaptive coping 

Coping strategies appear to be a post-trauma factor which is strongly associated with the 

development and persistence of distress (Littleton, Axom, & Grills-Taquechel, 2011).  This makes it 

important to categorise different coping strategies, although challenging, to enable comparisons 

between different research findings (Folkman & Moskowitz, 2004). Previous research has found 

associations between avoidant coping strategies and negative health outcomes (Littleton, Axom, & 

Grills-Taquechel, 2011) and PTSD symptoms (Benotsch et al., 2000). Avoidant coping, thus more 

maladaptive, can be understood as cognitive and behavioural reactions that tend to avoid the 

stressor, such as changing to alternative activities or avoiding thinking realistically about the 

problem (Moos, 1993). These coping strategies can be contrasted with more adaptive coping 

strategies which instead focus on managing the traumatic experience or the reactions that are 

consequences of the experience (Littleton, Axom, & Grills-Taquechel, 2011). A meta-analysis 

investigated the relation between coping styles and overall health outcomes which resulted in 

indications that problem-focused strategies were positively associated with positive health outcomes 

(Penley, Tomaka, & Wiebe, 2002), thus suggesting that problem-focused strategies are more 

adaptive. 

 

Religious coping 

There has been a growing interest in religious coping within the coping research field, which is an 

important perspective when extending research outside of a Western, more secular context. 

Pargament and colleagues (Pargament, Smith, Koenig, & Perez, 1998) argue that religious coping 

cannot be reduced to non-religious ways of coping since it implicates a qualitatively different way 

of coping. Furthermore, they also stress that religious coping should be distinguished from religious 

involvement since the former is a stronger predictor of outcomes in stressful situations. Religious 

coping, like any coping, can be seen as multi-dimensional. As a result, it lends itself to being 

categorised in different ways. For example, much research distinguishes between positive and 

negative religious coping (Folkman & Moskowitz, 2004; Pargament et al., 1998). Positive religious 

coping according to Pargament and colleagues (1998) consists of religious forgiveness, 

collaborative religious coping, spiritual connection, religious purification, benevolent religious 

appraisal, and religious focus. By contrast, negative religious coping involves spiritual discontent, 

punishing God, reappraisal, interpersonal religious discontent, demonic reappraisal, and reappraisal 

of God's power. Positive religious coping has been shown to have beneficial implications for mental 

health outcomes after stressful events whereas negative religious coping have been related to 

maladaptive outcomes (e.g. Ano & Vasconcelles, 2005; Gerber, Boals, & Schuettler, 2011; 

Pargament et al., 1998). 

 

Social coping 

Another aspect of coping which has been shown to be important when dealing with stress and 

trauma are social dimensions (Folkman & Moskowitz, 2004; Gorst-Unsworth & Goldenberg, 1998). 

Social coping encompasses both external factors, such as available social support, as well as 

internal factors related to the individual, such as social support seeking. The latter is more coherent 

with what coping is thought to be, focusing on the individual’s effort to deal with the stressor. 

External factors are, nevertheless, important to consider since they are the context in which the 

coping takes place. Some theories have also problematised this by introducing models of coping, as 

for instance the communal coping model which emphasises the dynamic between coping responses 

and the context (Wells, Hobfoll, & Lavin, 1997). Thus, acknowledging that coping is a response to 

the context and at the same time influences the context. An individual may, for example, avoid a 

certain coping behaviour if this causes distress to another person, a type of behaviour which in this 

model is denominated as pro-social coping, which has been associated with better health outcomes 
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in a number of studies (Wells et al., 1997). Social coping has, furthermore, been found to be 

associated with positive health outcomes, such as fewer PTSD-symptoms and depressive reactions, 

in numerous studies concerning traumatised refugees (e.g. Gorst-Unsworth & Goldenberg, 1998; 

Huijts, Kleijn, van Emmerik, Noordhof, & Smith, 2012). Results of a meta-analysis showed that 

poor social support was the strongest predictor for the development of PTSD (Ozer, Best, Lipsey, & 

Weiss, 2003). 

 

Meaning-focused coping 

In addition to the former categorisations, some researchers have found it complementary to also 

consider meaning-focused coping, especially in situations where the individual has no control to 

change the stressor (Park & Folkman, 1997). Meaning-making can be seen as the way that a person 

changes the meaning of the stressor by the influence of values, beliefs and goals (Folkman & 

Moskowitz, 2004). 

 

How to measure coping? 

The most common way to measure coping is through self-report inventories with check-lists asking 

for thoughts and behaviours following a nominated stressor or vignette (Folkman & Moskowitz, 

2004). Accuracy is the biggest limitation associated with this method. The accurate recollection of 

thoughts and behaviours in a situation that happened a week or month ago can be problematic 

(Folkman & Moskowitz, 2004). An alternative method of assessing coping is through qualitative 

approaches where the subject gives a narrative of the taxing situation, as well as the emotions, 

thoughts and behaviours that followed. The narrative method can prove beneficial in situations 

where the stressor is of a more complex kind, rather than concrete and specific. Furthermore, the 

method can provide information on new coping strategies that are not included in the check-lists. 

However, this may also result in people overlooking ways in which they have coped and, therefore, 

not reporting all coping strategies that they use (Folkman & Moskowitz, 2004). 

 

Cross-cultural research 

There is a lack of previous research on PTSD and coping in less developed countries and in 

contexts such as the Nakivale Refugee Settlement. Therefore, some considerations to cultural-

differences were necessary. 

 

In the coping research field there is an ongoing discussion on contextual factors influencing coping. 

Several researchers within the field of coping consider that stress and coping are universal 

experiences, but advocate that the cultural context influences how different individuals judge and 

respond to stressors when taking into account coping goals, strategies, and outcomes (Chun, Moos, 

& Cronkite, 2006; Lam & Zane, 2004; both as cited in Kuo, 2010). Although contextual factors 

have been emphasised conceptually since the early days of coping research, relatively little of the 

empirical coping research has focused on populations outside of North America and Europe (Kuo, 

2010). Cultural critique directed toward the most prominent theories of coping suggest that the 

research in coping is dominated by a mono-cultural perspective emanating from a highly 

individualistic culture (Kuo, 2010), which also places too much emphasis on personal control, 

agency, and direct action (Folkman & Moskowitz, 2004). As an example, a cross-cultural review of 

coping reported some cultural differences among different ethnic group in the US, such as a greater 

prevalence of emotion-focused or covert coping approaches among individuals with an Asian 

background, as well as among individuals with an African or Latino background (although to a 

lesser extent; Kuo, 2010). Another cross-cultural study, designed to compare mental health 

outcomes between a Kenyan and a North American population within the aftermaths of a terrorist 

attack, showed that the Kenyan group used more religious coping whereas the North American 

group made use of medical treatment, drugs, and alcohol (North et al., 2005). Thus, the results 

suggest that there are some cultural differences in the use of coping strategies. 
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Also within PTSD research the need to incorporate contextual factors has been emphasised. Stevens 

and colleagues (2013) point out that individuals in many of the trauma-torn contexts are exposed to 

ongoing threats and danger. They argue that the existence of continuous threat and danger is not 

considered within the framework of the current PTSD definition. Instead, it assumes a safe 

environment following the traumatic event in which recovery and treatment can take place and in 

which there is a possibility of learning that there is no current danger (that is, to learn that the PTSD 

symptoms are ‘merely’, so called, false alarms). Thus, they suggest the use of the term continuous 

trauma as a new way of looking at trauma that incorporates a different context in contrast to the 

current definition of PTSD. Stevens and colleagues (2013) suggest that focusing on the context 

rather than individual factors as causes of trauma makes room for more culturally and contextually 

appropriate understandings of trauma, and for the development of suitable interventions (both 

clinical and psychosocial). 

 

Currently there are only a few studies focusing on the mental health of the refugee population in 

Uganda, which is problematic as there is an urgent need for solid psychological knowledge 

concerning effective interventions directed toward the affected population (Onyut et al., 2004). A 

literature review from 2012, which presented 19 existing publications that had studied coping 

strategies among East African refugees (including Congolese refugees), reported a need for more 

qualitative studies within this area, including more studies on refugees in host countries rather than 

resettlement countries (Gladden, 2012). Indicative results, from this literature review, suggest that 

the most common coping strategies are faith and religion, social support and cognitive reframing 

(Gladden, 2012). Moreover, two studies conducted on Congolese refugees at Nakivale Refugee 

Settlement confirmed the previously established risk factors of PTSD, such as gender, age, and 

trauma load (Ssenyonga et al., 2013a, b). Other risk factors that were identified included an 

increasing number of displacements and a low education level. 

 

Purpose and hypotheses 

There are indications that different populations and cultures handle stressors in different ways, 

which is important to consider when developing adequate interventions for the affected population 

(Gladden, 2012; Igreja, 2004; North et al., 2005; Stevens et al., 2013). The purpose of the current 

study was to examine coping strategies used in relation to the experience of past traumatic 

experiences, refugee life, and PTSD symptoms. More specifically, this involved coping strategies 

used by Congolese refugees in a host country and in relation to PTSD symptom severity. This was 

considered important for the development of interventions, in view of previous findings suggesting 

coping as a protective factor of PTSD (Galea et al., 2005; Keane & Barlow, 2002; Penley et al., 

2002).  

Consequently, the current study tried to answer the following research questions:  

- Study 1: Which coping strategies can be found in the participants’ description of how they 

handle past traumatic events and current stressors? 

It was hypothesised that the way in which the studied population handle trauma will differ 

from populations from Europe and the US, both of which have been the focus of much of 

the research conducted to date. 

- Study 2: Is there a difference in the use of coping strategies between individuals with a low 

and high PTSD symptom severity? 

The hypothesis, based on previous research, was that there would be a difference in coping 

strategies between groups with low and high PTSD symptom severity. More specifically, 

that those with a high PTSD symptom severity would use more adaptive and less 

maladaptive coping strategies compared to those with a low PTSD symptom severity. 
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To try to answer these questions a mixed-methods design was adopted , as it enabled both to explore 

a new context and to make statistical inferences. Two separate studies were conducted, first a 

qualitative and then a quantitative study.  

 

 

Study 1:  A qualitative study 

 

Initially a qualitative study was conducted to explore the coping strategies used by a sample of 

Congolese refugees. In semi-structured interviews the participants were asked how they dealt with 

and continue to deal with past traumatic events they experienced, and how they dealt with their 

current situation and with symptoms of PTSD. 

 

Method 

Study context 

Uganda has, as a relatively stable country with many conflict-torn neighbouring countries, become 

host to a refugee population of around 220,000 people (UNHCR, 2014b). The refugees are 

primarily from the bordering country of the Democratic Republic of Congo, but also from countries 

such as Somalia, Rwanda and Sudan (UNHCR, 2014b). The Nakivale Refugee Settlement, in 

southern Uganda, is one of the largest and oldest refugee settlements in Africa, home to roughly 

56,000 refugees (Australia for UNHCR, 2014). Official information about the settlement is difficult 

to find, which may to some extent be explained by the constant influx of refugees as well as 

repatriation and resettlement of refugees
6
. The settlement is not as temporary as a refugee camp, as 

such refugees are all allocated a piece of land to build a small house upon when they arrive. The 

length of stay at the settlement varies greatly and may be up to 20 years in some cases, however, 

refugees are not intended to stay permanently at the settlement and there are restrictions against the 

building of permanent houses. Every month the World Food Programme (WFP) distributes 12 

kilograms of maize (6 kilograms if the family has spent more than five years at the camp), 300 

millilitres of cooking oil, 1 kilogram of dried beans, 1 kilogram of porridge flour, and 1 gram of salt 

to each family. In addition, many grow some crops on their own plot of land. 

 

Participants 

The participants were 10 Congolese refugees living at the Nakivale Refugee Settlement. There was 

an equal number of women and men ranging in age from 21 to 51 years (M = 34.74). Seven of the 

participants were married, two were single, and one was co-habiting. All participants reported a 

religious practice where seven were Protestant, two were Catholic, and one Muslim. One of the 

participants had no education, three had finished their education at primary school, five had finished 

at secondary school, and one had a university degree. Information about the original area of stay 

was missing for one participant, the rest were from the Kivu province, six from South Kivu and 

three from North Kivu. All participants fulfilled criteria for a PTSD diagnosis according to DSM-IV 

(APA, 1994). 

 

The participants were recruited with assistance from interpreters during home visits around the 

camp, which was known as Base Camp One. Inclusion criteria were: Congolese nationality, age 

above 18 years, and having experienced or witnessed at least one traumatic event (as defined by 

DSM-IV, APA, 1994). Age and nationality were checked prior to commencing the interviews. All 

participants fulfilled the inclusion criteria. Interviews were introduced with a written consent form 

informing the participants about the purpose of the study. The form was developed by Ssenyonga 

and colleagues (2013a, b) and was further adapted to the present study. All participants provided 

                                                 
6
 Thus, information presented without a reference in this paragraph is based on collated information from both refugees 

and staff of the UNHCR at the settlement. 



8 

 

written consent and their voluntary participation was emphasised. No compensation was used for 

the participation, which was also emphasised in the introduction of the interview. 
 

Data collection 

Permission to conduct the research was applied for and given from the Ugandan Office of the Prime 

Minister (OPM) at the Nakivale Refugee Settlement.  

 

Authors. The interviews were conducted by the authors of this report, two Master students of 

Psychology who were also trained in basic psychotherapy. For each interview one of the authors 

conducted the interview and the other took the role of observer. The observer wrote down 

observations during the interviews and thoughts relating to the research. The person acting as the 

observer was also allowed to ask questions when needed. The authors took turns performing the 

different roles. 

 

Both authors had previously visited Central and Eastern African countries and both have also lived 

in foreign countries for periods of years. The authors spent ten weeks in Uganda, nine of which 

were spent at the refugee settlement (a requirement from SIDA for the scholarship received for 

conducting the research). During this time the authors sought to learn as much as possible about the 

context, such as the everyday life of refugees, different refugees’ experiences in their home country 

and during their flight to Uganda, and the work of UNHCR and NGOs at the settlement. The 

authors befriended several refugees and staff of UNHCR, different NGOs and religious 

communities during their stay, which helped increase knowledge of the situation of refugees and the 

settlement. The authors also tried to raise awareness of their own subjective position as European 

psychologist students through actively seeking to lift this perspective with each other, their local 

supervisor and the interpreter, and also in the literature search. Field notes of observations, 

thoughts, discussions, and difficulties were taken throughout the study. 

 

Interpreter. One interpreter was recruited for the interviews, conducting instant translations 

during the interviews. He was fluent in English, Swahili, French, Lingala, Kirundi, Kinyarwanda, 

and Kinyabwisha. The interpreter received three days of training with the interviewers, which 

included information about the research, ethical considerations in relation to research, the 

translation process, and brief information about traumatic events, PTSD and coping. Furthermore, 

all questionnaires were thoroughly read through and the different items were discussed, to ensure 

that the interpreter understood the purpose of each question. Finally, role play was performed with 

the interpreter playing the part of both the interviewee and the interpreter. The interpreter had 

received previous training when translating for other psychological research studies in the Nakivale 

Refugee Settlement about PTSD and coping, provided by the Mbarara University of Science and 

Technology. The interpreter had, furthermore, received one week of interpreter training by the 

Resettlement Support Centre Africa and had a total of five years experience working as an 

interpreter. The interpreter was reimbursed for his time during training and work. The interpreter 

only interpreted what the interviewer and respondent said, and did not ask any direct questions to 

the respondent. 
 

Interviews. First, an interview guide was developed (see Appendix 1 for the final version). 

The interview guide contained four general themes that were to be covered in each interview, each 

with a clear purpose and set of example questions. The themes were: trauma and stressor, with the 

purpose of understanding what kind of traumatic experiences the participant had been through 

before and during the flight, and also at the camp; consequences of trauma, to understand the 

psychological consequences of the traumatic experiences and to aid a discussion on coping 

strategies used; coping strategies and evaluation of these, to understand how the interviewee had 

coped with their traumatic experiences and the consequences of them, and also to understand how 

the participant perceived the effects of the coping strategies; and desirable outcome, with the 
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purpose of understanding what the interviewee perceived as desirable coping outcomes in terms of 

their wishes for the future. The interviews did not go in-depth, instead a descriptive “surface” 

account was sought. 

  

Initially, two pilot interviews
7
 were conducted after which the interview guide was revised. The 

interview guide was then further refined throughout the data collection period, as and when new 

ideas came up or when difficulties were observed with relation to phrasing of the questions. The use 

of the word coping was, for example, removed from the interviews as this word was not 

translatable. Instead questions were phrased as follows: “What do you do to handle the difficulties 

you are describing?”, “Over time what did you find most helpful in dealing with your difficulties 

and in what way has it helped you?”, or “Last time when (insert symptom or problem) happened, 

what did you do?” 

 

Each interview started by asking about demographic information, while at the same time trying to 

create an alliance with the interviewee. The background information questionnaire from Ssenyonga 

and colleagues’ (2013a, b) study was adapted to fit with the purpose of the present study. Questions 

were asked concerning age, marital status, religious belonging, educational level, number of family 

members within the household, source of livelihood, original area of stay in the DRC, duration of 

stay in the camp, number of displacements and year of the first and most recent displacement (see 

Appendix 2). 

 

Following this, the qualitative interview was conducted. The interviews were semi-structured, thus, 

the specific questions asked during the interview were adapted to the current situation and person, 

with the interviewer only trying to cover the four themes. The structure of the interview was funnel-

shaped, where open-ended questions were used initially to gain more narrative answers and then 

becoming more specific toward the end of the interview. Next, a self-report measure of 

posttraumatic stress disorder was administered by the interviewers to screen for PTSD diagnosis 

according to the criteria stated in the DSM-IV (APA, 1994), the Posttraumatic Diagnostic Scale 

(PTDS; Foa, Cashman, Jaycox, & Perry, 1997; see the Method section of study 2 for further 

information on the scale). The interviews took between 60 and 150 minutes. Two of the interviews 

were interrupted during the administration of the PTDS and then continued two weeks and two days 

later, respectively. 

 

Other material. Observational notes were taken in a notebook and the complete interviews 

were recorded on two recording devices (as a precautionary measure). The pre-installed recorders 

on the following mobile phones were used: an Apple iPhone 4 and a Samsung Galaxy Trend (GT-

S7560). The recordings were played in Express Scribe Transcription Software v 5.69 during 

transcription. 

 

Data analysis 

The analytical approach of the study was mainly inductive, but there was also an element of a 

deductive stance as the authors had done some research on coping strategies and thereby had a pre-

understanding of the subject to be investigated. Interviews were analysed according to thematic 

analysis on a semantic level. This approach was chosen to make the findings as informative as 

possible within the scope of the study.  For the purpose of the data analysis the definition of coping 

that was presented in the introduction of this report was used to ensure consistency and agreement 

between the two authors. 

 

Transcription. Due to the limited scope of the current study, only parts of the interviews that 

                                                 
7
 The participants for the pilot interviews were recruited and interviews conducted on the same basis as for the main  

sample of participants. 
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dealt with coping were transcribed. Both authors listened to the full ten interviews and thereafter 

agreed upon which sections were to be transcribed. For each interview around 20 minutes of audio 

recording was transcribed. Furthermore, only language that the authors understood was transcribed, 

which was English and in some cases French. Thus, everything the authors said and also the 

interpreter’s translations of the interviewees’ accounts were transcribed. When other languages were 

spoken this was noted in the transcription record to reflect the turn taking in the interviews. The 

transcription followed an agreed upon notation system (see Appendix 4). The transcription was 

focused on spoken words and did not include further information such as intonation or speed of 

speech, because this information was judged redundant in the context of using interpreters and 

performing an analysis on a semantic level. Once transcriptions had been written, the interpreter 

checked them while listening to the audio recordings, to make comments of potential translation 

errors and to help transcribe inaudible parts. 

 

Main analysis. The data were analysed using thematic analysis as described by Braun and 

Clarke (2006 & 2013), using a mainly data-driven and exploratory position. The analysis took a 

more deductive stance, though, when the sections to be transcribed were chosen. Initially, all 

transcripts and field notes were read by the authors to gain an overall picture of the data. Next, the 

interview transcripts were read again while at the same time coding any extracts that were regarded 

as coping or related to coping (such as evaluation of coping strategies used or triggers to using 

coping strategies). Both authors coded all interviews separately with an aim to be inclusive, 

however field notes were not coded and only used as inspiration and a help to understand the 

material. The analysis was mainly done on a semantic level, whereby the authors tried to avoid 

making own inferences about the meaning of content. However, on several occasions, inferences 

were necessary, but they were made with caution and by putting the coded extracts into the larger 

context of the whole transcript. The authors continuously discussed the findings to ensure 

consistency in the analysis process and to aid understanding of the data. 

 

Following the initial coding stage and discussions as to what codes had been found and what coping 

consisted of, a second stage of coding was performed. This time, the authors coded half of the 

interviews each and new codes appeared. Next, the list of codes was printed and the codes were cut 

out and a process of grouping and re-grouping the codes into different themes was done by the two 

authors. When a satisfactory, temporary thematic map had been established another stage of coding 

was performed, to ensure all relevant content was coded for each theme and that content not fitting 

into the themes was also included in the thematic map. Subsequently, homogeneity within each 

theme was sought by reading through all extracts for each theme and by removing codes not fitting 

into the wider meaning of each theme and putting them in other themes. A miscellaneous theme was 

also created and used for codes not fitting elsewhere. Then, the different themes were compared to 

each other to ensure external heterogeneity. Each theme was defined in writing, including vivid 

extracts depicting the theme. In this process the themes were further refined and renamed. Once the 

authors had produced a thematic map containing a few abstract themes that fulfilled the criteria of 

internal homogeneity and external heterogeneity, the analysis process was finished. Please see 

Appendix 5 for a table of the codes for each respective theme. 

 

Ethical considerations 

The interviewers were aware of the sensitivity of the information asked, relating to past traumatic 

events, and the possibility that the participants had PTSD or other psychiatric illnesses following 

these events. The interviewers checked with the participants how the participants were feeling 

throughout the interview and intervened, took a break and/or stopped the interviews when 

necessary. To further assess the participants’ need for further support a short scale assessing suicide 

risk was included (extracted from the Mini-International Neuropsychiatric Interview, MINI; 

Sheehan et al., 1998, and further described in the Method section of study 2). At the end of each 

interview basic psycho-education regarding PTSD and anxiety was offered for those who wanted, 
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and a psycho-educative leaflet written in Swahili was also distributed to all participants. The leaflet 

contained information on common PTSD-symptoms and basic self-help tips on behavioural 

activation, sharing feelings and experiences with others, and a breathing exercise. All participants 

also received the contact details of the interviewers should the need for support or further questions 

arise after the interview. 

 

Follow-up interviews were also conducted with nine of the participants (the remaining participants 

could not be reached), to check up on how they were doing following the interview and to assess 

the need for further support. A quick evaluation of the interview procedure was also done prior to 

commencing following study, study 2. 

 

Confidentiality was ensured by storing audio recordings and written material anonymised and in a 

safe place.   

 

 Results 

The participants’ narratives contained tales of why they had fled which for all participants involved 

some kind of attack or repeated attacks. These attacks often involved violence, sexual violence, 

torture, robbery, burning of houses and kidnapping of family members and other types of brutality 

and atrocities. When narrating the stories some participants showed scars from the suffered violence 

and even pictures of what had happened. Furthermore, the narratives also depicted the flight from 

the DRC which in many cases was described as physically exhausting since they were made by 

foot. Some had also experienced continuous persecution and violence during the flight. The life at 

the camp included many hardships in the narratives such as struggle for food and money, schooling 

for children, health problems without proper health care, and security issues where some had 

suffered violence and rape at the settlement. In addition, many were also worrying about their future 

and the difficulties in getting resettled to a third country. Through the qualitative analysis five 

themes were identified in the data set, which describe different coping approaches in relation to the 

different stressors that the refugees encounter. The five themes were: 1) religion, 2) social coping, 

3) problem-solving, 4) resignation, and 5) avoidance. 

 

Religion 

One of the most frequently reported ways of dealing with both past and current stressors was 

religious coping. Some of the participants even stated that God or praying was the only option they 

had to help themselves. The participants described that they used religious coping strategies when 

encountering stressors such as memories from the past, sad and depressed feelings, uncomfortable 

thoughts, feelings of helplessness, and thoughts about the future or the current life situation. 

Religious coping within the narratives of the participants  mainly revolved around three trends; 

explaining their experiences by referring and surrendering to a greater divine power, reading and 

referring to religious scriptures, and asking or receiving strength from God by praying  

Furthermore, they depicted how they felt helped by the religious coping strategies because they felt 

comforted, encouraged, hopeful, happy, relieved or that it helped them defeat uncomfortable 

thoughts and memories: “I just feel I’m a person because I know God lives.”   
 
The participants frequently explained their life, their suffering, losses and good things in life by 

referring to God as a greater intelligence with the power over life and death: a God who was helpful 

and protective. Several also said that they left their lives or their future in the hands of God, 

surrendering to a greater, divine plan. The surrendering to God's greater plan also included, in some 

cases, an implicit hope for change coming from this greater power of God. Below follows some 

quotes describing the reference or surrendering to God’s greater plan: 
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“I'm convinced ((is))
8
 with this that he protected me in Congo, he protected me against the 

torture I experience in Congo so that the God who has helped me through all of this I 

recognise that he is powerful, he is a powerful God. For sure ((is)) all the things, all my life 

that I'm living now I ((is)) give that one in the hands of God ((is) because when things goes 

worse I have to pray to believe God ((is)).”  

 

“And I just feel reminded that when I was in Congo many people died from there. During that 

event many people passed away, so God managed to protect me and at least I’m still in life. 

That one makes me feel better and I just leave everything in the hands of God.”  

 

Many of the participants also said they read religious scriptures and some referred to the life of 

religious persons from the scriptures to situate their own personal experiences in a religious context. 

One participant described how the religious figures gave her inspiration, modelling how it was 

possible to struggle and be strong when encountering hardships. This participant also used the 

religious characters as a point of comparison, which enabled her to gain a new perspective on her 

own situation: 

 

“ There is another thing that I read through the Quran and that one helps me so much. There is 

a certain prophet in the Quran, the Christians they call him Jesus, so when it rains then my 

house leaks and it's like outside so everything will get wet. So when I remember about Jesus 

his history, he was the poorest among the prophets, he was born without a father and he was 

the poorest, so that one tells or shows me that I'm not the poorest.”  

 

Furthermore, many participants reported praying as an activity which helped them through the 

stressors of life. Many explained praying as a way of asking God for help or strength whereas some 

did not specify any further the purpose of the prayer.  One participant explained how he used prayer 

as a way of understanding the situation: “When you pray, you just feel you’re released and you 

understand that that’s how the world is.”  

 

One of the participants distinguished from the other participants by expressing how she felt 

abandoned by God, also questioning the situation through God by saying that God created her but 

now did not seem to care anymore: 

 

“Just feel that you’re discouraged and you think maybe God is not even caring about you, he’s 

no more caring and he is the one who created me but you see as he has let me down so who 

else can take care of me?” 

 

Social coping 

The most frequently reported way of handling problems besides religious coping, which was 

described by the participants, was social coping. The informants mainly described social coping that 

involved sharing experiences with others, receiving advice or encouraging words from others or 

receiving strength by focusing on one's family. Some also described practical social help, even 

though this was not as common. The social coping strategies were mainly linked to emotional 

stressors like reducing uncomfortable emotions such as sadness, and commonly received by 

spouses, other family members, or friends. 

 

Some participants narrated how they shared experiences with others who had been through similar 

or worse experiences. Sharing experiences with someone else was described as a way to feel less 

lonely and a way to get inspired by how other people had struggled. It was furthermore used as a 

way to gain new perspectives on one’s own situation by comparing oneself to others, similar to 

                                                 
8
 Inaudible speech, please see Appendix 4 for the full notation system. 
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what was described when reading the religious scripture. The following quotes depict how the 

participants were sharing their experiences: 
 

”Sometime I have friends, my closest friend, the closest friends, we share experiences and he 

or she tells me what he or she passed through, I just feel like we are the same we are equal 

[…] It’s because I know we had problems and you can see we’re still living, we are alive, so 

when we have a discussion  he or she tells me “you know I faced this and that but  I survived” 

and also I feel like I’m a person I can also experience something good.” 

 

”So when I am to have some discussion with others, this time that I can be discussing with 

someone and I find that that person is having problems which is heavier than mine. When I 

am conversing with him or her and found that he or she lost all his family members and was 

raped and even acquired HIV and maybe he or she has no child. So when I look (behind) for 

sure I'm good.”  

 

Others said they felt helped by receiving advice from others or by receiving encouraging words. It 

was not always specified what the advice or the encouraging words were about, but sometimes it 

had a religious content and one participant reported that the advice helped her understand. Another 

participant expressed that her husband encouraged her by giving her hope. Other participants shared 

how they were advised to search for other kinds of social support like calling a friend or getting a 

partner. One informant also told us that he had received advice from a counsellor. Below follows 

some quotes of the participants describing how they received advice or encouraging words: 

 

“Friends will come and give me piece of advice to make me understand the past.”  

 

“My husband always tells me that everything is possible, don’t lose heart, don’t give up, don’t 

kill yourself, everything is possible.”  

 

Another way of social coping which was narrated by the informants was to keep on going by 

focusing or thinking of one's family. Having responsibilities or caring for others was described as 

giving people strength or a direction about what to do, as can be seen in the following quotes: 

 

 “And when you look at the family which is ahead of you, the family you are having now so 

you have to force yourself and work but otherwise you don’t feel.”  
 

“And people tried to comfort me, for them they thought that maybe they were the ones helped 

me to calm down but it was the voice of my son that helped me to do so.”  

 

Furthermore, a few participants also reported receiving practical help to change external 

circumstances such as getting help from friends and family with transport, money, and medications.   

 

Problem-solving 

Another way of coping that was described among the participants was problem-solving which was 

understood as an effort to try to change the situation (the material situation) externally through 

practical work or by having a plan to do something practical. A distinction was found in the 

narratives between collective efforts to solve practical problems and individual efforts to problem-

solving. The first was especially emphasised by one particular participant who described how he 

coped with his trauma by creating different solutions for the community such as NGOs, schools or 

jobs: 
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“The hope I have for the future, it’s on the international community because in our world 

today and even in Europe, you cannot be given money as an individual, you need a group, a 

group which can carry out development.”  

 

“Coping with my problems the first point that I looked at, is that I am from a high level. 

To prove that I from a high level, I've tried to create things here, like inventing that primary 

school.”  

 

The individual effort to problem-solving described by the participants mainly revolved around basic 

needs such as food, work, getting money, schooling for children, medication and health care, or 

efforts to go to another country. This can be seen in the following quotes: 

 

“Even now I am (selling) my own clothes the ones that I should put on, to see if my children 

can eat.”  

  

“I always go when I feel the headache and the stomach ache I always try to get some money 

and buy some tablets and then I take them.”  
 

Resignation 

Resignation was seen in the participants’ narratives in descriptions of giving up any attempt to cope 

with the situation, both externally and internally. Behind appeared to reside a feeling of complete 

powerlessness or helplessness that leads the person to the perception that there is nothing they can 

do to change the situation. Stressors reported by the participants when reacting with resignation 

were, for example, feeling pain, the current life situation or difficult emotions like sadness. 

Resignation was manifested in the narratives by descriptions where the participants expressed no 

solution to the problem or their feelings, or when they expressed passivity in their narrative and that 

they just waited for the stressful situation to pass: 

 

“I’m really sad but I have no solution about my sadness […] sometimes we do comfort each 

 other but when the pain has gone beyond, no one can comfort another one.”  

 

“There is nothing that I can do about this life. […] Yeah just when I'm reminded, when I think 

about the life I had in Congo see I'm an older person, I am forty seven years and I used to 

have my own house, but you can see I am weaker now I'm living like a child, I don't have any 

option just live like a little baby, I can't decide and live without any decision, I just sit there 

and wait what comes next I don't plan.”  
 

Suicidal thoughts and actions were also considered as a manifestation of resignation, which was 

reported by some of the participants: “I really said it was better to die than living.”  

 

Avoidance 

Another theme that emerged through the analysis was avoidant coping strategies which were 

described by some of the participants. These coping strategies were considered avoidant in the 

sense that they seemed to function as distractions, leading attention away from the stressor(s). This 

was also described by some of the participants as activities that helped them forget, which in turn 

was depicted as a desirable outcome.  Stressors that the participants described when using avoidant 

coping strategies were uncomfortable feelings (e.g. sadness or anger), unpleasant thoughts, and 

anxiety symptoms. Avoidant activities found within the narratives were substance use, social 

withdrawal, work, sleeping, doing something social as a distraction, or suppressing thoughts and 

memories which are illustrated in the following quotes: 
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“I feel sad but sometimes my husband tells me to go and visit a friend so that we may have a 

talk. When I go to visit a friend we have different discussions, I will come when I have 

forgotten everything. When someone takes me out buys for me a soda, there I will see people 

and I will forget. […] so that’s why sometime I may forget but whenever I’m reminded things 

goes worse.” 
 

“And it is like I’m facing that situation again just like it’s happening again, so when it 

happens I have to go sleep, sleep such that I may wake up when the heart has cooled down. 

When I go to sleep, I just forget everything.” 

 

Discussion 

The aim of study 1 was to understand how Congolese refugees cope with past and current stressors 

associated with refugee life in the context of an African host country. Through the analysis five 

main themes were identified from the participants’ narratives: 1) religion, 2) social coping,  

3) problem-solving, 4) resignation, and 5) avoidance. 
 

Making meaning through religion 

Religious coping was one of the most frequently reported coping strategies in the narratives and 

through the analysis it was found to mainly revolve around three trends: explaining experiences by 

referring and surrendering to a greater divine power, reading and referring to religious scriptures, 

and asking or receiving strength from God by praying. Some of the participants, for example, 

explained how they had survived in the DRC because God had protected them, implying that God 

would also protect and take care of them in the future. A process similar to what Pargament and 

colleagues (1998) refer to as benevolent religious appraisal, which is understood as positive 

religious coping and that has been shown to be associated with positive health outcomes (e.g. Ano 

& Vasconcelles, 2005; Gerber et al., 2011; Pargament et al., 1998). The previous example may be 

contrasted with another of the participants who questioned her situation by questioning God, 

expressing how she felt abandoned by God. Thus, understanding her difficulties as abandonment 

from God rather than interpreting her survival as a protection from God. 

 

Another example of what may be understood as benevolent religious appraisal was how many of 

the participants said they left their life in God's hands, thus surrendering and believing in a divine 

plan. Believing in a divine plan may be seen as a way of giving meaning to what might otherwise 

seem meaningless. Many of the participants had, for example, passed through terrible losses and 

atrocities, experiences that in many ways might seem incomprehensible and meaningless. However, 

believing in a divine plan implies a logic that goes beyond human logic, therefore making it 

possible that everything has a meaning for God although it is difficult for humans to grasp as we 

might be unable to understand the greater picture. Believing and surrendering to a divine plan may 

then be a coping strategy that helps make the incomprehensible more comprehensible, and thus 

gives meaning to what otherwise might seem meaningless. 

 

In conclusion, an essential dimension of religious coping was interpreted to be a way of creating 

meaning of past and current stressors. Religious coping seemed to involve a process whereby the 

participants situated their own personal experiences in a religious narrative, giving their personal 

experiences religious meaning, hence rendering new meaning to the stressors. Meaning-making has 

also been found to be an important coping strategy in previous qualitative studies on African 

refugees where a religious belief emerged as essential for the meaning-making process (Gladden, 

2012; Goodman, 2004). Another interesting perspective on this is Park and Folkman (1997) who 

point out that meaning-making may be especially important in situations where the individual has 

limited possibilities to change the stressors, which is a relevant consideration in the context of the 

refugees of Nakivale.  
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Coping through others 

Social coping was also frequently reported by the participants and was analysed to mainly be about 

sharing experiences with others, receiving advice or encouraging words, and receiving strength 

when focusing on one's family. Sharing experiences with others, for example, seemed to give the 

informants new perspectives by making them feel that they were not the only ones with difficulties, 

and they were also inspired by others who had passed through similar experiences and managed to 

keep on with their lives. The latter was also done in relation to religious figures and stories. In other 

words, sharing experiences made the informants feel less alone by making them a part of a 

collective experience. This was also interpreted by the authors as a way to create meaning, by 

placing the individual experiences in a greater social context, thus giving the personal experiences 

and stressors new meaning. Some of the participants also narrated how they were motivated to keep 

on going by thinking of their families and children and, thereby, also rendering meaning to their life 

situation by acknowledging responsibility for others. In previous qualitative studies with African 

refugees similar findings have been stressed. For example, in her study on the lost boys of Sudan 

Goodman (2004) discussed how a sense of shared experience and collective coping enabled 

survival for refugee children and, furthermore, how a sense of responsibility for others created an 

impetus to continue struggling. This is, moreover, in line with quantitative research showing an 

association between social coping and positive health outcomes (e.g. Gorst-Unsworth & 

Goldenberg, 1998; Huijts, Kleijn, van Emmerik, Noordhof, & Smith, 2012). 

 

Another interesting aspect of the social coping is that it points out that coping behaviour was not 

always done for mere personal gains but also to benefit others. This was also encountered in the 

problem-solving subtheme which was described to not only benefit the individual self but also 

others, such as family members or the community, illustrated well by one of the participants who 

talked about how he coped with his trauma by creating solutions for the community.  Previous 

research (e.g. Folkman and Moskowitz, 2004; Goodman, 2004; Kuo, 2010; Stevens et al., 2013) 

have discussed the highly individualistic focus within the current coping paradigm. And it is the 

authors’ view that these research findings indicate that a more ecological view on coping would be 

relevant in the present context. For example, if the research on coping only focuses on individual 

outcomes, that is to say how the coping strategy is beneficial to only the individual and not more 

inclusive units such as the family, it might be missing essential knowledge. Consequently, this 

paradigm will influence the types of interventions that are developed in relation to trauma: if 

individual coping is investigated, the interventions which are developed will also be based on the 

individual instead of more collective units. This is perhaps even more unfortunate in contexts such 

as Nakivale, where the individual space is less prominent (which may be interpreted as a more 

collective society) and where the individual has limited possibilities and power to change the 

situation. 
 

Accordingly, it may be speculated that it could be beneficial to implement models that acknowledge 

the dynamic between the individual and the context when studying coping strategies among this 

community, such as the communal coping mentioned in the introduction (Wells et al., 1997). This 

may be beneficial, according to the authors, because it might, for example, facilitate understanding 

of which coping behaviours are adaptive for more people than the individual, which might make 

interventions more efficient by reaching further people. For example, what coping behaviour is 

beneficial for the children of a traumatised parent? Or what type of coping behaviour is beneficial 

for the neighbouring community? Moreover, a more communal model may also help integrate how 

the social context influences how an individual copes. It may, for example, aid understanding of 

religious coping, assumed to be a norm among this population, as it provides social benefits 

(described as pro-social behaviour by Wells et al., 2007). Furthermore, most of our participants 

reported struggling with basic needs such as food, work, and medicine within the problem-solving 

subtheme, whereas the above mentioned participant stressed the importance of collective, more 

long-term solutions. Understanding coping beyond an individualistic perspective may also provide 



17 

 

more information on how to empower a population as a group that is struggling for survival, and 

has been broken down by years of conflict, to invest more in collective, long-term solutions. 

 

Lastly, some overlap between the religious and social coping themes was noted. Religion was 

understood to be a norm in the current context, that is to say, it was thought be a back-drop for the 

participant's world view. Consequently it will influence other coping strategies, such as social 

coping. For example, social support was sometimes given as religious advice. The religious 

community may, furthermore, be seen to take place in a social context as it is a community. This 

indicates that categorising coping in different categories is a complicated process since it may not 

capture the actual complexity of what is being done, as has also been previously discussed 

(Folkman & Moskowitz, 2004), 

 

Giving up and the desire to forget 

Furthermore, the themes resignation and avoidance also emerged through the analysis. Resignation 

was understood as giving up, seeing no possible solution to the situation which leads the person in 

to passivity. The refugees of Nakivale have a very restricted range of possibilities of action which 

makes this strategy understandable. It is, however, interesting to compare resignation to the 

previously described coping strategies of religious and social meaning-making. Interesting because 

these latter strategies do not revolve around an external change but rather an internal change, that is 

to say, they do not aim at changing external circumstances but rather the internal approach to the 

stressor. Thus, as a matter of fact the refugees of Nakivale do not have much power to change 

external factor but there seem to be a qualitative difference in how to cope with internal factors, 

resignation leading to passivity whereas religious and social meaning-making lead to some kind of 

internal action. 

 

Moreover, avoidance was also a theme which was found through the analysis of the narratives. 

Avoidant coping was understood as activities that lead attention away from the stressor, such as 

distracting activities or suppressing of thoughts and memories, often described by the participants as 

a desire to forget. Avoidant coping has previously been shown to be associated with negative health 

outcomes (Littleton, Axom, & Grills-Taquechel, 2011) and PTSD symptoms (Benotsch et al., 

2000). It is acknowledgeable, though, how forgetting was constantly described as a desirable 

outcome by the participants. Goodman (2004) has stressed the possibility of avoidant and 

suppressing behaviours being adaptive in traumatic situations, by enabling the person to keep their 

mind focused on survival. This dimension may be interesting to take into account, considering that 

the situation of Nakivale is still very stressful for many of the refugees. 
 

Feedback from the participants 

The interviewees were revisited with the purpose to check how the participants had experienced the 

interviews. The general view was appreciation of the interviews. Some reported that it had been 

difficult to talk about their traumas and that they had felt sad afterwards because they had been 

reminded of the past. Others had felt good after the interviews and had especially appreciated the 

psycho-education received and also to be listened to. Most of the interviewees had further questions 

on trauma and psycho-education during the second visit and also expressed appreciation about the 

second visit. 

 

Limitations 

A great challenge throughout the study was language barriers and the fact that the authors came 

from a different cultural context (please see the General discussion below for a lengthier discussion 

on this topic). This challenge was encountered when understanding the above discussed concept of 

what the participants meant by forgetting as a desired outcome. First it seemed clear that the 

participants wanted to avoid thinking about the past by repressing memories, but as the process 

went on it seemed that another interpretation of forgetting was also possible, meaning “letting go” 
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or “moving on”. Since more in-depth data collection was not possible within the scope of the 

current study, it is still not clear how this concept should be interpreted within the context of 

Nakivale. 

 

Furthermore, another problem of interpretation was also encountered within the themes of 

avoidance and resignation. The coded extracts, and the participants who stated these extracts, were 

perceived as qualitatively and convincingly different from the previous themes of religion, social 

coping and problem-solving. However, it was more difficult to interpret what they were actually 

doing that was different. It seemed like both avoidance and resignation was related to internal 

feelings to a great extent and less to concrete behaviours or actions, as such they became more 

difficult to interpret. Resignation, for example, was about giving up. That is, doing nothing about 

the stressor or situation, making it somewhat paradox, as it is a way of coping that is non-coping. 
 

Perhaps a contributing factor to the difficulty of interpreting avoidance and resignation is that they 

both lie on the threshold of conscious and non-conscious behaviour which defines them more as 

defence mechanisms rather than coping strategies (Cramer, 2001). Avoidance, for example, was not 

explicitly talked about, or even seen as avoidance by the informants. This is a discrepancy that, in 

the authors’ view, can be understood as a consequence of the more non-conscious nature of defence 

mechanisms as it makes the subject unaware of their avoidant tendencies. These underlying 

assumptions that the authors have, based on their understanding of psychology and psychotherapy, 

have most likely made them more sensitive to interpret and judge certain kinds of behaviours as 

avoidance. For example, one of the informants said that she slept when encountering difficult 

emotions and anxiety symptoms, which was interpreted as avoidance when it from another 

perspective may be seen as problem-solving comparable to medication since it helped her calm 

down. 
 

The problem of interpretation was also encountered when contextualising the findings within the 

existing literature. What was considered avoidant coping activities in the current study, such as 

substance use, sleeping, or in some cases working, have also been described in other studies as 

avoidant coping (Gladden, 2012; Goodman 2014). Luster and colleagues also considered similar 

activities as distractions in their study (Luster, Qin, Bates, Johnson, & Rana, 2009). However, they 

also included activities such as reading the Bible, activities that the authors of the current study 

considered to be religious meaning-making and not distractions or avoidance. These discrepancies 

are likely to be the fruit of the different subjective positions of the researchers and reflections of the 

complexity of defining these coping strategies. Nevertheless, the current authors did find 

resignation and avoidance to be ways of handling life stressors that were, within the data set, 

qualitatively different from other reported ways of coping, while at the same time recognising the 

problem of interpreting these coping strategies. A further limitation was that no statistical measure 

of the inter-rater agreement between the two authors was calculated. However, the two authors only 

worked independently at the initial coding phase and the rest of the process was a collective effort.  
 

Concluding the discussion, it can be said that religion seemed to be a norm within the community 

and that religious coping essentially revolved around positive religious appraisal, meaning making 

and receiving strength. Social coping, on the other hand seemed to help the participants to feel less 

alone, inspire them, and give them new perspectives when sharing experiences and receiving 

advice, since it made them part of a collective experience. Furthermore social coping also seemed to 

give the participants meaning and strength to go on when focusing on and having responsibility for 

other people. It was also noted from the social coping and problem-solving themes that coping was 

not always done for personal gains, but also to benefit others, indicating the importance of a more 

ecological or collective perspective on coping within this context. The theme of resignation was 

furthermore contrasted with religious and social coping, since a qualitative difference was found 

between these themes in how the individual approached internal stressor. This difference may be 
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interesting to consider when conducting research in a context where external stressors are difficult 

to change. The theme of avoidance was also discussed since many of the participants described 

forgetting as a desirable outcome and not maladaptive as previous research indicates. Speculations 

about the meaning of the word forgetting were therefore discussed and also the possibility of 

avoidance having some benefits when the stressful event is still ongoing. 

 
 

Study 2:  A quantitative study  

 

Study 2 tried to answer the following research question: “Is there a difference in the use of coping 

strategies between individuals with a low and high PTSD symptom severity?” To try to answer this 

question the study explored quantitatively what coping strategies were used by a new sample of 

Congolese refugees, in response to both past and current stressors. Differences between those with 

low and high PTSD symptom severity were investigated in relation to the use of adaptive and 

maladaptive coping strategies. In order to adapt the assessment method to the current context a brief 

qualitative analysis of the interviews of study 1 was conducted, which contributed to study 2 

through the addition of items to a scale measuring coping strategies.  

 

Method
9
 

Design and Participants   

In a cross-sectional study, a convenience sample of 47 participants was recruited from the 

population of Congolese refugees living at the Nakivale Refugee Settlement (roughly 28,000 

individuals
10

). Participants were purposefully chosen to ensure an equal number of women and 

men. There were 24 men and 23 women with an average age of 29.5 years (range = 18-59, 

 sd = 9.43). Forty one (87.2%) participants fulfilled the criteria for a PTSD diagnosis and 6 (12.8%) 

did not reach the criteria for PTSD according to the PTDS which is based on DSM-IV (Foa et al., 

1997). The majority of the participants were married (N=27), 16 were single and 4 widowed. All 

participants reported a religious practice where 36 (77%) were Protestant, 10 Catholic (21%), and 1 

Muslim (2%). Eight participants (17%) had no education, 11 (23%) had finished their education at 

primary school, 22 (47%) had finished at secondary school, and 6 (13%) had a university degree. 

Information on the original area of stay was missing for one participant; one participant was from 

Kinshasa, and the rest from the Kivu province, 27 from South Kivu and 18 from North Kivu. The 

participants had on average been displaced three times, the first time around 9.5 years prior to this 

study and the last time approximately 3.5 years prior, and had experienced almost 6 different types 

of traumatic events (as measured by the PTDS).  

 

The participants were recruited with assistance from the interpreters during home visits around the 

camp, known as Base Camp One. Inclusion criteria were: Congolese nationality, age above 18 years 

and having experienced or witnessed at least one traumatic event (as defined by DSM-IV and as 

measured by the first and second part of the PTDS). Age and nationality were checked prior to 

commencing the data collection. All participants fulfilled the inclusion criteria. The data collection 

was introduced with a written consent form informing the participants about the purpose of the 

study. The form was developed by Ssenyonga and colleagues (2013a, b) for previous research and 

was further adapted to the present study. All participants provided written consent and their 

voluntary participation was emphasised. No compensation was used for the participation, which 

was also emphasised in the introduction of the interview. 

 

 

                                                 
9
 See Method section of Study 1 for information on the study context. 

10
 This figure is based on informal information suggesting that the Congolese population is roughly half of the total   

population living at the Nakivale Refugee Settlement. 
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Material 

An interview guide was created containing the following parts, in the order presented: 

 

1. Background information questionnaire 

2. Posttraumatic Diagnostic Scale (PTDS, Foa et al., 1997) 

3. Question regarding the participant’s biggest concern 

4. Brief COPE (Carver, 1997) with additional items 

5. Questions regarding what the participant perceived as helpful coping 

6. MINI Suicidal Scale 

 

A detailed description of the background information questionnaire can be found in the Method 

section of study 1 (see Appendix 2). 
 

PTDS. The PTDS is a well-established self-report scale to screen for PTSD diagnosis and 

assess symptom severity according to the DSM-IV (Foa et al., 1997). The measure has been 

validated among several populations experiencing a wide range of traumatic events (e.g. war, 

accidents, and assault; Keane & Barlow, 2002). The original PTDS validation study showed a high 

internal consistency (α = .92), a good test-retest reliability for diagnosis of PTSD (κ = .74), and a 

good test-retest reliability for symptom severity scores (κ = .83; Foa et al., 1997). In the present 

study a Swahili version of the PTDS was used, translated by Ssenyonga and colleagues (2013a, b). 

The Swahili version, used on a Congolese sample in the Nakivale Refugee Settlement, presented 

similarly high internal consistencies of 0.82-0.87 (Ssenyonga et al., 2013a, b). 

 

The PTDS consists of 49 items divided into four sections. The first section assesses how many 

types of traumatic events the individual has experienced or witnessed. The second involves asking 

the participant to identify the event that had the most impact on them and assessing whether this 

event was traumatic (according to the DSM-IV; APA, 1994). Section three addresses PTSD 

symptoms of reliving, avoidance and arousal, and respondents are asked to rate symptom severity 

by indicating the extent to which they have experienced each symptom during the last month on a 

4-point Likert scale (0 = “Not at all or only once”, 1 = “Once a week or less”, 2 = “Two to four 

times a week”, or 3 = “Five or more times a week”). Section four involves asking the respondents 

whether the symptoms interfere with different parts of their lives. To satisfy the criteria for PTSD, 

respondents need to report: a) the presence of physical injury or perceived life threat during the 

traumatic event; b) a feeling of helplessness or terror during the event; c) ratings of at least one or 

higher on one reliving symptom, three avoidance symptoms, and two arousal symptoms; f) 

interference in at least one important area of functioning. 

 

Brief COPE. The Brief COPE was developed to measure coping strategies using 

comparatively few items, 28 in total (Carver, 1997). The scale has good psychometric qualities in 

original and translated versions used in different contexts (Kimemia, Asner-Self, & Daire, 2011; 

Muller & Spitz, 2003; Yusoff, 2011). For the current study the scale was translated into Swahili by 

the interpreters of this study, back-translations were also performed to ensure correct translations. A 

retrospective situational form of the items was used (according to Carver, 1997) and the items were 

changed into questions due to the interviewers administering the scale (i.e. “I’ve been..” was 

changed to “Have you …?”). Each question was answered on a 4-point Likert scale (1 = “I haven’t 

been doing this at all”, 2 = “I have been doing this a little bit”, 3 = “I have been doing this a 

medium amount”, 4 = “I’ve been doing this a lot”).  

 

To capture how the interviewees’ had been coping with their experiences of trauma and the 

symptoms associated with it, in addition to their current life situation, the introduction to this part of 

the study was as follows: 
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People handle their problems in different ways and I am interested in how you've been 

handling your difficult experiences and also the symptoms and problems we have been talking 

about (for instance ___). I will now read to you a list of different ways of how people handle 

their problems, and I would like to know whether you have been doing what the question says 

or not. I would also like to know how much you have been doing it. There is no right or 

wrong answer, just try to make the answer as true for you as you can. 

 

The scale consists of 14 subscales, and each subscale includes two items: active coping (items 2, 7), 

planning (items 14, 25), use of emotional support (items 5, 15), use of instrumental support  

(items 10, 23), positive reframing (items 12, 17), acceptance (items 20, 24), religion (items 22, 27), 

humour (items 18, 28), venting (items 9, 21), denial (items 3, 8), substance use (items 4, 11), 

behavioural disengagement (items 6, 16), self-distraction (items 1, 19), and self-blame  

(items 13, 26). Considering the severity of traumas experienced by the participants, the subscale 

humour (of which one item was “Have you been making fun of the situation?”) was removed after 

the third interview, due to the fact that the authors increasingly felt it was inappropriate to use the 

items of this subscale in the context of the refugee settlement. 
 

Additional items. To adapt the Brief COPE scale to the current context additional items were 

added to the scale, based on a brief qualitative analysis. The brief qualitative analysis was 

conducted separately from and prior to the qualitative analysis described in study 1. The brief 

qualitative analysis was based on the complete audio recordings of the qualitative interviews of 

study 1 (excluding the PTDS-interviews), the observational notes, and notes from conversations 

with religious leaders
11

. During the analysis items judged by the authors as being coping strategies 

were extracted from the interviewees’ stories, i.e. the interviewees did not necessarily explicitly 

mention the item as a coping strategy and were not required to use the particular coping strategy 

themselves. Both authors conducted the analyses separately, after which the different items that had 

been extracted were compared and summarised. Once a complete list of different coping strategies 

mentioned in the material had been written the number of items was reduced to minimise overlap 

between the new items and the items on the Brief COPE scale, and to reflect the most common 

coping strategies mentioned in the interviews. The following six items were added to the end of the 

Brief COPE scale (also presented in Appendix 3): 

 

Table 1. Items added to the Brief COPE scale 

Item 

number 
Question Abbreviated name 

29. Have you been inspired by other people in the same 

situation who have survived? 

Getting inspired 

30. Have you compared yourself with others who are 

worse off? 

Comparing with others 

31. Have you tried to forgive those who hurt you? Trying to forgive 

32. Have you been trying to focus on helping others 

rather than helping yourself (for example, your 

children, other family members or your friends)? 

Focusing on others 

33. Have you engaged yourself in community work to 

change the situation? 

Community work 

34. Have you tried to force yourself to forget what has 

happened? 

Trying to forget 

                                                 
11

 Informal interviews were held with different religious leaders to understand their own, and their religious 

communities', view of coping in response to traumatic events and current life stressors.  
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Moreover, as a result of the brief qualitative analysis two additional questions were included in the 

interview guide, as a way to enable the qualitative findings to be quantified. The items were 

multiple-choice questions asking for the most helpful religious and social coping strategy, 

respectively. The different choices for each question were based on the brief qualitative analysis 

(see Appendix 3 for the complete items). Moreover, an open-ended question asking for the most 

helpful coping strategy overall was also added. In order to quantify the results from this open-ended 

question, recurring themes were coded on a semantic level based on the participants’ answers. They 

were: religion (for answers such as God, praying or other religious practices), social support (for 

answers such as family, talking with others or receiving advice from others), and other coping 

strategies (for unique answers not relating to a theme described by others). 

 

A further question was added to the study, prior to the administration of the Brief COPE, to check 

what the participants were coping with: “What is your biggest problem/concern at the moment?” To 

enable quantification of the answers, they were coded on a semantic level as either related to the 

participant’s current life as a refugee (i.e. having a lack of money or food, difficulties finding work) 

or to past events and symptoms associated with these. There was also a code for no problems. All 

additional items were translated into Swahili by the interpreters of the current study, translations 

were also back-translated to ensure the items had been correctly translated. 

 

MINI Suicidal Scale. To assess the participants’ need for further support, a short scale 

assessing suicide risk was included, extracted from the MINI-interview (Sheehan et al., 1998). A 

Swahili version of the scale was used, translated by Ssenyonga and colleagues (2013a, b). The scale 

consists of six items with increasingly suicidal content, to which a yes or no answer is required. The 

different items give different scores for yes-answers depending on the severity of the item. A total 

score of six or lower indicates a low suicide risk, a score between six and nine indicates a moderate 

risk, and any score of ten or above indicates a high suicide risk. 
 

Response sheets. Response sheets were created for the third section of the PTDS, the Brief 

COPE, and the questions relating to what the participants perceived as helpful coping, to facilitate 

for participants with the purpose of making it clear what the different response options were. For 

the former, figures symbolising different numbers of days in a week was used. For the Brief COPE 

scale, the four answer options were presented on a response sheet. Separate response sheets with the 

different response options were created for each of the two additional items that asked for the 

participants’ views on the most helpful social and religious coping strategies. 

 

Interpreters. Three interpreters (one woman and two men) were recruited for the interviews, 

one being the same as in study 1. They were all fluent in English, Swahili, French, and Lingala. 

Two of the interpreters were also fluent in Kirundi, and one interpreter also spoke Kinyarwanda and 

Kinyabwisha. The interpreters received three days of training with the interviewers, which included 

information about the research, ethical considerations in relation to research, the translation process, 

and brief information about traumatic events, PTSD and coping. Furthermore, all questionnaires 

were thoroughly read through and the different items were discussed to ensure that the interpreters 

understood the purpose of each question. Finally, role play was performed with each interpreter 

playing the part of both the interviewee and the interpreter. All interpreters had received previous 

training when translating for other psychological research studies about PTSD and coping in the 

Nakivale Refugee Settlement. Two of these studies were conducted by the Mbarara University of 

Science and Technology and one by the Max Planck Institute of Psychiatry from Germany. The 

interpreters had, furthermore, received one week of interpreter training by the Resettlement Support 

Centre Africa. The interpreters were reimbursed for their time during training and work.  
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Procedure and data analysis 

Permission to conduct the research was applied for and given from the Ugandan Office of the Prime 

Minister (OPM) at the Nakivale Refugee Settlement. The interviews, including administering of all 

questions, were conducted by the authors of this report. Each author conducted half of the 

interviews and interpreters were rotated between the authors. The interpreters only interpreted what 

the interviewer and respondents said, and did not ask any direct questions to the respondents
12

. For 

ethical considerations please refer to the Method section of study 1. All statistical analyses were 

performed in IBM SPSS Statistics 22. 

PTDS. A large majority of the participants (87.2%) met criteria for PTSD after screening. 

Because of this high prevalence rate, participants were split into two groups (independent variable) 

according to the degree of PTSD-symptom severity as measured by the PTDS. Allocation to the 

groups was based on the median score (Mdn = 31) of the PTSD symptom severity scale, which 

created two equally large groups. In the present study, participants with a symptom severity score of 

31 or higher were defined as high PTSD symptom severity (n = 24) and those with a lower score 

than 31 were defined as low PTSD symptom severity (n = 23). The internal consistency for the 

scale measuring symptom severity (i.e. section three of the PTDS) was high with an alpha 

coefficient of 0.86 for the whole scale, good for the arousal subscale (α = .77), and acceptable for 

the reliving (α = .69) and avoidance subscales (α = .68).  

 

Brief COPE. Data reduction of the Brief COPE scale was based on previous research dividing 

the scale into two factors, one adaptive and one maladaptive (dependent variables; Meyer, 2001). 

The adaptive coping scale of the present study had a high internal consistency of 0.84 and consisted 

of the following subscales: active coping, planning, use of emotional support, use of instrumental 

support, positive reframing, acceptance, and religion. The maladaptive coping scale had a low, but 

acceptable internal consistency of 0.51 and consisted of the following subscales: venting, denial, 

substance use, behavioural disengagement, and self-distraction. 

 

The additional coping items (items 29-34, see Appendix 4) developed in the qualitative study were 

added to the coping scales to include context specific coping strategies, and to increase the internal 

consistency. The allocation of these items was based on the theoretical framework presented in this 

report and the contribution to the internal consistency of the respective scale (i.e. the items were 

added to the coping scale they contributed to the most). Getting inspired (29) and comparing with 

others (30) were viewed as relating to emotional support and were, therefore, added to the adaptive 

coping scale. Trying to forgive (31), viewed as relating to acceptance, and community work (33), 

viewed as relating to active coping, were also added to the adaptive coping scale. Adding these four 

items increased the internal consistency to 0.88. Items focusing on others (32) and trying to forget 

(34) were both viewed as relating to avoidance and were, therefore, added to the maladaptive scale 

which also increased the internal consistency to 0.56. There was no significant correlation between 

the two coping scales, either with or without the additional items (p > .05). 

 

Statistical tests. To check for differences in coping strategies and background variables 

between those with high and low PTSD symptom severity, independent samples t-tests and 2x2 

Chi
2
-tests were performed. The following background variables were included in the analysis: age, 

gender, marital status, educational level, source of livelihood, number of displacements, years since 

first displacement, years since last displacement, trauma load, PTSD-diagnosis, and suicide risk. 

The variables were included based on their assumed potential effect on PTSD symptom severity, as 

follows from the theoretical presentation in the introduction of this report and information obtained 

during the interviews (for example, displacement was often regarded a traumatic event by the 

                                                 
12

 The interpreters had written, translated versions of all questions and questionnaires mentioned in the Method  

section as a support prior to and during the interviews. 



24 

 

participants and was also precipitated by other traumatic events, marital status was considered to 

overlap with social support, source of livelihood appeared to be an equivalent measure to 

employment status in the current context). 

 

Data reduction 

Test assumptions. To ensure that the variables for the Chi
2
-tests met test assumptions the 

following categories were collapsed to increase cell counts (only categories that were judged as 

meaningful together were collapsed): single and widowed, i.e. living without a partner (marital 

status); no school and primary school, i.e. low level of education (educational level); secondary and 

tertiary school, i.e. a higher level of education (educational level); WFP
13

 and cultivate/keep 

animals, WFP and work, and WFP and cultivate/keep animals and work, i.e. options that included 

some other source of livelihood than WFP only (source of livelihood). For some variables that did 

not meet criteria for a Chi
2
-test (i.e. if more than 20% of the cells had a count of <5, or empty cells) 

it was not meaningful to collapse categories. Therefore no statistical tests were performed to 

compare the low and high PTSD symptom severity groups for the following variables:  

PTSD-diagnosis, suicide risk, most helpful religious coping strategy, most helpful social coping 

strategy, most helpful coping strategy overall, and biggest concern. 

 

To counteract the problem of mass significance due to the large number of statistical tests being 

performed, the p-value was modified using a Bonferroni correction, making it 0.0056 (= 0.05/9) for 

the statistical tests on background variables and 0.025 (= 0.05/2) for the statistical tests on coping 

variables. 
 

Missing values and outliers. There were no participants with more than two missing values in 

total, therefore no participant was excluded from the analysis on this basis. The MINI Suicidal 

Scale was not completed for four individuals (8.5% of the total sample) due to the interviewer 

judging it inappropriate to use the scale on those occasions, owing to the lack of privacy with 

bystanders nearby. On the Brief COPE scale there were two missing values, both belonging to the 

subscale behavioural disengagement. The values for the missing data were imputed last item 

forward from the same subscale. On the maladaptive coping scale there was also an outlier, scoring 

lower than the rest of the sample. Removing this participant from the analysis did not change the 

overall result (i.e. the same significance levels were obtained) and keeping the participant did not 

violate the test assumptions. Therefore, the participant was kept in the analysis. 

 

Results 

The data collected in this study included a number of different background variables to see whether 

there were any differences between the low and high PTSD symptom severity groups that did not 

relate to coping (Table 2). Moreover, the extent to which adaptive and maladaptive coping strategies 

were used by the participants was assessed (Table 3). The low and high PTSD symptom severity 

groups were hypothesised to differ in the use of coping strategies. Information relating to what 

coping strategies were perceived as helpful by the participants was also collected.  

 

Background variables  

Table 2 shows descriptive statistics on the background variables for the low and the high PTSD 

symptom severity group, respectively. Chi
2
-tests showed a significant difference between the low 

and high PTSD symptom severity groups for marital status χ
2 

= 9.46 (df = 1, p = .002, φ = .45). 

There were more married individuals in the high PTSD symptom severity group compared to the 

low PTSD symptom severity group, in which there were more single or widowed individuals. No 

other significant differences were found between the low and high PTSD symptom severity groups 

using Chi
2
-tests on age, number of displacements, years since first displacement, years since last 
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 World Food Programme. 
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displacement, trauma load, gender, educational level, and source of livelihood (p=ns, see Table 2 for 

descriptive statistics). A Bonferroni corrected p-value of 0.0056 was used for the above tests. 
 

       Table 2. Descriptive statistics for background variables 

  

Low PTSD 
symptom 
severity  
(n=23)  

High PTSD 
symptom 
severity  
(n= 24) 

   M SD   M SD 

 Age  29.13 10.2  29.88 8.83 

 Number of displacements  3.13 1.94  3.46 2.6 

 Years since first displacement  11.74 7.09  7.42 5.53 

 Years since last displacement  3.87 2.85  2.92 2.6 

 Trauma load  5.35 1.75  6.08 1.44 

   
% of the 

group   
% of the 
group 

Gender      

Men  60.86  41.67 

Women  39.13  58.33 

Marital status     

Single & widowed  65.22  20.83 

Married  34.78  79.17 

Educational level     

No school or primary only  26.09  54.17 

Secondary school or above  73.91  45.83 

Source of livelihood     

Only WFP*  26.09  25.00 

WFP* and other activity  73.91  75.00 

PTSD-diagnosis     

Yes  73.91  100.00 

No  26.09  - 

Suicidality**       

Low (0-5 points)  86.96  58.33 

Moderate (6-9 points)  -  16.67 

High (10-33 points)   -   20.83 
        Note. Actual ranges are shown in the table above, *WFP = World Food  

          Programme, **Due to missing values the totals are not 100%. 
 

For the variables on which statistical tests were not able to be performed, some differences may, 

however, be noted between the low and high PTSD symptom severity groups (see Table 2). All 

participants in the high PTSD symptom severity group could be diagnosed with PTSD, whereas a 

quarter of the participants in the low symptom severity group did not satisfy the criteria for a PTSD 

diagnosis. A similar pattern was observed in suicide risk, whereby all participants in the low PTSD 

symptom severity group had a low suicide risk whereas more than a third in the high PTSD 

symptom severity group had a moderate or high suicide risk.  

 

Coping variables 

As can be seen in Table 3 below, the means for both the adaptive and maladaptive coping scales 

indicate that the corresponding coping strategies were used between a small to a medium amount by 
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the participants. 

 

Table 3. Descriptive statistics for coping variables 

 
Total sample 

(N=47)  

Low PTSD 
symptom 
severity  
(n=23)  

High PTSD 
symptom 
severity  
(n= 24) 

 α Range M SD   M SD   M SD 

Adaptive coping 0.88 1-4 2.85 0.63  3.11 0.59  2.60 0.58 

Maladaptive coping 0.56 1-4 2.49 0.40  2.44 0.43  2.54 0.36 

 % of the total sample   
% of the 
group   

% of the 
group 

Most helpful religious coping strategy*        

Leave one’s life in God's hands 38.30  34.78  41.67 
Pray 25.53  21.74  29.17 

Remind oneself how God has      
 protected you 12.77  4.35  20.83 

Most helpful social coping strategy*           

Receive encouraging words 36.17  47.83  25.00 

Receive advice about forgetting 25.53  21.74  29.17 

Hear about others' experiences 19.15  17.39  20.83 

Most helpful coping strategy overall           

Religion 74.47  78.26  70.83 

Social support 17.02  17.39  16.67 

Other strategies 8.51  4.35  12.50 

Biggest concern**           

Refugee life 72.34  82.60  62.50 

Past events 14.89  8.70  20.83 

No problems 2.13   4.35   - 
Note. Possible ranges are shown in the table above, * Due to the three most common answers only being presented  

the totals are not 100%, **Due to missing values the totals are not 100%. 
 

The coping strategy that was perceived as most helpful by a large majority of the participants was 

religion (74%) followed by social support (17%). From a list of different religious practices, to 

leave one’s life in the hands of God (38%) was the most popular answer, followed by praying to 

God for help (26%), reminding yourself how God has protected you and taken care of you (13%), 

participating in religious activities with others (such as singing or praying, 11%), getting inspired by 

stories in the Bible/Quran about how others have struggled and survived (11%), and talking to 

religious leaders (2%). Among a list of different types of social support, receiving encouraging 

words (for example about thinking positive, not blaming yourself for what has happened or that 

things can change) was the most common answer (36%), followed by receiving advice about 

forgetting the past (26%), hearing about others’ experiences and getting a new perspective of one’s 

own situation (19%), talking to others to understand the past (2%), and other not further specified 

social coping strategies (2%). Furthermore, 11% reported that they did not have any social support 

and none of the participants chose the option of sharing one’s feelings with someone else as the 

most helpful social coping strategy. 

 

A question regarding the biggest concern at the moment was asked to gain a better picture of what 

the participants were coping with. A large majority answered life as a refugee (72%) and difficulties 



27 

 

connected to the current life (such as difficulties finding work, providing for one’s family and 

getting money for school fees, and having a “dark future”). A smaller group of the participants 

(15%) referred to past events and the direct consequences of these as their biggest concern (such as 

illness, feeling scared and losing family members). One person (2%) responded that they did not 

have any problems. 
 

Hypothesis testing. Using an independent samples t-test, a difference was shown in adaptive 

coping strategies between those with high and those with low PTSD symptom severity. The low 

PTSD symptom severity group showed significantly more adaptive coping t = 3.05 (df = 45,  

p = .004, d = .89). No significant difference was found for the maladaptive scale using an 

independent samples t-test (p = ns, d = .26)
14

. A Bonferroni-corrected p-value of 0.025 was used for 

the hypothesis testing. 

 

Discussion 

The present study aimed at investigating whether there is a difference in the use of adaptive and 

maladaptive coping strategies between two groups with different levels of PTSD symptom severity. 

In line with the hypothesis, a difference was found in the use of adaptive coping strategies between 

those with a low and those with a high PTSD symptom severity. The former group used more 

adaptive coping strategies, more specifically: use of emotional and instrumental support, active 

coping, planning, positive reframing, religion, getting inspired, comparing with others, trying to 

forgive, and community work. However, there was no difference in maladaptive coping strategies 

between those with low and high PTSD symptom severity. That is, the participants used venting, 

denial, substance use, behavioural disengagement, self-distraction, self-blame, focusing on others, 

and trying to forget to the same extent. Both findings are in line with previous research using a 

similar factor structure of the Brief COPE scale on a sample with mental illness (Meyer, 2001). 
 

Adaptive and maladaptive coping 

With regard to the first finding it is not possible to state a causal direction due to the non-

experimental design of the current study. Thus, it is unclear whether the use of adaptive coping 

strategies reduces PTSD symptom severity or whether those with an already low PTSD symptom 

severity are able to use adaptive coping strategies to a greater extent, perhaps due to their better 

functioning and well-being. Many of the adaptive coping strategies involve motivating oneself to 

act, dealing with the stressor or the reaction to the stressor in some way. This kind of approach is in 

line with problem-focused coping, which has been found to be a predictor of adaptive and positive 

health outcomes (e.g. Penley et al., 2002). Moreover, coping skills in general have been suggested 

to be protective with regards to the vulnerability of developing PTSD (Keane & Barlow, 2002). In 

light of these previous findings, the current findings would suggest that adaptive coping strategies 

reduce PTSD symptom severity. Another possibility is that the capacity to use adaptive coping 

strategies decreases with more severe PTSD symptoms, if the coping strategies are considered to 

consist of an active or problem-solving approach. Thus, if adaptive coping strategies are considered 

demanding they may be more difficult to use for those with a higher PTSD symptom severity, 

considering their greater degree of intrusive memories, concentration difficulties, lower overall 

functioning, and so on. 

 

On the other hand, no difference was found in the use of maladaptive coping strategies. One 

possible explanation is that maladaptive coping strategies overlap with PTSD symptoms. For 

example, substance use, behavioural disengagement, self-distraction, denial, focusing on others, and 

trying to forget can be seen as overlapping with the avoidance symptoms of PTSD. Based on this 

                                                 
14

 Excluding the six individuals that did not meet criteria for a PTSD diagnosis from the analyses (i.e. from the low  

PTSD symptom severity group) did not change the results, similar significance levels were obtained as when they were   

included. 
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hypothesis and previous research showing a link between avoidant coping strategies and PTSD 

symptomatology (Benotsch et al., 2000), a difference in maladaptive coping strategies would have 

been expected between the low and high PTSD symptom severity group. However, as a large 

majority (87.2%) of the participants overall could be diagnosed with PTSD, the result may perhaps 

be better understood as an overlap with the PTSD diagnosis. That is, since a majority of 

participants, irrespective of whether they were in the low or high PTSD symptom severity group, 

could be diagnosed with PTSD, they all used maladaptive coping strategies to the same extent. This 

is in line with previous findings suggesting weaker coping skills, including the use of avoidant 

coping, are predictors of PTSD (e.g. Galea et al., 2005; Keane & Barlow, 2002). Moreover, with 

regards to substance use, a large majority (91.5%) of the participants denied any substance use 

stating that their religion did not allow it. This skewed the data, which may further explain the lack 

of a difference in maladaptive coping strategies. 

 

With regard to the validity of the coping scales, the authors noted that many participants struggled 

to understand some of the questions. For example, some participants did not understand the concept 

of trying to do something about the situation despite not being successful in doing so and may then 

have responded “no” even though they might have tried to do something. Similarly, participants 

seemed puzzled when asked whether they tried to avoid thinking of the traumatic event. That is, 

when being unable to forget, the participants seemed to think that it was impossible to try to avoid 

thinking of the traumatic event. The positive reframing and denial subscales were also problematic, 

whereby many participants questioned the items and quickly answered that it is impossible to see 

something good in what has happened or to refuse to believe that something which has happened 

has actually happened, respectively. On the other hand, considering the severity of the traumas that 

most participants had experienced these might be understandable answers. However, taking into 

account these misunderstandings, the overlap with PTSD symptoms and the low reliability of the 

maladaptive coping scale, the Brief COPE may be a problematic measure to use, at least in a sample 

with a high prevalence of PTSD. 

 

Background variables 

A further difference between the low and high PTSD symptom severity group was found with 

regards to marital status, although not included in the hypothesis. There were more single or 

widowed individuals in the low PTSD symptom severity group compared to the high PTSD 

symptom severity group, in which there were more married people. This finding is difficult to 

interpret. For example, social support has been found to be a predictor for PTSD (e.g. Gorst-

Unsworth & Goldenberg, 1998; Keane & Barlow, 2002; Ozer et al., 2003), and individuals who are 

married may be expected to have greater proximity to more social support. Thus, married 

individuals may be hypothesised to have a lower PTSD symptom severity. However, this does not 

appear to be the case in the current study. Alternatively, there may be confounding variables that 

may explain the results. Perhaps single or widowed individuals live with their family of origin to a 

greater extent and have support from that family? 

 

Unexpectedly, the current study did not find gender differences relating to PTSD symptom severity, 

which is out of line with previous research and PTSD prevalence rates (e.g. Kessler et al., 1995; 

Ssenyonga et al., 2013a, b). However, due to the reasons behind gender differences in PTSD 

prevalence being inconclusive it is difficult to understand this result. One possibility is that the very 

high trauma load, often consisting of very severe traumas, identified in the present study rule out the 

gender effects. For more severe traumas, such as sexual abuse and rape, a lack of gender differences 

has been shown. However, this finding is inconclusive (Gavranidou & Rosner, 2003; Kessler et al., 

1995). This is also in line with the fact that individual factors have been found to be less important 

with more severe and prolonged traumas (see Keane & Barlow, 2002). 
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Furthermore, no significant difference was shown between the low and high PTSD symptom 

severity groups with regards to trauma load. A difference would be expected based on previous 

findings that amount of exposure to trauma is a predictor of PTSD (Keane & Barlow, 2002; 

Ssenyonga et al., 2013a, b). Perhaps this result may also be understood in terms of the very high 

trauma load in the current sample, that is, that the effects of trauma load even out when the trauma 

load becomes too high. An alternative possibility is that the variable did not provide an accurate 

measure in the current context, where all participants had been through many traumas and lived in 

war zones. For example, during the study, the authors noticed that some individuals had 

experienced one or a few different types of traumatic events many times, whereas others perhaps 

experienced traumatic events over the course of one or a few days, but during this one occasion 

experienced many different types of trauma. Thus, a person who has experienced traumatic events a 

greater number of times may still score lower on trauma load than someone who has experienced 

traumatic events fewer times. Moreover, one type of traumatic event may also differ in intensity and 

proximity, factors which have been connected with PTSD prevalence rates (Keane & Barlow, 

2002), and which are not considered in the PTDS. The measure used in the current study, measuring 

the number of different types of traumatic events experienced, appears to be inappropriate in the 

context of multiple, continuous trauma. 

  

Alternatively, the effect of gender differences and trauma load were too low to be detected in the 

current study due to the relatively low number of participants and a stringent significance level. 

This may also explain the lack of differences between the low and high PTSD symptom severity 

groups in terms of age, number of displacements, years since first and last displacement, 

educational level, and source of livelihood. On the other hand, the severity and complexity of the 

traumatic events experienced by the participants may, again, explain the lack of finding further 

individual differences in PTSD symptom severity. 

 

Contextual additions 

To make the Brief COPE scale better adapted to the current context, additional items were added to 

the adaptive and maladaptive coping scales based on a brief qualitative analysis on the data from 

study 1. This was found to increase the reliability of the scales. Moreover, additional questions 

regarding what coping strategies the participants perceived as most helpful were included in the 

data collection. Around three quarters of the participants stated that religion or religious practices 

were the most helpful ways to cope, followed by social support. Perhaps these strategies help the 

individuals to manage a situation which for many appeared very hopeless. A similarly large group 

of the participants described problems connected to being a refugee as their biggest concern, while 

past traumatic events were only stated as the biggest concern by less than a sixth of the participants. 

Hence, most participants appeared to cope with difficulties connected to refugee life and use 

religion and, to a lesser extent, social support to cope. It is easy to see why current life events  

(i.e. refugee life) are seen to be the biggest concern for many, as it is the most pressing matter and 

something that is, likely, currently occupying the refugees’ minds. Nonetheless, considering the 

strength of PTSD symptoms with symptoms of reliving the event and having flashbacks, including 

other debilitating symptoms, it is surprising that past events or symptoms connected to these were 

not stated as the biggest concern to a greater extent. This finding may, however, be understood in 

terms of the fact that basic needs, such as obtaining food and shelter, are generally considered to be 

the most important and, thereby, limiting the room for considering and dealing with other problems, 

such as PTSD symptoms. 

 

The religious coping strategies that were most popular in the current sample were related to God 

and the greater power of God, with the overall most popular answer being to leave one’s life in the 

hands of God. The social coping strategy that a majority considered most helpful was to receive 

encouragement from others. This was followed by receiving advice about forgetting the past, which 

may be understood given that forgetting appeared to be something that many participants strived for 
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(see the Discussion of study 1 for a further discussion on forgetting). The results of these two items 

are difficult to interpret further. 

 

Limitations 

Initially, the authors wanted to compare individuals suffering from PTSD with those who do not 

have PTSD. However, due to the high PTSD prevalence in the current sample the authors refrained 

from doing so as this would have created very unequal sample sizes (n = 41 and n = 6), thus making 

the power to detect differences even lower. The subsequent division into a high and low PTSD 

symptom severity group was somewhat artificial and created a limitation in the study. Perhaps 

another cut-off score or further groups should have been used. However, due to the fact that most of 

the participants had suffered severe traumas for a long period of time, it was difficult to find an 

optimal way of grouping the individuals in the current sample. Perhaps a larger sample would have 

made this easier. 

 

Despite the high trauma load and the severity of traumatic events experienced by the participants, 

the PTSD prevalence is unexpectedly high in relation to previous findings in a similar or the same 

context (Kessler et al., 2005; Onyut et al., 2004; Ssenyonga et al., 2013a, b). This finding gives rise 

to questions on whether the PTSD prevalence has been overestimated in the current sample. A 

possible explanation may be that certain questions were difficult to interpret and, hence, may have 

been misunderstood. Specifically the question on reliving the trauma may have been easily 

misunderstood and it is not certain that the individuals experienced ‘true’ reliving or ‘just’ memories 

that they wanted to forget, and that were disturbing because of the participants’ inability to forget 

them. In addition to this, the validity of the PTDS may further be questioned in light of the 

participants’ answers to what their biggest concern was. A majority of the participants appeared to 

be struggling mostly with the current life as refugees and not, primarily, with their PTSD symptoms. 

Another possibility is that the participants may have exaggerated their symptoms in the hope that 

the authors would help them with resettlement or other kinds of help. However, an important point 

to be made about the context of the current study is that some of the participants expressed that they 

did not feel safe at the settlement, due to perpetrators or potential perpetrators (i.e. ethnic groups 

that had previously attacked their own ethnic group) living at the settlement. This lack of safety 

may further explain the high PTSD prevalence rates. The participants’ inability to recover from 

PTSD may have been the result of environmental factors, i.e. an unsafe and threatening 

environment, in which recovery is difficult (Stevens et al., 2013).  

  

Due to the relatively low number of participants in the current study a limited set of statistical tests 

were used. Ideally a logistic regression would have been performed, to include both background and 

coping variables as predictors of PTSD symptom severity. Furthermore, an exploratory factor 

analysis on the Brief COPE scale could have been performed had the sample been bigger, in order 

to investigate the factor structure of the coping scales for the current context. Thereby, the factor 

structure used in the current study may not have been optimal and may, further, explain the low 

validity of the maladaptive coping scale. Moreover, several variables had to be excluded from 

further analysis due to the low number of participants, which caused violation of test assumptions. 

 

Another shortcoming of the current study is that no other outcome measures besides PTSD 

diagnosis and PTSD symptom severity were obtained. Originally, the intention was to measure  

self-rated health through a visual analogue scale (VAS-scale). However, this measure was discarded 

from the analysis due to participants having difficulties in understanding the purpose and use of the 

scale. For example, the majority of participants entered multiple answers. Others required a great 

deal of explanation and still did not seem to understand the question. The interviewers were under 

the impression that participants often answered the question out of compliance despite not 

understanding the purpose. 
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Further limitations that may be noted in the current study, in the context of multiple traumas, is that 

many participants found it difficult to state how long ago they experienced the traumatic event(s) 

and also when their symptoms started. It was, moreover, often impossible for the participants to 

relate the answers on PTSD symptoms to one specific event, the most bothering event, due to the 

many traumatic events they had experienced.  

 

Generalisability 

It is difficult to generalise findings from PTSD research due to the great variety and nature of 

traumatic events, including the use of different assessment methods and definitions of the disorder 

(Gale et al., 2005). Therefore, the current findings may only be generalised to the population of 

Congolese refugees and possibly only those residing in a host country. Congolese refugees have 

experienced a situation in their home country with extreme traumatic events and war for numerous 

years. Thus, it becomes difficult to compare the findings of the current study to previous research. 

Still, the current finding that the use of adaptive coping strategies was related to low PTSD 

symptom severity is in line with previous research in other contexts, suggesting that coping 

strategies are protective factors in PTSD (see Keane & Barlow, 2002; Penley et al., 2002). 

 

However, the findings of the current study relate to the degree of PTSD symptom severity and not 

to the difference between fulfilling criteria of a PTSD diagnosis or not, which adds to the 

difficulties when comparing the current study’s findings with previous research. The distinction 

between having a PTSD diagnosis or not is arguably qualitatively different from the distinction 

between low and high PTSD symptom severity among individuals with PTSD.  

 

Future research 

Thus, for future research in the current context it is recommended that an exploratory factor analysis 

is performed on the Brief COPE scale to explore whether the current factor structure holds in this 

context. It may, furthermore, be useful to remove coping strategies that overlap with PTSD 

symptoms or to find an alternative coping scale with less overlap. It would also be interesting to 

look at different measures of health, as opposed to only focusing on PTSD, in relation to coping. 

Moreover, further adaptations, including validation of the PTDS and Brief COPE, are necessary in 

the current context considering the difficulties in understanding different items that was 

encountered. 

 

 

General discussion  

 

The purpose of the present study was to gain a further understanding of what coping strategies were 

used by Congolese refugees who have fled to a host country, and what coping strategies appear to 

be adaptive and maladaptive, respectively. The first study of the current thesis, using a qualitative 

approach, found five main themes in the participants’ narratives of what coping strategies they use: 

1) religion, 2) problem-solving, 3) social coping, 4) avoidance, and 5) resignation. The results of 

the first study contributed to the development of additional questions that were added to a scale 

measuring coping in the second study, with the purpose to adapt the measure to the current context. 

The second study found that use of adaptive coping strategy was associated with PTSD symptom 

severity, whereby adaptive coping strategies were used to a greater extent among those with a low 

PTSD symptom severity compared to those with a high PTSD symptom severity. Hypotheses were 

made suggesting adaptive coping strategies may both be protective to PTSD symptom severity and 

easier to use by those with a low PTSD symptom severity, however, in the current study 

conclusions as to the causal direction were not possible to make. No difference was found in 

maladaptive coping strategies between those with a low and those with a high PTSD symptom 

severity. Furthermore, this study also showed that religious coping, followed by social coping, were 

perceived as the most helpful coping strategies by the participants. 
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Adaptive and maladaptive coping within the context of Nakivale 

Adaptive coping has been shown in study 2 to be associated with lower PTSD symptom severity, 

but how can adaptive coping be understood more deeply within the current context? The adaptive 

coping scale consisted of the following subscales from the Brief COPE scale: active coping, 

planning, instrumental support, social support, positive reframing, acceptance, religion, and four 

additional items (getting inspired, comparing with others, trying to forgive, and community work). 

The maladaptive scale consisted of venting, denial, substance use, behavioural disengagement,  

self-distraction, self-blame, and two additional items (focusing on others and trying to forget). To 

deepen the understanding of what adaptive and maladaptive coping consist of in the current context 

the different subscales will be discussed in view of the qualitative findings. 

 

Religion and positive reframing 

The questions in the religion subscale ask whether people try to find comfort in religion and 

whether they pray or meditate. What can be concluded from the qualitative analysis is that finding 

comfort in religion seems to revolve around positive religious appraisal and meaning-making, 

giving the personal experiences a positive religious meaning. This process seems to enable the 

individual to change their internal approach to the stressor by changing the very meaning of the 

stressor. If, for example, the hardships of the current life situation were explained as a consequence 

of God’s greater plan, this would also change the meaning of the hardships, giving it a divine 

meaning. As for praying, this was not always specified within the qualitative study although some 

did state that it helped them receive strength or understand the situation better. 

 

Another adaptive subscale in the Brief COPE was positive reframing which involves asking if the 

person has tried to see things in a different light or if the person has been looking for something 

good in what has happened. These questions were not easily understood by the participants, and 

many required examples to understand the questions. The participants seemed to perform positive 

(religious) reframing in the qualitative study, but had difficulties reporting or understanding it in the 

Brief COPE. This discrepancy is perhaps due to the fact that reframing was not always done as a 

conscious effort but was rather a consequence of a belief system. That is to say, that certain belief 

systems, such as religious ones, will implicitly help the individual to create meaning and reframe 

experiences in a positive way, even though the individual may not be aware of doing so. Therefore, 

an interesting addition to this scale, or other research within this context, might be to also include 

questions on positive religious reframing. 

 

In addition, an important aspect gained from the qualitative study was the understanding that all of 

the informants reported a religious practice and many also used a religious language during the 

interviews. Therefore, religious belief and practice is thought to be a strong norm, which sets the 

backdrop for the informants’ worldview, thus indicating the importance of considering religion in 

this particular context. 

 

Emotional and instrumental support 

The subscale of emotional support involves asking if the person has been getting emotional support, 

comfort and understanding from others, whereas the instrumental support subscale asks if the 

person has been getting help or advice from others about what to do. The qualitative study indicated 

that emotional support often took the form of sharing experiences which gave inspiration and 

allowed the participants to feel less alone. The brief qualitative study led to two extra items being 

added, drawn from this contextual understanding of social support. The extra items asked whether 

the participants had been getting inspiration when sharing with others and also if the participants 

had compared themselves with someone who was worse off than themselves. In relation to 

instrumental support, the advice described by the participants was often not further specified in the 

qualitative interviews, although some reported religious advice. 
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Some of the participants also reported gaining strength by focusing on their families. There were 

inconsistencies, however, in regard to this in the results of the qualitative and quantitative studies. 

In the qualitative study it was hypothesised, based on previous research, that focusing on one’s 

family was a helpful coping strategy.  In the quantitative study, however, this item was placed in the 

maladaptive scale since it improved the internal reliability of the scale. Perhaps this inconsistency 

may be explained by the fact that some coping strategies have multiple dimensions, suggesting they 

can be both adaptive and maladaptive depending on the situation, the context and the outcome 

(Folkman & Moskowitz, 2004). Focusing on others might be considered an avoidant strategy since 

it may function as a distraction and on the other hand be considered as a way of receiving strength 

to keep on going by having a purpose (such as, to take care of one's children). 

 

Planning and active coping 

The subscales planning and active coping carry much similarity with the qualitative theme  

problem-solving which was understood as efforts to try to change the external situation. Within this 

theme a distinction was found between individual and collective efforts to change the situation. The 

individual efforts to solve problems in the qualitative material showed that problem-solving mainly 

revolved around basic needs, such as getting, food, money, health care, and also efforts to enable a 

move to another country. Moreover, it was noted that the original Brief COPE did not address 

collective efforts to change the situation. However, this was addressed in the additional item, drawn 

from the brief qualitative analysis, which asked if the person had engaged in community work. As 

discussed before, the collective efforts of problem-solving is an interesting dimension to explore 

further when understanding what adaptive and maladaptive coping is within this context. 

 

Acceptance 

The adaptive subscale of acceptance focuses on whether the person has tried to accept the fact that 

the stressors have happened and if they have tried to learn how to live with them. Acceptance was 

not explicitly discussed in the more thorough qualitative study, but it may be speculated that it is 

associated with both religious and social coping. For example, describing how difficult experiences 

are part of God's greater plan and finding meaning in what has happened, may be seen as a way of 

both accepting what has happened and learning how to live with it. The same could be said for 

dimensions of the social coping theme, such as sharing experiences with others and trying to make 

sense of what has happened. Another aspect that was interpreted as acceptance was the additional 

item of forgiving, drawn from the brief qualitative analysis, which asked whether the person had 

tried to forgive their perpetrators. This subject was not further addressed in the more thorough 

qualitative analysis because the data set was limited to only ten interviews in which forgiving was 

not mentioned, in comparison to the brief analysis where the data set was more inclusive also using 

notes from conversations with religious leaders. 

 

Maladaptive coping 

The maladaptive coping scale may similarly be understood through the qualitative themes of 

resignation and avoidance. The qualitative themes of avoidance and resignation appear to overlap 

with PTSD symptoms of avoidance, as was also discussed with regards to the maladaptive coping 

strategies in study 2. Looking at the respective subscales it is possible to see that denial, substance 

use, self-distraction, and the item trying to forget may all be explained through the avoidance 

subtheme. Thus, these subscales may be understood as consisting of different distractions from the 

stressor. However, trying to forget may also be understood as wanting to let go and move on (as 

discussed in study 1), and can as such be seen as an adaptive way of coping. This provides another 

example of the multiple dimensions of coping strategies. 

 

The behavioural disengagement subscale may, instead, be understood with the resignation theme, 

resulting from a feeling of powerlessness and helplessness that lead to a feeling that there is nothing 

one can do. With regards to the subscales of venting and self-blame it is difficult to understand them 
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through the findings of study 1, since they were not part of the analysis. Thus, suggesting that the 

qualitative analysis did not encapsulate all coping strategies used by Congolese refugees and, 

thereby, supporting the use of a mixed-methods design to gain a more complete picture of the 

coping strategies used. 

 

Moreover, the low reliability of the maladaptive scale may, further, be understood through the 

difficulties encountered with interpreting the resignation and avoidance themes (see Discussion in 

study 1). That is, that they consist of internal emotions and cognitions, rather than concrete 

behaviours. If maladaptive coping strategies, avoidance and resignation are considered more outside 

the awareness of the person using them one direct consequence is that these ways of coping will be 

more difficult to measure, at least using the methods of the current study (i.e. self-report 

questionnaires and questions). 

 

General limitations 

For both studies it can generally be said that a great challenge throughout the entire process was 

language and cultural barriers. English was none of the authors’ nor the interpreters’ native 

language, even though all communication was done in English. Furthermore, the interviews were 

mostly conducted in Swahili which was not the first language of all the interviewees. Interviewing 

through an interpreter can also lead to complications such as loss of information, 

misunderstandings, and misinterpretations. As an example, the word trauma was not possible to 

translate and instead terms such as “wounds of the heart” or “stressful situation” had to be used, 

losing some of the meaning of the original term. Often a longer description had to be presented to 

explain words such as coping and trauma, to ensure the participants understood what the 

interviewers meant. The interviewer asked the participants all questions, thereby enabling the 

interviewers to explain the meaning of words the participants were unsure of. This would not have 

been possible if the participants had completed the questionnaires alone. Moreover, the authors of 

this thesis are from a cultural context and background that is different to that of the participants. The 

authors have, however, tried to consider the possible difficulties relating to the different contexts 

throughout the course of the study and this thesis. For example, some of the language barriers were 

overcome as a result of the training the interpreters had to undergo and the ongoing discussions 

about the meaning of words, including difficulties the interpreters experienced whilst interpreting. 

Moreover, as the interpreters themselves where Congolese and lived at the settlement, local 

knowledge of the context was gained.  

 

Another matter was the social situation of the interviews, which may have influenced the 

interviewees’ answers to become more socially desirable. The three interpreters were all members 

of a Pentecostal church in the settlement, and two were prominent figures within this community 

and known around the camp. This, in particular, may have impacted on the social desirability of 

answers about religion and alcohol use (which is not seen as desirable behaviour within the church). 

Furthermore, both authors, as white Europeans, could be seen to be associated with organisations 

(such as NGOs and refugee councils) or desired resettlement countries, which may well have 

influenced the social situation of the interviews and the respondent's answers. One dimension, for 

example, relates to ethical consideration regarding the compliance of the participants to participate 

in the interviews (very few declined to participate), which might have been rooted in the hope for 

some kind of help from the interviewers. Another ethical consideration was the possibility of the 

interviews having a negative impact on the participants (e.g. being reminded of traumatic 

experiences leading to difficult feelings and anxiety). The interviewers checked for this by 

revisiting the participants in study 1, and found that a majority of interviewees had appreciated the 

interviews and especially the psycho-educative part. This matter may be interesting to investigate in 

future research, in an effort to establish more concrete ethical guidelines for research in these types 

of contexts. 
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Another limitation, is the individualistic approach to coping which may be said to be part of the 

current coping paradigm (e.g. Folkman and Moskowitz, 2010; Goodman, 2004; Kuo, 2010; Stevens 

et al., 2013). The quantitative design in study 2 had an individualistic approach and, thus, only 

measured coping and the suggested outcome for the single individual. This, therefore, excluded 

information on how coping strategies relate to more inclusive units such as family members or the 

community. This information might be significant when developing more effective interventions, 

aimed at groups of people and not just the individual, especially in a context where resources are 

very limited. Through the use of a mixed-methods design in the current study a deeper 

understanding of the current context was, however, sought. Through the qualitative study (study 1) 

which enabled the quantitative findings (study 2) to become more contextualised. 

 

The mixed-methods design of the present study may, moreover, be improved. Although the findings 

of study 1 were used to aid understanding of the findings of study 2, study 2 was not entirely based 

on study 1. The research design may have been improved by using, for example, the results of the 

more thorough qualitative analysis for the additional items in study 2 rather than a brief analysis 

which was used due to time restraints. As was discussed above, some items may be interpreted 

differently and, thus, able to fit in both the adaptive and the maladaptive scale. Therefore, a more 

thorough analysis of both the different additional items and their meaning in the current context 

would have improved the study. In addition, piloting the items to understand how different 

participants in the current context understood them would have further increased the validity of the 

items. Another possibility would have been to create a coping questionnaire based entirely on the 

findings of study 1 (Tashakkori & Teddlie, 2010), however, this was again considered beyond the 

scope of the current study. Nonetheless, the items (29-34) that were added to the Brief COPE scale, 

based on the brief qualitative analysis, did increase Cronbach's alpha coefficients of the two coping 

scales, thus contributing to better internal consistencies. Moreover, the results of study 1 were 

helpful in understanding the findings of study 2.  

 

Another limitation which has been discussed in the coping literature (Folkman & Moskowitz, 

2004), and that is important to consider in the current study, is the accuracy of the participants’ 

recollections of their reactions to events in the past. Moreover, recollection has been suggested to be 

even more problematic in relation to stressful and traumatic situations and in individuals with PTSD 

(see DiGangi et al., 2013). Therefore, it is likely that the current study has not gained information 

on the full range of coping strategies used by the participants. However, this was counteracted to 

some extent by the use of both qualitative and quantitative approaches in the present study 

(Folkman & Moskowitz, 2004).   

 

General conclusion 

To conclude, the current study has shown that the coping strategies used by Congolese refugees 

residing in an African host country can be summarised into five main themes: religion, social 

support, problem-solving, resignation, and avoidance. The coping strategies that the refugees 

themselves regarded as most helpful were religion and social coping. Furthermore, the refugees 

with lower PTSD symptom severity used more adaptive coping strategies, whereas no difference in 

the use of maladaptive coping strategies was found relating to PTSD symptom severity. Despite the 

limitations of this study, which may also be expected for research conducted in a new context, 

indicative findings have been presented. The above discussion showed that there is considerable 

overlap between the coping strategies found in the current study (study 1) and the coping strategies 

in the Brief COPE. The coping strategies used in the current context appear to be similar to those 

used in other contexts, such as Europe and the US where most of the coping research to date has 

taken place. However, there are some suggestions on differences in the current context compared to 

the context of more established research.  
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First, the traumatic events and PTSD diagnoses were found to be more complex in the present 

context, indicating the need for adaptations of the PTSD assessment scale used. Likewise, the 

assessment tool of coping strategies also appeared to need adaptation to the current context to make 

it understandable in and suitable to the current context, including language use and type of stressors. 

Moreover, it was discussed how coping was not always done for mere personal gains, but also to 

benefit other people such as family members. This suggests that coping research in the current 

context may benefit from a more ecological view on coping and coping outcomes. Furthermore, 

coping strategies revolving around meaning-making, particularly religion and social coping, stood 

out as the coping strategies that were perceived most helpful by the refugees in the present study. 

Religious beliefs and practice were also strong norms within the participants’ community.  

 

In addition, considering that both religious and social coping have been associated with positive 

health outcomes (e.g. Ano & Vasconcelles, 2005; Gerber et al., 2011; Huijts et al., 2012; Pargament 

et al., 1998; Wells et al., 1997), and poor social coping has been shown to be a predictor of PTSD 

(e.g. Gorst-Unsworth & Goldenberg, 1998; Ozer et al., 2003), these coping strategies are important 

to take into account when, for example, planning for interventions (e.g. facilitating the use of these 

coping skills or strengthening these coping skills). The qualitative findings may, furthermore, be an 

interesting indicator of what mediates both religious and social coping, such as meaning-making 

and changing one’s internal approach to a stressor. In view of the criticism that has been aimed at 

both coping and trauma research for its lack of research outside of Western contexts, further 

research in contexts that are similar to the current context are recommended, taking into account 

some of the methodological limitations discussed here. 
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Appendix 1 

 

Interview guide for the qualitative study 

 

THEME & PURPOSE QUESTIONS 

TRAUMA AND STRESSOR 
a) Traumatic experiences. 

To cover 3 areas:  

- before flight  

- during flight  

- at the camp 

Purpose: Understand what 

kind of traumatic experiences 

the participant has been 

through, including duration. 

 

 

 

b) Consequences of trauma 

Purpose: Understand the 

psychological consequences 

of the traumatic experiences 

such as effects on emotional 

life, social life and cognitions. 

 

 

 Would you like to share your story of why you are here at Nakivale and 

why you left the DRC? 

 Have you been exposed to or witnessed a very stressful or traumatic 

event? For example, a violent non-sexual assault, a sexual assault, 

torture, a life-threatening illness or an accident? 

 

 Would you like to share and describe what happened? 

 When did this happen? Has it happened on more than one occasion? 

 

 Would you like to describe how coming here has been? 

 

 How is your life now, at the camp? 

 

 Can you describe in your own words how these traumatic events have 

influenced or changed your life? 

 How is your life now compared to before? 

 How do you feel now compared to before? 

 Have you noticed any emotional changes since the traumatic events? 

 What changes have you experienced in your everyday life (in a 

negative and a positive way)? 

 What do you find most challenging in your current life situation? 

 Have you noticed any health or physical changes since the traumatic 

events? 

 Have you noticed any difference in how you relate to other people? 

COPING STRATEGIES 

AND EVALUATION OF 

COPING 
Purpose: Understand how the 

interviewee copes with the 

traumatic experiences and the 

consequences of traumatic 

experiences both in the past as 

well as the current moment. 

Understand how the 

participant perceives the 

effects of the coping strategies 

(adaptive, maladaptive, short-

term, long-term). 

 

   General 

 What do you do to handle the difficulties you are describing? 

 Have you done anything different previously? 

 Over time what did you find most helpful to deal with your difficulties 

and in what way has it helped you? 

 What has been unhelpful in handling your difficulties and in what way? 

 How would you describe your strengths when being confronted with 

these difficulties? 

 What is most challenging when being confronted with these 

difficulties? 

 Regarding the positive changes you described earlier, in your opinion 

what were the reasons for this change? 

   Short-term 

 Last time when XXX (insert problem) happened, what did you do? 

 What do you do to handle/deal with XXX (insert problem)? What do 

you do when XXX occurs? 

 What happens when you do YYY (insert coping mechanism)? 

 How did you feel last time when you YYY (insert coping mechanism)? 

 How do you experience this way of handling the XXX (insert 

problem)? 

 Have you experienced any change after/during YYY (insert coping 

mechanism)? 
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   Perceived adaptive coping 

 If a friend had been exposed to the same thing as you, what advice 

would you give him or her? 

 

   Social support 

 Have you received support for these problems? /Was there anyone that 

helped you handle these difficulties that you were having? 

 How did you experience the support? 

 

   Religion and spirituality 

 Have you turned to religion or a spiritual practice (such as prayer, 

meditation, going to a church or spiritual centre) to deal with your 

difficulties? If so how has this influenced you when confronting your 

difficulties? 

 

   Meaning-making/reframing 

 Have your experiences changed your view on life (in a positive way)? 

 Have you been able to make something positive out of your 

experiences? 

 

   Substance use 

 Some individuals use alcohol or other drugs when they experience 

distress. Is that anything you do? 

DESIRABLE OUTCOME 
Purpose: Understand what the 

interviewee perceives as 

desirable coping outcomes. 

 

 What is your wish for the future? 

 How would you like things to change? 

 How do you think things could change in this direction? 

 Do you have any plans for the future? 

 How do you see yourself (family/community) in the future? 
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Appendix 2 

 

Demographic information 

 

Sex:  Male   Female 

Birth date/ date of birth________________________________________________________ 

Marital status: Single        Married         Cohabiting        Divorced        Widowed/widower   

Religion: Catholic       Protestant        Muslim        Born-again        Other   

Education level: Primary         Secondary         Tertiary  

Number of displacements ______________________________________________________ 

Do you remember the year when you were displaced for the first time? _______________________ 

Do you remember the year when you were last displaced? _________________________________ 

Number of family members in the household_______________________________________ 

Duration of stay in the camp____________________________________________________ 

Source of livelihood__________________________________________________________ 

Original area of stay in Democratic Republic of Congo_______________________________ 

Whom are you staying with at the camp? Father and mother     Father only          Mother only 

Relatives        Friends        Guardian          Siblings       Spouse          Alone/on my own                
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Appendix 3 

 

Additional items from the brief qualitative analysis 

 

Items added to the Brief COPE scale 

Item 

number 
Question Abbreviated name 

29. Have you been inspired by other people in the same 

situation who have survived? 

Getting inspired 

30. Have you compared yourself with others who are 

worse off? 

Comparing with others 

31. Have you tried to forgive those who hurt you? Trying to forgive 

32. Have you been trying to focus on helping others 

rather than helping yourself (for example, your 

children, other family members or your friends)? 

Focusing on others 

33. Have you engaged yourself in community work to 

change the situation? 

Community work 

34. Have you tried to force yourself to forget what has 

happened? 

Trying to forget 

 

Most helpful religious coping 

I will now read to you a list of different forms of religious practices. Please tell me which one you 

find most helpful in handling your difficult experiences and also the symptoms and problems we 

have been talking about? 

A) To leave your life in the hands of God 

B) To pray to God for help 

C) To talk to religious leaders 

D) To take part in religious activities with others (for example singing, praying) 

E) To remind yourself how God has protected you/taken care of you 

F) To get inspired from stories in the Bible/Quran about how others have struggled and 

survived. 

G) Other type of religious practice. 

 

Most helpful social coping 

I will now read to you a list of different kinds of social support. Please tell me which one you find 

most helpful in handling your difficult experiences and also the symptoms and problems we have 

been talking about? 

A) To receive encouraging words (for example about thinking positive, not blaming yourself for 

what has happened or that things can change). 

B) To receive advice about forgetting the past 

C) To share your feelings with someone else. 

D) To talk to others to understand the past 

E) To hear about other people's experiences and get another perspective of your own situation. 

F) I do not have any social support. 

G) Other type of social support. 

 

Most helpful coping overall 

Overall, what did you find most helpful in the past in handling your difficult experiences and also 

the symptoms and problems we have been talking about? 
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Appendix 4 

 

Notation system for orthographic transcription 

 

Meaning Notation 

Identity of the speaker  

Main interviewer Int1 

Co-interviewer/observer Int2 

Translator Trans 

Interviewee and family members Use of alias name 

  

Non-semantic sounds  

Negation Uh-uh 

Affirmation Mm-hm 

Question Mm? 

Filler sound Erm 

  

Pauses  

Pause of less than a second (.) 

Pause of a few seconds ((pause)) 

Pause longer than a few seconds ((long pause)) 

  

Other language ((ol)) 

  

Speech in overlap ((io)) 

Notation added prior to speech that is in overlap 

with other speech.  

  

Cut-off speech - 

  

Speech that is difficult to hear (word) 

Best guess is added in single brackets.  

  

Inaudible speech ((is)) 

  

Spoken numbers Spell out numbers 

  

Use of punctuation Add punctuation only if certain. 

  

Reported speech “….” 

Reported speech is put in citation marks.  

  

Not translated in the interview ((nt: )) 

Speech that was translated from the audio 

recordings.   
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Appendix 5 

 

Table of codes and themes from the thematic analysis 

 

Theme Code 

Religion 

Explaining life through the power of God 

God is the most powerful 

Remembering how God has protected before 

Accepting God's plan 

God's greater plan, that we don't know 

Leaving the future with God 

God can change the situation 

Leaving your life in the hands of God 

Ask for strength from God 

Pray to God for help 

Pray/Sing 

The only option is God/prayer 

Read religious scriptures 

Questioning the situation through God 

Using examples from the scriptures to narrate life 

Getting inspired by religious stories 

Going to church 

Religious activity with others 

Social coping 

Receives religious advice 

Receives advice 

Receives practical help 

Comparing with others who are worse off 

Discussing with others 

Help to other social support 

Listening to others to get help to understand 

Put children first 

Receives comfort 

Receives encouraging words 

Thinking of one's family 

Sharing feelings 

Instrumental solution for oneself 

Instrumental solution for the family 

Instrumental solution for the community 

Do whatever is possible 

Thinks about options 

Work 

Try home remedies 

Seek medical help/medication 

Planning for change 
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Resignation 

Suicidal thoughts 

Giving up 

Feeling helpless 

Comfort from others not possible 

Giving up about the future 

Wait until it goes away 

Externalising responsibility 

Feeling powerless 

Avoidance 

Substance use 

Sleep 

Work 

Forcing yourself to forget 

Stop/control negative thought 

 


