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Abstract 

Background:  Psychological distress due to the ongoing war, violence, and persecution is particularly common 
among Afghan asylum seekers and refugees. In addition, individuals face a variety of post-migration living difficul‑
ties (PMLDs). Complex posttraumatic stress symptoms are among the most common mental health problems in this 
population, and were associated with the overall burden of PMLDs. The complex interplay of posttraumatic symp‑
toms has been investigated from a network perspective in previous studies. However, individuals are embedded in 
and constantly react to the environment, which makes it important to include external factors in network models 
to better understand the etiology and maintaining factors of posttraumatic mental health problems. PMLDs are a 
major risk factor for posttraumatic distress and considering their impact in interventions might improve response 
rates. However, the interaction of these external factors with posttraumatic psychopathological distress is not yet fully 
understood. Thus, we aimed to illuminate the complex interaction between PMLDs and CPTSD symptom clusters.

Objective:  The main objective is the exploration of the network structure and the complex interplay of ICD-11 
CPTSD symptom clusters and distinct forms of PMLDs.

Method:  The symptom clusters of CPTSD and PMLDs were collected within a randomised controlled trial among 
93 treatment-seeking Afghan asylum seekers and refugees via a fully structured face-to-face and interpreter assisted 
interview. Using a network analytical approach, we explored the complex associations and network centrality of the 
CPTSD symptom clusters and the PMLD factors: discrimination & socio-economical living conditions, language acqui‑
sition & barriers, family concerns, and residence insecurity.

Results:  The results suggest direct links within and between the constructs (CPTSD, PMLD). Almost all PMLD fac‑
tors were interrelated and associated to CPTSD, family concerns was the only isolated variable. The CPTSD symptom 
cluster re-experiencing and the PMLD factor language acquisition & barriers connected the two constructs. Affective 
dysregulation had the highest and avoidance the lowest centrality.
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Introduction
The long-awaited serenity after arrival in the host coun-
try in Europe can often not be achieved, as many Asylum 
seekers and refugees (AS&R) are confronted with the 
physical and mental consequences of exposures to the 
ongoing war, human rights violations, and persecution 
[1–3]. Compared to AS&R from other countries of origin, 
individuals from Afghanistan in Austria reported par-
ticularly poor health trajectories over time. The authors 
suggested that these findings might reflect marginaliza-
tion processes of subgroups of AS&R and an interde-
pendence of origin- and country-specific conditions [4], 
such as a lower level of education, longer waiting periods 
for positive asylum decisions [5], and a higher rejection 
rate of asylum applications compared to Syrian refugees 
[6]. In addition to the challenge of dealing with health 
problems and potentially traumatic experiences [7], those 
affected have to adapt to a new environment and face 
various postmigration living difficulties (PMLDs) [8–10].

Drožđek [11] postulated the integrative contextual 
model for AS&R, which assumes that an individual is 
embedded in multiple, interconnecting dimensions in 
which individuals operate and constantly respond to 
their environment. Risk factors, such as the broad con-
struct of PMLDs are considered as dynamic system local-
ised on each of these dimensions: intraindividual (e.g. 
loneliness, homesickness), interpersonal (e.g. conflicts, 
family separation), societal (e.g. discrimination, housing 
conditions), and cultural (e.g. language, asylum law; [11]). 
The development and psychopathological expression of 
mental health problems is assumed to be bidirectionally 
related to these dimensions and might change over time 
[7, 11, 12].

Along with depression and anxiety disorders, post-
traumatic stress disorder (PTSD) is one of the most com-
monly reported mental disorders among refugees in 
high-income countries [13, 14]. Prevalence rates, while 
highly heterogeneous, are significantly higher than in 
the non-refugee population or among people living in 
conflict and war zones [14]. In ICD-11, the PTSD diag-
nosis is more narrowly defined compared to DSM-5 and 
comprises three symptom clusters (re-experiencing, 
avoidance, sense of current threat). Additionally, ICD-
11 introduced a twin diagnosis, complex post-traumatic 

stress disorder (CPTSD), which is intended to better 
encompass the sequelae of complex traumatic experi-
ences and includes all PTSD symptom clusters and addi-
tionally three symptom clusters related to disturbances 
of self-organization (DSO; affect dysregulation, negative 
self-concept, difficulties in interpersonal relationships). 
The diagnoses must be associated with functional impair-
ments in various domains of life [15]. Treatment-seeking 
AS&R samples report higher prevalence rates of CPTSD 
(16–38%) than the general refugee population [16].

Overall, the negative effect of PMLDs on mental 
health and quality of life was found to be at least equal 
to or even exceeding that of potentially traumatic experi-
ences [9, 17]. Accordingly, higher distress due to PMLDs 
overall [18], but also due to individual PMLDs such as 
uncertain visa status [19], was associated with higher lev-
els of complex posttraumatic stress disorder (CPTSD). 
Deeper investigations of this relationship point out that 
while potentially traumatic experiences were related with 
posttraumatic stress disorder (PTSD), total distress due 
to PMLDs showed an relationship with disturbances of 
self-organisation (DSO) [20]. An analysis of the asso-
ciations of various PMLD factors with CPTSD suggested 
that while language acquisition & barriers predicted the 
membership to the CPTSD subgroup, the other PMLD 
factors were equally present in both investigated sub-
groups [21]. These findings suggest individual boundaries 
between the symptom clusters of CPTSD and different 
forms of PMLDs.

In recent years, the ongoing debate about the ontol-
ogy of psychopathology and whether mental disorders 
are caused by a common cause (latent variable/common 
cause model) or rather by the interaction of individual 
symptoms (network approach) has led to the rejection 
of both extreme versions and the adoption of hybrid 
models [22]. Consistent with the integrative contextual 
model for AS&R [11], the hybrid models link both mod-
els and assume that potentially traumatic experiences or 
stressors act as a common cause that triggers multiple 
CPTSD and PTSD symptoms, which in turn may inter-
act with each other and lead to additional symptoms until 
a self-perpetuating network emerges [22–24]. So-called 
feedback loops are already known from clinical obser-
vations. A stimulus and the related interpretation and 

Conclusions:  Re-experiencing and affective dysregulation have the strongest ties to PMLDs. Thus, these domains 
might explain the strong association of posttraumatic psychopathology with PLMDs and, consequently, prioritization 
of these domains in treatment approaches might both facilitate treatment response and reduce burden caused by 
PMLDs.

Keywords:  Complex posttraumatic stress disorder (CPTSD), Refugees, Post-migration stressors, Emotion regulation, 
Language acquisition, Re-experiencing, Integration, Network analysis
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response, ultimately influence the further development 
of the original stimulus (X > Y > Z > X). An example would 
be a bodily sensation which, when misinterpreted, leads 
to increased anxiety and ultimately to an increased bod-
ily sensation [23]. Such feedback loops in networks may 
involve not only intrapersonal processes but also interact 
with unique sociocultural factors and context that affect 
understanding, attribution, and response to potentially 
traumatic experiences and PMLDs [11, 25, 26]. As a con-
sequence, resources and the ability of adaptive coping 
might be reduced [27].

While several studies have already examined the com-
plex interplay of the individual symptoms of PTSD [28] 
and CPTSD [29–32], and generalisability has been exam-
ined in various samples with different characteristics and 
cultural backgrounds [29, 30], there is only one initial 
study investigating how individual PMLDs are related to 
each other [32]. Overall, there is a lack of knowledge on 
how external variables influence network structure and 
dynamics in psychopathology [23, 32, 33].

Only a few studies have considered the interaction 
between distinct symptom domains and external stress-
ors when examining mental health problems in refugees 
[34–36]. De Schryver et  al. [35] reported that although 
symptoms and potentially traumatic experiences/stress-
ors formed different clusters in the network, they were 
directly connected. Overall, traumatic experiences, daily 
stressors, basic needs, safety [35, 36], and social problems 
[34] showed the highest centrality. Regarding symptoms, 
sleep, hopelessness, melancholy, and nightmares were 
central [36]. To our knowledge, there is no study inves-
tigating the interaction between PMLDs and CPTSD 
symptom clusters in AS&R so far.

The known association between CPTSD and PMLDs in 
general [18] provides insufficient insight into the under-
lying dynamics. The practice-oriented question of which 
types of PMLDs are associated with which CPTSD symp-
tom clusters is so far unresolved. This study aimed to 
promote a better understanding of these dynamics and 
provide an initial contribution to the selection of inter-
vention targets in order to improve AS&R health care. 
Therefore, the aim of this study was to explore the bound-
aries of the CPTSD symptom clusters with the external 
PMLD factors, and investigate their centrality indices in 
a cross-sectional sample of traumatised Afghan AS&R 
living in Austria. We presumed connections within and 
between the CPTSD and PMLD constructs.

Methods
Participants
We used data from baseline assessments of a randomised 
controlled trial evaluating a psychological intervention 
(PIAAS Study; [37]) conducted between July 2019 and 

December 2020. The total sample included 93 adult, 
treatment-seeking AS&R from different areas of Afghani-
stan with Dari as their first language. Exclusion criteria 
were screening with an emotional distress score below 
the cut-off value (RHS-15 score < 12 or distress thermom-
eter < 5), ongoing trauma-focused treatment, significant 
cognitive impairment, and current mental or physical 
conditions requiring other treatment and/or impeding 
participation (e.g. acute suicidality, psychotic symptoms). 
The ethics committee of the University of Vienna ethi-
cally approved the study (Reference Numbers: 00356 and 
00445).

Measures
The fully structured interview was conducted with a 
trained psychologist and an interpreter. German and 
Dari versions of the International Trauma Questionnaire 
(ITQ) and the Post-migration living difficulties Checklist 
(PMLDC) were administered. Likert scales were addi-
tionally presented visually for better understanding and 
to support illiterate participants.

CPTSD symptoms
The six symptom clusters of CPTSD, comprising the 
three symptom clusters of PTSD (re-experiencing, avoid-
ance, sense of current threat) and the three symptom 
clusters of the disturbances in self-organisation (DSO; 
affective dysregulation, negative self-concept, distur-
bances in relationships), were surveyed in relation to the 
level of symptom distress experienced in the past month 
using the ITQ. Participants answered two items per 
cluster, twelve items in total, on a five-point Likert scale 
(0 = "Not at all" to 4 = "Extremely"). Higher scores indi-
cate higher levels of burden. The ITQ has good psycho-
metric properties [38]. The Cronbach’s alpha coefficient 
in this study was 0.89.

Post‑migration living difficulties
The multitude of different PMLDs AS&R face in the host 
country were assessed with the support of the PMLD 
checklist [8]. We adapted and extended the already used 
Dari/German PMLDC version [20] to the Austrian con-
text, finally containing a total of 26 items (see Additional 
file  1: Table  S1). Additional items were translated and 
back-translated by trained interpreters following the 
golden standard of translation guidelines [39]. The fre-
quency of experiencing the specific PMLDs in the past 
month was recorded on a five-point Likert scale (0 = "Not 
at all" to 4 = "Extremely"). The Cronbach’s alpha coeffi-
cient in this study was 0.77.
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Analysis
The network structure of the six CPTSD symptom clus-
ters and the four PMLD factors was estimated (Fig. 1). To 
reduce the number of items, data-driven PMLD factors 
were calculated in a previous study ([15], see Additional 
file  1: Figure S1 for item assignment) using a regular-
ised exploratory factor analysis developed specifically 
for small samples [40]. The network was estimated with 
the R package qgraph [41] and the robustness and bridge 
centrality of the network were examined using the R 
packages bootnet and networktools [42]. All analyses were 
performed using R (version 4.1.0; [43]).

Network estimation
The presented network was estimated using a Gaussian 
graphical model [44]. Partial correlations between the 
total of ten nodes (re-experiencing (Re), avoidance (Av), 
sense of current threat (Th), affective dysregulation (AD), 
negative self-concept (NSC), disturbances in relation-
ships (DR), socio-economical living conditions & dis-
crimination (SC), language acquisition & barriers (LAB), 
family concerns (FC), residence insecurity (RI)) are rep-
resented with edges. The line thickness of the edges rep-
resent the strength of the association. In a first step, a 

correlation matrix based on polychoric correlations was 
calculated ([45]; see Additional file 1: Table S2). In a sec-
ond step, the network was estimated using EBICglasso, 
an estimation method to minimise false positive detec-
tion of connections. To visualise the estimated network, 
the Fruchterman-Reingold algorithm [46] was used in the 
third step, which places nodes with more and/or stronger 
connections closer together. The higher the degree of a 
centrality (strength, predictability), the conceptually 
closer a node is to all other nodes in a network [47]. In 
addition bridge centrality (bridge strength, bridge pre-
dictability) were calculated. These parameters estimate 
the strength of each node in connecting the constructs 
CPTSD and PMLDs.

Network stability
Following the recommended three steps [45], the R pack-
age bootnet was used to estimate the stability of the 
network. Firstly, we calculated 95% confidence intervals 
using 1000 bootstrap iterations to test edge certainty and 
significance between edge weights. Secondly, to estimate 
the stability of the order of centrality indices, we used a 
node-dropping sub setting bootstrap technique and the 
correlation stability (CS-) coefficient, which is an index of 
the stability of centrality indices. Values above 0.25 indi-
cate sufficient stability. In a final step, we calculated the 
bootstrapped edge-weight and centrality difference test 
for the networks to check whether these differ signifi-
cantly from each other.

Missing data
For the CPTSD data, a total of 3.3% (3.2–4.3%) indi-
vidual data points were missing stemming from four 
incomplete cases. A total of 10 incomplete cases resulted 
in 3.6% (3.2–5.4%) missing values in the PMLDC data. 
Three cases with more than 50% missing data were com-
pletely deleted. To deal with all other missing values, an 
algorithm from the R package "mice" was used, which 
estimates values by single imputation (predictive mean 
matching) using Fully Conditional Specifications [48].

Results
Descriptive statistics
Data from 93 treatment-seeking Afghan AS&R were 
included in the network analysis. The mean age was 
34.77  years (SD = 13.84), with 45.2% female partici-
pants. About half of the participants were married or 
living in a partnership (51.7%). A high illiteracy rate was 
found, with over 60% of participants having no formal 
education (37.6%) or having attended only elementary 
school (22.6%). The overall employment rate was 26.8%, 
the majority reported no employment (61.3%), includ-
ing 22.6% due to lack of a work permit. On average, 

Fig. 1  Network estimation. Note: Regularized partial correlation 
network of the CPTSD symptom cluster and distinct PMLDs. Edge 
thickness represents the strength of association. All edges indicate 
positive relationships. Re = “Re-experiencing”, Av = “Avoidance”, 
Th = “Sense of current Threat”, AD = “Affective Dysregulation”, NSC 
= “Negative Self-Concept”, DR = “Disturbances in relationships”, 
DS = “Discrimination & Socio-economical living conditions”, LAB 
= “Language Acquisition & Barriers”, FC = “Family Concerns”, RI = 
“Residence Insecurity”
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participants had been in Austria for 5.9 years (SD = 4.36) 
and 52.7% reported uncertain asylum status. There were 
12.07 (SD = 5.03) potentially traumatic experience types 
reported on average. 50% of the participants met crite-
ria for CPTSD, while 17.78% individuals met criteria for 
PTSD only (see Additional file  1: Table  S3 for further 
sociodemographic characteristics and the frequency 
of potentially traumatic experience types). The average 
scores in each symptom cluster and PMLD can be found 
in Table 1.

Network estimation
The structure of the network of the six symptom clusters 
of CPTSD and the four PMLD factors is shown in Fig. 1. 
17 of 45 possible edges were estimated above zero. All 
associations were positive and there was only one iso-
lated node (FC) in the network, i.e. all other nodes were 
directly or indirectly connected via other nodes. Three 
of the PMLD factors were interconnected: PMLD factor 
LAB was associated with DS and RI. LAB and RI showed 
the strongest connection to Re, other weaker connec-
tions could be found between LAB and NSC, DR and 
Th. DS was connected to AD. While the three symptom 
clusters of DSO were connected to each other, the three 
symptom clusters of PTSD were not interconnected. Re 
and Av were connected, Th was only connected to all 
DSO clusters. Since the strength centrality measure had 
the highest reliability and were closely related to the pre-
dictability, the interpretation was based on this central-
ity measure. Overall, the three nodes with the highest 
strength centrality were the three CPTSD clusters: AD, 
Re, and NSC. The connection between negative self-con-
cept and disturbances in relationships was the strongest 
within the entire network. The nodes with the highest 
bridge expected influence and bridge strength were Re 
and LAB, which means that Re was the CPTSD symptom 

cluster with the strongest average connection to the 
PMLDs, and LAB was the PMLD factor with the strong-
est average connection to CPTSD. The centrality and 
bridge centrality estimates for all nodes are presented in 
Fig. 2.

Network stability
The network showed large bootstrap confidence intervals 
around the edge weights, which partly overlapped (see 
Additional file  1: Figure S2), indicating that their order 
should be interpreted with caution. The CS-coefficient 
(CS-Coeff (cor = 0.7) = 0.44) for the strength centrality 
metric exceeded the recommended minimum cut-off of 
0.25 in the network suggesting a moderate stability [45]. 
In addition, we checked whether the edges or the node 
strength differed significantly (see Additional file 1: Fig-
ures S3, S4). The results showed that many of the nodes 
did not differ significantly in strength.

Discussion
To our knowledge, this is the first study investigating 
the boundaries between CPTSD symptom clusters and 
different forms of PMLDs in a highly distressed sample 
of treatment-seeking Afghan AS&R. In line with our 
hypothesis, the results clearly illustrate that there is an 
association between psychopathology and external fac-
tors, that differ among the various forms of PMLDs. 
Overall, we found that the PMLD factors discrimination 
& socio-economical life conditions, language acquisi-
tion & barriers, and residence insecurity were associated 
with each other and with individual CPTSD symptom 
clusters. Family concerns was isolated in the network 
and showed no associations. A further finding was that 
while all DSO clusters were interrelated, for PTSD symp-
tom clusters, avoidance showed a relationship with re-
experiencing, but sense of current threat was exclusively 
related to DSO symptom clusters. The strongest linkages 
between the CPTSD and PMLD constructs, seem to be 
the two PMLD factors language acquisition & barriers 
as well as residence insecurity and the CPTSD cluster re-
experiencing. The latter was directly linked to the PMLD 
factors and mediated their relationship to each other 
and affective dysregulation. Which, as the most central 
CPTSD factor was also directly related to discrimination 
& socioeconomical life conditions.

Consistent with the integrative contextual model for 
AS&R [11] and previous investigations examining the 
associations between PMLDs and psychopathology [35, 
36], almost all PMLD factors were connected to CPTSD 
symptom clusters. Although associations were found 
between PMLDs and DSO symptom clusters, in contrast 
to the findings of Hecker et al. [20], the strongest associa-
tions were found to a PTSD cluster.

Table 1  Means and standard deviations of the CPTSD symptom 
clusters & PMLDs

M, mean; SD, standard deviation

Variables M (SD)

Re-experiencing (Re) 5.03 (2.15)

Avoidance (Av) 4.63 (2.03)

Sense of current threat (Th) 4.78 (2.05)

Affective dysregulation (AD) 4.63 (1.89)

Negative self-concept (NSC) 4.20 (2.54)

Disturbances in relationships (DR) 3.99 (2.24)

Discrimination & socio-economical living conditions (DS) 10.62 (4.00)

Language acquisition & barriers (LAB) 16.14 (4.05)

Family concerns (FC) 13.32 (3.99)

Residence insecurity (RI) 9.83 (3.69)
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One of the most compelling findings was the associa-
tion between the CPTSD symptom cluster re-experienc-
ing and the PMLD factor language acquisition & barriers. 
These two domains showed the strongest associations 
between the CPTSD and PMLD constructs. This finding 
confirms initial findings that demonstrated an associa-
tion between the PTSD symptom cluster re-experiencing 
and language [49]. Intrusive re-experiencing, including 
trauma-associated flashbacks or nightmares, represents 
a core symptom of CPTSD and PTSD, which in investi-
gations of PTSD symptom networks, has been repeatedly 
identified as particularly central [28].

Successful adaptation in the host country with par-
ticipation in social life and access to various facilities is 
closely related to proficiency in the local language. The 
factor language acquisition & barriers included distress 
and dependence on others in various situations requir-
ing language, such as health service utilization or offi-
cial channels. This factor also revealed a link to current 
sense of threat, negative self-concept, affective dysregu-
lation, discrimination & socio-economical life condi-
tions, and residence insecurity, latter included higher 
stress due to insecure residence status as well as greater 
fear of future deportation. The persistent feeling of 

insecurity [36], especially in the context of insecure 
residence associated with PTSD [19] has been reported 
several times and might hinder the calming and pro-
cessing of potentially traumatic experiences.

Afghanistan has one of the highest illiteracy rates 
worldwide, numerous individuals do not have access 
to educational opportunities in their home country. 
Almost 60% of our participants had no formal educa-
tion or had only completed elementary school. Those 
Afghan AS&R in Austria might be confronted with 
Western educational institutions and concepts of learn-
ing for the first time and face the challenge of having to 
start literacy right away with a foreign language.

Another aspect is that language acquisition is a com-
plex process involving different cognitive abilities 
related to encoding and retrieval. Successful encod-
ing depends on various executive skills (e.g., attention, 
working memory; [50]) [51]. Consistent with our find-
ings, Lansing et al. [52] reported a positive association 
between re-experiencing and increased difficulties with 
verbal learning. In line with the found mediation effect 
of re-experiencing between language acquisition & bar-
riers and affective dysregulation, deficits in cognitive 
resources lead to difficulties in calming down and thus 
reducing intrusions [52].

Fig. 2  Centrality indices. Note: Centrality and bridge centrality measures for each variable were estimated by standardised node strength and 
predictability. For definitions of abbreviations, see Fig. 1
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Anxiety, helplessness, and feelings of loss of control are 
common reactions associated with potentially traumatic 
experiences. These emotions may accompany many 
interpersonal situations in everyday life or during the 
asylum process in which language comprehension or the 
ability to express oneself as well as actively respond to the 
environment through language is limited. And, as previ-
ously reported, might be associated with an increased 
risk of discrimination [32]. We hypothesise that these 
mentioned feelings, combined with a reduced ability to 
respond actively, and reinforced by affective dysregula-
tion, may trigger re-experiencing.

In addition to the important link between re-experienc-
ing and affective dysregulation, links to various CPTSD 
clusters and language acquisition & barriers to negative 
self-concept have been found. A negative self-concept and 
reduced self- efficacy were found to be associated with 
potentially traumatic experiences [53]. The exposure of 
a variety of situations associated with language barriers 
or difficulties in language acquisition might further nega-
tively impact self-concept, which in turn might promote 
avoidance of such situations, and further impeding lan-
guage acquisition and social inclusion.

Affective dysregulation has been repeatedly reported 
as a key factor in traumatised AS&R [54, 55] and has 
been identified as a mediator in the relationship between 
potentially traumatic experiences and PTSD as well as 
PMLDs [54]. Consistent with these findings, as already 
mentioned affective dysregulation showed the highest 
centrality in our study and was associated directly with 
almost all CPTSD symptom clusters and the PMLD fac-
tor discrimination and socioeconomic living conditions.

Discrimination, as well as problems related to finances 
or housing, jeopardise human needs and might be 
accompanied by vast emotional distress. Furthermore, 
Santangelo et  al. [56] found that people with PTSD in 
particular have an affective baseline with higher dis-
tress and less positive emotionality in comparison to 
healthy individuals. Affective variability indicated a more 
intense response to internal or external but less to posi-
tive processes or events and it took longer for regulatory 
or homeostatic processes to restore deviant affective 
fluctuations to baseline and allow emotional recovery. 
Following these results, we hypothesised that individu-
als with higher levels of affective dysregulation might 
respond stronger to existential concerns in addition to 
normal responses [56, 57]. Conversely, emotional out-
bursts and emotional numbing could further increase 
the risk for such stressful experiences. Lack of emotional 
clarity, difficulties with goal-directed behaviour, rumina-
tion and suppression may play a particularly important 
role [54, 55, 58, 59] and may also be a link to further 
psychopathology.

Following affective dysregulation, re-experiencing, and 
negative self-concept were symptom clusters with high 
strength centrality, and presented with the strongest con-
nection within the network. This was in line with the 
findings of CPTSD networks [29]. Negative self-concept, 
especially feelings of worthlessness have an immense 
impact on the development, persistence and unfavour-
able prognosis of PTSD [60, 61]. There might be an 
interaction between these areas such as that a negative 
self-concept increases the risk of social withdrawal and 
in turn a lack of positive relational experiences reinforces 
the negative self-concept. Overall, refugees have a higher 
risk of loneliness and low social support, factors that 
have been repeatedly related to higher levels of mental 
distress [62], CPTSD [63] and lower quality of life [64]. 
Additionally, we suggest that numbness due to affective 
dysregulation and an associated reduced self-awareness 
or ability to engage in interpersonal relationships might 
further promote disturbances in relationships and a nega-
tive self-concept.

Interestingly, the PMLD factor family concerns was 
isolated in the network. Coming from a culture where 
social structures such as the family are of particular 
importance, longing for the family and the country of 
origin as well as worries about loved ones appear inde-
pendent of CPTSD symptomatology in the estimated 
network. However, these reactions might be related to 
other psychopathologies, quality of family relationships 
or demographic variables, such as marital status or fam-
ily separation. This is particularly interesting as different 
forms of PMLDs might be associated to varying degrees 
with mental disorders such as CPTSD and some PMLDs 
might be stressors independent of any psychopathology 
associated with normal situationally adequate distress of 
the challenging life situation.

Strengths and limitations
The major strength of the study lies in the examination 
of one of the most burdened, hard-to-reach population of 
treatment-seeking AS&R in Austria. Interpreter-assisted 
and face-to-face fully structured interviews conducted by 
a trained clinical psychologist reduced language barriers 
and psychological distress during the assessments.

Nevertheless, some limitations need to be considered. 
The results must be interpreted with caution, as the sam-
ple was relatively small and generalizability to other eth-
nic groups or regional differences cannot be guaranteed. 
Problems in understanding the meaning of particular 
symptoms might bias the results and could potentially 
explain some associations such as between re-experi-
encing and language barriers. The cross-sectional study 
design does not allow conclusions about directionality. 
We conclude, consistent with the integrative contextual 
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model for AS&R [11], that it is highly likely that cen-
tral symptoms are reciprocally related to their neigh-
bours. The question of whether interventions should 
address central symptoms to increase treatment suc-
cess and achieve improved symptom relief has recently 
been debated [23, 24]. To date, there is no agreement; an 
important research goal would be to address this issue 
through intervention studies with longitudinal within-
person networks. Until then, central symptoms should 
be considered as potentially important treatment targets 
when considering personalised diagnosis and interven-
tion [23, 24, 29].

The Covid-19 pandemic interrupted the assessment 
process and might have influenced symptom sever-
ity. Therefore, future replications of the study with 
larger samples would be required, here the application 
of Latent Network Modelling (LNM) could contribute 
to an improved control of measurement errors [45]. In 
addition, inclusion of further psychopathologies, such 
as depression and anxiety, and a longitudinal design in 
refugee samples with different ethnic background are 
recommended to further investigate the generalizability 
and directionality of the results, thus relationships might 
change over time [7, 11, 12].

Clinical implications
The main findings of this study underline the crucial 
importance of including PMLDs and its complex inter-
play with CPTSD into AS&R assessment and treatment 
strategies [65]. Psychosocial interventions have already 
been shown to be effective in several studies [66]. An 
individual assessment of the burden due to specific 
PMLDs (e.g. language acquisition & barriers, discrimi-
nation & socioeconomic living conditions) and a accord-
ing focus on these and their individual interaction with 
CPTSD symptoms, such as affective dysregulation or 
re-experiencing, might represent important treatment 
targets. Reducing the burden of PMLDs and improving 
symptom management in daily life might reduce the 
burden caused by PMLDs and CPTSD. Furthermore, 
interventions that promote social connectedness, such 
as community-based interventions or group therapy, 
might be additionally beneficial. A more precise assess-
ment of trauma-associated re-experiencing, affective 
dysregulation, negative self-concept, and disturbances 
in relationships should be integrated into the psycho-
logical assessments and subsequently into the treat-
ment strategies of traumatised AS&Rs. A combination 
of trauma-focused and non-trauma-focused treatment 
approaches might be beneficial [67]. Especially a focus 
on the reduction of trauma-associated nightmares and 
intrusive memories as well as to promote the ability to 

cope with the symptoms and to stay present might be 
advantageous [68]. So far, there are few treatment rec-
ommendations addressing re-experiencing directly in 
CPTSD [69]. Establishing trauma-sensitive language 
courses and integrating interventions to promote cog-
nitive receptivity and reduce stress could be another 
interdisciplinary task for educators and psychologists 
[49].

Conclusion
Our results provide initial evidence for various associa-
tions that might be important for a better understanding 
of the overall relationship between PMLDs and CPTSD. 
Psychological treatment to improve mental health, qual-
ity of life, functioning as well as adaptation in the host 
country appear to be particularly important. Due to the 
localisation of PMLDs at different levels, such as the cul-
tural/governmental level, promoting trauma-sensitive 
language courses or policies to reduce discrimination or 
tedious asylum procedures might have a positive impact 
on mental and physical health.
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