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“The Prevalence of Alcohol and Substance Use Among Young Refugees and Migrants 
in Serbia and Psychological Correlates” study has been conducted following concerns 
expressed by the institutions and professionals working with young migrants and 
refugees. Moreover, the study has been conducted in the desire to explore the 
magnitude of this phenomenon and generate other valuable information that can 
improve the quality of prevention, early detection and other measures, programmes 
and services occurring in reception or asylum centres and the entire support network 
of health and social institutions that are dealing with this issue among young people in 
the general population. 

The study has revealed significant findings that will be utilised for the purpose of the 
study, and will also contribute to regional and global knowledge on the issue of alcohol 
and substance use among refugees and migrants, particularly the young, for which 
published scientific knowledge is scarce. 

The study in itself was challenging but was also conducted under the very difficult 
circumstances of the COVID-19 pandemic and, because of this, the Institute of 
Mental Health in Belgrade and the Association for Child and Adolescent Psychiatry 
and Allied Professions of Serbia (DEAPS), who led the research team, deserve a 
special acknowledgement for their professionalism and inspiration in considering the 
complexity of the relationship between the strengths and vulnerabilities of the young 
migrant and refugee population and alcohol and substance use, and prioritising the 
most important areas that can benefit policy and practice, as well as for their flexibility 
in adjusting to the context without jeopardising the quality of the study. A special 
thanks goes to the Commissariat for Refugees and Migrations, including cultural 
mediators Jelena Surlan and Svetlana Velimirovic, Mubeen Loqmani, Ljig Social Work 
Centre director Dragan Radovanovic, and social worker Tamara Stojanovic without 
whom this research would not have been done.

However, we are especially grateful to all the young refugees and migrants who, 
by responding to the questionnaire, shared with us their knowledge, attitudes and 
practice, and have contributed to global, regional, and national knowledge and the 
quality of program and services.

We also acknowledge the valuable contribution to the initiation and finalisation of the 
study provided through consultations with the project Steering Committee: the Dr 

Acknowledgements



The Prevalence of Alcohol and Substance Use Among Young Refugees and Migrants in Serbia and Psychological Correlates 7

Milan Jovanovic Batut Institute of Public Health, the Commissariat for Refugees and 
Migration, WHO, the Ministry of Health, the Ministry of Labour, Employment, Veterans 
and Social Affairs, the United Nations Office on Drugs and Crime (UNODC) and 
UNICEF.

On behalf of UNICEF, significant professional contribution and organisational support 
were provided by Ivana Misic, Milena Timotijevic, Jelena Zajeganovic Jakovljevic and 
Ana Prodanovic from UNICEF Serbia.  

This study would not have been possible without the financial contribution of the 
Health Programme of the European Union and UNICEF. It is supported under the 
project “Strengthening Refugee and Migrant Children’s Health Status in Southern and 
South-Eastern Europe”, which aims to ensure that refugee and migrant children and 
their families have access to quality health care and accurate health information in 
Bulgaria, Greece, Italy, Spain, Bosnia and Herzegovina, and Serbia. 
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Refugee is defined as “someone who is unable or unwilling to return to their country 
of origin owing to a well-founded fear of being persecuted for reasons of race, religion, 
nationality, membership of a particular social group, or political opinion”. 

Refugee children  - The 1951 Refugee Convention and the 1967 Protocol (Relating to 
the Status of Refugees) set standards that apply to children in the same way as to 
adults: 1. a child who has a “well-founded fear of being persecuted” for one of the 
stated reasons is a “refugee”, 2. a child who holds refugee status cannot be forced to 
return to the country of origin (the principle of non-refoulement), and 3. no distinction is 
made between children and adults in social welfare and legal rights. 

Unaccompanied children are children who have been separated from both parents 
and other relatives and are not being cared for by any adult who, by law or custom, 
would be responsible for doing so.

Migrant  - The term “migrant” is not defined under international law and is sometimes 
used differently by various stakeholders. It is increasingly used as an umbrella term 
to refer to any person who moves away from their usual place of residence, whether 
internally or across a border, and regardless of whether the movement is “forced” 
or voluntary. Because the latest migrations we have seen since 2015 show a marked 
heterogeneity in the reasons impelling people to migrate, it is becoming harder to 
make a clear distinction between the categories of refugee and migrant. Both of these 
are being exposed to similar risk factors and vulnerabilities that could affect their 
mental health functioning (UNHCR. Emergency Handbook. Version 2.3; 2015).  

The displacement experience is characterized as including pre-flight from place of 
origin, flight from home and living in transit or transitory placement, and resettlement 
in a new location or returning home (Lustig et al, 2004)

Asylum constitutes the right to residence and protection accorded to a foreigner 
who has been granted refuge or subsidiary protection, based on a decision by the 
competent authority. (CRMS. Available at: https://kirs.gov.rs/eng/asylum/about-asylum)

Asylum seeker is a foreigner who has filed an application for asylum in the territory 
of the Republic of Serbia but for whom no final decision has yet been taken. 
(Commissariat for Refugees and Migration, Serbia. Available at: https://kirs.gov.rs/eng/
asylum/about-asylum)

Glossary

https://kirs.gov.rs/eng/asylum/about-asylum)
https://kirs.gov.rs/eng/asylum/about-asylum) 
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Substance use disorders are defined in WHO nomenclature as “harmful use” 
and “dependence syndrome”. Harmful use is defined as “a pattern of psychoactive 
substance use that is causing damage to health”. Dependence syndrome is defined 
as “a cluster of physiological, behavioural and cognitive phenomena in which the use 
of a substance or a class of substances takes on a much higher priority for a given 
individual than other behaviours that once had greater value.” (WHO, 2017)

Substance and alcohol use disorders are estimated as the mental and behavioural 
disorders with the highest mortality ratio compared to the general population (about 
5% higher for alcohol use disorders and up to 15% for opioid use disorders). (WHO, 
2017)

Acute intoxication is a transient condition following intake of a psychoactive 
substance resulting in disturbances of consciousness, cognition, perception, affect, or 
behaviour.

Overdose is the use of any drug in such an amount that acute adverse physical or 
mental effects are produced. 

Withdrawal is the experience of a set of unpleasant symptoms following the abrupt 
cessation or reduction in dose of a psychoactive substance; it has been consumed in 
high enough doses and for a long enough duration for the person to be physically or 
mentally dependent on it. Withdrawal symptoms are, essentially, the opposite of those 
produced by the psychoactive substance itself. 

Harmful use is a pattern of psychoactive substance use that damages health. This 
damage may be physical, e.g., liver disease, or mental, e.g., episodes of depressive 
disorder. It is often associated with social consequences, e.g., family or work 
problems. 

Dependence is a cluster of physiological, behavioural, and cognitive phenomena 
in which the use of a psychoactive substance takes on a much higher priority for a 
given individual than other behaviours that once had greater value. It is characterized 
by a strong craving to use the substance and a loss of control over its use. It is often 
associated with high levels of substance use and the presence of a withdrawal state 
upon cessation.
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ACE  - adverse childhood experiences 

CSW - Centre for Social Work

ECHO  - European Commission for Civil Protection and Humanitarian Aid Operations

ESPAD  - European School Survey Project on Alcohol and Other Drugs 

IMH  - Institute of Mental Health 

NGO  - Non-Governmental Organisation

PTSD  - Post Traumatic Stress Disorder

SCRM  - Commissariat for Refugees and Migration of the Republic of Serbia 

UASC  - Unaccompanied and separated children 

UNHCR  - United Nations High Commissioner for Refugees

UNICEF  - United Nations Children’s Fund

WHO  - World Health Organisation
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Executive Summary 

1.1. Purpose of the study

Youth itself is a challenging period of life. When a young person is also a refugee or 
migrant in a foreign country, in a distinct cultural environment, sometimes without 
their closest ones for months, they are highly vulnerable. Young refugees and 
migrants face a greater risk of developing problems in mental functioning, arriving 
in host countries with an alarming “risk burden”. Forced migrants may, therefore, be 
particularly vulnerable to substance use, as witnesses or victims of pre- and post-
migration stress and trauma such as the loss of homes and livelihoods, violence, 
torture, and family separation.

Common risk factors for substance use in adolescence are a family history of 
substance use, parental approval of such practices and inadequate parental monitoring, 
parental substance use, family rejection of sexual orientation or gender identity, 
association with delinquent or substance-using peers, lack of school connectedness, 
low academic achievement, childhood sexual abuse, and mental health issues (CDC, 
2019). Risk factors can induce substance abuse in several ways. They may contribute 
to addiction: greater exposure to risk factors increases the likelihood of drug abuse. 
Certain risk factors are particularly powerful, while certain conditions reduce the 
prevalence of drug abuse. Such conditions are variable risk factors and include income 
level, peer group, and adverse childhood experiences (ACE). 

It is difficult to generalize the risk of substance misuse in refugee and migrant 
populations, since there are significant differences in their circumstances, including 
the reasons for seeking refuge, the inclusivity of the recipient country and the degree 
of cultural similarity. There is abundant moderate- and high-quality literature on alcohol 
consumption among refugees, but there is far less research focusing on substance 
use. As in non-refugee populations, substance and alcohol use increase the probability 
of perpetrating or experiencing violence, such as intimate partner violence, domestic 
violence, and child abuse. Moreover, the purchase of drugs and alcohol can trigger 
food insecurity and poverty. Overall, migrants (both refugee and non-refugee) are less 
likely to be diagnosed with any substance use disorder.

There is insufficient academic interest in issues related to substance abuse and 
criminality among unaccompanied and separated children (UASC), because this 
vulnerable group faces more substantial problems. Increased attention should be paid 

1.
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to untreated mental health problems, harsh living conditions, and inadequate support 
and control, as such challenges increase the risk of substance abuse and criminality. 
Thus, when addressing the complex problem of alcohol and substance use in young 
refugees and migrants, all the past and present elements potentially contributing 
to substance use should be taken into consideration. This study aims to explore the 
prevalence of alcohol and substance use among young refugees and migrants in 
Serbia. It seeks to provide a better understanding of the various sociodemographic and 
psychological correlates with the objective of informing more efficient response and 
prevention services for young migrants. This research contributes to the identification 
of individual characteristics of refugee and migrant children. It seeks to make 
interventions more effective by enabling the targeting of the most vulnerable children 
(with special reference to UASC).

1.2. Methodology

The research is based on a sample of 184 children and adolescents from 11 to 18 
years of age, residing in centres for asylum in Serbia, in Krnjaca and Bogovadja. 
Most families with children are placed in Krnjaca, while UASC mostly reside in 
Bogovadja. Of the184 participants, the majority were male (N=155; 84.29%). As well 
as the questionnaire for assessment of alcohol and substance use, we also used 
instruments to assess the children’s emotional and behavioural difficulties and their 
exposure to maltreatment in the family, measuring physical, emotional, and sexual 
abuse, neglect, and the witnessing of parental physical violence. Furthermore, we 
used instruments to assess three domains of PTSD: Intrusion, Avoidance and Arousal. 
These instruments were used to assess potential contributing factors to alcohol and 
substance use, and other psychological difficulties that refugee and migrant children 
and adolescents could possibly experience, and which could be correlated to alcohol 
and substance use. The data were collected directly from the children, who filled out 
printed questionnaires translated into Farsi, in the presence of interviewers and cultural 
mediators. The majority of the children were illiterate, and so were responding to the 
questionnaire through simultaneous translation into their native language by translators 
and cultural mediators (Arabic, Pashtu or Farsi). Fieldwork coordinators were required 
to communicate with several different organisations upon each visit to a reception or 
asylum centre. The main communication channels for these visits were between the 
Commissariat for Refugees and Migration in the Republic of Serbia (SCRM), the Centre 
for Social Work (CSW), the Institute of Mental Health (IMH), UNICEF, employees in 
the reception or asylum centre, cultural mediators, and translators.  The COVID-19 
pandemic raised difficulties in planning for fieldwork. 
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1.3. Main conclusions

Based on the data collected, a total of 50% of respondents consumed energy drinks; 
28% smoked tobacco; 13% consumed alcohol; 4.6% had smoked marijuana; 2.7% 
had tried LSD; 2.29% had consumed amphetamines; 1.7% had consumed powder 
cocaine; 1.7% had consumed inhalants (e.g., glue, gasoline), 1.7% tranquilisers and 
1% rock cocaine. 

Male respondents reported alcohol and substance use much more often than female 
respondents. Moreover, participants who had received more years of education 
reported less alcohol and substance use. In addition, older participants reported 
greater alcohol and substance use. We also asked the respondents how frequently 
they consumed substances on a Likert scale from 0 (never) to 7 (several times a day); 
the calculated cumulative mean was 3.93 (SD=5). 

Participants who had been in two or more reception or asylum centres during their 
journey consumed substances and alcohol significantly less than the other group.

Respondents who had travelled with strangers were drinking and using substances 
significantly more than those who had travelled with members of their family. 
This finding indicates that the company of family members can be considered as 
a protective factor for alcohol and substance abuse in this population. The existing 
literature recognises the following protective factors at the family level: opportunities 
for positive social involvement, recognition of positive behaviour by family members, 
bonding and healthy attachment to the family, healthy beliefs, and expectations, as 
well as opportunities to engage in prosocial activities (Office of the Surgeon General, 
2016).

A high level of emotional abuse experience is a significant predictor for alcohol and 
substance abuse in young refugees and migrants. Therefore, alcohol and substance 
abuse may be recognised as a consequence of exposure to abuse in this population. 
Professionals working with refugee and migrant children should hence keep in mind 
that there is a potential risk of exposure to violence in children consuming alcohol 
and substances. Moreover, professionals should also be trained to refer these to 
appropriate support, protection and treatment if needed.

The results of our research show that children reporting experiences of emotional 
abuse were more likely to encounter problems of alcohol and substance abuse. Many 
of them also reported symptoms indicative of PTSD. This is supported by the claim 
that a greater propensity to experiencing adverse events in resettlement increases the 
risk of psychical trauma

The children who had resided in multiple reception or asylum centres had usually 
spent more time on the road and exhibited more PTSD symptoms. This indicates 
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that they perhaps experienced greater exposure to various stressors and adverse 
experiences related to the process of migration. Additionally, children reporting 
more abuse and emotional or behavioural difficulties were more likely to have more 
PTSD symptoms. Interestingly, children who were enrolled in Serbian schools had 
significantly higher scores on PTSD scales. This finding possibly indicates that being 
enrolled in a school system increases the ability to recognise emotional states. 
Unfortunately, only 8.7% of minor refugees and migrants in Serbia are enrolled in 
schools or some form of formal or non-formal education. Our sample suggests two 
significant predictors of PTSD – witnessing family abuse and the impact of emotional 
or behavioural difficulties. More specifically, children and adolescents who had 
witnessed abuse in their family were 3.3 times more likely to develop PTSD, whereas 
children whose lives were more impacted by their personal emotional and behavioural 
difficulties were 1.3 times more likely to develop PTSD.

Approximately 40% of respondents reported physical abuse by their parents or some 
other member of their household; 28.6% had experienced abuse at some point in their 
life, and 11.6% said that they had been abused in the previous 12 months. Experience 
of emotional abuse was reported by 18.2% and sexual abuse was reported by 8.8%. 

The most common challenges that faced our respondents in Serbia were: 
communication, restricted access to healthcare services, poverty, and separation 
from their family. Some other common challenges for our respondents included 
discrimination, loneliness, the perception of restricted access to the social care 
system, and procedures for asylum in Serbia. 

1.4. Recommendations

The findings of our research are aimed at decision-makers and practitioners 
responsible for devising and delivering prevention and protection policies and programs 
for young refugees and migrants in Serbia. The research findings emphasise the 
scale of the problem young refugees and migrants are facing in Serbia as a basis 
for advocating further investment in the prevention of psychological distress and 
substance abuse. The overall findings inform the future design and development of 
interventions aimed at prevention, treatment, and rehabilitation. The study presents 
several recommendations:

Continue investing in research on the issues of mental health, including 
substance use, by the migrant population, particularly children and adolescents

Based on the lessons learnt from this study, it is of critical importance to assess 
all possible solutions for ensuring anonymity and adequate support for children 
and adolescent migrants in completing the questionnaire throughout the research 
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process. Because of the illiteracy of most of the migrants, this research could not 
rely on respondents completing the questionnaire themselves (even when presented 
on tablets in digital form) and used capable translators or mediators to support this 
process. However, in the future, innovative ways of presenting digital versions of 
questionnaires, incorporating text-to-speech options or voice recording alongside the 
text of the questions, could also allay some of the possible mistrust of anonymity in 
the research and overcome some ethical concerns.

Develop a strong coordination network for professionals to make timely 
evaluation possible upon arrival of refugee and migrant children into the country.  

One good example is the creation of Standard Operating Procedures by the Ministry 
of Labour, Employment, Veteran and Social Policy and UNICEF. Coordinated action 
is necessary for identifying children and adolescents requiring further evaluation, 
support, or treatment as early as possible.  It is important that each of these actors has 
a clear understanding of their role and the appropriate knowledge and skills to work 
with children (and their parents) as well as clear pathways throughout the network of 
services and actors in order to respond to the needs identified.

Create and implement a standardised initial interview to make the first contact 
with refugee and migrant children as informative as possible.  

The initial interview, a standard practice in the reception of refugees and migrants, 
should also include questions assessing risk factors and mental health difficulties and 
disorders arising from alcohol and substance use. Professionals should primarily be 
trained to recognise the signs of alcohol and substance use disorders by asking the 
right questions in a manner appropriate for the age and gender of children and young 
people. They should also be trained to manage the problem once recognised. Apart 
from the ability to recognise alcohol and substance use, professionals should also be 
trained or encouraged to cultivate a trauma-sensitive approach towards refugee and 
migrant children. 

Create strategies that will increase resilience in refugee and migrant children, 
help them recognise the impact of adverse life experiences on their mental 
health functioning, and teach them skills that can help in transforming traumatic 
experiences into opportunities for personal growth and hope. 

Professionals involved in work with refugee and migrant children and adolescents 
should be trained to assess them for positive experiences, as these are helpful for 
personal defence against maladaptation. Educating parents, as well as professionals, 
is essential for recognising the presence of protective factors. Educating adolescents 
on protective factors and providing help in strengthening those factors would also be 
helpful (i.e., raise their awareness about positive childhood experiences, stimulate 
them to seek help when these experiences are lacking, and so on). Furthermore, 
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enrolment in education is an effective strategy for building resilience, and this is 
already being implemented through the collaboration of UNICEF with other sectors. 
For refugee and migrant children, enrolment in school represents a critical source 
of protection through reducing exposure to early marriage, child labour, sexual 
exploitation, involvement in illicit activity, and so on. Schools are also vital for child 
protection, as school staff are trained to recognise children at risk of abuse or 
involvement in army groups, or as victims of sexual and gender-based violence, and 
refer them to the appropriate services (UNHCR, 2014).

Organise alcohol and substance prevention workshops for refugee and migrant 
children and adolescents during their stay in reception or asylum centres. 

Workshops should be culturally informed, gender sensitive and adapted to the 
population of refugee and migrant children and adolescents. Activities should focus on 
harm reduction and help children understand the correlation of alcohol and substance 
use with their past and present struggles. The aim is to inform them about all services 
available in the host country and teach them valuable skills for coping with struggles. 
We suggest motivating them by recruiting peer leaders, who would be educated to 
raise awareness among peers about the health and legal consequences of alcohol and 
substance use. 

Create strategies to reduce the delay between noticing or suspecting alcohol 
and substance use problems and referral to appropriate healthcare units and 
treatment.  

The delay between identifying the problem and treating it can be reduced by 
conducting motivational interviews which combine screening and intervention. 
Those identified as being at risk should be subject to brief intervention consisting of 
discussion, motivational interviewing, and a take-home self-help guide. Workers in 
reception or asylum centres should be trained to use screening tools and encouraged 
to use them as often as possible with young refugees and migrants, especially if they 
are UASC. These practices are essential for identifying children at risk. Because of the 
generally inadequate network of services supporting children and adolescents who use 
alcohol and substances in Serbia, the development of standard operating procedures 
and guidelines for the prevention and control of substance abuse (among the general 
population, including refugee and migrant children and adolescents) identifying clear 
pathways for all relevant geographic regions (where refugee and migrant centres are 
located) and involving all sectors, would assist all professionals in steering a course for 
all children and families in need. 

Conduct evaluation of strategies to be implemented in the future. 

It is recommended that evaluations of the efficacy and effectiveness of interventions 
should be conducted, preferably in the form of randomised controlled trials.  
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In humanitarian settings it would be highly useful to select and adopt the most 
informative data on outcomes to the context of the humanitarian practice. Intersectoral 
collaborations and the organisation of joint activities are needed to achieve the full 
effects of intervention programs. 
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Background and Rationale 2.
2.1. Understanding migration and displacement – children, 
adolescents, parents

In 2017, the number of refugees worldwide was at an all-time high of 25.4 million; 
children and youth under age 18 make up more than half (52%) of this population 
(WHO, 2017). According to a UNHCR report, global resettlement needs are further 
increasing to a record of 1.4 million refugees in 2021 (UNHCR, 2021). UNHCR also 
estimates that global resettlement needs in 2021 will increase slightly to 1,445,383 
people, as compared to 2020 when an estimated 1,440,408 needed resettlement. 
This increase is reflected in all regions, except for Africa. Despite an eight per cent 
decrease in need from last year, Africa remains the region with the highest projected 
resettlement needs, at nearly 617,000 for 2021. For the fifth year in a row, at just 
over 592,000 individuals, Syrian refugees are the population with the highest global 
resettlement needs (UNHCR, 2021).

The most common reason that children migrate from their country of origin is the 
violation of human rights (i.e., lack of protection from violence, extreme poverty, 
poor education and health systems, and general maltreatment). The life course of 
refugee children represents a pathway of accumulated exposure to triggers during 
premigratory life, migration itself and resettlement. Refugee children are often 
accompanied by a single parent or unaccompanied, and have parents with psychiatric 
disorders (UNHCR, 1994).

Young refugees should be considered as highly vulnerable to the development of 
behavioural abnormalities, functional deficits and psychiatric disorders, since they 
arrive in host countries with an alarming “risk burden” (Begemann, 2020). Financial 
struggle, exposure to violence, discrimination and stigmatisation, linguistic barriers, 
and inaccessible health care, as well as the lack of cultural sensitivity of service 
providers, are some of the numerous social-based stress factors that commonly affect 
young refugees (Frounfelker, 2020). Forced migrants may be particularly vulnerable 
to substance use, since they have commonly witnessed or personally experienced 
pre- and post-migration stress and trauma, including the loss of homes and livelihoods, 
violence, torture and family separation (Hornyak, 2016).
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Unaccompanied and separated children (UASC)

Unaccompanied and separated children (UASC) are refugee and migrant children who 
have been separated from both parents and other relatives and are not being cared for 
by any adult who, by law or custom, would be responsible for doing so (Committee on 
the Rights of the Child, 2005). Over the last decade, the number of unaccompanied 
minors applying for asylum in Europe has increased significantly. UASC are considered 
one of the most vulnerable groups and as such are often victims of forced labour, drug 
trafficking, human trafficking, and sexual exploitation (Rousseau, 2019). Often faced 
with being committed to detention facilities, these children can be denied their basic 
rights, including medical care and education. There have been reports of suicides and 
violence, as well as a lack of information on their status (e.g., on how long they will 
be kept in detention and lack of access to immigration centres or outreach groups) 
(Kanics, 2010). Compared to migrant minors accompanied by an adult, UASC show 
patterns of internalising behaviour (anxiety, sadness, loneliness, food disorders, 
substance use, self-harm) as well as lower self-esteem (Loughury, 2001). Also, as 
expected, younger unaccompanied minors show more behavioural and emotional 
distress in comparison to unaccompanied adolescents (Sourander, 1998).

Situation in Serbia

According to data published by the Directorate-General of the European Commission 
for Civil Protection and Humanitarian Aid Operations (ECHO), in 2015 and the first 
quarter of 2016, more than 920,000 refugees and migrants – primarily from Syria, 
Afghanistan and Iraq – passed through Serbia on their way to Hungary and Croatia 
(ECHO, 2015). UNHCR Serbia, in May of 2020, reported that the number of new 
refugees, asylum seekers and migrants counted in Serbia decreased by 1,278 to 
8,052 (UNHCR Serbia, 2020). In May 2021, however, the total number of refugees 
and migrants in Serbia was estimated to be 5,603, of whom 4,550 were placed in 
reception or asylum centres, and 890 of them were not in centres. Data available from 
the Serbian Commissariat for Refugees and Migration (SCRM) from 2021 showed that 
in May of 202 there were 367 children in reception or asylum centres in Serbia: 247 
boys and 120 girls, while 67 of these were UASC. 

In May 2021, in the Asylum Centre in Krnjaca there were 365 refugees and migrants, 
of whom 147 were children: 74 boys and 73 girls, while one child was unaccompanied. 
In the Asylum Centre in  Bogovadja there were 50 children: all were boys, and all were 
unaccompanied. It is noteworthy to compare these numbers with statistics from May 
2020, when 258 children were placed in the Asylum Centre in Krnjaca, and in the 
Asylum Centre in Bogovadja there were 159 children, all of them boys.
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According to data from SCRM and the Ministry of Labour, Employment, Veterans 
and Social Policy of the Republic of Serbia, the number of children enrolled in formal 
education  in May 2021 was 106.

2.2. Psychological difficulties among children and adolescents 
accommodated in reception or asylum centres and their 
sociodemographic correlates 

Refugee status is often considered a risk factor for mental health problems. Family- 
and community-level risk factors for mental health problems among young resettled 
refugees include being unaccompanied or living in a single-parent household, having 
parents with psychiatric problems or exposure to violence, economic hardship, 
perceived discrimination in the country of origin, as well as post-migration violence 
(Lustig, 2004). Refugee youth underutilise mental health services for reasons such as 
lack of knowledge about host country services, the stigma surrounding mental illness, 
linguistic obstacles, and the lack of cultural sensitivity from service providers (i.e., 
availability of interpreters or cultural brokers, training of clinicians) (US Department of 
Health and Human Services; 2016).

A mental health survey conducted on the population of refugees and migrants in 
Serbia in 2017 showed that 88.5% of the asylum seekers placed in reception or 
asylum centres reported mental health problems and two thirds of these displayed 
high psychological vulnerability (Vukčević Marković, 2017). More than two thirds 
reported symptoms of acute stress disorder, 28.1% had symptoms of post-traumatic 
stress disorder (PTSD), while 48.1% reported depressive symptoms. On the other 
hand, it is worth noting that more than 50% of refugees, asylum seekers, and 
migrants reported the ability to overcome the obstacles and challenges that they 
were facing, 40% of them believed that they could overcome any challenge in life, 
83% considered themselves as someone who could achieve great things in life, and 
80% were optimistic about the future (Vukčević Marković, 2017). There is increasing 
recognition of a male population of migrants and refugees with growing vulnerability 
- single men and unaccompanied male minors who are traveling alone and do not 
reside within the asylum, reception, and transit centres may be particularly vulnerable. 
They are often traumatised by long travel and frequent attempts to cross the border 
illegally. It has been reported by various NGOs working in Serbia, that this population 
of unaccompanied young men has been more exposed to sexual violence, extortion, 
and smuggling (WHO, 2017).

To obtain a better understanding of the complex problem of mental and psychosocial 
functioning among refugees, it is important to consider the interaction of stress factors 
that are experienced in the following three stages of displacement: before migration 
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(or “pre-flight”), during the transition (or “flight”) and in resettlement or when returned 
home. These factors and stressors act subsequently and converge towards observable 
psycho-social functioning and behaviour. The time axis of stressful events during these 
phases is of great importance for the mental health trajectories of young refugees 
since it can help to understand the causal relationship between environmental factors 
and the characteristics of certain developmental periods (Frounfelker, 2020). 

2.3. PTSD prevalence in child and adolescent refugees 

The proneness of refugees to experiences that meet the criteria for PTSD has been 
discussed in several studies. A meta-analysis from 2005 showed that refugees are 
ten times more likely to have PTSD than the general population in the countries of 
resettlement, which is congruent with the common idea of increased vulnerability 
of the refugee population (Fazel, 2005). A cohort study conducted in Denmark in 
2019 focused on the effect of PTSD in parents on the psychological wellbeing of their 
children. This followed up children whose refugee parent or parents were diagnosed 
with PTSD (Nielsen, 2019). The study found that both refugee children, who were 
possibly exposed to the same stressors as their parents, and the descendants of 
refugees who were born in Denmark, were at increased risk of psychiatric disease. 
The importance of this finding is that it contributes to existing evidence on the 
intergenerational effect of PTSD. However, the complex interaction of intergenerational 
factors, social disadvantage, and mental illness in families coping with adverse 
traumatic experiences has not been sufficiently investigated in the refugee population 
(Fazel, 2012).

An intact family is considered one of the protective factors for refugee children’s 
wellbeing. However, the effect of a parent’s PTSD on their parenting skills is significant 
since their functioning is often impaired as part of their diagnosis. Thus, the result 
could be engagement in negative behaviours and maladaptive parenting, which impairs 
secure parent-child attachment (Nielsen, 2019).

Refugee children are also coping with the burden of many adverse life events, which 
could lead to the genesis of PTSD symptomatology. Bronstein and Montgomery’s 
review of 22 studies on the mental health of refugee children and adolescents in 
high-income countries showed the prevalence of PTSD from 19% to 54% (average of 
36%), and the prevalence of depression-specific symptoms from 3% to 30% (average 
of 18%). A few studies conducted on refugee children aged eight years and less show 
that up to 80% of these minors experience depression, anxiety, and PTSD, as well as 
behavioural challenges (Bronstein, 2011).

In terms of environmental factors contributing to PTSD developments, in a study 
conducted in Germany on 133 migrants in reception or asylum centres (almost a third 
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were minors), only 4.5% reported no traumatic experiences such as torture, slavery, 
physical or sexual abuse, gunshot wounding, stabbing, explosion or burns (Abott, 2020; 
Begemann, 2020).

Interest has been shown among researchers in illuminating the interaction between 
trauma, PTSD, and the development of substance use disorders in the refugee 
population. PTSD has previously been established as a strong lifetime indicator of 
increased risk for alcohol use disorders and drug abuse or dependence (Fazel, 2012; 
Kane, 2018). Researchers into PTSD and substance disorder comorbidity suggest that 
drug abuse and dependence might be the result of efforts to medicate symptoms, but 
could also not rule out the possibility of shared vulnerability (Breslau, 1997). However, 
there is a discrepancy in the findings of correlation of traumatic experience without 
the development of PTSD, and substance and alcohol abuse. We should also be 
aware of cultural influence on the experience of PTSD symptoms, since the traumatic 
experience itself and later changes in cognitive or behavioural functioning are distinct 
in different cultural contexts, which was assessed in a sample of Tibetan refugees 
(Fazel, 2012; Chilcoat, 1998). In 1991 Eisenbruch pointed out that sometimes, even 
if the criteria for PTSD diagnosis have been met, context comes in the first place, 
since the phenomena that match with PTSD symptomatology could present a normal, 
existential response, which may be overcome by psychological support and the 
activation of healthy coping mechanisms (Fazel, 2012; Terheggen, 2001; Eisenbruch, 
1991). Strategies focused solely on trauma and victimisation overlook the complexity of 
refugees’ experiences and coping mechanisms. 

2.4. Substance use among children or adolescents in reception 
or asylum centres and their sociodemographic correlates

Results from the European School Survey Project on Alcohol and Other Drugs (ESPAD) 
in 2015 show that the use of psychoactive substances in the population of 16-year-
old students was present in 8.0% of the sample examined (ESPAD, 2015). The most 
used illegal substance was cannabis (marijuana and hashish). The ESPAD studies 
show a higher incidence of psychoactive substance use among boys than girls (for all 
examined substances), except for the use of sedatives without a medical prescription. 
Young people who use psychoactive substances usually try several different types; this 
was often the case for marijuana, other legal or illegal substances, sedatives without 
a medical prescription, and alcohol (ESPAD, 2015). Across the more than 30 European 
countries that participated in the survey, a lower percentage of 16-year-olds in Serbia 
used marijuana or other psychoactive substances, while the use of sedatives without 
prescription was in line with the average in all countries taking part in the survey 
(ESPAD, 2011).
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The risk factors recognised by CDC (Centers for Disease Control) for substance use 
in adolescence generally are a family history of substance use, parental attitudes 
favourable to the behaviour, poor parental monitoring, parental substance use, family 
rejection of sexual orientation or gender identity, association with delinquent or 
substance-using peers, lack of school connectedness, low academic achievement, 
childhood sexual abuse, and mental health issues (CDC, 2019). Risk factors can 
influence drug abuse in several ways. They may be additive: the more risks a child is 
exposed to, the more likely the child will abuse drugs. Some risk factors are particularly 
strong yet may not influence drug abuse unless certain conditions prevail. Variable risk 
factors include income level, peer group, and adverse childhood experiences (ACE). 
Individual-level risk factors may include a person’s genetic predisposition to addiction or 
exposure to alcohol prenatally (CDC, 2019).

In contrast, protective factors are those characteristics associated with a lower 
likelihood of negative outcomes or which reduce a risk factor’s impact. Individual-level 
protective factors are social, emotional, behavioural, cognitive and moral competence 
(interpersonal skills that help youth integrate feelings, thinking, and actions to achieve 
specific social and interpersonal goals), self-efficacy (an individual’s belief that they can 
modify, control, or abstain from substance use), spirituality (belief in a higher being, 
or involvement in spiritual practices or religious activities), resilience (an individual’s 
capacity for adapting to change and stressful events in healthy and flexible ways). 

Protective factors at the family, school, and community levels include opportunities 
for positive social involvement, recognition for positive behaviour (parents, teachers, 
peers and community members providing recognition for effort and accomplishments 
to motivate individuals to engage in positive behaviours in the future), bonding 
(attachment and commitment to, and positive communication with, family, schools 
and communities), healthy beliefs and standards for behaviour (family, school, and 
community norms that communicate clear and consistent expectations about not 
misusing alcohol and drugs), opportunities to engage in prosocial activities (e.g., sport, 
community groups, input into school activities and rules) (CDC, 2019).

In a review study conducted by Horyniak et al., the prevalence of current alcohol usage 
among all refugee communities in the US was estimated as being from 13% to 38% 
(Horyniak, 2016). Past-month alcohol use among refugees was estimated from 26% 
to 56%. A longitudinal study that examined the change in alcohol use over time found 
that the prevalence among Iraqi refugees increased from 20% to 39% during 12 
months of residing in the US. In “camp” settings, the prevalence of harmful alcohol 
use was as high as 66%, while in community settings the prevalence was 4-7% 
(Horyniak, 2016). The prevalence of hazardous drug usage was below 5% in community 
settings, but 20% in “camp” settings (Horyniak, 2016).
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While most of the moderate- and high-quality studies systematically mapping alcohol 
and substance use among refugees focus exclusively on alcohol, this is done much 
less rigorously for substance use. In the Mae La refugee camp in Thailand, Ezard 
and colleagues (2010) found that there is a 36% prevalence of perilous alcohol use 
among Burmese refugees, amongst whom 4% are likely to have developed alcohol 
dependence (Ezard et al., 2010). In reception or asylum centres in Thailand, Uganda, 
Liberia, and Kenya, alcohol consumption is accompanied by production of alcohol, 
including fermented and cereal-based home brews, which are a source of income, 
primarily for women. Furthermore, 56% of high school students in Serbia displaced 
from Kosovo reported recent alcohol consumption, and among Georgian conflict-
affected refugees, 28% of men who drank and 1% of women who drank did so at 
hazardous levels (Kane & Greene 2018). Among the internally displaced in Colombia, 
8.5% of alcohol users reported hazardous patterns of consumption (Kane & Greene 
2018). Just as in non-refugee populations, substance and alcohol use can lead to the 
perpetration or experience of violence, such as intimate partner violence, domestic 
violence, and child abuse. Food insecurity and poverty may increase due to purchasing 
drugs and alcohol. 

A significant number of studies, however, report a lower rate of alcohol use among the 
immigrant population compared to the natives. One of the largest surveys conducted 
on this issue was a Swedish nationwide cohort study of 1.2 million people comparing 
refugees, non-migrant refugees, and the majority population. The incidence of any 
substance use disorder was higher in the Swedish-born population (290.2 per 100,000 
person-years) than non-refugee migrants (141.8 per 100,000 person-years) and 
refugees (149.3 per 100,000 person-years) (Harris et al, 2019). Alcohol was the most 
used substance, and the rates of alcohol use disorder were higher in the Swedish-
born population. There were no differences in rates of alcohol use between refugees 
and non-refugee migrants. There was weak evidence in the same study that polydrug 
use may be somewhat higher among the refugee population, but the use of cannabis 
was estimated as lower compared to the majority Swedish-born population. Overall, 
migrants (both refugee and non-refugee) were less likely to be diagnosed with any 
substance use disorder (Harris et al., 2019).

Similarly, a study by Salas-Wright et al. reported an increase of lifetime alcohol use 
disorder with the lowest rate in first-generation immigrants (18.43%), slightly higher 
in second-generation immigrants (35.8%), and the highest rate among native-born 
Americans (49.49%). A similar pattern was observed for cannabis, cocaine, stimulant, 
sedative, opioid, and other drug usage, described as possible evidence of the 
Immigrant Paradox (Salas-Wright et al., 2014). The immigrant paradox is that recent 
immigrants often outperform more established immigrants and non-immigrants on 
several health-, education- or crime-related outcomes, despite the numerous barriers 
they face to successful social integration (Vaughn et al., 2014).
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Public debate in Sweden has recently been directed at identifying specific struggles 
and potential strategies to help unaccompanied refugee children (Human Rights 
Council, 2016). However, academic interest in issues related to substance abuse and 
criminality among UASC is insufficient, which may result from the presence of more 
substantial problems within this group. Researchers need to devote more attention 
to untreated mental health problems, harsh living conditions and inadequate support 
and control, increasing the risk of substance abuse and criminality. Acculturation and 
assimilation are also being discussed in the sense of their potential role in the aetiology 
of substance and alcohol use among refugees. According to one of the suggested 
models, as people become acculturated and assimilated, they adopt the social norms 
of the new society with regards to their alcohol and other drug use, especially if the 
new country has a more positive or lenient attitude to alcohol and drug use than 
the motherland. The other model is based on the stress of acculturation which, if 
the individual has scant coping resources, could contribute to the development of 
substance use problems (Kane & Greene, 2018).

2.5. Child abuse or neglect among children and adolescents in 
reception or asylum centres

Forty million children and adolescents throughout the world are subjected to abuse 
or neglect. That said, abuse represents one of the leading causes of morbidity and 
mortality. According to the definition of the World Health Organisation (WHO, 1999), 
child maltreatment refers to all forms of physical and/or emotional ill-treatment, sexual 
abuse, neglect, or negligent treatment or commercial or other exploitation, resulting 
in actual or potential harm to the child’s health, survival, development or dignity, in the 
context of a relationship of responsibility, trust or power. 

Physical abuse includes real or potential physical injury produced by behaviour or lack 
of protection from a caregiver, within reasonable limits. Emotional abuse refers to 
repeated behaviour or absence of behaviour by a caregiver that leads or may lead to 
disturbances in a child’s emotional and social development. This may come in various 
forms, such as rejection, degradation, terror, isolation, bad behaviour instigated by 
others, exploitation, deprivation of essential stimulation, emotional exchange and 
availability, as well as unreliable and inconsistent parenting (Pejović-Milovančević, 
2019). Witnessing family violence is another form of emotional abuse that may have 
detrimental effects on child mental health and development (UNICEF, 2006). Any sexual 
activity (with or without touch, with or without penetration) between a child and adult, 
or between a child and another child or adolescent who is dominant by chronological 
age, is sexual abuse. According to Serbian national law, if a child is younger than 14, 
even consensual sexual activity is considered as sexual abuse (WHO, 1999; Posebni 
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protokol sistema zdravstvene zaštite za zaštitu dece od zlostavljanja i zanemarivanja, 
2009; Pejović-Milovančević et al., 2019).  

Neglect refers to the persistent failure of a caregiver to meet a child’s basic needs, 
leading to serious actual or potential damage to the child’s health and development in 
any key area, which may thus be manifested as physical, educational, emotional, or 
medical (WHO, 1999; Pejović-Milovančević et al., 2019). 

There are innumerable adverse experiences that refugee children may be exposed to 
during migration. Some children spend almost their entire childhood in displacement, 
and are at greater risk of violence, abuse, neglect and exploitation than are adults. 
At the same time, important elements of resilience, such as social support networks 
and education, may be unavailable in some phases of children’s development, and 
this can have a great effect on them. Some of the risks that they are exposed to in 
displacement include child labour, violence in their homes and school, early marriage, 
sexual and gender-based violence, recruitment into armed groups, limited access to 
birth registration, and separation from parents and families (UNHCR, 2014).

A mental health, psychosocial and child protection assessment conducted in a group 
of Syrian refugee adolescents in Za’atari refugee “camp” in Jordan in 2013 gave us 
important data about young refugees’ perception of their problems in areas of mental 
health and psychosocial functioning, about their exposure to violence and access 
to protection and, finally, about their coping strategies, resilient traits and protective 
strategies (Za’atari Refugee Camp, UNICEF, 2013).

The risk of abuse and exploitation among young refugees is significantly higher in 
unaccompanied children (Frounfelker, 2020). In this area, Nicola Mai conducted 
two interesting studies on the survival strategies of young male immigrants (mainly 
18–25-year-olds, but many - approximately 30% - were under 18) from Eastern Europe, 
North Africa and Turkey, who had settled in Western Europe. Stealing, drug smuggling 
and sex work were specified as the main source of income. The main reason was the 
inability to seek a regular job because of their migration- or age-related legal status 
(Mai, 2010).

2.6. Target risk factors for substance use problems, such as 
living conditions that are perceived as unsafe or difficult, 
childhood maltreatment, exposure to violence and 
psychological difficulties

At this point, we will consider existing data on alcohol and substance use in the 
countries from which most of our research participants originated. The results of 
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the Iraqi National Household Survey of Alcohol and Drug Use (INHSAD) showed 
that psychoactive drug use is generally low in Iraq, tobacco being the highest at an 
estimated 23.2%. Iraqi women report significantly less substance use than Iraqi 
men, while a discrepancy between self-reporting and ‘knowing someone who uses 
a substance’ suggests under-reporting in this population (Al-Hemiery 2017). The data 
also suggest that the most used substances are alcohol, hashish, and prescription 
drugs. New drugs in Iraq’s drug-use scene include the amphetamine-type substances 
“Captagon” and crystal methamphetamine, and the painkiller tramadol (Al-Hemiery, 
2014).

The results of the national survey in Afghanistan suggest between 2.5 and 2.9 million 
Afghans use drugs (11% of the population) and between 1.9 and 2.3 million use opiates 
(about 7% of the population). Approximately 0.9-1.1 million use cannabis, about half 
the rate of opioid users (Morales, 2015). The survey found drug use in 31% of all 
households, including 11% in urban centres and 39% in rural areas. Nationwide, 9% of 
Afghan children under the age of 14 tested positive for drugs, overwhelmingly opioids, 
including 2% in urban areas and 11% in rural areas. The data indicate that between 
1.0 and 1.2 million children would test positive for one or more drugs, and 0.7-0.8 
million would test positive for opioids (Morales, 2015). According to the survey, 90% 
of children who tested positive for opioids are most likely not active drug users.  Most 
of them are probably being provided with opioids by adults or exposed to second-hand 
smoke and third-hand residues in the home.  According to the survey, less than 1% of 
children are active drug users (Morales, 2015).

The most recent reliable source of alcohol use in the Syrian Arab Republic is a study 
conducted in 2000-2001 among the population 18 years and older. Most of the 
population (95.7%) declared themselves as abstainers (92.4% males and 98.8% 
females). The recorded prevalence of high-risk drinkers was 0.2%, and of heavy 
episodic drinkers 0.1%. Among the young population aged 18-24, the results were 
somewhat different: 97.3% declared as abstainers (95.2% males and 99% females), 
with 0.1% heavy episodic drinkers. Alcohol dependence was noted among 0.2% of 
the population. The most consumed alcoholic beverage was the traditional drink Arak. 
The unrecorded consumption of alcohol was estimated at 0.4 litres of pure alcohol per 
capita (Ustun, 2003; European Addiction Research, 2001).

In Serbia, the lack of proper measures by the responsible institutions means that the 
language barrier hinders migrant children from explaining their situation. This also 
prevents them from expressing their own opinion and prevents the authorities from 
determining whether their choice was voluntary and what the underlying reasons were 
that motivated them to migrate (National Ombudsman of Serbia, Human Rights Council 
Advisory Committee; 2016).
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In research conducted in Za’atari “camp” in Jordan, migration, triggers from the 
war experience and separation from family were recognised as the main sources of 
distress in the sector of mental health. In the protection sector, the main stressors 
were lack of engagement with peers, unawareness of the skills they can use to protect 
themselves, fear of kidnapping and sexual abuse (Za’atari refugee camp, UNICEF, 
2013).

When addressing the complex problem of alcohol and substance use in young 
refugees and migrants, we should consider all the past and present factors that can 
contribute to this behaviour, with a special emphasis on those that we are able to 
change at the present moment. Therefore, the protection sector, which considers living 
conditions and children’s perception of safety, together with the education sector are 
areas in which we can possibly intervene to prevent the development of alcohol and 
substance use disorders.
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Study objectives 3.
The purpose of this study is to explore the prevalence of alcohol and substance use 
among young refugees and migrants in Serbia, and to better understand the various 
sociodemographic and psychological correlates, in order to inform more efficient 
response and prevention services for young refugees and migrants. 

This research could be helpful in identifying individual characteristics of refugee 
and migrant children, to enable targeting the most vulnerable children (with 
special reference to UASC) with prevention activities contributing to more effective 
interventions.

The specific goals of the study are:  

 ■ to establish the prevalence of substance use among children and adolescents 
aged 11-18 in reception or asylum centres and their sociodemographic correlates. 

 ■ to establish the psychological difficulties among children or adolescents aged 11-
18 in reception or asylum centres and their socio-demographic correlates.

 ■ to assess the prevalence of PTSD in children or adolescents aged 11-18 and its 
socio-demographic correlates.

 ■ to assess adverse childhood experiences and their sociodemographic correlates.

 ■ to evaluate the frequency and impact of exposure to violence.

 ■ to assess possible interrelations between substance use, psychological 
difficulties, PTSD and child abuse or neglect among children or adolescents aged 
11-18 in reception or asylum centres, because evidence of an existing interrelation 
could help to identify at-risk adolescents, who could then be included in a 
prevention program and be treated by a multi-disciplinary team;

 ■ to compare the prevalence of mental health problems and substance use in 
groups of refugee and migrant children who are with their parents, those from 
single-parent families, and children who are unaccompanied, which could be 
helpful in creating guidelines on how to support and strengthen complete families, 
single-parent families, and unaccompanied minors
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 ■ to target risk factors for substance use problems, such as living conditions 
perceived as unsafe or difficult, childhood maltreatment, exposure to violence, and 
psychological difficulties.



The Prevalence of Alcohol and Substance Use Among Young Refugees and Migrants in Serbia and Psychological Correlates 33

Method 4.
4.1. Sample

The research was conducted on a sample consisting of 184 children and adolescents 
aged 11 to 18 years old, placed in centres for asylum in Serbia, in Krnjaca and 
Bogovadja. We considered these two reception or asylum centres suitable for this 
research mainly because Krnjaca is the asylum centre in which mostly families with 
children are placed, while Bogovadja mostly houses UASC. We expected to have a 
large sample of children in these reception or asylum centres thanks to their large 
capacities and the frequent arrival of new residents. Of 184 participants, the majority 
were male (N=155; 84.29%), while 29 (15.71%) were female.

According to SCRM (the Commissariat for Refugees and Migration of the Republic of 
Serbia) national and gender statistics, in May 2020 the total number of people placed 
in centres in Serbia was 5,802 and 14% of these were children (840). In May 2021, 
there were 4,550 people placed in centres, and 367 of these were children. In May 
2020, in the Asylum Centre in Krnjaca there were 258 children under 18 years of age, 
155 of them boys and 103 girls, while in May 2021, there were 147 children, 74 boys 
and 73 girls. In the centre in Bogovadja in May 2020, there were 159 children, all 
unaccompanied and separated boys, and in May 2021, there were 50 boys, all of them 
UASC.

The sample was stratified according to gender, age (one group of children from 
11 to 14 years old and the second from 15 to 18 years old) and whether they were 
accompanied or unaccompanied children. In total, only 40 participants (21.7%) were 
accompanied by their parents and 12% (N=22) by members of their close family, while 
others travelled with other known or unknown people. The first age group, aged 15 
to 18 years, made up 51.8% (N=94), while in the second there were 48.2% (N=90) 
participants. 

4.2. Procedure 

The research consisted of several successive phases: desk research with literature 
review and preparation for fieldwork. Data collection was performed in two reception 
or asylum centres, in Krnjaca and Bogovadja, between October 2020 and February 
2021.  All participants, with their parents or guardians, had signed a consent form 
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prior to taking part in the research. The data were collected directly from the children, 
who filled out the questionnaires translated to Farsi on paper in the presence of 
the interviewers and cultural mediators. The majority of the children were illiterate, 
therefore they filled out the questionnaire while the translator or cultural mediator 
was simultaneously translating it for them into their native language (Arabic, Pashtu or 
Farsi). For UASC, a guardian from the local Centre for Social Work signed the informed 
consent together with the child or adolescent, and was present during the whole 
assessment procedure. 

4.3. Instruments

To assess the data from subjects, the research team used the following instruments:

4.3.1. General information questionnaire

The questionnaire was designed for the purpose of this study to include the most 
relevant socio-demographic information. The questions were constructed to acquire 
information about age, gender, country of origin and educational level of children and 
adolescents, and whether they were enrolled in formal education in Serbia. We also 
collected information about their asylum status and their traveling companions. The 
questionnaire captured how they felt about living conditions in asylum centres, how 
they perceived their safety and the availability of support in reception or asylum centres 
and what they considered the greatest challenges in living in Serbia. 

4.3.2. SDQ - YR1 – Youth self-report measure (11-17), Baseline 
version

The Strengths and Difficulties Questionnaire (SDQ) is a brief emotional and behavioural 
screening questionnaire for children and young people. The SDQ is a 25-item 
screening questionnaire. The SDQ youth report questionnaire has been shown to have 
satisfactory psychometric properties in identifying children of 11-17 years of age with 
emotional and behavioural difficulties. The 25 items in the SDQ comprise five scales of 
five items each. The scales include: an emotional symptoms subscale, a problematic 
conduct subscale, a hyperactivity or inattention subscale, a peer relationships problem 
subscale and a prosocial behaviour subscale.  Each subscale is assessed with five 
questions, related to symptoms perceived over the previous six months, answered 
with a three-point Likert-type scale: “not true,” “somewhat true,” or “certainly true.” 
These scales capture internalising and externalising difficulties in children and young 
people, which is a configuration appropriate for epidemiological research on at-risk 
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populations. The first four scales (i.e., all except prosocial behaviour) are summarized to 
generate a total-difficulties score. There is also an impairment supplement consisting 
of questions about the impact on the child’s daily life of the problems identified. The 
SDQ can be used for various purposes, including clinical assessment, evaluation of 
outcomes, research and screening. 

The SDQ showed moderate test-retest reliability (Yao et al., 2009), good concurrent 
validity (Muris, Meesters & van den Berg, 2003) and good discriminant validity 
(Lundh, Wangby-Lundh & Bjarehed, 2008). The questionnaire takes between five and 
ten minutes to complete. This questionnaire was used in this research because its 
characteristics make it a reliable instrument in this type of epidemiological research on 
vulnerable populations. In addition, the questionnaire is short, self-reporting, and easy 
to follow, and is available and standardised in several different languages. 

4.3.3. Adolescent Alcohol and Drug Involvement Scale (AADIS)

The Adolescent Alcohol and Drug Involvement Scale (AADIS) was developed as a 
research and evaluation tool to measure the level of drug involvement in adolescents. 
The scale is an adaptation of Mayer and Filstead’s Adolescent Alcohol Involvement 
Scale (Mayer, 1979) In previous research the AADIS scores correlated highly (e.g., r 
= .72) with self‐reported levels of drug use, with subjects’ perceptions of the severity 
of their own drug use problem (r = .79), and with clinical assessments (r = .75) with 
good internal consistency (alpha = 0.85) (Moberg and Hahn, 1991) The scale is thus an 
appropriate instrument for research and brief screening, going beyond measuring use 
only. This scale is also appropriate for children and adolescents aged 12 to 18 years and 
can be administered individually or in smaller groups. For these reasons, this scale was 
chosen to assess alcohol and drug abuse in the population of young migrants. 

In general, there is a scarcity of validated and standardised instruments used to 
measure substance and alcohol use in the population of children and adolescents. 
AADIS is one of the most used ones in this population since it is standardised for 
underage young people (from 12 to 18 years). It is used to measure the frequency of 
substance and alcohol use or abuse as well as the overall impact of use on multiple 
domains of the child’s functioning. 

4.3.4. Short Child Maltreatment Questionnaire (SCMQ)

The SCMQ provides a minimum number of questions and was developed by the WHO 
(Meinck et al, 2016). It was developed by an expert committee and draws on a range of 
validated instruments it has approved. It includes seven items that were adapted from 
validated measurements for the specific purpose of creating a short questionnaire, and 
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can be used with adolescents and young people aged 10–18. The SCMQ does not aim 
to measure every type of maltreatment. The items reflect four dimensions – physical, 
emotional and sexual abuse, and neglect – and a fifth dimension of witnessing parental 
physical violence. To assess physical abuse, we asked our respondents if they had 
experienced any of the following punishments by their family members or other 
people: physical punishment (hitting, beating, kicking), any other action meant to 
produce a physical injury or any attempt to injure them. For emotional abuse, we asked 
if they had experienced insults, humiliation, threats, or any strategies to make them 
feel unwanted. As for sexual abuse, we asked them if anyone had touched or fondled 
them or had them touch another person’s body in a sexual way, without their consent.

These aim to differentiate between physical and emotional neglect and contact and 
penetrative sexual abuse, although psychometric testing and validation are required to 
determine performance in practice. The SCMQ focuses on child maltreatment and so 
measures only acts of violence against children by those in a position of power or trust. 

The time required for completion of the questionnaire is estimated to be approximately 
three minutes. 

4.3.5. The Children’s Impact of Event Scale (13) CRIES-13  

The Impact of Event Scale (IES) was originally developed by Horowitz et al. to monitor 
the main phenomena of re-experiencing the traumatic event and of avoidance of that 
event and the feelings to which it gave rise (Horowitz et al., 1979). The version used 
in this research (CRIES-13) is designed for use with children aged eight years and 
above who can read independently. The questionnaire is designed to measure three 
domains of PTSD reaction with three sub-scales including Intrusion (difficulty in staying 
asleep, dissociative experiencing such as flashbacks), Avoidance (the tendency to 
avoid thoughts or reminders about the incident) and Arousal (feeling irritated, angry, 
difficulty in sleep onset). The items are divided in the following order: four items 
measuring Intrusion, four items measuring Avoidance and five items measuring 
Arousal. Psychometric data relevant to the reliability and validity of the eight-item 
version were presented in research done by Yule et al. (Yule, 1997). In the pilot phase 
of the research, we used two additional questionnaires in our survey to assess the 
resilience of our respondents and their exposure to violence. These questionnaires 
were the Child and Adolescent Youth Resilience Measure-Revised (CYRM-R) and 
KIDS-SAVE. After the pilot phase, we decided to omit these questionnaires because 
the respondents reported that the survey was too long and consisted of too many 
questions. 
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4.4. Limitations

This study had certain methodological limitations. The first limitation refers to the cross-
sectional study design that does not allow for conclusions on causal relationships. In 
other words, assessing histories of substance abuse or PTSD symptoms or any other 
researched characteristics cannot provide information about what is cause and what is 
consequence. Using the retrospective self-report as a method of data collection results 
in the danger of recall bias, meaning that the current memories of past experiences 
may not be correct and objective. The self-report method also increased the chance for 
bias in terms of response set (random filling in, questionas that should be answered 
with “yes” or “no”, etc.). 

A significant problem of the research was the language barrier and cultural barriers 
while conducting the research. In addition to these barriers, many subjects were 
illiterate, and it was very difficult to obtain accurate data. Finally, this study may be 
limited by selection bias, in terms of there being a greater likelihood of participating in 
the study if parents allow it, or if adolescents have been motivated by friendly advice 
(if their friend did the survey then they will also do it).  We recognised that our sample 
was biased toward more cooperative and well-behaved youth because those with 
greater difficulties were opposed to participation.

4.5. Ethics

To assure compliance with UNICEF ethical norms, the research was conducted 
in accordance with the UNICEF Procedure for Ethical Standards in Research, 
Evaluation, Data Collection, and Analysis and the UNICEF Strategic Guidance Note on 
Institutionalizing Ethical Practice for UNICEF Research. The protocol and the survey 
were approved by the Institutional Review Ethical Board of the Institute of Mental 
Health in Belgrade, Serbia. 

All participants signed informed consent and all procedures adhered to the principles 
of the Declaration of Helsinki. Participants signed two consent forms prior to the 
interview, and a copy of the form was handed to them. The second signed copy was 
stored at the Institute of Mental Health in a locked cabinet to which only members of 
the research team had access. Signed consent forms will be stored for one year after 
fieldwork is completed and after that destroyed using a shredder. Participants were 
able withdraw their consent at any time and could ask for their data to be deleted.  

The questionnaires were collected in paper and pencil form (all forms were designed 
to be completed by ticking boxes). The questionnaires were then stored at the Institute 
of Mental Health in a locked cabinet to which only team members had access. The 
questionnaire was gender sensitive. Data was completely anonymous. 
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4.6. Management

The whole process was coordinated and executed by the research team. This 
team consisted of one senior expert in mental health, two fieldwork and research 
coordinators, a statistical expert, and ten interviewers. All field researchers and 
translators were trained in implementing the quantitative survey with young refugees 
and migrants. The interviewers were trained in a workshop in which they learnt how 
to properly administer the survey and how to communicate with the interviewees. 
Interviewers engaged for the fieldwork were residents in child psychiatry, final-year 
undergraduate students of psychology, graduate students (master or doctoral school), 
or medical students or residents specialising in psychiatry or child psychiatry. The 
training and supervision of the interviewers was conducted by psychology or psychiatry 
professors with more than five years of clinical or research experience in working with 
adolescents.

Interviewers made scheduled visits to the reception or asylum centres where they 
collected data from the refugees and migrants based in these reception or asylum 
centres at the time of the visit. To schedule a visit to the centres, the fieldwork 
coordinators had to communicate with several different organisations each time 
they decided on a visit to a reception or asylum centre. The main communication 
channels for these visits were between the Commissariat for Refugees and Migration 
in the Republic of Serbia (SCRM), the Centre for Social Work (CSW), the Institute of 
Mental Health (IMH), UNICEF, employees in the reception or asylum centres, cultural 
mediators, and translators. 

The Institute of Mental Health coordinated the whole research, and also provided the 
interviewers for the fieldwork phase of the research. The interviewers were all medical 
trainees in general psychiatry or child psychiatry, all of them with previous experience 
in working with children and adolescents. Before the fieldwork they were given 
additional training by experts in child and adolescent mental health. SCRM provided 
mainly logistical support, from the premises and tools needed for the interviewing 
process, to their personnel who supervised the participants throughout the research 
process. Social workers from CSW were the legal guardians of UASC: they provided 
informed consent for every child who participated in the study, and they were in charge 
of recruiting children for the research.  

The Steering Committee was established and chaired by the Dr Milan Jovanovic Batut 
Institute for Public Health, with members from the WHO, the Ministry of Health, the 
Ministry of Labour, Employment, Veterans and Social Affairs, the United Nations Office 
for Drug and Crime (UNODC), the Commissariat for Refugees and Migration, and 
UNICEF. The Steering Committee had three obligatory meetings: the first was held at 
the very start of the research, the second at the halfway point of the research and the 
third meeting at the very end of the project. 
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4.7. Obstacles and challenges 

The major obstacle for the fieldwork was the COVID-19 pandemic: on several 
occasions, there were outbreaks of the virus among residents of the reception or 
asylum centres so the centres were quarantined and not available for visits. It was also 
necessary to adapt the research protocol several times, aligning it with the prevailing 
situation with the pandemic and prevention measures. These measures not only 
delayed the data collection process but also impacted the quality of the data collected. 
In the field, interviewers noted that wearing masks and gloves, and observing 
distancing made the participants even more nervous and impatient, which could have 
impacted their responses in the interview.  

The fieldwork was also challenging for the interviewers, mainly because the language 
diversity was unexpectedly high. Even though most of the children originated from 
Afghanistan, they spoke many different dialects, and the survey needed to adapt to all 
of them. Translators and cultural mediators helped the adaptation process. Focusing 
on children of the age range between 11 and 18, the interviewers faced a serious 
task in motivating them to take part in the survey. This was also facilitated by cultural 
mediators explaining the purpose of this research to each child and their parents. 

Another unexpected fieldwork challenge was the very high rate of illiteracy among 
the participants. Even though the survey was translated and adapted into several 
different languages, most of the participants could neither read nor write. This obstacle 
was overcome by simultaneous oral translation performed by cultural mediators and 
translators. While the translators read the questions to the participants and explained 
them, the interviewers sat beside the participants and helped them to fill out the 
questions. If they were not able to fill out the questions, or hold a pen, the interviewers 
did this for them.

The interview consisted of some questions addressing mental health problems, abuse 
and neglect, and other traumatic experiences. These questions were particularly 
challenging for the participants and triggered emotional reactions in some of them. 
When this happened in the field, experienced interviewers who were experts in mental 
health were able to conduct short psychological interventions if this was indicated. 
In addition, since the refugee and migrant populations are occasionally interviewed 
by police, and because there are certain restrictions and taboos about alcohol and 
substance use in their culture, it was presumed to be challenging for them to give 
honest answers to those questions. Therefore, the interviewers prepared each 
one of them by explaining that the data would be analysed in groups, not by name. 
Nevertheless, we had to deal with their resistance to a certain extent.
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Results 5.
5.1. Sample description

The study was conducted on a sample of the young refugee and migrant population, 
representative of the underage refugee and migrant population currently residing in the 
Republic of Serbia. In total, the final sample consisted of 184 young refugees and migrants. 
Of the 184 participants, 155 were male (84.29%), while 29 (15.71%) were female. 

Figure 1: Gender ratio in the sample by percentage

 
Among the study participants, only 8.7% (N=16) were enrolled in schools or formal/
non-formal education in Serbia, while 79.3% (N=146) of participants were not 
enrolled in the school system at all. For the remaining participants (12%; N=22) data 
on education were missing. According to the Constitution of the Republic of Serbia, 
primary education is free and mandatory, while high school education is free, but is 
not mandatory. We find it important to note that, according to the public data of the 
Commissariat for Refugees and Migration of the Republic of Serbia, all the children 
placed in the Krnjaca Asylum Centre were enrolled in primary school. However, 
because of the COVID-19 pandemic, schooling was mostly conducted online, which 
could affect the children’s perception of whether they were enrolled in the official 
school system. Meanwhile, most of the children and adolescents who were placed in 
the Bogovadja Asylum Centre were not included in the school system, since most of 
them belonged to the high school population because of their age. 
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Figure 2: School enrolment of participants by percentage 

 
Most respondents (72.3%; N=133) were accompanied by familiar people on their 
journey from their country of origin; 21.7% (N=40) were accompanied by their parents, 
12% (N=22) by members of their closest family, 3.3% (N=6) by their relatives and 
lastly 5,4% (N=10) by people who were familiar to them. However, about a third of 
the participants (27,2%; N=50) were accompanied by people who were complete 
strangers to them. Only one participant did not answer this question. 

 Figure 3: Who accompanied the participants on their journey?

 
Most of the interviewees were from Afghanistan (79.9%; N=147), followed by 7.6% 
(N=14) from Syria, 4.3% (N=8) from Iraq, 3.8% from Iran (N=7) and 1,6% (N=3) from 
Pakistan. 2.7% (N=5) of the respondents were from other countries such as Tunisia, 
Algeria, and Morocco. 
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Figure 4: Nationality distribution of sample by percentage 

 
The demographic data are presented in Table 1. The average age of the respondents 
was 14.06 (SD=2.28). The average number of years of education among the 
participants was 6.74 (SD=3.11). However, it is important to note that 58.46% (N=104) 
had less than four years of school, and 13.1% (N=22) had never attended school in 
their life. The average age of their parents was: 39.09 (SD=7.92) for respondents’ 
mothers and 43.24 (SD=9.37) for their fathers. The average number of months the 
respondents had been away from their home was 16.89 (SD=19.1). 

Table 1: Demographic data of respondents and their parents 

 
According to our results, more respondents had lived in rural areas prior to their 
migration (58.2%; N=107). 40.8% (N=75) had lived in urban areas, while two 
respondents (1.1%) did not answer this question. 

8%

80%

4%

1%

4%

3%
Nationality distribution of sample by percentage

Iran

Syria

Pakistan

Afghanistan

Other

Iraq

Variable Min Max Mean SD

Age 10 18 14.0663 2.28573

Years of education 0 12 6.743 3.1142

Age of mother 20 70 39.099 7.9256

Age of father 20 70 43.244 9.3786

How long have you been away from 

your country of origin (months)?
3 108 16.89 19.1043
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Figure 5: Urban-rural distribution of sample by percentage 

 
About a third of the parents of participants had finished only primary school (32.6; 
N=60). 19% (N=35) had finished secondary school, while 8.7% (N=16) had finished 
college. About 20% of parents had the highest levels of education: 16.8% (N=31) had 
a university degree, while 4.3% (N=8) had completed a doctorate, master studies or 
specialisation. 18.5% (N=35) didn’t answer this question, most often because they 
didn’t know. 
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 Figure 6: Level of education of participants’ parents

 
Most of our participants declared themself as members of Islam (96.7%; N=178), 
while only 2.2% (N=4) were Christian and 1.1% (N=2) chose “Other religions”. 
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 Figure 8. Asylum status of respondents by percentage

Figure 7. Distribution of religion by percentage 

 
When we asked the respondents about their current asylum status, most of them 
answered (72.3; N=133) that they had not applied for asylum in Serbia. Of the others, 
only 15.8% (N=29) had applied for asylum in Serbia, and 7.1% (N=13) had been 
accepted, 4.9% (N=9) rejected and 3.8% (N=7) were awaiting a decision. 11.9% 
(N=22) did not know the status of their asylum. However, their responses were not 
completely concordant with the official data of CRMS, according to which, during the 
year 2020, when our research was conducted, seven children aged 11 to 18 had their 
asylum accepted. This discordance could possibly be explained by the participants’ lack 
of understanding of what asylum represents in legal terms. 
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 Figure 9. Current immigration centre was first centre for respondents

 
The respondents who answered that this was not their first reception or asylum centre 
then reported in how many reception or asylum centres they had been prior to this, 
and the results are illustrated on the Figure below. 

 Figure 10. Number of reception or asylum centres prior to arrival in Serbia by percentage  

 

Most of the respondents reported that when they had any problems, they first asked 
their families for help (44%; N=81) or their friends (37%; N=68). Others primarily asked 
the reception or asylum centre services (12.5%; N=23) or other people (4.9%; N=9). 
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For most of the respondents (60.9%; N=112) the asylum centre in which we 
conducted the research (Krnjaca or Bogovadja) was their first reception or asylum 
centre. For 39.1% this was not their first reception or asylum centre (N=72). 
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 Figure 11. Help and advice when having problems by percentage 

 
Similarly, most of the interviewed children and adolescents responded that their 
primary sources of information were their families (37.5%; N=69) and friends 
(30.4%; N=56). As other primary sources of important information 15.8% (N=29) 
of respondents said that it was the internet; 13.6% (N=25) reported services in the 
centre, while only 1.6% (N=3) replied that it was something else (i.e. other). 1.1% 
(N=2) did not answer this question. 
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 Figure 12. Primary source of information by percentage 

 

5.2. Challenges 

We asked our respondents about the greatest challenges that they faced while in 
Serbia. The most common challenges for our respondents were: communication 
(N=88; 46.8%), restricted access to healthcare services (N=75; 39.89%), poverty 
(N=75; 39.89%) and separation from their family (N=58; 30.85%). Some other 
common challenges for our respondents included discrimination, loneliness, restricted 
access to the social care system, and procedures for asylum in Serbia. The participants’ 
perception of restricted access to the healthcare system could be affected or 
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augmented by the challenges that the healthcare system itself was facing, because of 
the COVID-19 pandemic. In addition, the pandemic raised peoples’ awareness of their 
healthcare, as well as their concerns about whether they were protected and safe from 
illness. Compliance with epidemiological measures was mandatory, and people placed 
in collective accommodation were perceived as specifically endangered, since it is 
harder to control the spread of infection in this kind of facility. We can only imagine how 
this whole situation was perceived by refugee and migrant children and adolescents, 
who were facing many other challenges besides the pandemic. Nevertheless, we 
should not exclude other factors that could contribute to their insecurity about the 
healthcare system. Their perception could be indicative that the set of information that 
they were given was not sufficiently informative, and that it could be adjusted to be 
more understandable for children. 

 Figure 13. Challenges of participants

 
5.3. Substance and alcohol consumption

To assess alcohol and substance consumption and abuse among the young refugee 
and migrant population we used the AADIS questionnaire. This questionnaire (as 
described above) comprises two sections: section A for drug use history, and section 
B, which assesses all aspects of substance abuse according to DSM V criteria. During 
the research we had a very low response rate to this survey, especially to section B 
of the AADIS scale. We believe that the main reason for the low response rate is that 
most of our respondents were members of the Muslim community, and they were 
usually reluctant or afraid to answer the questions about alcohol and substances 
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because their religion and cultural beliefs forbid any type of substance abuse. It should 
also be noted that the B scale includes several potentially incriminating questions 
that assess substance abuse in detail (e.g. “Where do you get drugs from?”; “Who 
do you do drugs with?”, etc.) and the adolescents interviewed were suspicious while 
responding to this type of question. They were not completely convinced of the 
anonymity of the study, thus most of them did not provide answers to questions 
which, from their perspective, could potentially jeopardise their stay in the reception or 
asylum centre and their journey towards their dream countries. For all these reasons, 
the report provides only the descriptive data on substance and alcohol consumption 
collected by section A of the questionnaire. Although most respondents provided 
answers to section A of the questionnaire, there is reason to believe that some of 
them did not provide truthful answers because of all the circumstances above.

According to the data collected, a total of 50% (N=88) of respondents consumed 
energy drinks, 28% (N=46) smoked tobacco; 13% (N=24) consumed alcohol; 4.6% 
(N=7) smoked marijuana; 2.7% (N=5) had tried LSD; 2.29% (N=4) amphetamines, 
1.7% (N=3) powder cocaine, 1.7% (N=3) inhalants (e.g., glue, gasoline), 1.7% 
(N=3) tranquilizers and 1% (N=2) rock cocaine. We then asked the respondents 
how frequently they consumed substances on a Likert scale from 0 (never) to 7 
(several times a day); the calculated cumulative mean for the whole section A of the 
questionnaire was 3.93 (SD=5).

 Figure 14. Percentages of substance consumption

We divided our participants into two groups: one group of children from 11 to 14 
years old and the second from 15 to 18 years old - in the first age group, aged 15 to 
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18 years, there were 51.08% (N=94), while in the second there were 48.02% (N=90) 
participants. Our results showed that the difference between these two age groups 
was significant only in tobacco smoking: older children reported that they smoked 
tobacco more frequently than the younger ones. Children aged from 15 to 18 were 
also prone to report that their first alcohol and substance use was the result of 
encouragement by friends or the intention to escape from their problems.

When we performed correlation analysis with other continuous variables, we found 
several significant correlations. Firstly, the B scale of AADIS correlated negatively with 
the number of years of education of our participants (r=-0.435; p<0.05) which means 
that participants who had more years of education were drinking and consuming 
substances significantly less. The A scale showed weak positive correlations with 
the age of the participants (r=0.169; p<0.05) and the age of their mothers (r=0.186; 
p<0.05). This means that older participants were drinking and using substances more. 
When we observed gender differences, we found a significant difference between 
boys and girls which was expected: boys were consuming alcohol and substances 
significantly more often than girls (t=2.953; p<0.05).  

We divided the sample into children who had resided in only one reception or asylum 
centre and compared them with children who had been in two or more reception or 
asylum centres in their life. Participants who had been in two or more reception or 
asylum centres had significantly lower scores on AADIS A scale (t=2.646; p<0.05) 
and thus consumed substances and alcohol significantly less than the other group. 
We also assessed whether there was a correlation between satisfaction with life 
in the reception or asylum centre and alcohol and substance use, but no significant 
correlation was found between these two variables. 

We then divided the sample into three groups according to their companions on the 
journey. The first group included participants traveling with strangers, the second with 
friends and familiar people, and the third with the members of the family. The analysis 
(one-way ANOVA) showed that participants from these groups differed significantly in 
their scores on the AADIS A scale (F=7.731; p<0.001). Further analysis showed that 
participants who travelled with strangers drank and used substances significantly more 
than participants who travelled with members of their family. This finding indicates 
that the company of family members can be considered a protective factor for alcohol 
and substance abuse in this population. Additionally, protective factors at the family 
level recognised in the existing literature include opportunities for positive social 
involvement, recognition of positive behaviour by family members, bonding and healthy 
attachment to the family, healthy beliefs and standards in the family and opportunities 
to engage in prosocial activities (Office of the Surgeon General, 2016). 

Next, the regression analysis showed that the significant predictors for alcohol and 
substance abuse in young refugees and migrant were higher levels of emotional 
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abuse. This leads us to believe that alcohol and substance abuse can be a significant 
and commonly unrecognised consequence of exposure to abuse in this population. 
This can be supported by findings in the literature which indicate that exposure to 
violence in childhood leads to substance abuse in adolescence and adulthood (Khoury 
et al, 2010). Findings in the literature (Lustig, 2004) also indicate that exposure to 
abuse is significantly higher in the population of young refugees. In addition, a positive 
correlation was found between scores on the A scale of AADIS and emotional neglect 
on SCMQ (r=0.165, p<0.04). These results show that children and adolescents who 
have had an experience of emotional neglect used alcohol or substances more than 
those who had not experienced this. Therefore, professionals who work with refugee 
and migrant children and recognise the issue of substance abuse, should always 
keep in mind that there is a potential risk of exposure to violence, emotional abuse, 
or neglect in these children. Moreover, these professionals should be trained to refer 
such children to receive appropriate support, protection and treatment if needed.

5.4. PTSD

To assess post-traumatic stress disorder (PTSD) in our respondents we applied the 
CRIES-13 questionnaire, a standardised screening interview for PTSD in the young 
population. PTSD is defined as a mental health condition triggered by a terrifying 
event. It can be triggered either by experiencing it or being a witness to it. Symptoms 
vary greatly, but most often include flashbacks, nightmares, and severe anxiety, as well 
as uncontrollable thoughts about the event. According to our results more than half of 
the respondents had PTSD (53.3%; N=98). 46.7% (N=86) of participants did not make 
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Table 2: Descriptive statistics on all three scales of CRIES questionnaire

After performing statistical analyses on this scale we concluded that the most 
significant variables related to symptoms of PTSD were the number of reception or 
asylum centres in which our participants had resided as well as current enrolment in 
the school system. First, we found that children who had resided in more reception or 
asylum centres in their life had more PTSD symptoms. The children and young people 
who had been in more reception or asylum centres in their life had usually spent more 
time on the road. They had possibly been exposed for significantly longer to various 
stressors and adverse experiences related to the process of migration. Interestingly, 
we found that children enrolled in Serbian schools had significantly higher scores on 
PTSD scales. This finding can potentially be explained by the better recognition of 
emotional states by children who were enrolled in the school system.

Pearson’s correlation coefficient was applied to assess the relationships of the CRIES 
scales to the SCMQ and SDQ scales, and positive correlations were observed. The 
more abuse and emotional or behavioural difficulties the respondents reported, the 
more PTSD symptoms were present. 

Lastly, logistic regression analysis indicated that there were two significant predictors 
of PTSD in our sample. These included witnessing abuse in the family and the impact 
of emotional or behavioural difficulties on the person’s life. More specifically, children 
and adolescents who had witnessed abuse in their family were 3.3 times more likely 
to develop PTSD, whereas children whose lives were more impacted by their personal 
emotional and behavioural difficulties were 1.3 times more likely to develop PTSD. 

the cut-off criteria for PTSD. The results for each scale are presented in Table 2. Our 
respondents had the highest scores on the Avoidance scale (Mean=9.18; SD=5.83) 
followed by Arousal (Mean 9.07; SD=5.99) and Intrusion (Mean 8.29; SD=5.19). 

Variable N Min Max Mean SD

CRIES Intrusion 178 .00 20.00 8.2921 5.19605

CRIES Avoidance 178 .00 20.00 9.1854 5.83622

CRIES Arousal 178 .00 25.00 9.0674 5.98736
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Table 3: Descriptive results of the survey related to satisfaction with life in the reception or 

asylum centres

According to the acquired data, the respondents mostly felt safe in the reception or 
asylum centres. They were mostly satisfied with their overall life in the reception or 
asylum centres and with all the services provided to them, but less satisfied with the 
food provided. 

More than half of the respondents felt that they had sufficient support in the reception 
or asylum centres (had someone to talk to when they needed to), while about half of 
them felt that they had good emotional support. 

Our participants were mostly satisfied with their life in the reception or asylum 
centres, measured by an additional scale “Satisfaction with life in reception or asylum 

5.5. Satisfaction with life in reception or asylum centres

We included seven questions to assess satisfaction with their life and the services 
provided in the current reception or asylum centres. These questions included 
satisfaction with food, hygiene, support, and the services provided in the reception or 
asylum centres.  The answers are provided in Table 3. 

Variable Min Max Mean SD

Satisfaction with life in the reception or 

asylum centre
1 5 3.718 1.3795

Satisfaction with food in the reception 

or asylum centre
1 5 3.294 1.5824

Satisfaction with hygiene in the 

reception or asylum centre
1 5 3.705 1.5281

When having problems I have 

someone to talk to in the reception or 

asylum centre

1 5 3.407 1.6492

Feeling safe in the reception or asylum 

centre
1 5 4.087 1.3501

Satisfaction with the support in 

reception or asylum centre
1 5 3.576 1.5528

Satisfaction with the overall services 

provided in the reception or asylum 

centre

1 5 3.699 1.51
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centres”, and the mean answer for this scale was 3.64.  Girls were significantly more 
satisfied with their lives in the reception or asylum centres than boys. Children of 
more educated parents were less satisfied with their lives in reception or asylum 
centres when compared with children of less educated parents (high school or less). 
In addition, participants who had travelled with strangers were more satisfied with the 
services in the reception or asylum centre than participants who had travelled with 
family members.

5.6. Abuse and neglect 

Answers were provided to this questionnaire by 78.2% (N=147) of respondents, while 
others refused to answer the questions because they were not comfortable providing 
information related to these questions (especially younger children). Forty percent of 
respondents (40.2%; N=59) reported that they had been physically abused by their 
parents or some other family member; 28.6% (N=42) had been abused at some point 
in their life, and 11.6% (N=17) said that they had been abused in the previous twelve 
months. Experience of emotional abuse was reported by 18.2% (N=27); 15.5% (N=23) 
had experienced it in their lives and 2.7% (N=4) in the previous twelve months. Sexual 
abuse was reported by 8.8% (N=13); of these, 1% (N=2) respondents said that it had 
occurred in the previous twelve months. 

Every fourth respondent had been physically neglected (25.6%; N=38). Of this twenty-
five percent, 7.4% (N=11) had been neglected in the previous twelve months. Almost 
half of our respondents felt that they had been emotionally neglected by the adults in 
their life (45.8%; N=66); 14.5% reported neglect in the past year. Only 14.5% (N=21) 
reported that they had witnessed abuse in the family; and 5.5% (N=8) had experienced 
it in the past year. 

There is existing evidence that refugee children are at more risk of various forms of 
violence compared with the general population (Kalt, 2013; Dettlaff & Earner, 2012). 
This refers to abuse and violence that could have been experienced in their country of 
origin, on their journey and in the resettlement country. New forms of exploitation and 
abuse manifest in places where protective services are overstretched or non-existent. 
Some risk factors described include a shortage of living space, which forces children 
to cohabit with adults in crowded settings, and a general lack of safety and security in 
the facilities, including inadequate support by adults and services, and a lack of safe 
housing options (Digidiki, 2018). 
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Figure 15. Frequency of abuse and neglect by percentage

 
Pearson’s correlation was applied to deduce which variables correlated with abuse 
and neglect in children. The strongest correlation was shown between the number 
of reception or asylum centres in which the children had been previously settled and 
physical abuse (r=0.448; p<0,001) meaning more mobility, and consequently the more 
reception or asylum centres the children had resided in, the more physical abuse 
they experienced. We also found that emotional abuse correlated positively with the 
number of months spent outside their country (r=0.301; p<0.05); the more time they 
had spent in displacement - out of their country of origin – the more emotional abuse 
they had experienced. Additionally, there was a weak positive correlation between 
years of education and emotional neglect, meaning that the children with more 
education had experienced somewhat more emotional neglect (r=0.19; p<0.05). This 
finding is possibly due to their better recognition of what is considered emotional 
neglect. No gender differences were found in variables of abuse and neglect. However, 
children coming from rural areas had experienced more emotional neglect (t=-1.976; 
df=140.77; p<0.05), and children whose parents were more educated had experienced 
more emotional abuse (t=-2572; df=120; p<0.05). This finding is consistent with 
other studies which indicate that abuse and neglect are more common in rural areas 
(Maguire-Jack et al., 2020). 

Participants who had PTSD also had significantly higher scores on several SCMQ 
scales; on the Physical abuse scale (t=-3.944; p<0.001); Emotional neglect scale (t=-
2.996; p<0.01) and Witness to parental abuse (t=-2.645; p<0.01). 
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5.7. Emotional and behavioural problems of young refugees and 
migrants

Table 4. Emotional and behavioural problems in the young refugee and migrant 

population.Self-rated with the Strengths and Difficulties Questionnaire (SDQ).

The cut-off criteria for each domain on the SDQ scale is provided in Table 5. The values 
above the cut-off criteria may reflect clinically significant problems in children and 
adolescents. Almost half the children (49.4%; N=91) showed significant difficulties 
in peer relations. On the emotional symptoms scale, a cut-off at 5 covers 30.4% 
(N=56) of children; conduct problems were significant in 29.3% (N=54) children; 
hyperactivity and inattention in 19.6% (N=36). On the Total difficulty scale a total of 
37% (N=68) showed significant difficulties in overall functioning. According to existing 
epidemiological data collected from non-immigrant children, total emotional and 
behavioural difficulties usually range from 20-26% (Arman et al., 2012; Ortuño-Sierra 
et al., 2014; Sánchez-García et al., 2018). This indicates that young refugees suffer from 
emotional or behavioural difficulties more commonly than non-immigrant youth  On the 
Prosocial scale, a cut-off in accordance with the 10th percentile was aimed for, since 
low ratings of prosocial skills indicate difficulties in this area. Every fifth child (21.2%; 
N=39) showed problems in this area. 

The mean response for the total difficulties scale was 3.1511 (SD=2.668) and these 
difficulties strongly impacted their lives, often in different areas of functioning (e.g., 
friendship, school and leisure activities). 

There were two significant negative correlations between SDQ domains and the age 
of participants: the younger the participants the more hyperactivity or inattention 
difficulties they had (r=0.203; p<0.05), however they also expressed more prosocial 

Variable Cut-off Min Max Mean SD

Emotional symptoms 5 0 10 4.21 2.42

Conduct problems 3 0 10 2.60 2.21

Hyperactivity/inattention 5 0 10 3.64 2.135

Peer problems 3 0 8 3.37 1.851

Prosocial scale 6 3 10 7.95 1.805

Total Difficulties Scale 

(without Prosocial)
15 0 34 13.80 6.29
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behaviour (r=0.17; p<0.05). Children with PTSD also had significantly higher scores on 
SDQ Impact scales (t=-3.011; p<0.01).  

Additionally, the Emotional, Hyperactivity and Total Difficulty scales correlated positively 
with the number of reception or asylum centres in which the participants had been 
placed (r=0.286; r=0.294; 0.277 respectively; p<0.05). If children had been in more 
reception or asylum centres, they had more emotional, hyperactivity and overall 
difficulties. This finding was expected, since more centres usually means more time 
on the road to resettlement, which leads to prolonged exposure to stress factors that 
affect various domains of the child’s functioning (e.g. being isolated, longer absence 
from educational activities, prolonged exposure to poverty, etc). In addition, frequent 
changes of the reception or asylum centres in which they resided could also be a 
stressful factor that could lead to exhaustion of the adaptive mechanisms in children. 
The Prosocial domain scale correlated negatively with both mothers’ (r=-0.224; p<0.05) 
and fathers’ age (r=-0.182; p<0.05), and children with older parents had less prosocial 
skills. 

Girls suffered significantly more emotional difficulties in comparison with boys 
(t=-2.294; df=173; p<0.05) and this is in concordance with findings in the general 
population of children and young people (Arman et al., 2012). 

When we divided the sample into three groups according to the people who 
accompanied them on the journey, we found that this variable also altered their 
emotional difficulties on the SDQ Emotional scale (F=3.386; p<0.05). The group which 
travelled with strangers had significantly higher scores on the Emotional Difficulties 
scale when compared with the group which had travelled with friends and family 
members (mean diff=-1.132; p<0.05). Like all minors, UASC are more dependent on 
adult care. A lack of emotional, physical, financial, and emotional parental support 
during both the (pre-)migration and the post-migration period has been demonstrated to 
significantly increase the risk of emotional difficulties in UASC (Hanewald et al., 2020).
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Conclusion 6.
More than 10% of all disability adjusted life years (DALY’s) can be associated with 
mental, neurological and substance use complications, presenting a significant 
challenge to global health management. DALY refers to the measure of overall disease 
burden, expressed as the number of years lost due to ill-health, disability, or early 
death. Of these, 6.5% of total DALY can be linked to alcohol and drug use disorders, 
accounting for over five million deaths globally in 2010 (Whiteford, 2015). Refugees 
are particularly affected, being more commonly affected by neglect, abuse, stigma, 
physical and emotional trauma. Refugee status, which concentrates a number of 
stressors (e.g., trauma, loss, adjustment and acculturation, and disadvantage), is itself 
a risk factor for almost all psychiatric disorders (Fazel, 2012). 

This specific study was conducted on a sample of the young refugee and migrant 
population, representative of the underage refugee and migrant population currently 
residing in the Republic of Serbia. For most of the respondents, the current reception 
or asylum centre was the first reception or asylum centre in which they had resided. 
Most respondents were accompanied by familiar people on the journey from their 
country of origin; about one third of the participants were traveling with complete 
strangers. 

Most respondents were not enrolled in the school system at all. This is a very 
important finding, especially when considering the age group assessed and their basic 
right to be enrolled in the education system together with the fundamental right to 
be educated. For refugee children, enrolment in school represents a critical source of 
protection, by reducing exposure to early marriage, child labour, sexual exploitation, 
involvement in illicit activity, and so on. Schools are also crucial for child protection 
since they are places where children at risk of abuse, sexual and gender-based 
violence can be more easily recognised and connected to the services (UNHCR, 2014). 
However, it can be challenging to organise education programs for these children both 
because of the pandemic situation and because of the brief time that they spend in 
Serbia (for many of them Serbia is just a stopover on their way to western European 
countries and they feel as though they are in transit). In any case, it is important to 
note that educational programs were organised in the reception or asylum centre in 
Krnjaca, even under epidemic conditions. Children attended primary school, subject 
to the epidemic measures that were affecting schooling throughout the country, thus, 
during 2020, they predominantly attended classes online.
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When we assessed to whom our respondents turned when facing problems, almost 
half of them replied that they asked for support from family members or friends 
but a smaller number felt that they could seek help from someone in the reception 
or asylum centres, or other people. This is an issue that needs to be improved in 
the future – how to overcome differences and how to approach these vulnerable 
young people. However, the most common challenges for our respondents were 
communication (language barriers), the perception of inadequate access to healthcare 
services, poverty, and separation from family. With this in mind, it is important to 
work on more social issues – overcoming language barriers, then cultural issues and 
better connection with the local health care system. It is important to make the health 
system more accessible and easier to approach (e.g. engage medical students or junior 
doctors to  accompany young migrants or come to them).

Participants, especially girls, were mostly satisfied with their current life in the 
reception or asylum centre. The most satisfied were those who had travelled with their 
parents compared to those who had travelled with familiar people, or with strangers. 
However, those with more educated parents were less satisfied with their lives in 
reception or asylum centres when compared with the children of less educated 
parents. 

More than half of the young respondents had adequate overall support in the reception 
or asylum centres when needed, while rather fewer than half felt that they had good 
emotional support in the reception or asylum centres (had someone to talk to when 
they needed it). Overall, more than half the participants thought that the services 
provided in the reception or asylum centres were very good or excellent. 

Research shows the use of illegal substances in the asylum-seeking population 
has significantly grown in recent years. The use itself is considered the outcome of 
complex interactions of risk factors and protective factors. Some of the risk factors 
come from a specific alcohol and drug native culture, boredom and unemployment, 
traumatic experiences, poverty, and poor knowledge about treatment services 
(Eisenbruch, 1991). Protective factors include being a devout Muslim, being united with 
family, satisfying integration into the new society, good physical and mental condition, 
early identification of mental health needs and the  availability of psychosocial services 
(Eisenbruch, 1991).

During this study, a very low response rate to substance use assessment was noted, 
due either to the perceived expectations of the Islamic religion, or fear of a breach of 
anonymity and that a frank answer could possibly lead to legal issues. Most commonly 
used were energy drinks, tobacco and alcohol, followed by other illegal substances 
such as marijuana, LSD, amphetamines, cocaine, inhalants (e.g., glue, gasoline) and 
tranquilisers. Respondents who had more years of education drank and consumed 
substances significantly less, which confirms the protective effect of education. In 
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addition, boys consumed alcohol and substances significantly more often than girls, as 
has been confirmed in many other studies (ESPAD, 2015). Our findings also suggest 
that the consumption of alcohol and substances is significantly lower in young people 
who had been in two or more reception or asylum centres, compared with young 
people who were in their first reception or asylum centre. Since Serbia is far away 
from their countries of origin, this could mean that they had spent most of the journey 
time on the road, and it had been difficult for them to access proper child protection 
services. At the same time, access to services could be delayed because it was 
challenging to reach them. We could also consider the possibility that children who had 
not been sheltered in reception or asylum centre settings could be more exposed to 
harmful influences and experiences, especially if they were accompanied by strangers.

The most significant risk factors for alcohol and substance use among the participants 
in our sample include male gender, being unaccompanied and separated from families, 
lack of education, and emotional abuse. A significant number of the participants 
suffered from PTDS symptoms as well as emotional and behavioural difficulties, but 
we found no statistically significant association between these kinds of difficulties and 
a propensity to alcohol and substance use. 

During the research several challenges were faced: organisation, conducting research 
during the pandemic, and cultural barriers. Firstly, the main organisational challenge 
was the collection of data on a large sample with barriers related to high language 
diversity, lack of cultural mediators and translators, high rates of illiteracy among the 
participants and the lack of respondent motivation for the research. Secondly, the 
research was conducted during the COVID-19 pandemic, which caused unexpected 
challenges including restricted access to reception and asylum centres and a lower 
frequency of new arrivals in the centres. The pandemic significantly affected and 
increased the already existing challenges and concerns of this population about 
their status, travel options, and access to social care and healthcare systems. The 
third group of challenges was the significant cultural barriers: the participants were 
predominantly distrustful, mostly when answering questions about their future, their 
status and anything that could possibly be incriminating for them (substance abuse, 
family violence, etc). 
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Recommendations 7.
The findings of our research are aimed at the decision makers and practitioners 
responsible for designing and delivering prevention and protection policies and 
programs for young refugees and migrants. The research findings provide evidence 
of the scale of the problems faced by young refugees and migrants in Serbia as a 
basis for advocating further investment in the prevention of psychological distress and 
substance abuse. The overall findings will inform the programming and development of 
future interventions aimed at prevention, treatment, and rehabilitation.  

Recommendation: Continue investing in research on the issues of mental health, 
including substance use, of the migrant population, particularly children and 
adolescents

There have been few studies on the issues of substance use and mental health among 
migrants, particularly young migrants, but planning appropriate responses requires 
adequate evidence. Using standardised and comparable instruments (as selected for 
this study) is recommended, along with increased attention to critical ethical issues 
(consent, anonymity, counselling support, and protection referral if needed etc.). 
However, based on the lessons learnt from this study, it is of critical importance to 
assess all possible solutions for ensuring anonymity and adequate support for children 
or adolescent migrants in completing the questionnaire throughout the research 
process.  Because of the illiteracy of most of the migrants, this research could not 
rely on respondents completing the questionnaire themselves (even when presented 
on tablets in digital form) and used capable translators or mediators to support this 
process. However, in the future, innovative ways of presenting digital versions of 
questionnaires, incorporating text-to-speech options or voice recording alongside the 
text of the questions, could also allay some of the possible mistrust of anonymity in 
the research and overcome some ethical concerns.

Recommendation: Develop a strong coordinating network of professionals who 
make first contact as early as possible after refugee and migrant children enter 
the country

For the purpose of effective decision-making and assuring the legal rights of migrant 
children, many countries work with multi-agency coordination mechanisms, involving 
the authorities of the public administration, international organisations, academics and 
civil society organisations. There are various procedures bringing together ministers, 
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government agencies and local institutions for the purpose of sharing information 
and collaborating in the management of migrant children but, in many cases, these 
procedures are not efficient or designed from a human rights perspective (Human 
Rights Council Advisory Committee, 2016).

Many activities which aim to strengthen coordination between professionals involved 
in the protection sector have already been implemented. One example is the creation 
of Standard Operating Procedures which was a collaborative project of the Ministry 
of Labour, Employment, Veteran and Social Policy, and UNICEF. These procedures 
are useful for practitioners, helping them to identify children in need promptly, and 
providing instructions on how and to whom to refer them. (Standard Operating 
Procedures Protection of Refugee and Migrant Children). One important contribution of 
these standardised procedures addresses professionals who meet refugee or migrant 
children at any point of their journey. This is an important note, because many of these 
are only passing through Serbia, and some do not even reside in reception or asylum 
centres, but live on the road. We find one more example of good practice in Italy during 
2015, in which a system of first-aid reception centres for children was implemented, as 
a practice that could help to identify physical or psychosocial problems at early stages, 
or as early as possible. In other countries, including Serbia, efforts are made to protect 
children even before they apply for asylum, in that social workers, guardians, educators 
or legal representatives are assigned to unaccompanied children, to accompany them 
from the first interview to the asylum-seeking process (Human Rights Council Advisory 
Committee; 2016). 

Intersectoral protocols and coordinated actions are needed from the moment children 
and young people enter the country, so that those in need of further evaluation, 
support or treatment may be identified as early as possible. It is important that each 
of these actors has a clear understanding of their role, and the appropriate knowledge 
and skills to work with children (and their parents) in the early identification of needs, 
in assessing and addressing the physical or psychosocial problems of children or 
adolescents, and each should have clear pathways through the network of services and 
agents in order to respond to the needs identified.

Recommendation: Make the first contact with refugee and migrant children 
as informative as possible by creating and implementing a standardised initial 
interview

It would certainly be a milestone in implementing strategies to reduce the risk of 
alcohol and substance abuse among young refugees and migrants if fieldworkers were 
trained in the early and effective recognition of risks and ongoing abuse, which would 
then be followed by appropriate action and referral. Therefore, we consider that initial 
interviews, those conducted when refugees and migrants are admitted to a reception 
or asylum centre, should include questions to assess both risk factors and mental 
health difficulties, and disorders due to alcohol and substance use. 
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Firstly, professionals should be specifically trained to look for signs of alcohol and 
substance use disorders, to ask the right questions in an appropriate manner, to 
acquire information, and to manage any problems they recognise. This training 
could be based on existing evidence-based guidance, launched by World Health 
Organisation, the mhGAP Intervention Guide, in which the exact steps are described 
and adapted for fieldwork. (mhGAP, WHO, 2013).  Also, for standardisation of the 
screening questionnaire, the existing recommendations of the CDC could be helpful.  
It is recommended that providers familiarise themselves with culturally specific 
substances, and with the approach to substance use of the child’s community of 
origin. 

The results of our research showed that children who reported experiences of 
emotional abuse were more likely to have problems with alcohol and substance abuse. 
Many of these also reported symptoms indicative of PTSD, and we have already 
discussed the propensity to experience adverse events in resettlement, which could 
lead to psychical trauma. Evidence in the literature of strong links between childhood 
traumatisation and substance use disorders, and their joint associations with a PTSD 
outcome has already been mentioned (Khoury, 2010). Therefore, when professionals 
are developing competence in recognising alcohol and substance use, they should 
be simultaneously trained or encouraged to cultivate a trauma-sensitive approach to 
refugee and migrant children.

We used one of the standardised instruments for assessing childhood abuse and 
neglect in our research, but the applicability of similar instruments in fieldwork should 
be considered and eventually created. Because refugees and migrants do not always 
associate their past adverse experiences and exposure to traumatic events with their 
present emotional problems, it is recommended that providers explain to them that 
substance and alcohol use could be a dysfunctional way of coping with past trauma, 
and an attempt at self-medication. In order to get accurate information, the CDC 
recommend asking specific and precise questions, such as “how much do you drink?”, 
instead of “do you drink?”. 

Identification of the risk factors, including those identified in this research (e.g. the 
combination of being male, not in education, travelling with strangers, having already 
been in more than two reception or asylum centres) or general factors (e.g. family 
history of substance use, family rejection of sexual orientation or gender identity, 
association with delinquent or substance-using peers, low academic achievement, 
childhood sexual abuse, mental health issues) calls for special attention and the 
provision of adequate support to this group of children, such as intensifying their 
engagement in prevention programmes or ensuring proactive psychosocial support. 

We should try to make the initial interview child- and young person-friendly, gender-
appropriate, and as informative as possible. Besides assessing risk factors and 



Institute of Mental Health 202166

screening for any mental health issues (with standardised tools), it should include 
information on the range of support services. In addition, interviewees should be 
informed about the legal consequences of substance use in the country of current 
residency, and be told about the range of social, legal and health consequences that 
can result from the risky behaviours commonly associated with alcohol and substance 
use. Finally, those in whom a problem is detected should be offered a referral to 
specialised care units, and this referral should also be standardised (CDC, 2020). 

Recommendation: Create strategies that will increase resilience in refugee and 
migrant children, that will raise awareness about the impact of their adverse 
life experiences on their mental health functioning, and teach them skills that 
can help in transforming traumatic experiences into opportunities for personal 
growth and hope

In analysing the development of mental patterns in refugees, there is an important 
matter that should be added to the mosaic – coping mechanisms. Some of the coping 
mechanisms identified are the ability to rationalise danger and make sense of the 
situation they are in, managing anxiety and strategies to calm themselves, caring for 
family and others, as well as developing a sense of humour. (Lustig, 2003) Ideological 
commitment and esprit de corps (camaraderie among the members of the group) 
were noted as the most powerful factors of support for these children. (Lustig, 2003) 
The stronger the commitment - the less anxiety, insecurity, and depression. Some 
other coping mechanisms include emotional withholding, emotion-focused strategies 
and wishful thinking. The main factor of stability for these strategies in children is the 
presence of a parent and parental well-being. During resettlement, acculturation to 
both the new and the old culture was recognised as the main factor of adaptation. 
In refugees, this can be achieved through adequate local social support in the new 
community and maintaining strong connections with people of the same or similar 
origin. (Lustig, 2003)

It is recommended that all professionals working with young refugees and migrants 
assess them for positive experiences, since these are the components of a personal 
defence against maladaptation. It is essential that both parents and professionals 
who work with children and adolescents are trained to recognise the presence of 
protective factors. Teaching adolescents about protective factors and providing help in 
strengthening those factors would be of great importance (i.e., raising their awareness 
of positive childhood experiences, encouraging them to seek help when there is a lack 
of such experience, etc.). 

Enrolment in education is also a strategy for building resilience, and this is already 
being implemented through collaboration with UNICEF and other sectors. For refugee 
children, enrolment in school provides a critical source of protection, by reducing 
exposure to early marriage, child labour, sexual exploitation, involvement in illicit 
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activity, etc. Schools are also crucial for child protection since they are places where 
children who are at risk of abuse or involvement in armed groups, or who are victims of 
sexual or gender-based violence, can be recognised and connected to the appropriate 
services. (UNHCR, 2014)

To increase resilience, it is recommended that programs for children and young people 
(and their parents) also include building a network of trusted professionals who can 
offer strategies to help them manage and cope with stressful situations, develop 
conflict resolution skills, establish daily and predictable routines, practise self-care 
activities and identify resources able provide support for their various needs.

Recommendation: Organise alcohol and substance use prevention workshops for 
young refugees and migrants during their stay in reception or asylum centres

Workshops should be culturally informed in the first place and adapted to the 
population of refugee children and adolescents as well as to gender. The focus of these 
activities should be directed towards harm reduction and strengthening the capacity 
of children to understand the axes on which their past and present struggles interact 
with existing or potential alcohol and substance use problems. The aim is to inform 
them of all services available in the host country and to teach them valuable skills for 
coping with their struggles. We suggest motivating them by recruiting peer leaders, 
who would be trained and motivated to raise awareness among their peers about the 
health and legal consequences of alcohol and substance use. This is in concordance 
with data in the existing literature that suggest investment in community-based, peer-
led programs and the training of healthcare workers in alcohol and substance use 
treatment is a desirable and feasible way of overcoming cultural barriers and stigma. 
(Kane and Greene, 2017)

Among the potential barriers preventing refugees from engaging with alcohol and 
substance use treatment described in the existing literature are: a lack of culturally-
informed treatment models, policy issues, and neglect of client characteristics such as 
motivation and past trauma (McCleary, 2016). With that in mind, all strategies should be 
culturally informed and trauma-aware in the first place. Refugees could have the most 
benefits from community-based, culturally-derived models, rather than from efforts to 
connect them to mainstream services (McCleary, 2016).

Some prevention programs implemented in low- and middle- income countries for 
disadvantaged populations have focused on empowering peer leaders, to enrich their 
contextual insight with new skills (Kane and Greene, 2017; Conrod, 2016). These 
practices have proven to be effective and could also be useful for refugee prevention 
programs, although we are still lacking evidence in this population.  Another approach 
has considered family-centred programs, organised as family skills training. Although 
we lack evaluation of these programs, family-centred programs could be organised 
in the form of workshops in reception or asylum centres housing mostly families and 
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could be considered as an option. The limitation is that the structure of residents in 
reception or asylum centres changes frequently, which could limit the implementation 
of programs and their effectiveness, since skills-based and long-lasting programs (>10 
weeks) have proven to be effective. (Kane and Greene, 2017; Conrod, 2016). 

We can resume those strategies that have been identified as beneficial in facing 
problems of substance abuse or psychological problems, including peer education, 
supportive therapy, family involvement and medication-assisted treatment, although 
formal evaluation has not been conducted (UNODC, 2016).

Since we lack documented implementation of prevention and treatment strategies in 
refugee populations, one recommendation is that existing guidance and interventions 
implemented in other disadvantaged populations could be utilised to design 
interventions for substance misuse in refugee populations. However, they need to be 
evaluated in humanitarian settings (Kane and Greene, 2017).

Recommendation: Create strategies to overcome the delay between noticing or 
suspecting an alcohol and substance use problem and referral to an appropriate 
health-care unit and treatment

The gap between recognising the problem and treating it could be overcome by 
conducting motivational interviews which would, at the same time, also serve for 
screening and intervention. For example, WHO developed a screening tool: Alcohol, 
Smoking and Substance Involvement Screening Test (ASSIST), that can be used to 
identify people who are at low, moderate or high risk of substance use disorder. All 
persons identified as at risk receive brief interventions, which consist of discussion, 
motivational interviewing, and a take-home self-help guide. Those who are identified 
as being at high risk of SUD are later referred to more specialised care. The 
importance of brief interventions is that they can be provided by non-specialist, but 
trained, healthcare workers, and that they address the gap between identifying the 
problem and the paucity of specialised care to which people can be referred, which 
is tremendously important in the context of the refugees’ situation. The program for 
prevention of khat use among the population of Somali refugees in Nairobi recruited 
and trained Somali refugees who were college graduates to provide ASSIST screening 
and brief interventions for those who needed it (WHO, ASSIST). The follow-up showed 
a significant decrease in khat use and a higher level of functioning, but intervention 
was less effective for those with comorbid depression or PTSD (Kane and Greene, 
2017; Widmann et al, 2017). One of the advantages of ASSIST is that it can be used, 
alongside primary health care, in other health and welfare facilities, which makes 
it applicable and potentially useful in refugee settings (WHO, guidelines for use of 
ASSIST). Recruiting older adolescents or young adults and training them to provide 
brief interventions could be one possible solution to consider.
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Educating workers in reception or asylum centres to use screening tools and 
motivating them to use them can be crucial in identifying children at risk. Further steps 
imply putting effort into building the capacity of healthcare workers in reception or 
asylum centres for providing brief interventions and strengthening communication with 
specialised healthcare units.

As one of the stepping stones in creating effective training programs for professionals 
in dealing with alcohol and substance use disorders in non-specialised health settings, 
we can consider the applicability of mhGAP, an existing training program created 
by WHO. The implementation of mhGAP was also recommended by UNHCR as 
substance-use training for “camp”-based primary healthcare workers (Kane and 
Greene, 2017; WHO MhGAP, 2013).

Cooperation and exchange of information on the consequences of the displacement 
of young people should be organised between experts and institutions involved in 
prevention. For example, any expert or professional who is in contact with a displaced 
child should alert the GP within the medical sector to perform specific preventive 
actions, as well as regular specific check-ups in order to prevent the possible health 
consequences of displacement. Education about the negative consequences of 
substance abuse or mental health problems should be implemented in all reception 
or asylum centres for social and health care for children and young people, but there 
needs to be special focus on those children who have been recognised as being at 
higher risk, such as unaccompanied and separated children (UASC), or the victims of 
abuse and neglect. 

Unfortunately, networks of services that support children and adolescents who use 
alcohol and substances are scarce in Serbia. Therefore, devising a support service 
network for young refugees and migrants also needs to strengthen existing pathways 
for all children and young people in Serbia and also to make them culturally sensitive. 
The development of standard operating procedures and guidelines for substance 
abuse prevention and control (for the general child and adolescent population, 
including refugees and migrants), including clear pathways identified for all relevant 
geographic regions (in which refugee and migrant centres are located), would assist 
all professionals in navigating a course for children and families in need. It is of 
critical importance that these protocols include all relevant agents in the health, child 
protection and protection sectors, as most of the effective treatment programs for 
children and adolescents require a strong guardian (parent or other) accompanying and 
supporting the child or adolescent throughout the treatment and rehabilitation process. 
This is the case both for substance abuse and for any other mental health issue faced. 

Recommendation: conduct evaluation of the strategies and interventions that 
will be implemented in future
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Existing studies conducted so far, mostly in disadvantaged populations but very 
rarely among refugees, have a range of limitations. Some of these are that most of 
the studies have focused on the adult population, and so we lack evidence-based 
strategies for children and adolescents. Another limitation is the heterogeneity existing 
in the measurement and reporting of outcomes, because many of these studies 
evaluate proximal changes in behaviour while, for example, substance use is not 
measured directly. (Kane and Greene, 2017).

It is therefore, recommended that evaluation of the efficacy and effectiveness of 
interventions be conducted, preferably in the form of randomised controlled trials 
(Kane and Greene, 2017). For humanitarian settings it would be highly informative if 
the most informative existing data on outcomes were selected and translated into the 
humanitarian practice context. 

To achieve the full effects of the intervention programs, intersectoral collaboration and 
the organisation of joint activities are needed.  
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