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Abstract 

Purpose: There is substantial evidence suggesting high levels of mental health problems in 

unaccompanied and separated children (UASC). However, there is less focus on the first years of 

adulthood characterised by increased vulnerability and fear of deportation. We aim to describe the 

mental health of UASC on reaching adulthood, and how this is affected by uncertainty regarding their 

right-to-stay in France.  

Methods: 110 youth aged 18-22 were recruited via child protection reception centres. We 

administered the Patient Health Questionnaire somatic (PHQ-15), anxiety (GAD-7) and depression 

(PHQ-9) modules, the Post-Traumatic Stress Disorder Checklist (PCL-5) and Connor-Davidson 

Resilience Scale (CD-RISC-10). Logistic regression analysis was performed with the dependent 

variable, a secure (versus uncertain) situation defined as (i) detaining a residence permit and being in 

school, apprenticeship or salaried job, or (ii) waiting for residence permit whilst occupying a salaried 

job.  

Results: Of the sample, 18.4% reached criteria (score≥10) for probable somatic disorder, 17.6% for 

anxiety and 28.7% for depression; 41.8% were in an uncertain situation. Uncertainty was associated 

with higher anxiety ((OR per Interquartile range (95%CI), 1.77 (1.05-2.98)) and post-traumatic stress 

symptoms (2.05 (1.06-4.00)), lower resilience (0.50 (0.27-0.91)), and participants rating their anxiety 

(p=0.02) and depressive symptoms (p=0.003) as more severe since reaching adulthood. 

Conclusions: Our findings suggest uncertainty regarding right-to-stay is associated with increased 

mental health symptoms, specifically anxiety and trauma-induced stress, thereby highlighting the 

vulnerability of UASC in their first years of adulthood. This calls for greater support during this 

transition period with regular symptom monitoring for timely psychological interventions. 
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Introduction 

Wars, political conflict, violence and lack of opportunities contribute to the continuous arrival 

of migrants to the borders of European countries. In 2020, minors represented almost one-third of all 

first-time asylum-seekers and close to 50% arrived unaccompanied or separated [1]. Their country of 

origin, migration journey and experiences vary substantially from one host country to another [2]. 

Most unaccompanied and separated children (UASC) migrating from Sub-Saharan African countries 

follow the Central Mediterranean migration route which is marked by high levels of abuse, trafficking 

and exploitation [3]. UASC, when recognised as minors, fall under the United Nation’s Child 

Protection Act, with all signatory countries legally bound to offer them protection, care and access to 

education [4]. This has led to the opening of specific reception and care facilities. The planning and 

preparation of the transition to adulthood, when protection under this law ends, is of crucial 

importance [5-7].  

 

With the administrative importance of the age of 18, UASC experience an accelerated and 

often early transition to adulthood. This is of two types, with a life transition involving complex 

developmental changes, alongside a legal transition to a new and often precarious status, as 

highlighted in the UNHCR report entitled ‘Unaccompanied and separated asylum-seeking and 

refugee children turning eighteen: what to celebrate?’ [6]. Country-specific and individual situations 

mean that whilst some youth may rapidly gain independence and right-to-stay, many become 

trapped in endless administrative procedures with protracted periods of waiting and uncertainty. 

This can lead to ‘appeal rights exhaustion’, with youths disengaging from all statutory services and 

living illegally to avoid forced return to country of origin. Yet, despite the vulnerability of youth in this 

crucial period, this is one of the least studied periods in the life course of migrants [8]. 

UASC face many adversities, before, during and after their migration journey [9]. There is 

now evidence highlighting the high levels of psychological distress, in particular post-traumatic stress 

symptoms (PTSS) or disorder (PTSD) experienced by UASC [10-13]. A systematic review of 47 studies 
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reported considerably higher prevalence rates for a range of mental disorders in migrant minors 

compared to the general population, with however wide variations between studies. Up to a third 

were affected by depression (10.3% to 32.8%), or anxiety (8.7% to 31.6%) and up to half (19.0% to 

52.7%) by PTSD. Rates were particularly high when restricted to unaccompanied minors [10]. These 

figures are to compare with worldwide childhood and adolescent prevalence rates estimated at 2.6% 

(95%CI: 1.7-3.9) for depression and 6.5% (95%CI: 4.7-9.1) for anxiety [14], and with a 7.8% 

prevalence rate for PTSD by age 18 [15]. 

Rates in UASC in their first years of adulthood are seldom reported, as studies either focus on 

minors or include wider adult age groups [16-18]. Several longitudinal studies have examined change 

in mental health of UASC reaching adulthood according to right-to-stay in the host country and the 

asylum process [19-23]. Evidence from these studies conducted in Norway [20,21], Holland [19], 

Belgium [23] and Germany [22], with UASC originating mainly from Asia [20-23] suggests that overall 

the high level of psychological distress on arrival stays relatively unchanged over the short-term (2 

years). However, a higher age at arrival [24], low social support and poor living arrangements [20,25], 

and above all rejection of asylum status [20,22] have been found to negatively affect their mental 

health trajectory. In addition, an increase in daily stressors is reported over time, especially new 

stressors such as discrimination, missing family, impact of age assessment and homelessness are 

concentrated around the pivotal age of 18 [23]. This is in keeping with a dose-response relationship 

established between cumulative trauma and PTSS [26,27]. In a review of the impact of traumatic 

refugee experiences on the mental health of UASC, adolescence and being female were found to 

considerably increase the risk of psychiatric disorders, namely depression, anxiety and PTSD [12]. 

Furthermore, a recent study of adolescent refugees and asylum-seekers (age 14-21) in Germany 

found stressful life events, female gender and fear of deportation to be associated with increased 

mental distress [13]. Despite evidence showing increased vulnerability of UASCS on reaching 

adulthood with a deleterious effect on their mental health, this has seldom been explored for specific 

mental disorders using standardised and validated research instruments.  
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The impact of reaching adulthood for UASC varies from one European country to another. 

Whereas in some countries, there are no significant changes on reaching 18 within the asylum-

seeking process, in others such as France, there is ‘little to celebrate’ [6]. In France, UASC fall under 

the responsibility of the local Child Protection Services (CPS) who are responsible for making 

institutional care arrangements, through a network of child protection reception centres that provide 

accommodation, and access to education, legal help and health care [28,29]. UASC usually apply for a 

temporary residence permit (valid up to 4 years) rather than asylum. At age 18, child protection ends 

and youth fall under state law. However, some youth obtain a ‘Young Adult Contract’ (YA-contract), a 

form of ‘bridging support’ which provides an ‘integration pathway’ into education and the labour 

market and thereby extends child protection rights. It appears there are no clearly defined criteria for 

obtaining these contracts, but their renewal (possible up until age 21) often depends on successful 

education and/or employer appreciation [6]. Furthermore, YA-Contracts [30] as well as care 

arrangements [31] are financed at the local level and there can be significant disparities between 

areas.  

Research on UASC in France [11] is very limited. France differs from many other European 

countries in attracting UASC from French-speaking West African countries travelling the highly 

dangerous Central Mediterranean migration route [3]. Yet, most research carried out to date has 

been in host countries with different reception and resettlement schemes with UASC from Asian, 

East African and European origin. Moreover, few have focused specifically on the first years of 

adulthood, examining individual mental health disorders using standardised research instruments. In 

the present cross-sectional study including 110 youth aged 18 to 22, we aimed to describe the 

mental health, trauma and resilience of unaccompanied migrant youth in their first years of 

adulthood, using standardised and validated research instruments. In addition, we sought to 

investigate the association between uncertainty regarding right-to-stay and mental health. We 
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hypothesized that youth in an uncertain situation would be more likely to present mental health 

symptoms. 

 

Materials and methods 

Study setting and participants 

The study was carried out in three French cities: Chambery, Montpellier and La Rochelle. 

Participants were recruited between September 2019 and September 2020. We included: youth 

between 18 and 22, who no longer benefited from a YA-contract, who arrived in France as UASC, 

were registered with the CPSs and spoke sufficiently good French to participate. Youth meeting these 

criteria and for whom a contact number was still available were identified and contacted by carers at 

the child reception centres (psychologists, social workers, volunteer helpers, etc.). They were given a 

brief description of the study and invited to contact by phone the study coordinator. Upon 

acceptance and prior to the interview, participants read the study information sheet and signed an 

informed consent form. The study was approved by the ethics committee of the University of Savoie-

Mont Blanc (ref. CEREUS 20118-22). Less than five youth refused to participate once briefed about 

the study. The sample size was 110 participants. 

 

Measures 

All questionnaires and scales were administered at a single time-point by eight research 

assistants trained in interview techniques. After questions on socio-demographics, migration 

pathway, previous living conditions in the CPS centre, current situation, support network and 

difficulties encountered during their transition to adulthood, the following validated scales were 

administered: 

-The Patient Health Questionnaire 15-item somatoform module (PHQ-15), 7-item anxiety module 

(GAD-7), and 9-item depression module (PHQ-9) [32]. 
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-The Life Events Checklist for DSM-5 (LEC-5) which screens for 15 lifetime potentially traumatic 

events [33]. 

-The 20-item PTSD Checklist for DSM-5 (PCL-5) which assesses PTSS or PTSD experienced in the past 

month [34]. 

-The 10-item Connor-Davidson Resilience Scale (CD-RISC-10) exploring resilience over the past month 

[35,36]. 

On completion of each of the PHQ modules and PCL-5, participants were asked in a single question to 

give a rating of the severity of their symptoms since reaching adulthood (no change, more severe, 

less severe). 

 

Study variables 

For the three PHQ modules, categorical variables were constructed applying the widely used 

10+ cut-off threshold for probable symptomatology [37-39]. DSM-5 major depression was also 

reported. Given that the PHQ-9 has failed to show measurement invariance in asylum-seeking 

populations, we also considered the scores as continuous variables [40]. The dependent variable, a 

secure (versus uncertain) administrative situation was defined as (i) having obtained a residence 

permit and being in school, apprenticeship or a salaried job, or (ii) applied for residence permit whilst 

occupying a salaried job. 

 

Statistical analysis 

The sample was described using percentages for categorical variables and the median (range) 

for continuous variables. The Chi² test for categorical variables and Mann-Whitney test for 

continuous variables were used to study associations between socio-demographic variables and 

uncertainty. For the associations between mental health variables and uncertainty, we used logistic 

regression models, adjusted for age and study centre. Linearity of continuous variables with the 

outcome was verified. Significant associations were further adjusted for the following five variables 
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associated with uncertainty (p<0.10), and not entering into its definition: country of origin, reason for 

leaving: family conflict/abuse, contact with family, visit to psychologist during child protection, 

having a partner. Adjustment variables were entered one-by-one due to the small sample size. 

Results were expressed as odds ratios (OR) with 95% confidence intervals (95%CI), per interquartile 

range increase for continuous variables, for comparability purposes. The threshold for statistical 

significance was set at p<0.05. Analyses were performed using SAS EG 7.15 (SAS Institute, Inc. Cary, 

North Carolina). 

 

 

Results 

Socio-demographics  

Of the participants, median age at interview was 19.7 years (range: 18.1-22.8). The majority 

(92.7%) were male and originated from Africa (80%), mainly Guinea (36.4%), Ivory Coast (19.3%), 

Mali (15.9%) and Congo (13.6%). Two-thirds (68.2%) of the participants had temporary residence 

status (Table 1).  

 

Migration background and child protection 

Approximately half of the participants (51.8%) decided to leave their home country alone 

without their family knowing, 17.3% warned their family and 12.7% got their approval; for the 

remaining 18.2%, their family had decided for them. The main reasons for leaving were: family 

conflict or abuse (43.6%), personal choice (36.4%), persecution or war (16.4%), economic problems 

(14.5%), abandoned by parent(s) (13.6%), and death of parent(s) (7.3%) (Percentages do not add up 

as 41% of participants gave more than one reason). One third (32.7%) declared that they sometimes 

or often regretted leaving. Contact with family members ranged from never (15.4%), to rarely 

(15.6%), occasionally (24.6%), and regularly with weekly contacts (45.6%). 
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As UASC, 85.5% remained in the same child protection centre where initially placed. During 

their stay, 57.3% saw a psychologist at least once, of which 79% were offered psychological care. The 

types of difficulties reported were: uncertainty about the future (18.6%), separation from family 

(15.1%), feeling lonely (14.3%), pressure to succeed (12.3%), not able to speak French (10.4%), living 

conditions (9.3%), not able to express feelings (8.2%), cultural differences (7.7%), and a feeling of 

injustice and insufficient welcome by host country (4.1%) (Percentages do not add up as more than 

one type of difficulty could be reported). Globally, the participants felt their carers at the child 

protection centre understood their difficulties (80.9%) and felt satisfied with the care they received 

(75.5%).  

 

Transition to adulthood and mental health 

When asked, at the time of the interview, how they had felt during the first month after 

leaving child protection care, 61.5% of the participants declared they had felt less well than before; 

whereas only 17.7% rated their current wellbeing as worse than when they were minors. At the time 

of the interview, 18.4% reached criteria for a probable somatic disorder, 17.6% for anxiety and 28.7% 

for depression (Table 2). The most frequent (>25%) reported personally-experienced stressful life-

events were: physical assault (66.1%), witnessing the sudden and unexpected death of a close family 

member/friend (63.3%), assault with weapon (47.7%), captivity (45.9%), transportation accident 

(35.5%), witnessing violent death (34.9%), combat or exposure to a war-zone (29.6%), and life-

threatening illness or injury (27.5%). For those experiencing a traumatic event, the median PTSS 

score was 21 (IQR: 18) and 26.4% met criteria for DSM-5 PTSD. With respect to symptom change 

since reaching adulthood, 66% reported feeling less severe PTSS, and 30%, 40% and 37.3% less 

severe somatic, anxiety and depressive symptoms, respectively (Figure 1).  

 

Uncertain situation and mental health 
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Of the sample, 41.8% were in an uncertain situation, as defined in the study. They were 

younger (p=0.01), more often of African origin (p=0.01), less likely to have benefited from a YA-

contract (p=0.003), with lower income (p<0.0001) and living in more precarious housing (p<0.001) 

(Table 2). They were also more likely to have no or little contact with their family (28.3% versus 6.3% 

in a stable situation, p=0.02) and to have seen a psychologist during child protection (69.6% versus 

48.4%, p=0.03). Although borderline significant, a higher proportion of those in an uncertain situation 

migrated because of family conflict/abuse (54.5% versus 35.9%, p=0.06) and a lower proportion had 

a partner (26.9% versus 42.2%, p=0.08).  

Anxiety symptoms increased the odds of being in an uncertain situation (OR per IQR increase 

(95%CI): 1.77 (1.05-2.98)). This was also the case for PTSS total score (2.05 (1.06-4.00)). Similar 

magnitudes of associations were found for the different PTSS sub-scales but were borderline or not 

significant. The odds of uncertainty decreased by a factor of two in youth showing higher resilience 

(0.50 (0.27-0.91)). Youth affected in their daily functioning by PHQ mental health symptoms were 

more likely to be in an uncertain situation (p=0.04) (Table 2). Significant associations were further 

adjusted for country of origin, migrating because of family conflict/abuse, contact with family, visit to 

psychologist during child protection and having a partner, each entered separately into the models. 

Findings were unchanged for anxiety and resilience. However, for PTSS, the association no longer 

reached significance when adjusted for contact with family and became borderline significant when 

adjusted for seeing a psychologist (Table 4). Regarding uncertainty and subjective change in 

symptom severity, we observed a significant trend for anxiety (p=0.02) and depressive symptoms 

(p=0.003), with participants in an uncertain situation being more likely to consider their symptoms as 

more severe since reaching adulthood (Table 3). 

 

Discussion 

Frequency of mental health symptoms 
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In agreement with elsewhere [10,12], our findings highlight the high frequency of mental 

health symptoms in youth who arrived as UASC. For instance, the proportion with a somatic 

symptom score≥10 was approximately twice as high as in a normative population of men aged 18-39 

[41]. For probable PHQ anxiety and depression, rates were more than four times as high as in 

normative samples of men aged 18-39 for anxiety [42] and 14-24 for depression [43]. The PTSS score 

in our sample was considerably higher than in samples of undergraduate students either self-

evaluated as having experienced a “very stressful life-event” (mean 15.4 (sd. 14.7)) [34] or when 

referring specifically to their most distressing experience (29.9 (17.7) and 20.4 (16.7) in the English 

and French sub-samples, respectively) [44]. 

Comparison with other studies of UASC in the first years of adulthood is limited, as few have 

focused specifically on the 18-20 age group (extended to 22 in our study to take into account the YA-

contract). Of those that span both adolescence and early adulthood [16,13,20,22,18], mental health 

problems are seldom reported by age group. Furthermore, the quality of evidence is considered to 

be low due to small convenience sampling [10]. In one study, 81.4% of highly selected UASC around 

age 18 reached criteria for provisional depression [13]. On the other hand, recent aggregated data 

from surveys of general population refugee and asylum-seekers in Germany yielded an overall 

prevalence of PHQ-9 depression of 30.7%, comparable to the prevalence of 28.7% in our study [17]. 

Despite some controversy with one study reporting a reduction in psychological distress over a one-

year follow-up of both accompanied and unaccompanied migrant minors [22], most studies report 

no significant change as measured with different versions of the Hopkins Symptom Checklist [19-

21,23]. This suggests that mental health problems in UASC are likely to be chronic and persistent in 

the short-term. In a longitudinal study of 47 UASC examining changes in depression, anxiety, 

externalizing symptoms and PTSS, no changes were observed in the short-term (two-years post-

arrival mean age: 16.5 (sd. 1.6)) or, except for depression, in the long-term five years after arrival 

(mean age 20.0 (sd. 1.6)) [24].  
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Although we have no comparable data before and after reaching adulthood, a majority of the 

participants in our study did not report a worsening of symptoms. On the other hand, compared to 

before, nearly two-thirds reported feeling less well during the first month after reaching age 18, 

whereas only a small minority reported feeling less well at the time of the study. Reaching age 18 

may be more of a milestone in some countries that in others, depending on the change in legal 

status. Although this is delayed in the case of a YA-contract, in France at age 18, legal responsibility 

for UASC is transferred from the local level to the state. Once reaching this age, a resident permit is 

more difficult to obtain whilst being a prerequisite for accessing work and staying in the country. This 

may explain the increased vulnerability of UASC in the first month of adulthood, with their stay in the 

child protection centre reaching an end, leading also to a separation from their main carers and 

trusted persons. However, recall bias could contribute to these findings, as youth were asked to 

remember how they had felt as far as four years back (for the first month of adulthood) and more (as 

a minor). Improvement in subjective well-being since reaching adulthood could be overestimated, 

especially in youth in a secure situation. Indeed, recalling (i) how they had felt as minors brings them 

back to their migration journey and arrival in the host country, and (ii) how they had felt the first 

month of their majority, to the end of child protection. 

 

Uncertainty and mental health  

Our findings suggest uncertainty regarding right-to-stay is associated with anxiety and PTSS, 

but not depressive or somatic symptoms. In migrant minors, the link between right-to-stay, social 

support and psychological well-being, especially in those unaccompanied, has been previously 

reported [26]. Jakobsen et al. examined levels of psychological distress assessed using the HSCL-25 

and Harvard Trauma Questionnaire in a 2.5 follow-up study of unaccompanied migrant youth 

spanning adolescence and early adulthood. Although psychological distress did not change over time, 

it was found to be negatively affected by low support and refusal of asylum [20]. The link between 

decision on asylum status and psychological distress has been confirmed since [22]. In a cross-



14 
 

sectional study of unaccompanied asylum-seeker and refugee adolescents (mean age 18.6 (1.51)), 

fear of deportation was associated with increased mental distress [13]. However, this is to be 

distinguished from an objective measure of uncertainty regarding right-to-stay and can be 

confounded by anxiety symptoms. So far, few studies have investigated the association between 

asylum status and specific psychiatric disorders or symptom dimensions such as anxiety and 

depression. A recent retrospective study found no association between the length of the asylum 

process as a proxy for accumulated stress and depression; however, the sample was restricted to 

refugees who had been granted protection [18]. On the other hand, they reported a healing effect of 

time over the long-term (10 years) with residence-time negatively associated to depression.  

Regarding trauma, a correlation has been reported between age of UASC and PTSS [27], 

suggesting that approaching the age of 18 with potential worry about the future may have an impact 

on PTSS. A further study evidenced an increase in daily stressors in UASC since their arrival in the 

host country, in particular experiences related to discrimination but also dissatisfaction with 

educational situation, missing family, the impact of age assessment, homelessness and being forcibly 

and repeatedly moved, which all contributed to the increase in PTSS [23]. Indeed, transition to 

adulthood -with the paradox of protection as an UASC followed in many countries by a form of 

‘rejection’ on reaching adulthood- can in itself constitute a new type of trauma [26]. Our findings 

suggest that being in an uncertain situation may exacerbate symptoms that may otherwise have 

remained stable or receded.  

Our hypothesis was that youth in an uncertain situation would be more likely to present 

mental health symptoms. However, this association can be explained bi-directionally. Uncertainty 

may trigger mental health problems, but chronic underlying anxiety and PTSS could also prevent 

youth from reaching a secure situation. Uncertainty would in turn exacerbate symptoms, both 

measured by validated research instruments (for anxiety and PTSS) and self-evaluated in terms of 

subjective change over time (for anxiety and depression). The direction of the association is 

particularly difficult to disentangle for resilience. Uncertainty may have hindered the development or 
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maintenance of resilience, just as a lack of resilience may have triggered a succession of events 

leading to an uncertain situation. Research on resilience in UASC and adult migrants is scarce, and to 

our knowledge, no studies have measured this concept using standardised research instruments. 

Interestingly, the level of resilience in our study (mean (sd.): 29 (6.2)) is very similar to that reported 

for the 18-24 year age group in the general population validation study (mean (sd.): 29.5 (5.4)) [35]. 

 

Limitations 

The main limitation was the representativeness of our sample. Regarding the choice of the 

three cities, the profiles of UASC under the responsibility of the three CPSs are unlikely to differ. 

Indeed, legislation ensures all CPSs participate in the reception of UASC, meaning that UASC seldom 

remain at their point of arrival in the country [29]. On the other hand, participants were selected 

indirectly through their former carers, which may have introduced bias in the estimations of mental 

health problems. Those in a secure situation may have been easier to reach leading to an 

underestimation of prevalence rates. On the other hand, the carers felt that those who kept in touch 

were often in acute need of support and guidance with a strong emotional attachment. The main 

variable, uncertainty, lacks precision with respect to the duration of residence status and the length 

of the waiting period for pending cases. Another important limitation of our study was its cross-

sectional design. This led to ambiguity as to the nature (temporary versus enduring) of mental health 

symptoms and the direction of associations between uncertainty and mental health. Recall bias is 

another limitation as the participants were asked to rate their change symptoms since reaching 

adulthood, as well as the recall how the felt in the first month of leaving child protection, compared 

to as far as four years earlier. 

 

Strengths 

A strength of this study is the use standardised and validated research instruments. The 

choice of the widely used PHQ allowed us to compare our frequency rates to those established for 
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normative populations. Given the limited knowledge of written French by some of the participants, a 

research assistant administered the self-report questionnaires during a 1.5-hour interview. This 

contributed to the good quality of our data with very few missing values. A further strength is the 

sample size, which can be considered relatively large given the difficulties of reaching young adult 

UASC no longer under child protection [4]. Our study is original as it is one of the few studies 

emanating from France and includes a majority of UASC from West Africa. 

 

To conclude, this study is one of the first to report on the mental health of unaccompanied 

migrant youth in France, focusing on the critical two-year period since reaching adulthood, and on 

the association between uncertainty regarding right-to-stay and specific mental health symptoms. 

Our findings confirm the high levels of mental health symptoms in this population and suggest that 

uncertainty is associated with higher anxiety and PTSS, less resilience and a worsening of subjective 

anxiety and depressive symptoms. UASC need to be better prepared and accompanied during this 

transition period, with regular assessments of mental health symptoms in order to apply timely 

psychosocial interventions [45]. This represents a particular challenge given that many UASC reach 

their host country close to age 18. 
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Table 1. Socio-demographic characteristics of the sample, overall and according to uncertain situation. 

 Total Uncertain situation  

 (N=110) 
% (n) 

No (N=64) 
% (n) 

Yes (N=46) 
% (n) 

P3 

Age (yrs)1 19.7 [18.1-22.8]  19.7 [18.5-22.8] 19.2 [18.1-22.3] 0.01 
Age at arrival in France (yrs)1  16.3 [13.4-17.8] 16.3 [13.4-17.7] 16.2 [14.9-17.8] 0.41 
Time since end of child protection (yrs)1 0.96 [0.01-4.1] 0.92 [0.03-3.9] 0.97 [0.01-4.1] 0.87 

Study centre     
Chambery 40.0 (44) 37.5 (24) 43.5 (20)  
Montpellier 33.6 (37) 39.1 (25) 26.1 (12)  
La Rochelle 26.4 (29) 23.4 (15) 30.4 (14) 0.35 
     

Sex (male) 92.7 (102) 95.3 (61) 89.1 (41) 0.28 
Country of origin     

Europe  7.3 (8)    
Asia 12.7 (14) 28.1 (18) 8.7 (4)  
Africa 80.0 (88) 71.9 (46) 91.3 (42) 0.01 
     

Learnt French prior to arrival (yes) 64.6 (71) 60.9 (39) 69.6 (32) 0.35 
Current level of spoken French     

Average 18.2 (20) 17.2 (11) 19.5 (9)  
Good 40.0 (44) 37.5 (24) 43.5 (20)  
Very good 41.8 (46) 45.3 (29) 37.0 (17) 0.68 

Living situation     
Rented accommodation 51.8 (57) 65.6 (42) 32.5 (15)  
Young workers home 17.3 (19) 21.9 (14) 10.9 (5)  
Institutional accommodation2 10.9 (12) 4.7 (3) 19.6 (9)  
Other (friends, charity org.) 20.0 (22) 7.8 (5) 37.0 (17) <0.001 

Financial income (per month)     
Charity, unemployment, <500€ 36.1 (39) 12.5 (8) 70.5 (31)  
600€ - 1100€ 28.7 (31) 35.9 (23) 18.2 (8)  
≥1200€ 35.2 (38) 51.6 (33) 11.3 (5) <0.001 
     

Official diploma or qualification (yes) 70.0 (77) 76.6 (49) 60.9 (28) 0.08 
     
Professional training (yes) 30.0 (33) 29.7 (19) 30.4 (14) 0.93 
     
Young adult work contract (yes) 75.5 (83) 85.9 (55) 60.9 (28) 0.003 
Current occupation     

School 15.5 (17) 7.8 (5) 26.1 (12)  
Apprenticeship 30.0 (33) 40.6 (26) 15.2 (7)  
Unemployed 10.9 (12) 0 (0) 26.1 (12)  
Salaried work 34.5 (38) 51.6 (33) 10.9 (5)  
Other 9.1 (10) 0 (0) 21.7 (10) - 

Current administrative situation     
Residence permit 68.2 (75) 98.4 (63) 26.1 (12)  
Residence permit application 10.9 (12) 1.6 (1) 23.9 (11)  
Asylum application 6.4 (7) 0 15.2 (7)  
Illegal stay 13.6 (15) 0 32.6 (15)  
Obligation to leave the territory 0.9 (1) 0 2.2 (1) - 

1median [min-max] 
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2boarding school, student housing… 
3Mann-Whitney test for continuous variables and chi² or Fischer test for categorical variables
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Table 2. Uncertain situation according to mental health disorders, trauma and resilience. 

   Uncertain situation   

  Total No Yes   

 N Median 
[IQR] 

Median 
[IQR] 

Median 
[IQR] 

OR (95% CI) 3 P4 

Somatic symptom score 109 5.0 [6.0] 4.0 [6.0] 5.5 [6.0] 1.75 (0.96 – 3.19) 0.07 
Anxiety score  108 4.0 [5.0] 3.0 [4.0] 5.0 [7.0] 1.77 (1.05 – 2.98) 0.03 
Depression score  108 6.0 [7.5] 5.5 [8.0] 6.0 [8.0] 1.28 (0.73 – 2.23) 0.40 
       
Somatic score (>=10) (%) 109 19.3 17.5 21.7 2.37 (0.79 - 7.07) 0.12 
Anxiety score (>=10) (%) 108 17.6 14.5 21.7 1.62 (0.58 - 4.58) 0.36 
Depression score (>=10) (%) 108 28.7 27.4 30.4 1.25 (0.52 - 3.00)  0.60 
Major depression (%) 108 14.8 14.5 15.2 1.15 (0.38 - 3.51) 0.81 
       
Effect on daily functioning (%) 100      

No effect  51.0 59.6 39.5 1  
Made things difficult  33.0 31.6 34.9 2.08 (0.80 - 5.42)  
Made things very difficult  16.0 8.8 25.6 5.58 (1.48 - 20.9) 0.04 

       
N° of stressful life events1 110 5.0 [4.0] 5.0 [4.0] 5.0 [3.0] 1.04 (0.90 - 1.20)  0.62 
       
PTSD (DSM-5) (%) 110 26.4 23.4 30.4 1.85 (0.74 - 4.60) 0.19 
PTSS 982      

Total score   21.0 [18.0] 19.0 [18.0] 23.0 [15.0] 2.05 (1.06 – 4.00) 0.03 
Re-experiencing score  6.0 [7.0] 6.0 [6.0] 7.0 [5.0] 1.84 (0.89 – 3.79) 0.09 
Avoidance score  4.0 [3.0] 3.0 [4.0] 4.0 [4.0] 1.69 (0.95 – 3.00) 0.07 
Cognitive score  6.5 [7.0] 6.0 [7.0] 7.0 [5.0] 1.59 (0.89 – 2.84) 0.09 
Hyper-reactivity score  5.5 [7.0] 5.0 [7.0] 6.0 [6.0] 1.79 (0.90 – 2.59) 0.11 

       
Resilience score 108 29.0 [9.0] 30.5 [9.0] 28.0 [9.0] 0.50 (0.27 – 0.91) 0.02 
       
1
experienced personally or witnessed 

2
participants declaring at least one stressful life-event considered to be traumatic (LEC-5 checklist)  

3
odds ratios per interquartile range increase, except for number of stressful life events 

4
adjusted for study centre and age 
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Table 3. Uncertain situation according to mental health disorders, trauma and resilience, adjusted for 
covariates entered separately into the models. 

 Odds ratio per interquartile range increase in: 

 Anxiety score PTSS score Resilience score 

Adjustment variables: OR (95% CI), p 2 OR (95% CI), p 2 OR (95% CI), p 2 

 
Country of origin: Africa 

 
1.76 [1.04 - 2.99], 0.04 

 
2.00 [1.01 - 3.93], 0.05 

 
0.50 [0.27 - 0.91], 0.02 

 
Reason for leaving: family 
conflict/abuse 

 
 

1.81 [1.06 - 3.09], 0.03 

 
 

1.97 [1.00 - 3.87], 0.05 

 
 

0.51 [0.28 - 0.93], 0.03 
 
Contact with family 

 
1.86 [1.06 - 3.27], 0.03 

 
1.71 [0.84 - 3.48], 0.14 

 
0.45 [0.23 - 0.86], 0.02 

 
Consultation with 
psychologist1  
 

 
 

1.72 [1.01 - 2.92], 0.05 

 
 

1.88 [0.95 - 3.70], 0.07 

 
 

0.52 [0.28 - 0.95], 0.03 

Having a partner 1.69 [1.00 - 2.87], 0.05 2.23 [1.11 - 4.48], 0.02 0.51 [0.28 - 0.95], 0.03 
1
during child protection 

2
odds ratios per interquartile range increase, except for number of stressful life events, further adjusted for study 

centre and age 
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Table 4. Uncertain situation according to subjective change in symptom severity since reaching 
adulthood. 

  Uncertain situation   

  No (N=64) Yes (N=46)   

Change since reaching 
adulthood: 

  
% (n) 

 
% (n) 

 
OR (95% CI) 

 
P1 

      
Somatic symptoms Less severe 38.7 19.6 1  
 Unchanged 38.7 52.2 2.73 (0.87 – 8.61)  
 More severe 22.6 28.3 2.72 (0.98 – 7.59) 0.12 
      
Anxiety symptoms Less severe 48.4 30.4 1  
 Unchanged 37.1 32.6 1.67 (0.64 – 4.36)  
 More severe 14.5 37.0 4.62 (1.57 – 13.58) 0.02 
      
Depressive symptoms Less severe 45.2 28.3 1  
 Unchanged 38.7 28.3 1.26 (0.45 – 3.47)  
 More severe 16.1 43.4 6.58 (2.11 – 20.5) 0.003 
      
Post-traumatic stress  Less severe 73.7 75.0 1  
symptoms Unchanged 15.8 7.5 0.43 (0.10 – 1.79)  
 More severe 10.5 17.5 2.02 (0.58 – 7.05) 0.3 
      
1
adjusted for study centre and age 
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Figure 1. Subjective change in symptom severity since reaching adulthood (18+) 
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