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Abstract 
Research Background: Psychological stressors leading to poor mental health 
outcomes accumulate throughout the migration process. The impact of a par-
ent or caregiver’s posttraumatic stress on non-traumatized children is signifi-
cant and may lead to adverse development and mental health outcomes. Re-
search Objectives: The objective of this review is to explore both the conse-
quences of parental trauma transmission on descendants’ psychological ad-
justment and well-being, and the mechanisms through which trauma has been 
transmitted among im/migrant populations. Methods: Criteria outlined in the 
Preferred Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) statement guided this systemic review. The questions guiding this 
review are: (a) What are the consequences of parental trauma transmission on 
the psychological adjustment and well-being of im/migrant offspring? And (b) 
What are the psychosocial mechanisms of trauma and resilience transmission 
among im/migrant populations? Each potential study was assessed based on 
relevance to the review question(s). Results: Parental trauma can lead to ad-
verse mental health outcomes among descendants including increased inter-
nalizing and externalizing problems, the adoption of coping behaviors and 
worldviews, and worsening school performance. Mechanisms that influence 
trauma transmission include parental trauma symptom severity, the parent-
child dyad, social learning, and family stressors. Pathways of resilience exist 
across socioecological levels to include individual resilience such as coping 
skills and meaning making, family resilience, structural protective factors, and 
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social and cultural protective factors. Conclusions: Despite the prevalence of 
traumatic events throughout the migration process, im/migrant families dis-
play strong levels of resilience. Mental health services and providers should 
incorporate a strength-based approach in designing interventions that are cul-
turally responsive and take into accounts the broader ecological contexts in 
which im/migrant families live. 
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1. Introduction 

The prevalence of mental health challenges among persons who have been forci-
bly displaced, such as refugees and asylum seekers, is well documented [1] and 
includes significant levels of depression, anxiety, post-traumatic stress disorder, 
and non-affective psychosis [2]. Psychological stressors leading to poor mental 
health outcomes accumulate throughout the migration process [3]. This accumu-
lation of adversity refers to the triple trauma paradigm which includes (1) trauma 
experienced in the country of origin, (2) traumatic events along the migration 
journey, and (3) trauma encountered upon resettlement in the host country [4] 
[5]. Traumatic experiences can include personal trauma, such as intimate partner 
violence, or collective trauma as in apartheid or genocide [6]. Experiencing a crit-
ical threat to health, safety, security, or well-being influences a person’s decision 
to flee from their country of origin [2]. There are also significant mental health 
effects of torture and trauma which are common experiences for those fleeing vi-
olence in their own country [7]. During the migration journey, there is significant 
risk of violence and trafficking [8]. Upon resettlement, ongoing trauma occurs in 
the form of acculturation stressors such as economic marginalization, forced sep-
aration from family, and racism and hostility, increasing vulnerability and risk of 
exploitation and exacerbating trauma sequelae [2] [3]. The education of healthcare 
providers to screen and address potential mental health concerns related to trauma 
among im/migrants is an important and necessary part of healthcare for resettled 
im/migrant families.  

1.1. Family Systems Theory and Intergenerational Trauma 

Family systems theory describes human functioning based on the interactions be-
tween people within a family, and the context(s) in which that family is embedded [9]. 
The interdependence of family members influences the development and exchange of 
individual and collective behaviors, values, and beliefs. Family systems theory can be 
applied to understand how the well-being of one member impacts the functioning of 
other family members through the study of intergenerational trauma [6] [10]. The 
impact of a parent or caregiver’s posttraumatic stress on non-traumatized children is 
significant and may lead to adverse development and mental health outcomes 

https://doi.org/10.4236/health.2024.1610063


M. Gillen et al. 
 

 

DOI: 10.4236/health.2024.1610063 890 Health 
 

[10]. 
Intergenerational trauma research initially focused on survivors and descend-

ants of the Holocaust. A meta-analysis reviewing 14 studies on offspring of Holo-
caust survivors found that, compared to control groups, this population had higher 
levels of depressive symptoms, posttraumatic stress, anxiety disorders, attention de-
ficiency, and greater perceptions of taking on parental pain and burden [11]. Off-
spring of Holocaust survivors may develop behaviors that mirror parental trau-
matization includes feelings of fear, mistrust, and hypervigilance to anticipate dis-
aster [12]. In addition to the consequences of trauma transmission on subsequent 
generations, mechanisms through which trauma transmission occurs have been 
studied. Parenting styles that encompass dysfunctional communication and im-
paired family functioning increase the risk of trauma transmission between Hol-
ocaust survivors and their offspring. For example, punitive disciplinary behaviors, 
overprotectiveness, and parent-child role reversal contribute to a parent-child 
dyad rooted in displaced emotions and insecure attachment. 

Studies with Holocaust survivors and their descendants provided foundational 
findings for intergenerational trauma reinforced by research in epidemiology, psy-
chology, and psychiatry, supporting the heritability of trauma [6]. Fazel [13] cau-
tions against generalizing findings of intergenerational trauma research among Hol-
ocaust descendants to contemporary forcibly displaced groups, as each population 
is likely to have distinct and unique experiences of trauma [4]. One suggested ap-
proach to evaluation and study of intergenerational trauma is the use of a cultur-
ally enhanced bioecological model to understand unique cultural components of 
the meaning of trauma and subsequent parenting behaviors [14]. Research on the 
transmission of trauma among refugees, asylum seekers, and survivors of forced 
displacement is emerging. The objective of this review is to explore both the con-
sequences of parental trauma transmission on descendants’ psychological adjust-
ment and well-being, and the mechanisms through which trauma has been trans-
mitted among im/migrant populations. With increased understanding about the 
consequences and mechanisms of intergenerational trauma transmission, this 
body of research can be reframed through the lens of resilience and posttraumatic 
growth. 

2. Methods 

The questions guiding this review are: (a) What are the consequences of parental 
trauma transmission on the psychological adjustment and well-being of im/mi-
grant offspring? And (b) What are the psychosocial mechanisms of trauma and 
resilience transmission among im/migrant populations? Each potential study was 
assessed based on relevance to the review question(s). Studies were not required 
to investigate both questions. 

Articles were identified through searches in PubMed, PsychINFO, JSTOR, and 
GoogleScholar, and by checking the reference lists of relevant articles. Criteria 
outlined in the Preferred Reporting Items for Systematic Reviews and Meta-
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Analyses (PRISMA) statement guided this systematic review. The search strategy 
applied a combination of key terms associated with three categories: (1) the pop-
ulation of interest (im/migrant, refugee, asylum seeker, displaced persons), (2) the 
topic of interest (intergenerational trauma and/or resilience), and (3) the outcome 
of interest (child/descendant mental health, mechanisms of transmission, risk/pro-
tective factors). Figure 1 summarizes the search results and the inclusion and ex-
clusion of articles. 

 

 

Figure 1. PRISMA diagram. 

2.1. Inclusion Criteria 

Included peer-reviewed studies focused on im/migrant or forcibly displaced pop-
ulations regardless of country of origin or cultural group. Participant experiences 
of personal and/or collective trauma were included. Study designs were not lim-
ited to qualitative, quantitative, or mixed methods, with scoping and systematic 
reviews included. 
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2.2. Exclusion Criteria 

Studies were excluded if their populations of focus were non-migrant populations 
(e.g., military veterans) or Holocaust survivors and their offspring due to limita-
tions addressed by Fazel [13]. If no direct information was collected from individ-
uals or groups, and/or studies lacked empirical findings, they were excluded. The 
current review focused on psychosocial mechanisms of trauma transmission as 
supported by a family system theoretical framework, excluding studies exploring 
biological or epigenetic transmission of traumas.  

2.3. Methods of Analysis 

Study analyses involved a hybrid approach using both inductive and deductive 
methods of analysis. Inductive methods focused on specific observations and 
identifying patterns within data. In contrast, deductive analysis tests an existing 
theory by collecting information and data to support or reject the hypothesis. Ex-
isting literature about intergenerational mechanisms of trauma transmission pro-
vided foundational knowledge to identify mechanisms further described in the 
reviewed studies.  

3. Results and Analysis 
3.1. Descriptive Results 

Forty-eight articles were retrieved in this systematic review. Regarding research 
design, 12 studies used qualitative methods, 18 used quantitative methods, and 10 
used mixed methods. Five studies were systematic reviews, and one was a scoping 
review. Most studies were cross-sectional (67%), while 8% were longitudinal. Par-
ticipant demographics included refugees (75%), asylum seekers (20%), immi-
grants (20%), and displaced genocide survivors (10%). Participants were dis-
placed/migrated from various geographic regions including the Middle East, Latin 
America, Eastern Europe, Southeast Asia, Eastern Africa, and the Balkans. 

3.2. Consequences on Children’s Mental Health and Well-Being 

As illustrated in Table 1, a prominent theme of this review involves the effects of 
parental trauma transmission on the mental health and well-being of children. 
Mental health outcomes among children are often conceptualized according to 
their capacity for psychosocial functioning and adjustment. In child psychology, 
psychosocial function refers to the ability of a child to adapt to their surrounding 
environment. Adaptive ability implies the individual has sufficient resources to 
respond adequately to the demands of the environment and achieve his or her 
objectives. A similar outcome includes sense of coherence (SOC), or an individ-
ual’s capacity for internalized meaningfulness, comprehensibility, and managea-
bility when faced with adverse experiences [15]. Children with higher levels of 
SOC believe that the appropriate resources are available and may be mobilized to 
cope with challenges when confronted with stressors. In contrast, when a child feels 
incompetent in managing stressors, there is an increased risk for psychological 
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distress later in life [16]. Parental trauma was found to be negatively associated 
with adolescents’ sense of coherence [16]. In Southeast Asian refugees, as the de-
gree of parental trauma increased among the sample population, their offspring’s 
SOC decreased [16]. 

 
Table 1. Consequences on descendants’ mental health and well-being. 

Category Description 
Number (%) 
of Articles 

Psychological  
adjustment 

Experiences of emotional distress can increase the  
difficulty for a child to tolerate unexpected changes to 

their environment, accurately interpret social  
interactions, and identify and regulate their emotions. 

6 
(12.5%) 

Internalizing 
problems 

Internalizing problems include depressive symptoms, 
secondary traumatic stress, anxiety disorders, attention 
deficiency, psychosocial stress, and social withdrawal. 
Emotions and inner states reported were horror, fear, 

sadness, shame, anger, stress and anxiety, low self-worth, 
and guilt. 

26 
(54%) 

Externalizing 
problems 

Externalizing problems include disruptive, hyperactive, 
and aggressive behaviors as well as conduct problems,  

social hostility, and peer conflict. 

14 
(29%) 

Survival  
strategies/Coping 

behaviors 

Children develop adaptive behaviors and world views  
resembling that of the traumatized parent. Survival  

strategies and coping behaviors can include engagement 
in, or ambivalence to, risky health behaviors. 

8 
(17%) 

School  
performance 

Lower-than-average school performance via grade point 
average and eligibility for upper secondary education was 
found and yields further concern about later-life mental 

health outcomes. 

2 
(4%) 

 
Factors inhibiting psychosocial functioning include experiences of emotional 

distress that increase the difficulty for a child to tolerate unexpected changes to 
their environment, accurately interpret social interactions, and identify and regu-
late their emotions. Emotional distress was the most common type of child outcome 
found from a scoping review of literature on intergenerational trauma among Latinx 
communities [6]. The significant prevalence of emotional distress throughout the 
current literature review supports this finding and its consequences on a child’s 
psychosocial functioning [17]. 

Six of the studies in this review found results that showed an association be-
tween parental trauma and the general psychosocial functioning/adjustment of 
their children. Psychosocial functioning is often measured through parental re-
porting of child internalizing and externalizing symptoms via scales such as the 
Child Behavior Checklist and the Strengths and Difficulties Questionnaire (SDQ). 
Dalgaard et al., [18] utilized the SDQ to study the prevalence of emotional symp-
toms, conduct problems, hyperactivity and inattention, peer-related problems, 
and prosocial behaviors among children of refugee families. The SDQ symptom 
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scales can be combined into an Internalizing dimension and an Externalizing di-
mension, producing a total score that indicates difficulties with psychosocial func-
tioning [18]. The mean for the SDQ Total Difficulties Score from a refugee sample 
was tested against the known mean from Danish norms (6.42 for boys and 5.45 
for girls). For all participants, the mean scores were significantly higher among 
the refugee sample than the Danish norms: for boys (M = 11.69 SD = 6.50), t(15) 
= 3.242, p = .005, and for girls (M = 12.86 SD = 6.60), t(13) = 4.201, p = .001. This 
finding confirms the study’s hypothesis that a significant difference between ref-
ugee children’s mean scores and the Danish host country norms might indicate a 
negative impact of parental trauma on non-traumatized refugee children [18]. 
The following subthemes elaborate on the prevalence of internalizing and exter-
nalizing problems among im/migrant children as influenced by parental trauma. 

3.2.1. Internalizing Problems 
Twenty-six of the forty-eight studies (54%) acknowledged the impact that paren-
tal trauma has specifically on internalizing behaviors among offspring of im/mi-
grants. Internalizing problems are categorized as emotional symptoms and ex-
pressions often turned inward toward the individual [19]. Internalizing problems 
found across studies include increased depressive symptoms [20]-[22], anxiety 
disorders, attention deficiency, psychosocial stress, autonomic hyperreactivity, 
and identity confusion [23] among children of traumatized im/migrant parents 
[24]-[26]. In a qualitative study, Bezo and Maggi [27] found a prevalence of emo-
tions and inner states that impacted the daily lives of second and third generations 
of Ukrainian survivors of the Holodomor genocide. The emotions and inner states 
reported were horror, fear, sadness, shame, anger, stress and anxiety, and low self-
worth [27]. Stress and anxiety, and low self-worth were only reported among 
women descendants [27]. Feelings of regret and doubt were associated with a per-
ception of inadequate personal achievement and contributed to decreases in self-
worth [27]. Another study corroborated these findings, reporting that “stressors 
triggered by mass trauma experiences can leave lasting emotional wounds on 
communities” in the form of increased anger and aggression, shame, diminished 
self-worth, feelings of terror and fear, grief, and numbness [28]. 

Higher rates of secondary traumatic stress and posttraumatic stress disorder 
(PTSD) were also found among im/migrant offspring despite children not having 
experienced the traumatic event directly themselves. Sack, Clarke & Seekley [29] 
found PTSD to be significantly related across parent-child generations, suggesting 
that PTSD symptoms among refugees may cluster in families. For example, “sur-
vivors of the 1988 earthquake in Armenia commonly reported nightmares with 
images related not only to the earthquake, but to the Armenian Genocide that 
their ancestors had experienced” [30]. About one-third (35.7%) of participants 
from second, third, and fourth generations of Armenians reported symptomatol-
ogy compatible to at least subclinical traumatic reactions, supporting intergener-
ational trauma transmission across many generations [31]. 

Findings from a study by Berg and colleagues found an association between 
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post-traumatic stress in mothers and an increased use of psychiatric services by 
foreign-born refugee children, as well as Swedish-born children with refugee par-
ents [32]. Particularly high risks were seen in more recently arrived refugee ado-
lescents and for diagnoses of internalizing problems such as anxiety and depres-
sion [32]. When contradictory findings indicated less contact with psychiatric ser-
vices, explanations were proposed to include “an underutilization of mental health 
services, the existence of barriers to care, and an unmet need for healthcare, rather 
than lower levels of mental health problems” [32]. 

Children of traumatized parents were also found to develop increased feelings 
of guilt [33] and high levels of empathy and identification with their parent’s suf-
fering [34]. In a case study referenced by Dalgaard & Hviid [35], the child of a 
traumatized immigrant mother was perceived to be “sharing and taking over his 
mother’s worries and meaninglessness” which impeded his own ability to imagine 
potential futures for himself [35]. Meanwhile, some im/migrant children may de-
velop feelings of guilt and betrayal for pursuing a trajectory that “makes the most 
of the resources available to them” in their resettled country, rather than envelop-
ing the lived experiences of their parents [35]. 

Offspring participants described the impact of heightened emotional distress as 
affecting their ability to make time for personal development and to nurture in-
terpersonal relationships. Feelings of fear and mistrust influenced subsequent 
feelings of isolation and a general wariness of others [27] [28]. Social withdrawal 
and isolation were found to be a common internalizing behavior among descend-
ants of im/migrant parents who have experienced trauma [28]. Additionally, re-
sults found by Peltonen et al., [36] suggest that children whose mothers scored 
high in posttraumatic stress showed poorer emotional processing, or the ability to 
perceive and reason about other people’s emotions. Children with poor emotional 
processing are likely to have social and interpersonal difficulties [36]. Overall, “trau-
mas experienced by caregivers can alter children’s own capacity to form trusting 
social bonds,” an important aspect of psychosocial functioning [6]. 

3.2.2. Externalizing Problems 
Psychosocial functioning is also influenced by the presence of externalizing prob-
lems which refers to “a grouping of behavior problems that are manifested in chil-
dren’s outward behavior and reflect the child negatively acting on the external 
environment” [37]. Fourteen studies (29%) discussed an association between pa-
rental trauma and externalizing problems among im/migrant offspring [38] [39]. 
Externalizing outcomes included disruptive, hyperactive, and aggressive behav-
iors [40]. In Southeast Asian refugees, higher levels of antisocial and delinquent 
behavior were reported among foreign-born children [11]. Increased child con-
duct problems [41], hyperactivity, social hostility [27], and peer conflicts [25] are 
additional externalizing problems reported among offspring of traumatized 
im/migrant parents [24]. In one study, findings demonstrated an association be-
tween parents’ refugee status and serious violence among Vietnamese youth, me-
diated by peer delinquency and parental engagement [42]. 
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3.2.3. Living in Survival Mode: Coping Behaviors and Worldviews 
Poor mental health outcomes also include the development of adaptive behaviors 
and worldviews resembling that of the traumatized parent [23]. Bezo and Maggi 
observed participants in “survival mode” despite an absence of active threat or 
danger [27]. Survival mode involves a “constant need for survival and self-preser-
vation that precludes the ability to live in the present and enjoy life” and includes 
feelings of fear and mistrust, hypervigilance in anticipation of harm or disaster, 
social hostility, and indifference toward others [27]. 

Survival strategies may also include risky health behaviors such as alcohol or 
substance misuse [6] [27] [28]. During the Holodomor genocide, the appearance 
of Ukrainian men as strong, in good health, and independent was used as a pretext 
for execution [27]. Therefore, behaviors such as alcohol abuse became adaptive 
for men to appear weak and of poor health as a mechanism of survival. This weak-
ness and passivity were then learned and reinforced by each successive generation, 
leading to an ambivalence toward risky health behaviors [27]. Risky health behav-
iors and other alternative strategies to survival can increase vulnerability to situa-
tions of high risk and additional trauma exposure across generations [43]. 

Studies show stigma surrounding mental health is another example of a 
worldview adopted by children of traumatized im/migrant parents. Mental health 
stigma affects help-seeking behaviors and the inexpression of mental health expe-
riences [44]. Some children of im/migrant parents adopt views of mental health 
as stigmatized and taboo, impeding on their likelihood of accessing mental health 
services. Negative coping strategies such as risky health behaviors or even suicid-
ality were identified by participants as a byproduct of the cultural stigma associ-
ated with mental illness and negative attitudes toward people suffering from emo-
tional distress, creating layers of suppressed emotions until it erupts into severe 
repercussions [44]. 

3.2.4. School Performance 
In a study among refugee children resettled in Nordic countries, participants were 
found to carry a high burden of familial posttraumatic stress and to perform 
poorly in school [45]. An association between the two was explored, and results 
showed that children exposed to both parental posttraumatic stress and maternal 
posttraumatic stress, respectively, had a lower mean grade point average, SD = 
−0.14, 95% CI [−0.22, −0.07], SD = −0.15, 95% CI [−0.22, −0.07], and higher odds 
of not being eligible for upper secondary education, OR = 1.25, 95% CI [1.14, 
1.65], OR = 1.37, 95% CI [1.00, 1.55] [45]. Although the impacts on children’s 
grade point average and eligibility for upper secondary school were moderate, 
these results demonstrate that intergenerational effects of psychological trauma 
include consequences for educational performance [45]. These studies suggest 
that “parents who suffer from PTSD-related symptoms may be hampered in their 
ability to motivate, encourage and support their children in schoolwork” [46]. 
School performance in Grade 9 has been associated with a range of specific later-
life mental health outcomes in Sweden, such as self-inflicted injuries, suicide, 
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alcohol-related disorders, and substance abuse. Hence, lower-than-average school 
performance is one pathway by which consequences of parental posttraumatic 
stress may impact mental health in their offspring [45]. 

3.3. Mechanisms of Parental Trauma Transmission 

As research has expanded upon child consequences of parental trauma transmis-
sion, it is important to explore how these outcomes are occurring. Mechanisms of 
trauma transmission refer to processes or events that drive, amplify, or buffer 
against the transmission of parental trauma and the development of adverse psy-
chosocial outcomes among children. The following subthemes were developed for 
analysis purposes; however, it is important to note mechanisms of trauma trans-
mission co-occur and interact with each other to influence risk and resilient out-
comes (see Table 2). 

 
Table 2. Psychosocial mechanisms of trauma transmission. 

Category Subcategory Description 
Number (%) of 

Articles 

Parental trauma  
symptoms 

 
Severity of trauma symptoms rather than trauma exposure is related to  

adverse child outcomes. Symptom clusters include depressed mood,  
withdrawn/detached, and volatility/panic. 

28 
(58%) 

Parent-child dyad 
Emotional  
attunement 

Refers to the ability for parents to recognize, understand, and meet the needs 
expressed through their child’s display of emotions. Trauma symptoms and 

displacement can interfere with a parent’s capacity for reflective functioning, 
parental sensitivity, and emotional availability. 

11 
(23%) 

 Attachment 
Decreased parental emotional attunement may cause children to develop  

insecure or disorganized attachment styles because of the inconsistent  
response to their emotional expressions of needs. 

9 
(19%) 

 
Parenting  

style 

Various findings indicate a potential risk of trauma transmission  
through harsh/hostile parenting styles, overprotective parenting,  

and role-reversal/parentification. 
18 (37.5%) 

 
Parent-child  

conflict 

Parental trauma exposure and dissonant acculturation increase risk of  
parent-child conflict. Retrieval cues exacerbate a parent’s response to conflict, 

while language barriers hinder conflict resolution. 

6 
(12.5%) 

 Communication 

When communicating about parental trauma history, unfiltered  
communication, open communication, and silence/secrecy have varying  
influences on trauma transmission. Modulated disclosure is an adaptive  

form of communication. 

13 
(27%) 

Social learning  
Children may observe and imitate a traumatized parent’s behaviors, 

worldviews, and strategies for navigating the world. 
3 

(6%) 

Family stressors  
Acculturation stressors and structural vulnerability can exacerbate parental 

PTSD symptoms and increase stress and tension within the household. 
15 

(31%) 

Resilience and 
protective factors 

Individual  
resilience 

Coping skills and meaning making related to parenthood are sources of 
strength within the individual. 

4 (8%) 

 
Family  

resilience 
Adaptive family functioning, including family flexibility and cohesion, 

is associated with intergenerational resilience. 
10 (21%) 
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Continued 

 
Structural  

protective factors 
Resource availability, advocacy, and cultural humility are examples of political 

and organizational contributions to health equity and resilience. 
6 

(12.5%) 

 
Social/cultural 

protective factors 

Meaningful social support, including peer and community support and a large 
family network in the resettled country, is associated with posttraumatic 

growth. Cultural factors including religious practices, cultural traditions, and 
maintaining a collective identity promoted well-being. 

13 
(27%) 

3.3.1. Severity of Parental Trauma Symptoms 
The severity of trauma symptoms, not actual trauma exposure, has been found to 
influence the transmission of parental trauma to subsequent generations [6]. In a 
study of asylum seeking and refugee mothers resettled in the Netherlands, higher 
levels of maternal posttraumatic stress symptoms (PTSS) were associated with a 
higher level of psychosocial problems of infants, but not with delays in their men-
tal or psychomotor development [17]. This finding supports the distinct relation 
between parental trauma symptoms and the psychosocial functioning of children. 
In a systematic review, Flanagan and colleagues identified four studies that tested 
direct effects of parental trauma on second-generation outcomes or indirect ef-
fects of parental trauma, via symptomology, among refugee and asylum-seeking 
families [4]. Parental trauma, having two traumatized parents, trauma sequelae, 
PTSD and symptom severity were reported as covariates of, or risk factors for, 
transmission [4]. Twenty-eight (58%) of our reviewed studies, including two sys-
tematic reviews, explored the severity of posttraumatic stress symptoms (PTSS) 
or parental distress as predictive of child mental health outcomes [39] [47]. 

The Harvard Trauma Questionnaire (HTQ) is the most widely used screening 
measure for trauma-related symptoms in clinical and research work among refu-
gees worldwide [48] and assesses symptoms of PTSD and culture-specific expres-
sions of functional distress. East and colleagues identified HTQ items that can be 
categorized into three PTSD symptom clusters for refugees: depressed mood, 
withdrawal and detachment, and volatility and panic [21]. Each of these compo-
nents of parental PTSD symptomology had varying disruptive effects on chil-
dren’s psychosocial adjustment across studies. 

The depressed mood cluster is categorized by melancholic thoughts, feelings 
and anhedonia [21]. Depressive symptoms interfere with parents’ emotional en-
gagement, playful interactions, and verbal responsivity toward their child. In one 
study, mothers’ past torture experiences were significantly related to their depres-
sive symptoms and related to all 3 indices of child functioning (child depressive 
symptoms, bullying victimizations, and higher levels of perceived racism) [21]. 

The withdrawn and detached cluster of posttraumatic stress involves avoidance 
of activities with others, alienating oneself from social interaction, and anxious 
behaviors such as being frightened in the presence of strangers or new places [6]. 
Parental withdrawal and avoidance in the context of the parent-child dyad might 
signal indifference of the child and thereby adversely affect the child’s self-worth 
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and esteem [21]. Experiences of past traumatic events by migrant mothers were 
significantly related to their current symptoms of withdrawal/detachment [21]. In 
contrast, child adjustment variables were not related to mothers’ withdrawal/de-
tachment symptoms [21]. Dalgaard and Montgomery [25] discuss Middle Eastern 
parents’ description of how “the traumatized parent withdraws from family life 
either physically or with regard to parenting when symptoms are acute” as a strat-
egy to keep their children unaware of their trauma symptoms. These studies sug-
gest varied influence related to withdrawal/detached parental symptoms. Future 
research may benefit from the differentiation between the impact of parental with-
drawal and detachment symptoms, and withdrawal strategies to shield children 
from other acute symptoms. 

The posttraumatic stress symptoms of hyperarousal and volatility include an-
gry outbursts, panic attacks, and irritability which often take the form of puni-
tive parenting. Traumatized Middle Eastern parents describe themselves as 
“short-tempered, irritable, and impatient with their children” [25]. Among ref-
ugee mothers experiencing PTSS, symptom severity was significantly associated 
with higher levels of insensitive, unstructured and hostile parent-child interac-
tions [4] [17]. Forty-eight percent of Cambodian refugee patients had anger di-
rected toward a nuclear family member (NF-type anger) in the last month, with 
anger directed toward children being particularly common (49%) among pa-
tients with children [49]. NF-type anger was significantly associated with PTSD 
severity [49]. 

Forty-one percent of quantitative studies in a scoping review conceptualized pa-
rental trauma as emotional distress, most commonly through self-reported PTSD 
symptom criteria and trauma-specific symptoms such as dissociation, trauma re-
lated appraisals, and clinical ratings of trauma symptom severity [6]. One study 
found that maternal dissociative symptoms predicted future infant neglect and 
involvement in the child welfare system [6]. Trauma symptoms may also include 
anger with subsequent trauma recall, and intrusive thoughts. In Hinton’s study of 
NF-type anger, the severity of anger was assessed by “intensity, frequency, somatic 
symptoms, acting-out behaviors, trauma associations, and catastrophic cogni-
tions… almost always resulting in somatic arousal (e.g., causing palpitations in 
91% of anger episodes) and often in trauma recall and fears of bodily dysfunction” 
[49]. 

In contrast to the above outcomes, Dalgaard et al., [18] were unable to confirm 
an association between parental symptoms of PTSD, anxiety and depression, and 
children’s psychosocial adjustment and attachment security. However, they sug-
gested the high level of parental symptomology in the sample contributed to a 
limited variance detected. 

Some studies found parental PTSS or distress levels to influence child outcomes 
indirectly, mediated by a secondary mechanism or pathway [22] [24] [34] [38] 
[50]. For example, Bryant et al., [24] suggest the greater the primary caregiver 
symptoms of PTSD, the harsher their parenting, leading to adverse effects on 
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child’s mental health outcomes via parenting style. 

3.3.2. Parent-Child Dyad 
Trauma compromises a person’s capacity for emotion regulation, mentalization, 
and other skills that are important to cultivating meaningful and reciprocal rela-
tionships. In a systematic review, results found disrupted interactions between the 
parent-child dyad to be a significant mechanism of trauma transmission with di-
minished parental emotional availability, insecure attachment, and maladaptive 
parenting reported as covariates [4]. The results of this review support these find-
ings. 

a) Emotional Attunement. 
In a sample of asylum-seeking and refugee mothers experiencing posttraumatic 

stress symptoms, lower scores were found on all emotional availability scales [4] 
[17]. This suggests difficulty with emotional attunement, or the ability for parents 
to 1) recognize, 2) understand, and 3) meet the needs expressed through their 
child’s display of emotions. Some parents tend to emphasize how they care for 
their children’s physical and practical needs while very few mention their chil-
dren’s emotional needs [25]. 

Reflective functioning refers to the ability for a parent to step back from their 
own experiences in order to recognize the emotional experiences of their children 
[50]. In a study of refugee mothers with children born of conflict-related sexual 
violence (CBSV), there were lower levels of reflective functioning capabilities 
compared to a control group of mothers who had either experienced conflict-re-
lated sexual violence but did not conceive a child as a result or who experienced 
other war-related traumas [50]. Results indicated less awareness of the emotional 
experiences of their children among mothers with CBSV, while wider findings 
were considered for all refugee mothers included in the sample [50]. Reflective 
functioning requires the parent to make an attempt to understand their child’s 
display of emotions. In this study, mothers with CBSV were not actively attempt-
ing to discern their child’s needs underlying the externalizing behavior, and hence 
scored lower [50]. 

Once a parent can recognize the emotional response of their children, parental 
sensitivity refers to their ability to understand and respond to the underlying 
needs communicated through their child’s distress. Less sensitive parents may not 
accurately interpret their child’s display of emotions, and thus respond in ways 
that reinforce undesirable behavioral strategies [50]. PTSD symptom level was sig-
nificantly associated with parental sensitivity toward children, indicating in-
creased levels of parental sensitivity when PTSD symptoms were lower [51]. 

Overall, traumatized parents living in survival mode may perceive ongoing 
threats or danger with the potential to interfere with their capacity to consider 
their children’s perspective and interpret their thoughts and feelings accurately 
[51]. Feelings of uncertainty and despair are identified by one mother as chal-
lenges to directing her attention towards anything else, including her son’s needs 
[18]. Additionally, mothers who have been displaced from their homes leave 
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behind the support of extended family members who, in many cultures, tradition-
ally assist with childcare [50] [52]. Constant time with their child can lead to en-
meshed mother-child relationships and may create a blurring between the mother 
and child’s needs, with the potential for lower parental sensitivity [50]. Finally, 
findings show that the ongoing stressors and uncertainty of the asylum process 
may culminate alongside the mental well-being of a parent, contributing to de-
creased reflective functioning capabilities [50]. Collectively, studies support the 
transmission of parental trauma through reduced emotional attunement within 
the parent-child dyad [17] [25] [50] [51]. 

b) Attachment. 
Attachment theory explains why decreased parental emotional attunement am-

plifies adverse outcomes among children [25]. Parental emotional attunement and 
sensitivity supports a child in discovering their own mind and how to get their 
needs met [50]. According to Anderson and Van Ee [50] when a child can reason-
ably anticipate that his or her needs will be met, they will feel secure with their 
caregiver. Parents who are sensitive and accurately respond to their child’s display 
of emotions are creating a secure dyadic attachment. Decreased emotional attun-
ement of traumatized parents may cause children to develop an insecure or disor-
ganized attachment style [17]. Subsequently, studies have shown dyadic attach-
ment to affect psychosocial adjustment of adolescents, as operationalized by self-
esteem, life satisfaction, social skills and relational competence [16]. 

c) Parenting Styles. 
Interactions between parent-child dyads are largely dependent on the parenting 

style, or the approaches a parent uses when engaging with and raising their child. 
Various parenting styles have been suggested as potential mechanisms of trauma 
transmission, including harsh, overprotective, and role-reversal parenting [20]. 

d) Harsh/Hostile Parenting. 
Various studies found parental PTSD levels or psychological distress as predic-

tive of harsh parenting and reduced warm parenting [24] [47]. The harsh or hos-
tile parenting scale, derived from the Early Childhood Longitudinal Study of Chil-
dren, includes items regarding negativity, use of physical discipline, and rigid en-
forcing of rules [24]. Other sources define hostile or harsh parenting to involve 
behaviors that are violent, aggressive, and include profanity and threats [4] [23]. 
Some parents described difficulty “containing their own frustration and agitation, 
or could not tolerate their children’s demands, and thus projected their aggression 
onto their children” [26]. Spanking was a specific discipline type associated with 
poorer child emotional processing [36]. Bryant et al., [24] found PTSD in refugees 
to be associated with harsh parenting styles, as a mediator for significant indirect 
PTSD associations with adverse childhood mental health outcomes.  

e) Overprotective Parenting. 
Due to adaptive hypervigilance and perceptions of the world as unsafe, parents 

who have experienced trauma may become overprotective toward their children in 
attempts to shield them from such dangers [18] [26] [34] [53]. An overprotective 
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parenting style serves to discourage independence, interfering with the develop-
ment of a child’s autonomy [34] [50]. The Parental Bonding Instrument (PBI) was 
used in a study with genocide survivors of the Khmer Rouge regime to assess over-
protective parenting styles from the child’s perspective. The 13-item overprotec-
tion scale addresses the extent to which each parent was viewed as controlling as 
opposed to autonomy giving [34]. Varied results were found identifying overpro-
tective parenting as a mechanism of intergenerational trauma transmission. In 
one study, preliminary findings supported the role of overprotective parenting as 
a mediator for the effect of parental trauma symptoms on child’s anxiety and de-
pression [54]. When adjusting for the limitation of child reporting of parental 
trauma symptoms, the mediating role of overprotective parenting in trauma 
transmission was not significant [34]. 

f) Role Reversal/Parentification. 
Previous research has identified a prevalence of parentification experienced by 

children within refugee families [26] [55] [56]. This phenomenon refers to a role 
reversal in which children display care-giving behavior toward their parents and 
take on adult responsibilities out of need or ability. Four of the studies reviewed 
discussed the influence of parent-child role reversal on intergenerational trauma 
transmission, whether as an observed finding or proposed explanation for results. 

Literature on role reversal frames this parenting style as an often indirect and 
unintentional outcome to one’s circumstances. Im/migrant and resettled families 
experience changes in family roles and obligations after displacement that involve 
an increased dependence on children [57]. Children of a younger age tend to ac-
culturate faster than their parents upon arrival to the U.S. due to socialization and 
language development in the school setting. Therefore, children often take on the 
role of cultural broker and mediator between the family and the host society be-
cause they can navigate the systems and language [25] [58]. Financial barriers and 
economic exclusion are frequently experienced by im/migrant families, making 
the need to contribute to the household income an added responsibility and obli-
gation taken on by children [59]. After resettlement, some traumatized parents 
may find little sense of purpose or meaning in their own lives compared to their 
hopes for their children [59]. Children often experience this as an enormous bur-
den, but they also accept it as a new family obligation [59]. 

Emotional parentification refers to children taking care of the emotional needs 
of the parent [34] [60]. When parental symptoms are acute, children may respond 
by caring for them in a way that mirrors typical parental caregiving behavior such 
as offering food, comfort, or physical proximity [25]. The child may become bur-
dened by a sense of responsibility for the emotional welfare of the parent at the 
expense of his or her own needs [34]. Overall, parent-child dyads with im/migrant 
parents who have experienced trauma are more likely to develop a role-reversal 
relationship, increasing the risk of parental trauma transmission [34]. 

g) Parent-Child Conflict.  
Child mental health outcomes including psychological distress, anxiety, 
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depression, and trauma, have been found to be associated with higher levels of 
family conflict [20]. According to a study in this review, family conflict was posi-
tively correlated with parental trauma exposure [20]. Hinton and colleagues ana-
lyzed various causes of parent-child conflict as reported by parent participants 
[49]. Many of the precipitating causes were perceived by the parent through the 
lens of their trauma experiences. For example, one of the most frequent causes of 
parent-child conflict (30%, n = 19/64) involved the child staying out late past their 
curfew. Some parent participants identified this as a cause of worry due to their 
perceptions of the world as unsafe following the Khmer Rouge period. Aspects of 
the parent-child conflict were also found to resemble a traumatic event experi-
enced by the parent, referred to as retrieval cues [49]. For example, an emotion-
type retrieval cue may occur when the behaviors of a child are perceived to be 
“disrespectful”, (such as yelling at parent, e.g., upon being asked to do a chore) 
resulting in the recall of traumatic events involving feelings of shame and degra-
dation. A somatic-type retrieval cue may occur when body sensations experienced 
with anger during a conflict (palpitations, dizziness, etc.) are reminiscent of sim-
ilar sensations caused by past experiences of food deprivation or slave labor. These 
retrieval cues are suggested to exacerbate the parental response to conflict via anger 
directed at their children, previously noted as a potential mechanism of trauma 
transmission [49]. 

Studies have found that problems in parent-child relationships stemming from 
parental trauma may escalate further due to dissonant acculturation, or a lack of 
shared culture between parents and children [20] [49]. Frequent explanations for 
family conflict among South Asian immigrant families involve intergenerational 
differences between parents born in South Asian and children born in the resettled 
country [28]. Observed trends also indicate that im/migrant children acculturate 
to the language and culture of the resettled country at a faster rate compared to 
their parents. Whether a child is born or socialized in the resettled country, cul-
tural gaps can lead to parent-child conflict. Culture maintains a vast influence over 
one’s expectations, values, and practices. Therefore, cultural differences between 
parents and children may lead to disagreements over expectations regarding a 
child’s autonomy and parental control [20]. While a lack of shared language, val-
ues, and culture may cause disputes to occur and escalate, language barriers were 
also noted to hinder conflict resolution, making it difficult to communicate and 
understand differing perspectives [33] [49]. Family cultural conflict is a significant 
risk factor for determinants of poor mental health outcomes and demonstrates 
how parental trauma exposure and differences in cultural expectations relate to 
parent-child conflict as a mechanism of trauma transmission [28]. 

3.3.3. Communication Styles 
In the study of intergenerational trauma among Holocaust survivors, communi-
cation styles have been found to influence the transmission of trauma between par-
ents and their offspring, particularly regarding the ways parents discuss their past 
trauma or explain their posttraumatic symptoms [12]. Studies among im/migrants 
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and other displaced populations analyzed similar communication styles including 
silence and secrecy, unfiltered communication, open communication, and mod-
ulated disclosure. 

Dalgaard et al., [18] investigated communication styles among Middle Eastern 
refugee families and found a significant association between an unfiltered com-
munication style and the development of insecure attachment among children, sup-
porting unfiltered communication as a mechanism of intergenerational trauma 
transmission. Unfiltered communication represents disclosures that are accidental 
rather than made through a conscious pattern of communication. For example, 
parents may report not speaking of the traumatic events directly with their chil-
dren but are observed to openly discuss their experiences when their children are 
within hearing range [61] [62]. When coding for unfiltered communication, Dal-
gaard and colleagues also included children who witness parents’ traumatic symp-
toms but who have not been provided with age-appropriate explanations of why 
their parents act in this manner. The findings from studies in this review suggest 
that incoherence or contradictions between the child’s implicit knowledge of the 
past and the parent’s explicit perception of what the child knows is associated with 
insecure attachment and feelings of ambiguity and uncertainty in children of trau-
matized im/migrant parents [18] [63]. 

If unfiltered communication exists in the middle, silence/secrecy and open 
communication styles sit at two opposing ends of the spectrum. Varying results 
were found regarding an association between both extremes and child outcomes. 
Silence was more commonly discussed in association with child mental health dif-
ficulties. Some parent participants referenced difficulty thinking or talking about 
the past, while others described a desire to shield their children from knowledge 
of their traumatic experiences to avoid exposing them to the same horrors. Many 
refugee youth have observed their parents’ reluctance to talk about their trauma, 
leaving them decontextualized from their family and community and impacting 
their identity development [62]. One child of Khmer Rouge survivors explained 
how her mom’s “silence around her personal history often leaves me with doubts 
on how to begin telling my own” [33]. 

Bezo & Maggi [27] did not assess open communication directly, but they de-
scribe the passing down of stories about the Holodomor genocide to second and 
third generations as influencing adverse mental health outcomes and transmitting 
maladaptive behaviors or coping strategies to descendants. On the other hand, 
Dalgaard and colleagues found no significance for open communication or si-
lence/secrecy as a mechanism of trauma transmission [35] [63]. Demographic 
variables were found to impact the outcomes derived from open and secretive 
communication styles. Open communication about traumatic material from the 
past was associated with anxiety in children with direct trauma exposure [61]. 
Among children 12 years old or younger, an open style of communication was 
associated with increased anxiety, while a restrictive style of communication was 
associated with internalizing symptoms in adolescent girls [61]. Overall, instead 
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of communication style, factors such as direct trauma exposure of the child and 
the child’s age emerged as influential of the degree of parental disclosure that leads 
to intergenerational trauma transmission for refugee children. 

Modulated disclosure was proffered as a style of communication associated with 
secure attachment and a potential buffering effect for intergenerational transmis-
sion of trauma. Modulated disclosure refers to “a style of intrafamily communica-
tion in which parental sensitivity to the child’s cognitive and emotional needs is 
seen as more important than the content of what is disclosed” [61]. Findings sup-
port a strategy in which the amount of disclosure and open communication is 
adapted to the developmental capacity of the child [33] [61]. Modulated disclosure 
has been found to be associated with psychological adjustment in non-Western 
refugee children [61]. In families where both parents provided age-appropriate 
reasons and meanings to past trauma, children suffered significantly less from 
PTSD and marginally less from psychological distress, and family relationships 
were strengthened [63]. Results of Dalgaard and Montgomery’s literature review 
indicate that “while some level of disclosure and open communication between 
parents and children may be universally beneficial, a modulated approach can be 
culturally embedded, and thus vary across cultures while still having the same 
adaptive qualities” [61]. 

3.3.4. Social Learning 
Social learning is a critical factor throughout child development that “informs a 
child’s construction of the world around them and the means through which to 
navigate their surroundings” [64]. By observing others who are already embedded 
in the culture, children come to think and act like them [64]. Children learn meth-
ods of communication, emotional expression, means to acquire needs, displays of 
love, and hierarchical and gender roles as they are modeled for them. In the con-
text of intergenerational trauma, social learning is considered a potential mecha-
nism of trauma transmission when children observe and imitate a traumatized 
parent’s behaviors and strategies of navigating the world [21]. For example, a 
mother’s volatile trauma symptoms might model explosive behaviors for their 
children, “predisposing their child to act out aggressively and thereby provoking 
bullying from peers and classmates” [21]. In a systematic review, a significant ma-
jority of qualitative studies examined intergenerational trauma through cycles of 
violence including the perpetration of socially learned harsh parenting styles, in-
timate partner violence, and substance misuse [6]. Studies have supported the so-
cial learning of parenting behavior as key in perpetuating cycles of abuse where a 
child who received harsh parenting inflicted the same treatment towards their 
own children [6]. In a study with Mexican American adolescent parents, partici-
pants described their experience of early maltreatment as contributing to a nor-
malization of violence in their dating relationships as well as hindering their own 
ability to parent their children [6]. In addition to the adoption of externalizing 
behaviors, Bryant and colleagues found parents who presented with high anxiety 
to have children with increased levels of anxiety as well due to the parents’ 
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repetition of negative appraisals about the world and the modeling of anxious be-
haviors to their children [24]. Other studies found descendants of traumatized 
family members to develop maladaptive behaviors via social learning. For exam-
ple, second and third generations of survivors of the Holodomor genocide de-
scribe observing reverent attitudes toward food and adapting stockpiling behav-
iors due to the significance of forced starvation and food confiscation experienced 
during the genocide [27]. 

3.3.5. Family Stressors 
Family systems theory includes consideration for a child’s relationship with both 
their micro- (parents, teachers, and peers) and macro-environment (community, 
culture, and systems) to fully understand family functioning and its impact on 
child development [41]. Studies within this review have found acculturation 
stressors and structural vulnerability as increasing the risk for trauma transmis-
sion among immigrant families via family functioning pathways. Acculturation is 
defined as “the process of cultural and psychological change that arises from con-
tact between two or more cultural groups” upon resettlement [65]. Resettled fam-
ilies experience various acculturation stressors that increase stress and tension 
within the family unit [47]. This can include uncertainty about one’s refugee or 
asylum status, language navigation, and social pressures to conform to a new cul-
ture while attempting to maintain values and traditions of the culture of origin. 
Many acculturation stressors are reflective of present systems and structures that 
place people in positions of structural vulnerability, or “the ways life opportunities 
are constrained within mutually reinforcing power hierarchies” [6]. This includes, 
but is not limited to, economic exclusion, hindered access to resources, social mar-
ginalization, and exploitation and discrimination. Institutional discrimination, 
xenophobia, and hostile attitudes toward im/migrant communities can further ex-
acerbate the impact of trauma on both mental health and ethnic identity develop-
ment [30] [52]. In a systematic review about intergenerational trauma in Latinxs, 
structural vulnerability was explored in the majority of studies (78%) [6]. Seven 
mothers in one study reflected upon their status in the Netherlands as refugees or 
asylum seekers, and how inadequate housing conditions and overcrowded spaces 
inhibited their sense of privacy, comfort, and safety, and impacted their ability to 
parent [50] [52]. Some mothers expressed concern that their child’s immigration 
status would limit access to resources, services, and education [52]. Even when 
resources were available, several fathers commented on the many challenges of 
obtaining knowledge about and access to these services [65]. Language and liter-
acy barriers were noted as significant obstacles to awareness of job opportunities 
and applying for and securing employment [65]. Among families who experience 
an accumulation of stressors and perceived racism, some participants reported 
feeling helpless and hopeless with regard to caring for themselves and their chil-
dren, as well as a lack of problem-solving and coping skills [25]. According to the 
research, the lack of agency and autonomy that accompanies structural vulnerability 
also contributes to feelings of frustration and anger toward authorities [25]. The 
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accumulation of family stressors due to acculturation and structural vulnerability 
was found to exacerbate parental PTSD symptoms and additional mechanisms of 
trauma transmission including parenting styles and parental emotional attune-
ment [6] [24] [50]. 

3.4. Resilience and Protective Factors 

Exploring the consequences and mechanisms of intergenerational trauma has 
provided an understanding of the risks that contribute to mental health conse-
quences; however, protective factors can promote resilience and mitigate the 
transmission of adverse outcomes. Resilience refers to “the ability of an individual 
to withstand the effects of stressful events that would ordinarily lead to pathol-
ogy” [66]. An individual or family system has the ability to “use its internal re-
sources to enhance physical and relational health to cope, adapt to, and bounce 
back from adversities” [23]. Emerging studies suggest that the intergenerational 
transmission of trauma should instead be conceptualized as resilience transmis-
sion in order to divert research publication and application away from a deficit 
framework [63] [67]. For example, Cerdeña et al., [6] identify a concern among 
the literature that “a focus on impaired parenting may unintentionally lead to 
the conclusion that marginalized individuals make poor parents, rather than the 
fact that parenting is challenging in marginal [and traumatizing] environ-
ments.” This literature review analyzed pathways to resilience across all socio-
ecological levels, with interventions at individual, family, and community levels 
being crucial to promoting resilient outcomes for people of im/migrant back-
grounds [65].  

3.4.1. Individual Resilience 
Individual resilience is depicted as a person drawing on sources of strength from 
within themself as an individual. Among the studies in this review, individual re-
silience was found to mitigate the transmission of trauma either proactively 
through the parent or protectively within the child. A common example of indi-
vidual resilience among both parties involves the use and implementation of per-
sonal coping mechanisms. In one study among fathers of refugee backgrounds, 
many participants identified personal strategies for managing stress and promot-
ing their well-being including reading, listening to music, watching TV, medita-
tion and gardening despite the limited time they had available to themselves [65]. 
Other participants “highlighted the importance of physical, mental, and spiritual 
practices such as yoga and walking as coping mechanisms” [44]. Bhutanese older 
women described household chores as a passive coping strategy to regulate their 
emotions, supported by evidence that points to distraction techniques as helping 
a person manage distress without directly confronting the situation or trying to 
solve the problem [44]. 

A coping mechanism referenced by both generations involved the role of arts 
and literature. Among Bhutanese community members who participated in liter-
ature groups, expressive writing in the form of poems, literary pieces, stories, 
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songs, and books gave meaning to ruminating thoughts, experiences of trauma, 
and emotional distress, and were used as coping mechanisms to ease stress [44]. 
Youth members of the Khmer Girls in Action (KGA) organization create visual 
art and host an annual art showcase involving youth learning, creating, and per-
forming classical Khmer dance, poetry, Theater of the Oppressed, hip-hop dance, 
and other activities that support their healing justice mission [68]. Individual cop-
ing skills support with emotion regulation, distraction techniques, and bring mo-
ments of joy and peace to the individual as a way of fostering resilience. KGA staff 
shared that “taking time to heal is especially critical given contexts of intergener-
ational trauma and ongoing systemic violence” [68]. Signaling to the importance 
of attending to individual well-being, KGA staff note “We deserve love and hap-
piness too” [68]. 

Some parents reported that spending time with their children alleviates or re-
duces trauma symptoms [25]. The role of motherhood itself was identified by 
some refugee mothers as empowering and a source of their strength [50] [69]. In 
one case study, one mother attributes the desire to be a ‘good mother’ as giving 
her a sense of meaning and direction [18]. Another study participant described: 
“[My child] is my motivation in life. [My child] gives me purpose in life, [they] 
give me an idea of the future, of what will happen tomorrow” [57]. Fathers also 
derived a strong sense of meaning from parenting and engaged closely with their 
children [65]. For example, one father reported “What I love about [fatherhood], 
I think just the beauty of spending time with my son and hearing what he says. 
The person that he is, and as a two-year-old he’s got his own character, his own 
personality” [65]. Study authors found that parents who were able to identify and 
articulate this sense of purpose in parenthood had higher levels of emotional avail-
ability as a protective factor in contrast to lowered emotional attunement [50]. 
Trauma recovery involves restoring a sense of identity and meaning and studies 
suggest this meaning might come from parenthood. 

3.4.2. Family Resilience 
Studies included in this review found significant results supporting the association 
between adaptive family functioning, such as family flexibility and cohesion, and 
positive mental health outcomes among children [25]. Family cohesion, or fam-
ily bonding, was found to be associated with resilience in both parents and chil-
dren [13] [22] [25] [55] [57]. A strong bond in parent-child relationships refers 
to “a sense of belonging, a sense of togetherness, and a sense of hope and mean-
ing in life” [23]. Study participants emphasized family cohesion as “an asset and 
a source of strength and protection, from both the perceived dangers and chal-
lenges associated with life in exile, and as a buffer or a way of protecting children 
from being negatively affected by parental suffering” [25]. One study found 
strong family bonds and less hierarchy between parents and children as resili-
ence factors among Cambodian immigrants [23]. Weine et al., [59] also found 
“Bosnian families’ togetherness as a very important cultural value [because] when 
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families’ behaviors reflect togetherness, it serves as an affirmation of their eth-
nocultural identity.” 

3.4.3. Institutional and Structural Protective Factors 
Due to the influence of macro-level factors on intergenerational trauma transmis-
sion, it is important for resilience perspectives to emphasize ecological context, 
instead of focusing solely on the individual or parent-child dyad as central to the 
patterning of intergenerational trauma [6]. In the context of intergenerational 
trauma, institutions and structures refer to the design of policies, organizations, 
and broader systems that contribute to health inequity and adverse outcomes. To 
counter the impact of acculturation stressors and structural vulnerability on the 
family unit, successful resettlement would require comprehensive structural re-
sources and support from the resettlement countries so that im/migrant families 
can exist safely without experiences of ongoing trauma. Research has supported 
the importance of resource availability and environmental conditions in the process 
of trauma recovery [6]. For example, one study suggested higher levels of maternal 
education as relating to reduced effects of intergenerational trauma transmission, 
requiring increased access to educational opportunities for im/migrant mothers 
[4]. Both the individual and collective well-being of im/migrant communities re-
quire the systems and structures in the resettled countries to adequately address 
the needs of these families [23]. 

Some organizations have been developed to assist and empower im/migrants to 
expand their own understanding of, and solutions to, structural forces threatening 
their well-being [68]. For example, Khmer Girls in Action (KGA) is a Southeast 
Asian American women-led organization engaged in healing justice work that in-
volves a focus on transforming institutions that contribute to health inequities, as 
well as psychological, spiritual, and emotional healing caused by structural op-
pression [68]. KGA programs advance the political education of youth leaders to 
identify root causes of intergenerational trauma and structural violence, and to 
use this civic and political power to advocate for resources supporting health eq-
uity [68]. 

Studies suggest improved structural and systemic support should provide healing 
and trauma recovery while doing so in a responsible and culturally appropriate way. 
According to one article, a trauma-informed approach to working with people of 
refugee backgrounds emphasizes “safety, including advocating for access to basic 
needs, reducing barriers to service access, and taking steps to optimize physical, 
emotional, and cultural safety in healthcare settings” [65]. Other findings support 
the need for health services and practitioners to be considerate of how parents of 
refugee backgrounds access, understand, and apply health information to address 
potential barriers involving communication, health literacy, and language limita-
tions [65]. Finally, health and social care services aiming to improve im/migrant 
mental health should build upon or integrate interventions into existing sources of 
support already utilized by im/migrant families [65]. 
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3.4.4. Social and Cultural Protective Factors 
a) Social factors 
A significant benefit of structural programming is the opportunity to facilitate 

social connectedness and belonging. Addressing structural and social marginaliza-
tion would connect families to wider sources of social support. For many im/mi-
grant families, meaningful social support includes peer and community support 
and a large family network in the resettled country [4] [70]. Access to a strong 
sense of community and peer support were suggested as buffers to the effects of 
parental trauma on second generation outcomes [4]. Among parent participants, 
social support was found to have a significant impact on PTSD symptoms so that 
less social support was related to higher PTSD symptom level [34]. Increased so-
cial support was significantly related to posttraumatic growth in a sample of 
Khmer Rouge survivors [34]. 

In addition to increased access to sources of social support, having a social net-
work of people from the same cultural or ethnic community was found to con-
tribute to the well-being of im/migrant families. Ethnic social support has been 
identified as a protective factor because it provides refugees who experience men-
tal health challenges an opportunity to relate to others [62]. For example, in a 
study among resettled Southeast Asian refugees in Canada, the availability of sup-
port from both Canadians and members of the same ethnic community each made 
important contributions to positive mental health; however, the like-ethnic com-
munity was a specific determinant of well-being among adult refugees and con-
tributed to children’s self-esteem and psychological resilience [71]. Findings of the 
Southeast Asian Refugee Youth Project also highlighted the importance of having 
the support of friends of a similar ethnic background to foster empathy and con-
nection [71]. In another study, im/migrant fathers’ number of native friends pre-
dicted better child mental health [70] [72]. 

Access to a social network of members of the same ethnic community also in-
creases the likelihood of support seeking behaviors. Seeking out professional men-
tal health support remains taboo and stigmatized in some cultures, with support 
seeking behaviors often limited to the parameters of family, friends, and members 
of a person’s own community [44]. Youth belonging to the Khmer Girls in Action 
organization discuss the role of supportive relationships with staff from similar 
cultural backgrounds on the ease of communication [68]. One participant de-
scribed: “The stuff I go through at home is not something that I’m going through 
by myself. I don’t have to keep it to myself. I can reach out for help” [68]. Even 
access to technology and social media was identified as a social support for 
younger participants from similar ethnic backgrounds to “express emotions and 
share everyday difficulties of coping with cultural demands, academic difficulties, 
and cultural conflicts” while helping to promote a sense of community [44]. 

b) Cultural factors.  
Religious practices, cultural traditions, and positive cultural narratives were 

found to be important to the promotion of well-being and the reduction of trauma 
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transmission through a fostering of collective identity across generations. 
Religion and spirituality are important sources of strength and community 

among im/migrant individuals and their families [52]. Some Hindu rituals involve 
the participation of extended family members, neighbors, and the larger commu-
nity, which provides a sense of belonging and agency according to a study with Bhu-
tanese participants [44]. In this study, traditional religious rituals and customs 
were the most common cultural coping mechanism analyzed [44]. Temples and 
other sacred sites are described as healing spaces “that provide peace and solace, 
not only among people experiencing mental distress but also their families” [44]. 
Another study noticed an association between patients who had reduced or no 
anger symptoms in the last month and their use of Buddhist techniques such as 
meditating, practicing “equanimity,” or distancing from affect, and enacting the 
ideal of non-revenge which were learned by going to the temple or listening to 
local Buddhist programs on television [49]. For many Bosnian teens, attending 
religious services, saying prayers, reading religious texts, and participating in rit-
uals reconnected them with their cultural heritage [59]. 

Maintaining ties to one’s ethnic identity, or an identity based in part on the 
culture of origin, can also foster resilience [6] [59] [71]. While acculturation to the 
host culture may help some immigrants find a sense of belonging in their new 
homeland, others may feel alienated due to this loss of cultural identity [30]. Chil-
dren of parents who maintain ethnic pride and cultural identity were found to 
perform better than children whose parents assimilate fully [71]. Participating in 
cultural practices, such as performing classical dance and wearing cultural attire, 
were identified as a “critical form of healing that resists multiple layers of systemic 
erasure and [invisibilities]” according to descendants of the Khmer Rouge regime 
[68]. A strong cultural identity “encourages members to reflect on how they stand 
on the shoulders of their ancestors and their visions for collective thriving” [68]. 
Omatic therapies can help relieve stress and enhance coping skills among refugees 
[73]. Another intervention to help families can be home visiting programs [74]. 

Sharing positive memories and cultural narratives similarly supported resilience 
pathways [59]. With the emergence of research with non-Western refugees and sur-
vivors of displacement, it is essential to consider different cultural values and tradi-
tions with regard to intrafamily communication [61]. For example, despite evidence 
of potential adverse effects of open communication, many families across cultures 
use the telling of stories and family narratives as a socialization tool to create and 
maintain individual and collective identity [25] [33] [57] [61]. Functions of family 
stories may also include “entertaining, inspiring, reminiscing, teaching, passing 
down family history, illustrating individual traits, and relating. Specific ethnic 
groups included the functions of dealing with a racist society, providing healing, 
learning about each other, and revealing God’s protective hand” [61]. Across var-
ious cultural and ethnic groups including Native American, Palestinian, and 
Southeast Asian families, studies suggest that growth and resilience are possible 
when family and cultural narratives are framed in empowering ways. Empowering 
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narratives focus on collective strengths, messages of hope and justice, and the in-
tegration of ethnic and individual identities [33] [63] [67]. Cai and Lee [33] em-
phasize the importance of, and dependence on, intergenerational communication 
within families and communities due to “erasure from dominant discourses” in 
many Western countries. 

4. Discussion 
4.1. Conclusions 

In summary, the results of this systematic review support the following conclu-
sions: 

Parental trauma influences the prevalence of internalizing and externalizing 
problems among children, leading to a lowered capacity for psychosocial func-
tioning and adjustment. Poor mental health outcomes among children also in-
clude the development of adaptive behaviors and worldviews resembling those of 
the traumatized parent. Studies have identified limitations when child internaliz-
ing and externalizing problems are dependent on parental reports. Internalizing 
problems are considered less easily observable and may result in parents underre-
porting their children’s emotional symptoms. Some studies utilize various sources 
such as reports from teachers, other caregivers, or even self-reports to deter bias 
from relying solely on parental reporting. Nevertheless, this limitation must be 
considered when drawing conclusions about children’s emotional and mental 
well-being. 

The severity of posttraumatic stress symptoms (PTSS) or parental distress, ra-
ther than trauma exposure, is related to adverse child outcomes directly and indi-
rectly via secondary pathways. While PTSS typically involves a set of symptoms 
established by the DSM-5, it is important to consider cultural variations and idi-
oms of distress used to express and understand symptom presentation and mental 
health among im/migrant patients. Across cultures and societies, idioms of dis-
tress are used to represent expressions of distress in relation to their personal and 
cultural meaning [75]. For example, in a literature review focused on Cambodian 
descendants of genocide survivors, some participants identified experiencing an 
idiom of distress called baksbat, which translates to “broken courage” [30]. Baks-
bat refers to a persistent fear following a distressing or life-threatening experience 
[30]. Cambodian participants in a qualitative study “contextualized baksbat 
within the sociopolitical context of feeling powerless in an authoritarian society, 
thinking too much about the events of the genocide, and fearing that a similar 
situation could occur again” [30]. Research supports the importance for a cultur-
ally competent practitioner to not only translate the idiom of distress, but to also 
“understand the social context of the term that communicates the expected symp-
tomology and perceived cause of the symptom” [30]. Additionally, some cultures 
and languages, such as the Nepali language, might have limited vocabulary to ex-
press distress to begin with [44]. According to the authors of one reviewed study, 
these linguistic limitations “might have contributed to the inability to express 
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mental health experiences as understood, described, or even experienced in West-
ern culture,” and must be taken into consideration when interpreting research 
results about non-Western ethnic groups that rely on Western measures and ap-
proaches [44]. This review was intentional about its consideration for various id-
ioms of distress used in Non-Western cultures to be inclusive of all “socially and 
culturally resonant means of experiencing distress” [30]. 

Parent-child interactions are a significant mechanism of trauma transmission 
and refer to parental emotional attunement and sensitivity, dyadic attachment, 
parenting styles, and intrafamily communication. Trauma interventions for 
im/migrants would benefit from addressing the impact of trauma between the 
parent-child dyad rather than just the individual. Briggs and colleagues exam-
ined intervention effects among maltreated mothers who participated in the 
Healthy Steps parenting intervention, with participants reporting better child 
socioemotional health relative to maltreated mothers who did not participate 
[6] [76]. It is also important for parenting behaviors to be considered in their 
socio-cultural context. Divergence from Eurocentric and Westernized parenting 
expectations should not be attributed directly to trauma without sensitivity to 
normative cultural styles of parenting. The results reported in this review re-
quire consideration for the challenge of measuring parenting cross-culturally 
due to a concern that all cultural parenting styles may not be reflected accurately 
via measures. 

Resettled families experience various acculturation stressors that impact stress 
and tension within the family unit, exacerbating parental PTSD levels and con-
tributing to poorer mental health among children. The Western concepts of post-
traumatic stress and posttraumatic growth requires there to be a “post” period 
after the traumatic event has occurred, implying the trauma is over. With the oc-
currence of acculturation stressors and structural vulnerability upon resettlement, 
trauma is ongoing. Diagnoses of PTSD should not precede stabilization and access 
to basic needs as to avoid pathologizing a person based on their environmental 
context and stressors rather than their psychopathology. Services and interven-
tions for im/migrant families must acknowledge the intersection between a per-
son’s identities and their position in surrounding social systems to allow for a 
holistic approach to care. For example, Trauma Systems Therapy (TST) is an 
organizational and clinical model that focuses on both a child’s mental health 
presentation and the social environmental context that may contribute to ongo-
ing symptoms in the aftermath of trauma transmission. The TST adaptation for 
refugees addresses “multiple barriers to care for refugees and their families 
through innovative mental health service delivery, multi-tiered approaches to 
community engagement and stigma reduction, services accessible in the school 
setting, partnership building, and the integration of cultural brokering through-
out all tiers of intervention to provide cultural knowledge, engagement, and at-
tention to the primacy of resettlement stressors.” [48] This model exemplifies 
the importance of designing and evaluating interventions to be culturally sensitive 
and take into account the broader ecological contexts in which im/migrant 
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families live. 
Pathways to resilience exist across socioecological levels and include individual 

resilience such as coping skills and meaning making, adaptive family functioning 
via family cohesion and flexibility, structural protective factors including re-
source accessibility, and social and cultural protective factors. Mental health in-
terventions should capitalize on individual and collective strengths of im/mi-
grant populations in contrast to focusing on prognoses based on a deficit frame-
work. 

4.2. Strengths and Limitations 

This review summarizes studies inclusive of various cultural groups. However, all 
cultural groups are unique, and results cannot be generalized from one group to 
the next despite shared migration status or traumatic experiences. Future research 
would benefit from continued exploration of trends among individual cultural 
groups to inform specific intervention needs and cultural sensitivities. 

In this review, studies were included that either did not account for direct 
traumatization among children or explicitly described traumatic events directly 
experienced by children. The literature suggests a co-occurrence between the 
adverse consequences of trauma related variables and family processes and 
their impact on children’s physical and mental health [26]. Conclusions drawn 
from such studies must be considered with caution as mental health outcomes 
among children cannot be explained solely by intergenerational trauma trans-
mission. 

Most studies included in this review were cross-sectional, while only 8% (n = 4) 
were longitudinal. Future research on intergenerational trauma would benefit from 
conducting longitudinal studies to determine causal relations and to better under-
stand the conditions that buffer or enhance the transmission of trauma over time. 

This review finds itself uniquely embedded in an expanding body of literature 
on the topic of intergenerational trauma and resilience among im/migrant fam-
ilies. When the socioecological and interpersonal risks of trauma transmission 
are understood, future advocacy and research efforts can mitigate observed ad-
verse outcomes through support of pathways to resilience, empowerment, and 
healing. 

Acknowledgements 

We would like to thank Dorys Lemus for her invaluable contributions to the con-
ceptualization and development of this review. Dorys acted as a consultant to sup-
port our team in ensuring that we maintained culturally appropriate and strength-
based language throughout this manuscript. 

Fund 

This work was supported by the Strength and Serenity Gender Based Violence 
fund (1200 024529). 

https://doi.org/10.4236/health.2024.1610063


M. Gillen et al. 
 

 

DOI: 10.4236/health.2024.1610063 915 Health 
 

Conflicts of Interest 

The authors have no conflicts of interest or financial disclosures. 

References 
[1] Crumlish, N. and Bracken, P. (2011) Mental Health and the Asylum Process. Irish 

Journal of Psychological Medicine, 28, 57-60.  
https://doi.org/10.1017/s0790966700011447 

[2] Clini, C., Thomson, L.J.M. and Chatterjee, H.J. (2019) Assessing the Impact of Artis-
tic and Cultural Activities on the Health and Well-Being of Forcibly Displaced People 
Using Participatory Action Research. BMJ Open, 9, e025465.  
https://doi.org/10.1136/bmjopen-2018-025465 

[3] Porter, M. and Haslam, N. (2005) Predisplacement and Postdisplacement Factors As-
sociated with Mental Health of Refugees and Internally Displaced Persons. JAMA, 
294, 602-612. https://doi.org/10.1001/jama.294.5.602 

[4] Flanagan, N., Travers, A., Vallières, F., Hansen, M., Halpin, R., Sheaf, G., et al. (2020) 
Crossing Borders: A Systematic Review Identifying Potential Mechanisms of Inter-
generational Trauma Transmission in Asylum-Seeking and Refugee Families. Euro-
pean Journal of Psychotraumatology, 11, Article ID: 1790283.  
https://doi.org/10.1080/20008198.2020.1790283 

[5] Miller, K.E. and Rasco, L.M. (2004) An Ecological Framework for Addressing the 
Mental Health Needs of Refugee Communities. In: Miller, K.E. and Rasco, L.M., Eds., 
The Mental Health of Refugees: Ecological Approaches to Healing and Adaptation, 
Lawrence Erlbaum Associates Publishers, 1-64. 

[6] Cerdeña, J.P., Rivera, L.M. and Spak, J.M. (2021) Intergenerational Trauma in 
Latinxs: A Scoping Review. Social Science & Medicine, 270, Article ID: 113662.  
https://doi.org/10.1016/j.socscimed.2020.113662 

[7] Kira, I.A., Ashby, J.S., Odenat, L. and Lewandowsky, L. (2013) The Mental Health 
Effects of Torture Trauma and Its Severity: A Replication and Extension. Psychology, 
4, 472-482. https://doi.org/10.4236/psych.2013.45067 

[8] Toney-Butler, T.J., Ladd, M. and Mittel, O. (2023) Human Trafficking. StatPearls.  
https://pubmed.ncbi.nlm.nih.gov/28613660/  

[9] Watson, W.H. (2012) Family Systems. In: Ramachandran, V.S., Ed., Encyclopedia of 
Human Behavior, Elsevier, 184-193.  
https://doi.org/10.1016/b978-0-12-375000-6.00169-5 

[10] Fitzgerald, M., London-Johnson, A. and Gallus, K.L. (2020) Intergenerational Trans-
mission of Trauma and Family Systems Theory: An Empirical Investigation. Journal 
of Family Therapy, 42, 406-424. https://doi.org/10.1111/1467-6427.12303 

[11] Sangalang, C.C. and Vang, C. (2016) Intergenerational Trauma in Refugee Families: 
A Systematic Review. Journal of Immigrant and Minority Health, 19, 745-754.  
https://doi.org/10.1007/s10903-016-0499-7 

[12] Braga, L.L., Mello, M.F. and Fiks, J.P. (2012) Transgenerational Transmission of 
Trauma and Resilience: A Qualitative Study with Brazilian Offspring of Holocaust Sur-
vivors. BMC Psychiatry, 12, Article No. 134.  
https://doi.org/10.1186/1471-244x-12-134 

[13] Fazel, M. (2019) Focusing a Lens on Refugee Families to Address Layers of Avoid-
ance. The Lancet Public Health, 4, e318-e319.  
https://doi.org/10.1016/s2468-2667(19)30107-0 

https://doi.org/10.4236/health.2024.1610063
https://doi.org/10.1017/s0790966700011447
https://doi.org/10.1136/bmjopen-2018-025465
https://doi.org/10.1001/jama.294.5.602
https://doi.org/10.1080/20008198.2020.1790283
https://doi.org/10.1016/j.socscimed.2020.113662
https://doi.org/10.4236/psych.2013.45067
https://pubmed.ncbi.nlm.nih.gov/28613660/
https://doi.org/10.1016/b978-0-12-375000-6.00169-5
https://doi.org/10.1111/1467-6427.12303
https://doi.org/10.1007/s10903-016-0499-7
https://doi.org/10.1186/1471-244x-12-134
https://doi.org/10.1016/s2468-2667(19)30107-0


M. Gillen et al. 
 

 

DOI: 10.4236/health.2024.1610063 916 Health 
 

[14] Vélez-Agosto, N.M., Soto-Crespo, J.G., Vizcarrondo-Oppenheimer, M., Vega-Mo-
lina, S. and García Coll, C. (2017) Bronfenbrenner’s Bioecological Theory Revision: 
Moving Culture from the Macro into the Micro. Perspectives on Psychological Sci-
ence, 12, 900-910. https://doi.org/10.1177/1745691617704397 

[15] Antonovsky, A. (1993) The Structure and Properties of the Sense of Coherence Scale. 
Social Science & Medicine, 36, 725-733.  
https://doi.org/10.1016/0277-9536(93)90033-z 

[16] Han, M. (2006) Relationship among Perceived Parental Trauma, Parental Attach-
ment, and Sense of Coherence in Southeast Asian American College Students. Jour-
nal of Family Social Work, 9, 25-45. https://doi.org/10.1300/j039v09n02_02 

[17] van Ee, E., Kleber, R.J. and Mooren, T.T.M. (2012) War Trauma Lingers On: Associ-
ations between Maternal Posttraumatic Stress Disorder, Parent-Child Interaction, 
and Child Development. Infant Mental Health Journal, 33, 459-468.  
https://doi.org/10.1002/imhj.21324 

[18] Dalgaard, N.T. and Hviid, P. (2016) Exploring the Transgenerational Transmission 
of Trauma in a Cultural Life Course Perspective. In: Sato, T., Mori, N. and Valsiner, 
J., Eds., Making of the Future: The Trajectory Equifinality Approach in Cultural Psy-
chology, Information Age Publishing, 67-86. 

[19] Mathiesen, K.S., Sanson, A., Stoolmiller, M. and Karevold, E. (2008) The Nature and 
Predictors of Undercontrolled and Internalizing Problem Trajectories across Early 
Childhood. Journal of Abnormal Child Psychology, 37, 209-222.  
https://doi.org/10.1007/s10802-008-9268-y 

[20] Cai, J., Hayden, B. and Operario, D. (2017) Intergenerational Trauma and Mental 
Health in Asian American Immigrant Families. Bachelor’s Thesis, Brown University. 

[21] East, P.L., Gahagan, S. and Al-Delaimy, W.K. (2017) The Impact of Refugee Mothers’ 
Trauma, Posttraumatic Stress, and Depression on Their Children’s Adjustment. Jour-
nal of Immigrant and Minority Health, 20, 271-282.  
https://doi.org/10.1007/s10903-017-0624-2 

[22] Sangalang, C.C., Jager, J. and Harachi, T.W. (2017) Effects of Maternal Traumatic 
Distress on Family Functioning and Child Mental Health: An Examination of South-
east Asian Refugee Families in the U.S. Social Science & Medicine, 184, 178-186.  
https://doi.org/10.1016/j.socscimed.2017.04.032 

[23] Mak, C., Lewis, D.C. and Seponski, D.M. (2021) Intergenerational Transmission of 
Traumatic Stress and Resilience among Cambodian Immigrant Families along Coastal 
Alabama: Family Narratives. Health Equity, 5, 431-438.  
https://doi.org/10.1089/heq.2020.0142 

[24] Bryant, R.A., Edwards, B., Creamer, M., O’Donnell, M., Forbes, D., Felmingham, 
K.L., et al. (2018) The Effect of Post-Traumatic Stress Disorder on Refugees’ Parent-
ing and Their Children’s Mental Health: A Cohort Study. The Lancet Public Health, 
3, e249-e258. https://doi.org/10.1016/s2468-2667(18)30051-3 

[25] Dalgaard, N.T. and Montgomery, E. (2017) The Transgenerational Transmission of 
Refugee Trauma: Family Functioning and Children’s Psychosocial Adjustment. In-
ternational Journal of Migration, Health and Social Care, 13, 289-301.  
https://doi.org/10.1108/ijmhsc-06-2016-0024 

[26] Rizkalla, N., Mallat, N.K., Arafa, R., Adi, S., Soudi, L. and Segal, S.P. (2020) “Children 
Are Not Children Anymore; They Are a Lost Generation”: Adverse Physical and 
Mental Health Consequences on Syrian Refugee Children. International Journal of 
Environmental Research and Public Health, 17, Article 8378.  
https://doi.org/10.3390/ijerph17228378 

https://doi.org/10.4236/health.2024.1610063
https://doi.org/10.1177/1745691617704397
https://doi.org/10.1016/0277-9536(93)90033-z
https://doi.org/10.1300/j039v09n02_02
https://doi.org/10.1002/imhj.21324
https://doi.org/10.1007/s10802-008-9268-y
https://doi.org/10.1007/s10903-017-0624-2
https://doi.org/10.1016/j.socscimed.2017.04.032
https://doi.org/10.1089/heq.2020.0142
https://doi.org/10.1016/s2468-2667(18)30051-3
https://doi.org/10.1108/ijmhsc-06-2016-0024
https://doi.org/10.3390/ijerph17228378


M. Gillen et al. 
 

 

DOI: 10.4236/health.2024.1610063 917 Health 
 

[27] Bezo, B. and Maggi, S. (2015) Living in “Survival Mode:” Intergenerational Trans-
mission of Trauma from the Holodomor Genocide of 1932-1933 in Ukraine. Social 
Science & Medicine, 134, 87-94. https://doi.org/10.1016/j.socscimed.2015.04.009 

[28] Qureshi, F., Misra, S. and Poshni, A. (2023) The Partition of India through the Lens 
of Historical Trauma: Intergenerational Effects on Immigrant Health in the South 
Asian Diaspora. SSM—Mental Health, 4, Article ID: 100246.  
https://doi.org/10.1016/j.ssmmh.2023.100246 

[29] Sack, W.H., Clarke, G.N. and Seeley, J. (1995) Posttraumatic Stress Disorder across 
Two Generations of Cambodian Refugees. Journal of the American Academy of Child 
& Adolescent Psychiatry, 34, 1160-1166.  
https://doi.org/10.1097/00004583-199509000-00013 

[30] Der Sarkissian, A. and Sharkey, J.D. (2021) Transgenerational Trauma and Mental 
Health Needs among Armenian Genocide Descendants. International Journal of En-
vironmental Research and Public Health, 18, Article 10554.  
https://doi.org/10.3390/ijerph181910554 

[31] Karenian, H., Livaditis, M., Karenian, S., Zafiriadis, K., Bochtsou, V. and Xenitidis, 
K. (2010) Collective Trauma Transmission and Traumatic Reactions among De-
scendants of Armenian Refugees. International Journal of Social Psychiatry, 57, 327-
337. https://doi.org/10.1177/0020764009354840 

[32] Berg, L., de Montgomery, E., Brendler-Lindquist, M., Mittendorfer-Rutz, E. and Hjern, 
A. (2021) Parental Post-Traumatic Stress and Psychiatric Care Utilisation among Ref-
ugee Adolescents. European Child & Adolescent Psychiatry, 31, 1953-1962. 
https://doi.org/10.1007/s00787-021-01827-1 

[33] Cai, J. and Lee, R.M. (2022) Intergenerational Communication about Historical 
Trauma in Asian American Families. Adversity and Resilience Science, 3, 233-245.  
https://doi.org/10.1007/s42844-022-00064-y 

[34] Field, N.P., Muong, S. and Sochanvimean, V. (2013) Parental Styles in the Intergen-
erational Transmission of Trauma Stemming from the Khmer Rouge Regime in 
Cambodia..American Journal of Orthopsychiatry, 83, 483-494.  
https://doi.org/10.1111/ajop.12057 

[35] Dalgaard, N.T., Todd, B.K., Daniel, S.I.F. and Montgomery, E. (2015) The Transmis-
sion of Trauma in Refugee Families: Associations between Intra-Family Trauma 
Communication Style, Children’s Attachment Security and Psychosocial Adjust-
ment. Attachment & Human Development, 18, 69-89.  
https://doi.org/10.1080/14616734.2015.1113305 

[36] Peltonen, K., Gredebäck, G., Pollak, S.D., Lindskog, M. and Hall, J. (2022) The Role 
of Maternal Trauma and Discipline Types in Emotional Processing among Syrian 
Refugee Children. European Child & Adolescent Psychiatry, 32, 1487-1495.  
https://doi.org/10.1007/s00787-022-01962-3 

[37] Campbell, S.B., Shaw, D.S. and Gilliom, M. (2000) Early Externalizing Behavior Prob-
lems: Toddlers and Preschoolers at Risk for Later Maladjustment. Development and 
Psychopathology, 12, 467-488. https://doi.org/10.1017/s0954579400003114 

[38] Anakwenze, O. and Rasmussen, A. (2021) The Impact of Parental Trauma, Parenting 
Difficulty, and Planned Family Separation on the Behavioral Health of West African 
Immigrant Children in New York City. Psychological Trauma: Theory, Research, 
Practice, and Policy, 13, 457-466. https://doi.org/10.1037/tra0001011 

[39] Commijs, A.I. (2014) The Intergenerational Transmission of Trauma in Refugee and 
Asylum Seeker Families: Sex Differences and the Underlying Mechanism. Master’s 

https://doi.org/10.4236/health.2024.1610063
https://doi.org/10.1016/j.socscimed.2015.04.009
https://doi.org/10.1016/j.ssmmh.2023.100246
https://doi.org/10.1097/00004583-199509000-00013
https://doi.org/10.3390/ijerph181910554
https://doi.org/10.1177/0020764009354840
https://doi.org/10.1007/s00787-021-01827-1
https://doi.org/10.1007/s42844-022-00064-y
https://doi.org/10.1111/ajop.12057
https://doi.org/10.1080/14616734.2015.1113305
https://doi.org/10.1007/s00787-022-01962-3
https://doi.org/10.1017/s0954579400003114
https://doi.org/10.1037/tra0001011


M. Gillen et al. 
 

 

DOI: 10.4236/health.2024.1610063 918 Health 
 

Thesis, University of Utrecht.  
https://studenttheses.uu.nl/handle/20.500.12932/15670  

[40] Hinshaw, S.P. (1987) On the Distinction between Attentional Deficits/Hyperactivity 
and Conduct Problems/aggression in Child Psychopathology. Psychological Bulletin, 
101, 443-463. https://doi.org/10.1037//0033-2909.101.3.443 

[41] Eruyar, S., Maltby, J. and Vostanis, P. (2018) Mental Health Problems of Syrian Ref-
ugee Children: The Role of Parental Factors. European Child & Adolescent Psychia-
try, 27, 401-409. https://doi.org/10.1007/s00787-017-1101-0 

[42] Spencer, J.H. and Le, T.N. (2006) Parent Refugee Status, Immigration Stressors, and 
Southeast Asian Youth Violence. Journal of Immigrant and Minority Health, 8, 359-
368. https://doi.org/10.1007/s10903-006-9006-x 

[43] Benazzo, Z., Benazzo, M. and Harrison, C. (2021) The Wisdom of Trauma. Science 
and Nonduality. https://thewisdomoftrauma.com/   

[44] Maleku, A., Soukenik, E., Haran, H., Kirsch, J. and Pyakurel, S. (2021) Conceptualiz-
ing Mental Health through Bhutanese Refugee Lens: Findings from a Mixed Methods 
Study. Community Mental Health Journal, 58, 376-393.  
https://doi.org/10.1007/s10597-021-00835-4 

[45] Berg, L., Brendler-Lindquist, M., de Montgomery, E., Mittendorfer-Rutz, E. and 
Hjern, A. (2021) Parental Posttraumatic Stress and School Performance in Refugee 
Children. Journal of Traumatic Stress, 35, 138-147. https://doi.org/10.1002/jts.22708 

[46] Berg, L., Charboti, S., Montgomery, E. and Hjern, A. (2019) Parental PTSD and 
School Performance in 16-Year-Olds—A Swedish National Cohort Study. Nordic 
Journal of Psychiatry, 73, 264-272. https://doi.org/10.1080/08039488.2019.1620852 

[47] Sim, A., Bowes, L. and Gardner, F. (2018) Modeling the Effects of War Exposure and 
Daily Stressors on Maternal Mental Health, Parenting, and Child Psychosocial Ad-
justment: A Cross-Sectional Study with Syrian Refugees in Lebanon. Global Mental 
Health, 5, e40. https://doi.org/10.1017/gmh.2018.33 

[48] Benson, M.A., Abdi, S.M., Miller, A.B. and Heidi Ellis, B. (2018) Trauma Systems 
Therapy for Refugee Children and Families. In: Morina, N. and Nickerson, A., Eds., 
Mental Health of Refugee and Conflict-Affected Populations, Springer, 243-259.  
https://doi.org/10.1007/978-3-319-97046-2_12 

[49] Hinton, D.E., Rasmussen, A., Nou, L., Pollack, M.H. and Good, M. (2009) Anger, 
PTSD, and the Nuclear Family: A Study of Cambodian Refugees. Social Science & 
Medicine, 69, 1387-1394. https://doi.org/10.1016/j.socscimed.2009.08.018 

[50] Anderson, K. and van Ee, E. (2020) Reflective Functioning of Refugee Mothers with 
Children Born of Conflict-Related Sexual Violence. International Journal of Environ-
mental Research and Public Health, 17, Article 2873.  
https://doi.org/10.3390/ijerph17082873 

[51] van Ee, E., Jongmans, M.J., van der Aa, N. and Kleber, R.J. (2016) Attachment Rep-
resentation and Sensitivity: The Moderating Role of Posttraumatic Stress Disorder in 
a Refugee Sample. Family Process, 56, 781-792. https://doi.org/10.1111/famp.12228 

[52] Parmar, D.D., Minnis, A.M., Caballero, E., Zerofsky, M., Comfort, M. and Raymond-
Flesch, M. (2023) Latina Mothers’ Perspectives on Adverse Experiences and Protec-
tion of Latinx Youth in an Agricultural Community. BMC Public Health, 23, Article 
No. 223. https://doi.org/10.1186/s12889-023-14993-5 

[53] van Ee, E., Kleber, R.J., Jongmans, M.J., Mooren, T.T.M. and Out, D. (2016) Parental 
PTSD, Adverse Parenting and Child Attachment in a Refugee Sample. Attachment & 
Human Development, 18, 273-291. https://doi.org/10.1080/14616734.2016.1148748 

https://doi.org/10.4236/health.2024.1610063
https://studenttheses.uu.nl/handle/20.500.12932/15670
https://doi.org/10.1037/0033-2909.101.3.443
https://doi.org/10.1007/s00787-017-1101-0
https://doi.org/10.1007/s10903-006-9006-x
https://thewisdomoftrauma.com/
https://doi.org/10.1007/s10597-021-00835-4
https://doi.org/10.1002/jts.22708
https://doi.org/10.1080/08039488.2019.1620852
https://doi.org/10.1017/gmh.2018.33
https://doi.org/10.1007/978-3-319-97046-2_12
https://doi.org/10.1016/j.socscimed.2009.08.018
https://doi.org/10.3390/ijerph17082873
https://doi.org/10.1111/famp.12228
https://doi.org/10.1186/s12889-023-14993-5
https://doi.org/10.1080/14616734.2016.1148748


M. Gillen et al. 
 

 

DOI: 10.4236/health.2024.1610063 919 Health 
 

[54] Field, N.P., Om, C., Kim, T. and Vorn, S. (2011) Parental Styles in Second Generation 
Effects of Genocide Stemming from the Khmer Rouge Regime in Cambodia. Attach-
ment & Human Development, 13, 611-628.  
https://doi.org/10.1080/14616734.2011.609015 

[55] De Haene, L., Grietens, H. and Verschueren, K. (2007) From Symptom to Context: A 
Review of the Literature on Refugee Children’s Mental Health. Hellenic Journal of 
Psychology, 4, 233-256. 

[56] Rousseau, C., Measham, T. and Nadeau, L. (2012) Addressing Trauma in Collabora-
tive Mental Health Care for Refugee Children. Clinical Child Psychology and Psychi-
atry, 18, 121-136. https://doi.org/10.1177/1359104512444117 

[57] Weine, S., Muzurovic, N., Kulauzovic, Y., Besic, S., Lezic, A., Mujagic, A., et al. (2004) 
Family Consequences of Refugee Trauma. Family Process, 43, 147-160.  
https://doi.org/10.1111/j.1545-5300.2004.04302002.x 

[58] Hafford, C. (2010) Sibling Caretaking in Immigrant Families: Understanding Cul-
tural Practices to Inform Child Welfare Practice and Evaluation. Evaluation and Pro-
gram Planning, 33, 294-302. https://doi.org/10.1016/j.evalprogplan.2009.05.003 

[59] Weine, S.M., Ware, N. and Klebic, A. (2004) Converting Cultural Capital among 
Teen Refugees and Their Families from Bosnia-Herzegovina. Psychiatric Services, 55, 
923-927. https://doi.org/10.1176/appi.ps.55.8.923 

[60] Chase, N.D. (1999) Parentification: An Overview of Theory, Research, and Societal 
Issues. In: Chase, N.D., Ed., Burdened Children: Theory, Research, and Treatment of 
Parentification, SAGE Publications, Inc., 3-33.  
https://doi.org/10.4135/9781452220604.n1 

[61] Dalgaard, N.T. and Montgomery, E. (2015) Disclosure and Silencing: A Systematic 
Review of the Literature on Patterns of Trauma Communication in Refugee Families. 
Transcultural Psychiatry, 52, 579-593. https://doi.org/10.1177/1363461514568442 

[62] Karamehic-Muratovic, A., Sichling, F. and Doherty, C. (2022) Perceptions of Parents’ 
Mental Health and Perceived Stigma by Refugee Youth in the U.S. Context. Commu-
nity Mental Health Journal, 58, 1457-1467.  
https://doi.org/10.1007/s10597-022-00958-2 

[63] Dalgaard, N.T., Diab, S.Y., Montgomery, E., Qouta, S.R. and Punamäki, R. (2019) Is 
Silence about Trauma Harmful for Children? Transgenerational Communication in 
Palestinian Families. Transcultural Psychiatry, 56, 398-427.  
https://doi.org/10.1177/1363461518824430 

[64] Bornstein, M.H. (2012) Cultural Approaches to Parenting. Parenting, 12, 212-221.  
https://doi.org/10.1080/15295192.2012.683359 

[65] Bulford, E., Fogarty, A., Giallo, R., Brown, S., Szwarc, J. and Riggs, E. (2022) Risk and 
Protective Factors Experienced by Fathers of Refugee Background during the Early 
Years of Parenting: A Qualitative Study. International Journal of Environmental Re-
search and Public Health, 19, Article 6940. https://doi.org/10.3390/ijerph19116940 

[66] Ungar, M. (2006) Resilience across Cultures. British Journal of Social Work, 38, 218-
235. https://doi.org/10.1093/bjsw/bcl343 

[67] Denham, A.R. (2008) Rethinking Historical Trauma: Narratives of Resilience. Trans-
cultural Psychiatry, 45, 391-414. https://doi.org/10.1177/1363461508094673 

[68] Lin, M. (2022) Khmer Girls in Action and Healing Justice: Expanding Understand-
ings of Anti-Asian Racism and Public Health Solutions. Frontiers in Public Health, 
10, Article 956308. https://doi.org/10.3389/fpubh.2022.956308 

[69] Ngameni, E.G., El Husseini, M., Dozio, E., Kokou-Kpolou, C.K., Apter, G. and Moro, 

https://doi.org/10.4236/health.2024.1610063
https://doi.org/10.1080/14616734.2011.609015
https://doi.org/10.1177/1359104512444117
https://doi.org/10.1111/j.1545-5300.2004.04302002.x
https://doi.org/10.1016/j.evalprogplan.2009.05.003
https://doi.org/10.1176/appi.ps.55.8.923
https://doi.org/10.4135/9781452220604.n1
https://doi.org/10.1177/1363461514568442
https://doi.org/10.1007/s10597-022-00958-2
https://doi.org/10.1177/1363461518824430
https://doi.org/10.1080/15295192.2012.683359
https://doi.org/10.3390/ijerph19116940
https://doi.org/10.1093/bjsw/bcl343
https://doi.org/10.1177/1363461508094673
https://doi.org/10.3389/fpubh.2022.956308


M. Gillen et al. 
 

 

DOI: 10.4236/health.2024.1610063 920 Health 
 

M.R. (2022) Whether and When Disclosing the Trauma to One’s Children in a Mi-
gratory Context? A Pilot Mixed Methods Investigation. BMC Psychology, 10, Article 
No. 144. https://doi.org/10.1186/s40359-022-00858-w 

[70] Kelstrup, L. and Carlsson, J. (2022) Trauma-Affected Refugees and Their Non-Ex-
posed Children: A Review of Risk and Protective Factors for Trauma Transmission. 
Psychiatry Research, 313, Article ID: 114604.  
https://doi.org/10.1016/j.psychres.2022.114604 

[71] Hyman, I., Beiser, M. and Vu, N. (1996) The Mental Health of Refugee Children in 
Canada. Refuge: Canada’s Journal on Refugees, 15, 4-8.  
https://doi.org/10.25071/1920-7336.21885 

[72] Vaage, A.B., Thomsen, P.H., Rousseau, C., Wentzel-Larsen, T., Ta, T.V. and Hauff, 
E. (2011) Paternal Predictors of the Mental Health of Children of Vietnamese Refu-
gees. Child and Adolescent Psychiatry and Mental Health, 5, Article No. 2.  
https://doi.org/10.1186/1753-2000-5-2 

[73] Parker, J., Shook, B., Washington, D., English, B. and Tatum, C. (2024) The Effect of 
Tension and Trauma Releasing Exercises (TRE) on Trauma Symptoms in East Afri-
can Refugees. Psychology, 15, 77-91. https://doi.org/10.4236/psych.2024.151006 

[74] Phillips, M., McDonald, T. and Kishbaugh, D. (2017) Using Evidence Based Home 
Visiting for Preventing Intergenerational Adverse Childhood Experiences. Psychol-
ogy, 8, 2516-2533.  

[75] Desai, G. and Chaturvedi, S.K. (2017) Idioms of Distress. Journal of Neurosciences 
in Rural Practice, 8, S094-S097. https://doi.org/10.4103/jnrp.jnrp_235_17 

[76] Briggs, R.D., Silver, E.J., Krug, L.M., Mason, Z.S., Schrag, R.D.A., Chinitz, S., et al. 
(2014) Healthy Steps as a Moderator: The Impact of Maternal Trauma on Child So-
cial-Emotional Development. Clinical Practice in Pediatric Psychology, 2, 166-175.  
https://doi.org/10.1037/cpp0000060 

 
 
 
 
 
 
 

https://doi.org/10.4236/health.2024.1610063
https://doi.org/10.1186/s40359-022-00858-w
https://doi.org/10.1016/j.psychres.2022.114604
https://doi.org/10.25071/1920-7336.21885
https://doi.org/10.1186/1753-2000-5-2
https://doi.org/10.4236/psych.2024.151006
https://doi.org/10.4103/jnrp.jnrp_235_17
https://doi.org/10.1037/cpp0000060

	Intergenerational Trauma and Resilience among Im/Migrant Families: Child Mental Health Outcomes and Psychosocial Mechanisms of Transmission
	Abstract
	Keywords
	1. Introduction
	1.1. Family Systems Theory and Intergenerational Trauma

	2. Methods
	2.1. Inclusion Criteria
	2.2. Exclusion Criteria
	2.3. Methods of Analysis

	3. Results and Analysis
	3.1. Descriptive Results
	3.2. Consequences on Children’s Mental Health and Well-Being
	3.2.1. Internalizing Problems
	3.2.2. Externalizing Problems
	3.2.3. Living in Survival Mode: Coping Behaviors and Worldviews
	3.2.4. School Performance

	3.3. Mechanisms of Parental Trauma Transmission
	3.3.1. Severity of Parental Trauma Symptoms
	3.3.2. Parent-Child Dyad
	3.3.3. Communication Styles
	3.3.4. Social Learning
	3.3.5. Family Stressors

	3.4. Resilience and Protective Factors
	3.4.1. Individual Resilience
	3.4.2. Family Resilience
	3.4.3. Institutional and Structural Protective Factors
	3.4.4. Social and Cultural Protective Factors


	4. Discussion
	4.1. Conclusions
	4.2. Strengths and Limitations

	Acknowledgements
	Fund
	Conflicts of Interest
	References

