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This policy paper assesses the impact of non-ideological risk factors on radicalisation and violent extremism, 
namely mental health and trauma. Although radicalisation is a complex, individualised and multi-determined 
process, few studies have examined mental health and trauma as vulnerability factors for violent extremism. 
Those that have, have been based in Western contexts like the US and Europe, while currently, in fragile and 
conflict affected states, no studies exist that integrate trauma, mental health and violent behaviour. This is an 
oversight, given that both conflict-related and non-conflict related trauma is higher in FCAS than the West, 
and that planning for global acts of terrorism often begin within such contexts. This note argues that funding is 
needed for large-scale, integrative and interdisciplinary research in this area. Prevention and deradicalisation 
programming will greatly benefit from a wider evidence-base of mental health-related vulnerability factors, 
including research into the complex developmental pathways that may lead individuals to become radicalised 
or engage in violent extremism. The Cross-Border Conflict Evidence, Policy and Trends (XCEPT) research 
programme is addressing a number of these key limitations through examining, over time, the interlocking 
dynamics, in adults, between trauma and mental health, and whether a mental health intervention can 
decrease radicalisation and support of violent extremists.

Purpose

Key findings
	► Traumatic experiences can be linked to 

violent extremism. Adverse childhood 
experiences (e.g., child maltreatment) and 
moral injury (e.g., behaviours that violate 
values and morals, including betrayal from 
leadership) are two types of traumatic 
experiences that appear to be particularly 
relevant to violent extremism and warrant 
further study.  
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Joining a violent extremist group is an individualised, 
complex process with many points of entry. It would 
be virtually impossible to generate a set of risk 
factors that could identify all at-risk individuals in 
unity. Trauma and mental health will undoubtedly 
be more important for certain individuals than 
others. Yet, at the same time, very little is known 
about the functional relevance of mental health 
and trauma as vulnerabilities for radicalisation and 
violent extremism. To improve understanding and 
help policy and programmes more effectively target 
the types and timing of mental health problems and 
traumatic experiences that increase vulnerability for 
radicalisation, the following recommendations apply: 

	► Large-scale longitudinal studies in FCAS and 
LMIC that allow for examination of the complex 
interrelationships of trauma and mental health 
before radicalisation and under different social 
and economic conditions are vital and timely.   

	► Investment should also be made in experimental 
research designs: demonstrating that an 
intervention imbedded in an longitudinal research 
design modifies a trajectory of violent extremism 
through reducing mental health problems is 
a particularly convincing test of causation. 
Recommendations regarding feasibility of such 
research designs in FCAS/LMIC are made in the 
last section of this brief.  

Policy implications

“Social and economic factors 
can strengthen or weaken the 
links between mental health, 

trauma, radicalisation, and 
violent extremism. 

Key findings
	► Social and economic factors can 

strengthen or weaken the links between 
mental health, trauma, radicalisation, 
and violent extremism. Factors such as 
community level social cohesion, access 
to resources and a sense of agency can 
act as preventative measures. However, 
the lure of a sense of belonging to 
overcome feelings associated with trauma 
and alienation can also be a risk for joining 
violent extremist groups.  

	► The exact relationship between mental 
health and how it possibly contributes to 
radicalisation is not yet clear. Currently, 
most studies are small, cross-sectional 
and retrospective, meaning that data 
on the outcome (radicalisation) and 
exposures (trauma) are collected at the 
same time. From such studies we cannot 
conclude if mental health issues precede 
radicalisation or vice versa. In addition, 
the types of mental health examined 
vary widely between studies, as does 
the nature of the studies themselves. 
Replication efforts are uncommon; 
therefore, the robustness of findings is 
presently not known.  

	► Sophisticated longitudinal research in 
FCAS is feasible. With careful planning, 
it is possible to overcome and/or mitigate 
the particular challenges of conducting 
such research in conflict environments and 
with displaced populations.
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Finding: Mental health is important to radicalisation and violent extremism.

Research on the role of mental health and 
vulnerability to violent extremism has a 40-year 
history, primarily in western, educated, industrial, and 
rich democratic countries (WEIRD). A recent review 
by Gill and Corner1 charts this history. In the 1970s 
and 1980s research determined that psychopathy or 
childhood maltreatment as the source of narcissistic 
personality was necessary for the lack of empathy 
and motivation to engage in violent revenge-based 
acts2,3. Then came a series of critical review papers 
that called into question the quality of evidence 
surrounding psychopathy and personality-driven 
explanations of terrorism4-6. Many misinterpreted 
these review papers as claiming that individuals with 
mental health problems were unlikely to be capable 
of the planning and teamwork necessary to be a 
part of a terrorist organisation. In addition, around 
the same time, there was a view that to examine the 
“root causes” of terrorism through mental health 
was dehumanising and could overly pathologize 
and underappreciate legitimate social or political 
grievances that lead to violent acts of protest7. Either 
way, much existing research and public policy do not 
include mental health1.    

Since 9/11 and the 7/7 London bombings, mental 
health has re-emerged as a potential vulnerability 
factor in the study of radicalisation and violent 
extremism. Although much of the research is still 
based in WEIRD, there is now a greater focus on 
low-to-middle income countries (LMIC) and fragile 
and conflict-affected states (FCAS). This is with 
good reason. Research by Kieling et al. shows 
that, worldwide, the greatest burden of mental 
health problems rests in LMIC8, and a WHO-led 
review of data from 39 countries, estimates that in 
conflict contexts, 22% of people will have mental 
health disorders such as depression, anxiety, post-
traumatic stress disorder (PTSD), bipolar disorder or 
schizophrenia9. 

In WEIRD, we know from forensic evaluations and 
criminological research that certain mental health 
problems can act as vulnerability factors for violence, 
and in extremis, murder10,11, along with a myriad of 
other crimes including gender-based violence, theft, 
and substance use. That said, existing research also 

acknowledges that consideration of the environment 
is critical – the link between mental health and 
violence often occurs within a context of poverty and 
crime12. Likewise, in FCAS, many people suffering 
from poverty are targeted by recruiters for terrorist 
groups. 

Positions are mixed on the relationship between 
mental health, radicalisation and violent extremism, 
but recent research does suggest a link. The 
idea that mental health precludes the capacity for 
planning has been debunked. Gill and Corner13, 
amongst others, have shown that lone-actor 
terrorists experiencing mental health problems 
are very capable of engaging in rational pre-attack 
behaviours, including stockpiling weapons, planning, 
and training. Of interest, research in WEIRD suggests 
depression can act as a risk factor for seeking violent 
extremist groups1. Youths radicalised into Islamist 
extremist groups in the UK often report experiencing 
depression14. A survey of over 600 individuals 
showed that depression symptoms were associated 
with support of violent aggression as protest and 
terrorism15. Rousseau et al.16 replicated these results 
in Canada, and highlighted a potential risk-pathway 
to violent extremism: The lived experience of 
discrimination and violence can increase depression 
symptoms, which, in turn, can increase expressed 
sympathies for violent protest and support of radical 
groups. Similar results of support for radical groups 
and violent protest have been found in marginalised 
Muslim communities in the USA17 and France18.

Findings

“Since 9/11 and the 7/7 London 
bombings, mental health has re-

emerged as a potential vulnerability 
factor in the study of radicalisation 

and violent extremism. 
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Finding: The exact nature of links between mental health and violent 
extremism is not known. This is as much about research design as it is 
about conceptualisations of mental health.

Whether pre-existing mental health problems create 
vulnerabilities for violent extremism is currently 
not fully understood. As reviewed elsewhere19, 
most of the existing research is cross-sectional and 
retrospective, where extremists are interviewed 
or surveyed and asked, at the same point in time, 
about their mental health and violent beliefs and 
behaviours. This means the degree to which mental 
health comes before, or is predictive of, subsequent 
radicalisation or violence, cannot be evaluated20. 
Bearing this limitation in mind, a wide range of mental 
health problems have been investigated in extremist 
samples including depression, bipolar disorder, 
obsessive-compulsive disorder, anxiety, psychosis, 
narcissistic personality, attention-deficit hyperactivity, 
schizophrenia, autism spectrum, intellectual 
disabilities, PTSD and dissociative disorder19. 
However, these studies vary in the types of mental 
health examined, and some have only focused on 
‘confirmed’ diagnoses of a small subset of these 
mental health problems. Moreover, relying only on 
diagnoses is too simplistic to fully determine an 
association between mental health and extremism. 
Psychiatry and psychology are moving away from 
diagnoses and single category mental health 
problems for at least three reasons, each of which is 
relevant for radicalisation research. 

1.	 A persistent challenge to single categories of 
mental health is comorbidity – the coexistence of 
two or more disorders. Here, the 50% rule shows 
that half of the individuals who meet criteria for 
one disorder also do so for a second disorder, 
and half of the individuals with two disorders meet 
criteria for a third disorder, and so on. This brings 
on the possibility of a proxy – if depression is 
identified as a risk for radicalisation, but no other 
types of mental health were examined, it may be 
that depression is a proxy for a comorbidity with 
PTSD and psychosis, for example. Thus, reliance 
on a single category of mental health will not 
uncover the true associations.  

2.	 Subthreshold symptoms – symptoms scoring just 
below diagnostic cut-offs – show similar long-term 
patterns of comorbidity and functional impairment 
as symptoms above thresholds21. This is one 
reason diagnostic cut-offs are being abandoned 
in favour of assessing symptom severity on a 
continuum (from low to high). 

3.	 There is good evidence that single interventions 
are effective in the treatment of multiple different 
kinds of mental health issues (i.e., ‘transdiagnostic 
for both depression and anxiety22). 

This has led to the development of a general factor 
of psychopathology23 (i.e. the ‘p’ factor24) that 
consists of a net total of symptoms across a range of 
mental health problems, organised as internalising 
(i.e., facing inwards: depression, anxiety, psychosis, 
PTSD) and externalising (i.e. facing outwards: 
ADHD, antisocial personality, oppositional defiance, 
violence). In WEIRD, the p-factor is making headway 
in criminology: A recent study of 1722 pretrial clients 
showed that higher p scores strongly predicted total, 
violent, sexual, property, weapon, and drug offence 
charges. Of particular interest, for these pre-trial 
clients, higher p scores were also associated with 
higher exposure to adverse childhood experiences, 
particularly physical and sexual abuse, and brings 
to the fore the importance of considering the role 
of trauma as important for de novo mental health 
problems, as a vulnerability factor for criminal 
behaviours. This finding is important: non-ideological 
criminal behaviours are a robust correlate of 
radicalisation and violent extremism.

“Psychiatry and psychology are 
moving away from diagnoses and 

single category mental health
problems for at least three reasons, 

each of which is relevant for 
radicalisation research.
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Finding: There is a clear link between trauma and mental health problems. 
Populations in LMIC and FCAS are particularly at risk to exposure to trauma.  

Finding: Traumatic experience in childhood (conflict and non-conflict related) 
can have implications for long-term mental health issues and vulnerabilities 
to radicalisation and extremism.  

Traumatic experiences are important to 
radicalisation and violent extremism.

The link between trauma and mental health 
problems is well researched and conclusive. 
It therefore follows that those contexts with 
higher rates of trauma may create conditions 
that are conducive to increases in mental health 
problems. Exposure to traumatic experiences is 
highest in LMIC and FCAS, which correlates with 
the points raised above regarding high rates of 
mental health in these geographies. That said, 
risk factors correlate, such that the influence sum 
of all exposures is often greater than its parts. In 
other words, factors such as rampant inequality 
and marginalisation, poverty and lack of access to 

Exposure to trauma in childhood can have long-term 
developmental implications. In cases of extreme 
or prolonged trauma, children can suffer ‘toxic 
stress’, which can become biologically embedded27. 
Amongst other things, this can impact a child’s 
ability to deal with stress through disrupting the 
development of the stress response and immune 
systems, both of which are tightly involved in healthy 
brain development28, with severe knock-on effects 
for cognitive development and behavioural and 
emotional regulation29-31. In other words, there are 
biological and psychological routes through which 
toxic stress in childhood increases vulnerability for 
stress-related mental health problems32, including 
those that associate with violence28. 

This is a particular issue for FCAS, as prolonged 
exposure to war and displacements, with constant 
fear and uncertainty, means that many children are in 
a state of ‘toxic stress’. In 2019, it was estimated that 
420 million children live in FCAS, and five times as 
many children die from conflict than armed actors33. 
Furthermore, a meta-analysis of 17 studies of 7,920 
children showed that the prevalence of mental health 

resources perpetuated by climate change and land 
degradation, widespread corruption, criminality 
and authoritarianism, and prolonged conflict at 
the local and national level, together, increase a 
population’s exposure to danger and potential 
traumatic experience25. This exposure to trauma, 
coupled with a lack of access to basic resources 
brings with it a greater risk of vulnerability to 
radicalisation and involvement in violent extremism26. 
Yet problematically, compared to WEIRD, there is 
currently considerably less radicalisation and violent 
extremism research focused on trauma and mental 
health in LMIC and FCAS.

problems in conflict zones as high, with 47% showing 
PTSD and 43% showing depression34. Research 
in Syria35 (and Rwanda36) has highlighted that 
more than 90% of children surveyed experienced 
ongoing bombing and shelling; 66% reported having 
lost a loved one or suffered war-related injuries. 
Further, 80% of these children reported becoming 
more nervous, fearful, and aggressive, and 71% 
suffered from frequent bedwetting and involuntary 
urination – all symptoms of PTSD. However, the 
concomitant fallout of war-related trauma in FCAS 
is unscalable, with many boys being recruited into 
violent armed groups and exposed to conflict-related 
sexual violence, and girls, whilst also vulnerable 
to recruitment into armed groups, more frequently 
fall victim to conflict-related sexual or gender 
based violence, including rape, forced marriage or 
trafficking.35,37 

Research already exists into the relationship between 
adverse childhood experiences (ACEs) and violent 
extremism. The ACEs framework is a standardised 
assessment of 10 adverse experiences covering 
abuse and household dysfunction, including physical, 
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sexual, and psychological maltreatment, neglect 
and witnessing household violence38. In WEIRD, 
ACEs have been shown to relate to susceptibility 
to commit crime, substance use, mental health, 
physical health and reduced lifespan39,40. A recent 
review26 of ACEs and violent extremism noted 
important findings: 63% of a sample of US-based 
former white supremacists (n=91) experienced 
four or more ACEs during the first 18 years of life41. 
A similar frequency was reported in a sample of 
juvenile offenders (55%), which is even more striking 
given that the frequency in the general population is 
approximately three times lower (16%)26. This would 
suggest that ACEs could similarly associate with 

ideological and non-ideological criminal offending, or 
that joining a violent extremist group may not always 
be ideologically driven26. ACEs can also associate 
with higher levels of PTSD and depression after 
the experience of conflict. For example, up to 69% 
of UK war veterans seeking help for PTSD-related 
difficulties reported experiencing six or more ACEs 
before the age of 1842. This finding suggests that 
these veterans joined the military with increased 
levels of pre-enlistment vulnerabilities42. Although 
most of ACEs research has taken place in WEIRD, 
ACEs has been adapted by the WHO43 for use in 
LMICs by including a wider range of adversities to 
which children may be exposed.

Finding: Moral injury is important to consider in relation to ACEs, conflict-
related trauma and radicalisation.

Finding: Traumatic experiences and mental health problems must be 
understood in terms of risk and protective factors such as social cohesion 
and access to resources.

Moral injury is the product of perpetrating or 
witnessing events that violate one’s core beliefs 
or, importantly, betrayal by a trusted source of 
authority44. In the past decade, moral injury has 
gained traction in helping to understand what types 
of trauma make individuals especially vulnerable 
to mental health problems45. Moral injury may take 
place in childhood through parental betrayal or via 
experiences later in life, including participation in a 
violent extremist group.  Guilt, shame, disgust and 
anger are some of the correlates of moral injury46 

and unsurprisingly, moral injury highly associates with 
PTSD, depression, anxiety and psychosis47. Recent 
research carried out in Liberia with 459 former child 
soldiers found that a sense of moral injury was a 
significant factor in producing anxiety, avoidance and 
negative feelings, particularly amongst those that 
admitted committing acts of violence48. 

Importantly there is also new research emerging that 
shows how moral injury can function as a vulnerability 
factor for extreme beliefs and radicalisation49. 
Notably, there is evidence that individuals at risk 
of adopting radical beliefs or those experiencing 
a moral injury may have been exposed to similar 
types of traumatic incidents, such as victimization 
or betrayal that can result in anger and shame. 
This is important as recruiters to violent extremist 
organizations often will legitimize grievances 
and frame their message in terms of offering an 
actionable route to revenge49. However, because 
much existing moral injury research is cross-sectional 
and retrospective, it is impossible to disaggregate 
the effects of moral injury-related mental health 
problems directly attributable to early experiences 
of ACES, as opposed to later experiences of conflict-
related trauma.

Social cohesion within a community can constitute 
a potent source of influence towards peaceful 
resolution of conflict, as well as toward violence 
and crime50,51. Social cohesion, at its most basic, 
provides a social bond, a sense of trust, and a 
level of support and social integration between 
individuals and institutions52. Research in WEIRD 
shows that high levels of social cohesion within 

a high crime neighbourhood can lower risk for 
post-traumatic stress related to the experience of 
violent victimization53. Research in FCAS54 shows 
that for ex-combatants, positive reintegration into a 
community where there is a sense of inclusion and 
social cohesion can portend psychosocial well-being 
for ex-combatants with diagnoses of PTSD55. In 
addition, the ability to meet basic needs, carve out a 



meaningful place for oneself in society, and be seen 
to be fulfilling expected gender norms, can help to 
sway a once violent individual toward prosocial and 
peaceful behaviour54,56,57. Another example of social 
cohesion and mental health comes from a study on 
the impact of chronic exposure to conflict for Israeli 
versus Palestinian children58. Prevalence of PTSD 
was estimated to be 5–8% in Israel and 23–70% in 
Palestine. The determining factors for this difference 
included lower levels of social cohesion and greater 
poverty in Palestine.

There is, however, a “dark side” to social cohesion59. 
Sociological and criminological analyses highlight 
that the “cultural content” of the clustering of 
behaviours and attitudes of peer networks constitute 
an important ecological force (i.e., psychosocial 
surroundings) in generating violence and crime60. 
Here, attitudes that favour use of violence as 
revenge, punishment, or to obtain a goal (e.g. 
economic gain) correlate with the “instrumental” 
use of violence61. Social networks that lift up 
traumatised and socially, economically and religiously 
marginalised individuals—for example, through a 
sense of belonging—can influence members to 

employ violence as a means to solve problems62. 
Offers of participation in a group with a violent 
ideological goal, that provides a sense of agency and 
feeling of empowerment through which to counteract 
symptoms of trauma, may be attractive to individuals 
who have little access to alternative support63. It’s 
possible that socially cohesive groups with high 
norms of violence are more resistant to interventions, 
which might make them problematic for reducing or 
countering violent extremism. Here, for example, it 
may be that for groups where violence is seen as a 
legitimate manner to reinforce status or to resolve 
disputes, these very ‘norms of violence’ may drive 
attitudes and behaviours that result in low buy-in for 
peace-building programming. In other words, existing 
‘norms of violence’ would need to be explicitly 
addressed by programming. 

However, little is known about how trauma, mental 
health, moral injury and social cohesion inter-relate 
across an individual’s life course to create time-
sensitive vulnerabilities for radicalisation and violent 
extremism. Cross-sectional research limits the ability 
to define the functional role of mental health and 
trauma.

Finding: Cross sectional research suffers from ‘reverse causality,’ meaning it 
cannot be efficient in prediction.

One criticism levied at cross-sectional studies is that 
data on exposure (whether in present or past) and 
outcome are assessed at the same point in time. 
This is problematic as it is very difficult to distinguish 
between an event occurring (violence) and the 
causes for that event occurring. This does not 
negate the importance of cross-sectional research 
in generating insight into factors that may increase 
vulnerability to radicalisation; however, there are 
three key methodological considerations to bear 
in mind when interpreting findings based on cross-
sectional research. 

1.	 Cross-sectional research can’t pinpoint which 
trauma caused a vulnerability for violent 
extremism, or when. There may be time windows 
(e.g., childhood) in which trauma can be especially 
influential, creating a vulnerability for subsequent 
radicalisation. For example, certain developmental 
criminologists posit that for children born into 
chronic and toxic caregiving contexts, the damage 
is really done in the first few years of life, and 
everything experienced thereafter is a proxy for 
these early exposures64. 

“This means the degree to which 
mental health comes before, 

or is predictive of, subsequent 
radicalisation or violence, cannot 

be evaluated.
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2.	 Prevalence may be a poor proxy for incidence. 
In epidemiology, prevalence is a metric that 
indexes the number of cases in a population 
at a given time, whether old or new. Incidence, 
on the other hand, is the rate of new cases in 
a specific population during a specific period. 
Here, a one-off assessment of trauma and violent 
extremism may simply reflect the prevalence 
at that moment, with little information as to 
how trauma can generate new cases of violent 
extremists. With regard to intergenerational 
transmission of trauma, this means that, with 
cross-sectional data, one cannot determine how 
one generation ‘causes’ incidents of trauma in the 
next generation. 

3.	 The association between trauma and violent 
extremism may reflect reverse causality. 
Here, if an individual is in prison for an act of 
ideological violence and is also experiencing 
depression symptoms, these symptoms may 
artificially increase the number of ACEs the 
individual reports. However, it may be that the 
depression itself is resultant from a combination 
of moral injuries experienced through childhood 
experience, by belonging to a terrorist 
organisation, perpetrating the violence, and the 
‘wear and tear’ of daily prison life.

Figure 1. 
Timing and Importance of Risk Factors for Violent Extremism.

Finding: A lot could be learned from large-scale longitudinal research efforts.

Of note, XCEPT is a multi-year, interdisciplinary 
project with funding from UK Aid, that examines 
trauma and mental health, amongst other factors, 
that shape adult violent and peaceful behaviour 
across different conflict-affected regions, such as 
Iraq, Syria, and South Sudan to inform policy and 
programming efforts to prevent violent extremism. 
This is an important study, as, although findings 
can be mixed, research in WEIRD points to the real 

Arrows: prediction; y: years of age

possibility that individuals who use violence are 
significantly more likely to be survivors of early 
trauma than their non-violent counterparts65-68. 
Moreover, the link with trauma is true for different 
types of violent perpetration: violence against 
intimate partners, children, strangers and as part 
of organised groups69. The directionality between 
traumatic exposures, mental health problems and 
acts of violence has been established in the many 
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existing WEIRD birth cohorts – studies that start from 
the beginning, sometimes even during pregnancy. 
Figure 1 contains a statistical model that can chart 
the timing of different risk factors and their relative 
and combined impacts on an increased probability of 
violent extremism. For example, as stated previously, 
non-ideological criminal offending is strongly 
associated with radicalisation70,71. As traumatic events 
and mental health are related to criminal lifestyles, 
we can generate a developmental model that could 
be tested with a proper longitudinal cohort. Here, 
the development of mental health problems (p 
factor) between ages 2 to 20 is hypothesized to be 
impacted by ACEs and conflict trauma. This in turn 
impacts child emotional and behavioural regulation, 
a robust vulnerability factor for criminal lifestyles. 
Notice that moral injuries also negatively impacts 
regulation, but this is via earlier experiences of ACEs, 
conflict-related trauma and mental health problems. 
Together these ‘indirect’ developmental pathways 
increase the odds of crime and, in turn, violent 
extremism. In Figure 1, the dotted lines are protective 
pathways that work through ‘the bright side’ of social 
cohesion. 

Of note, certain studies go one step further and 
include interventions that are ‘nested’ within 
the longitudinal design. Demonstrating that 
an intervention imbedded in an experimental 
design modifies a trajectory of violent extremism 
through reducing mental health problems is a 
more convincing test of causation compared with 
retrospective data or even correlational prospective 
data72. The longitudinal cohort design allows for 
testing of positive intervention effects years down 
the road. This is an important point: The degree to 
which a trauma/mental health intervention decreases 
revenge-based violence (or sympathy for violent 
extremism) is a question in need of greater attention. 

Longitudinal cohort studies in FCAS face challenges 
that do not exist in WEIRD73, as often populations 
will change rapidly and unpredictably due to conflict 

that can lead to potentially high levels of attrition. 
One type of limitation is non-random attrition, where 
those that drop out have different characteristics 
from those that stay in (e.g., those with social and 
economic capital being more likely to survive conflict 
situations). However, there are ways to handle 
potential attrition, as there are organisations, such 
as the International Organization for Migration that 
successfully track internally displaced families and 
individuals within FCAS. In addition, large scale 
longitudinal research studies such as MIGNEX, have 
successfully tracked migration patterns of families 
and individuals across the world, even from FCAS, 
with very low attrition rates. 

Another possibility, the accelerated cohort sequential 
design74, might be of particular use in FCAS. As seen 
in Table 1, a main advantage of this approach is the 
ability to span the age range of interest in a shorter 
period than would be possible with a single cohort 
longitudinal study (4 years in total for an 8-year span). 
The shorter time is advantageous as it will be less 
affected by attrition. The trade-off for this shorter time 
is that each participant’s period covers only part of 
the age range. This can be a problem when there 
are systematic differences between people born at 
different times.
 
All in all, the benefits of what could be learned from 
longitudinal research in terms of vulnerabilities for 
radicalisation far outweigh the logistical challenges. 
In addition, current prevention programming and risk 
assessment tools often do not include trauma and 
mental health. This is an important oversight given 
the research covered above clearly suggests an 
association. Those who get recruited into a violent 
extremist group are most likely a subset of the larger 
group of people who are susceptible in a similar 
way. There are likely many factors that determine 
who gets pulled into an extremist group that are 
not reviewed in this Policy Note. What is clear is 
that the rate of radicalised or recruited members of 
violent extremist groups can be estimated ex post 

Table 1. 
Accelerated Cohort Sequential Design.

Cohort 1 x x x x

Cohort 2 * * * *

Cohort 3 ^ ^ ^ ^

2 y 3 y 4 y 5 y 6 y 7 y 8 y

Age

http://iom.int/our-work
https://odi.org/en/about/our-work/mignex-aligning-migration-management-and-the-migration-development-nexus/
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facto, but there is not an efficient way to evaluate 
the rate of susceptible individuals. That number 
could be alarmingly large and might even constitute 
a public health crisis. Longitudinal research with 
nested interventions is a step forward in evaluating 
the timing and importance of known susceptibility 
factors, the basic building blocks of evidence-based 
prevention. 

In sum, the benefits of including mental health and 
trauma within longitudinal studies include73:

	● Empirical rebalancing of un-evidenced beliefs 
about the role of mental health and trauma in 
radicalisation and violent extremism

	● Provide an evidence base for a holistic 
understanding of developmental vulnerability 
factors for violent extremism within FCAS

	● A better understanding of the timing and nature 
of risk factors that could influence vulnerability to 
violent extremism 

	● Relatedly, a better understanding of the type of 
programming that would be needed to prevent 
violent extremism, if trauma and mental health 
do play a role. At present, the most promising 
interventions combine mental health and social 
cohesion75, both of which are likely to be very 
important for peacebuilding within a context of 
conflict. 

	● Of interest, mental health facing research in 
FCAS typically does not assess radicalisation and 
research on radicalisation often does not collect 
information about mental health.

“At present, the most promising 
interventions combine mental 

health and social cohesion,
both of which are likely 

important for peacebuilding 
within a context of conflict.
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