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Mental disorders in refugees

Extensive research has shown that, overall, the
rates of mental disorders identified in refugees vary
substantially across studies.

This heterogeneity is due to at least the following
three factors.

a. The characteristics of the groups studied: their
background, qualifications and motivations vary
widely.

b. The context and situation in the host country:
generally speaking, the poorer the host country
the higher the prevalence of mental disorders
(Carballo et al., 1998; Lindert et al., 2009).

c. The quality of the studies and in particular
the sampling method: studies of higher
methodological quality with random sampling
generally report much lower prevalence rates
than poorer studies with convenience samples
(Bhugra, 2004; Fazel et al., 2005).

Considering  these  problems, the  most
comprehensive systematic reviews and meta-
analyses of the mental health of refugees (Fazel et
al., 2005; Bogic et al., 2015) showed that:

* major depression rates in refugees are similar
to those in the general population in Western
countries;

* refugees are about ten times more likely than
the age-matched general population to have
post-traumatic stress disorder (PTSD) — 9% of
refugees in general and 11% of children and
adolescents have PTSD;

* the prevalence rate of psychosis in refugees
is around 2%, which is similar to psychosis
rates among the general population in western
countries (Llosa et al., 2014); and

* The prevalence of mental disorders may be
higher in refugees who stay in the host country
for more than five years, which could be due

7, World Health
Organization

REGIONAL OFFICE FOR Europe

either to the selection of those who remain in
the host country or to long-term stress factors,
or both.

We can therefore conclude that the very fact of
being a refugee is not the most significant criterion
for the potential risk of mental disorders.

However, refugees can be exposed to various stress
factors that could influence their mental health.
These are commonly categorized as pre-migration
factors (such as persecution, economic hardship),
migration factors (physical danger, separation),
and post-migration factors (detention, hostility,
uncertainty) (Laban et al., 2004; Steel et al.,
2004; Bhugra & Becker, 2005; Gerritsen et al.,
2006; Walsh, 2007; Bogic et al., 2012; Carta et
al., 2013; Slobodin and De Jong, 2015; Bogic et
al., 2015).

Once a mental disorder has become manifest in
a refugee, post-migration factors are critical to
whether the disorder (in particular depressive
disorders) will become chronic (Lindert et al.,
2009; Bogic et al., 2012; Bogic et al., 2015).

A study of refugees from the former Yugoslavia,
conducted nine years after the end of the Balkan
war, showed the importance of the support
provided in the host country (Bogic et al., 2012).
The study compared refugees hosted in Germany,
Italy and the United Kingdom. Those in ltaly
showed the lowest rates of mental disorders, even
after the findings had been adjusted according to
the refugees’ different characteristics, such as their
levels of exposure to traumatic experiences during
the war. Lower mental disorder rates were linked
to being in employment, having appropriate living
arrangements, and feeling accepted in the host
country (Bogic et al., 2012).




Challenges in providing mental health care to refugees

There are several specific challenges to providing
mental health care to refugees, the extent of which
varies depending on a range of factors, including
where the refugees have come from and the amount
of time they have spent in the host country (Sandhu
et al., 2013; Giacco et al., 2014).

a. Language barriers: many refugees have a poor
command of the language of the host country,
requiring an interpreter during consultations.
Even if interpretation is available, the lack of
direct communication may complicate proper
assessments.

b. Belief systems: different belief systems may
hinder mental health assessments and conflict

possible tendency to seek physical explanations
for psychological problems.

. Cultural expectations: refugees may have

different views on what to expect from mental
health care and on what kind of information they
want to disclose. This may impact on whether
they accept a mental health diagnosis and the
consequent treatment.

. Establishing trust: Refugees may be particularly

distrustful of services and authorities because of
previous experiences in their country of origin.
Moreover, they may be unfamiliar with the health
care system in the host country, in particular
with the way mental health care works.

Recommendations for good practice are outlined
below.

. Establish outreach programmes for larger
and difficult to reach groups of refugees. These
programmes might be provided by specialized
and potentially voluntary organizations. Outreach
should aim to establish a trusting relationship,
facilitate first contacts with professionals in the
host country, and help refugees to overcome
barriers in accessing mainstream services for
physical and mental health care.

Establish a generalized and multidisciplinary
approach, in which physical health care and
mental health care are provided with as little
fragmentation as possible and facilitated by
flexible administrative procedures. This is
particularly relevant for refugees presenting with

* Optimize the coordination of services. Research

has shown that in almost all western countries,
experts identify the fragmentation of care
systems as a major problem for marginalized
groups, such as refugees. Coordination should
include specialized, as well as generic, services.

Provide sufficient information about entitlements
and available services both to refugee groups
and to the professionals dealing with them. Even
in well-resourced areas, this information is often
missing or presented in ways that are not fit for
purpose. New technologies may support this and
also help the provision of interpreting services
(Ahmad et al., 2012; Moreno et al., 2012; Unlu
et al., 2013).

with the practitioners’ understanding, such as the

Good practice in providing mental
health care to refugees

The most important strategy for reducing the risk of mental
disorders in refugees once they have arrived in the host
country, is general support: meeting their basic needs and
ensuring their safety, and that they are accepted and integrated

into mainstream society. Integration, including support in
; i the national education system, is especially important for
a7 children and adolescents among refugee groups (Fazel et
: al., 2014).

Irrespective of whether mental disorders do or do not occur
more frequently in refugees than in the general population,
there will always be refugees with mental disorders who
need mental health care.

Several recommendations for good practice are
identified in available literature. They address access to
and organization of services, and the delivery of care
(Priebe etal., 2012; Sandhu et al., 2013; Giacco et al.,
2014). The implementation of these recommendations
depends to a large extent on national legislation and
on refugees’ entitlement to receive health care. Yet
research (Priebe et al., 2012) has also suggested
that a significant number of health care professionals

in European countries are willing and find ways to
provide care for refugees, even if this is not in line
with the national legislative and funding context.

multiple health needs (Bhui, 2105).

How can good practice for
mental health care of refugees
be implemented?

Implementing the good practice recommendations requires
funding, appropriate service organization, and staff training
(Priebe et al., 2012).

a. Sufficient funding is required to ensure that enough care
services are in place to deal with potentially large numbers of
refugees, to make sufficient interpreting services available if
and when needed, and to provide and disseminate information
to refugee groups and professionals.

b. Appropriate service organization can help reduce administrative
barriers and complex referral procedures, optimize the allocation
of resources, and ensure good coordination. New technologies
may help with this.

c. Training and supervision programmes for mental health
professionals may enable staff to develop a better understanding of
the background and experiences of refugee groups, and equip them
to provide the best possible advice and treatment in a culturally
appropriate manner (Mosko et al., 2013; Gallardo, 2013).



