Chapter 11
Risk Factors and Prevalence of Mental Illness
in Refugees

Paula Zimbrean

Introduction

Identifying mental illness in refugees poses multiple challenges to providers
and organizations worldwide. These challenges range, from technical aspects of
language barriers and accessibility, to phenomenological questions such as the
definition of mental illness across cultures.

Nevertheless, most Western societies now consider refugees as a population with
high prevalence of mental illness and multiple efforts are ongoing toward standard-
izing screening methods and identifying risk factors early in the process of
resettlement.

Screening

Overseas Screening

The Secretary of Health and Human Services promulgates, under the authority of
the Immigration and Nationality Act (INA) and the Public Health Service Act, regu-
lations outlining the requirements for the medical examination of aliens seeking
admission into the US [1]. The Division of Global Migration and Quarantine pro-
vides the Department of State (DOS) and the US Citizenship and Immigration
Services (USCIS) with medical screening guidelines for all examining physicians.
The purpose of this overseas medical examination, for the DOS and USCIS, is to
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identify applicants with inadmissible health-related conditions: any physical or
mental disorder with associated harmful behavior, any drug abuse or dependence.

Any person applying for refugee status must undergo this medical examination
aimed at detecting these inadmissible health related conditions. The requirements
for this evaluation are included in the technical instructions for medical examination
of aliens (TIs), last revised in 2010. Following this evaluation, refugees with a his-
tory of mental disorder with associated harmful behavior that may pose a threat to
property or welfare of the alien or others, may be classified as follows:

* Class A refugees need the approved waiver for travel. An approved US health
care provider is identified for the refugee. When the class A refugee arrives in the
US, he or she must report promptly to the identified US health care provider.

* Class B refugees are diagnosed with a mental disorder with no current associated
harm or behavior, or there is a history of harmful behavior judged not likely to
recur. Refugees with a class B mental disorder do not require a waiver but it is
recommended that they are evaluated by a mental health specialist soon after
arrival.

Domestic Screening

The center for disease control (CDC) recommends that mental health screening be
performed at the first medical evaluation that refugees undergo in the US. This
screening consists of the following steps:

. Review of records from overseas.

. History and physical examination related to mental health.

. Mental status examination.

. Screening for depression and posttraumatic stress disorder (PTSD).
. Referral for refugees considered at significant risk.

DN AW =

The importance of records from overseas is described above. The screening
should give particular attention to history of head trauma with loss of conscious-
ness, known psychiatric conditions, history of treatment, substance use, and expo-
sure to traumatic events. The physical examination should look for signs of
maltreatment (such as torture) and unexplained somatic symptoms that may be
related to psychological distress [1].

CDC recommends that all refugees over 16 years old should be screened for
major depression and PTSD. It is important however to prepare the patient before
asking specific questions related to trauma. Attempts should be made at normalizing
the emotional stress associated with the experience of trauma and with immigration.
Structured instruments are also available for screening: for depression, PHQ—9 or
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the depression section of the Hopkins symptoms checklist; for PTSD, questions
1-16 of the PTSD portion of the Harvard trauma questionnaire as well as Primary
Care PTSD screen (PC-PTSD). Some of these instruments are available for public
use, while some must be purchased [2]. Many of these instruments have been trans-
lated in multiple languages. It is important however to keep in mind that psychiatric
diagnosis should not be made based on psychological instruments alone. Anyone
meeting the threshold scores for depression or PTSD on the screening questionnaire
should be referred for a full evaluation with a mental health professional. A more
detailed discussion on screening follows in Chap. 12.

Other countries have also issued guidelines regarding refugee mental health
screening. For instance the Canadian Collaboration for Immigrant and Refugee
Health (CCIRH) recommends screening for four mental health conditions: abuse
and domestic violence, anxiety and adjustment disorder, depression, and torture and
PTSD [3]. In Sweden, use of the health screening interview by social workers has
been shown to be reliable in identifying PTSD in refugees [4].

Screening for mental health problems can be challenging due to many factors,
patient or provider related. Refugees often arrive from places where stigma sur-
rounding mental health issues is significant. Some of them cannot cope with recol-
lection of traumatic events. In addition, the clinician may feel uncomfortable asking
about psychiatric problems for fear that “it may open a can of worms” with strong
emotional content that may delay the delivery of medical care. It is helpful to nor-
malize the refugee’s experience as much as possible (not only the trauma: “many
refugees in your situation have been through traumatic experiences such as...” but
also the mental health screening itself: “every refugee that we see here in this clinic
is asked these questions”). Another helpful approach is to emphasize the importance
of addressing these problems, if needed, for their overall adjustment and success in
their new life. Refugees are usually quite open to talking about their stories, often
with little prompting. Sometimes refugees decline mental health intervention, even
if it is indicated. In these cases, psycho-education about the impact of symptoms
upon their quality of life and available treatments prompts some refugees to return
later for treatment. Also, personal contact established at screening is important
since the refugees tend to ask for the clinician they spoke with when they were ini-
tially offered mental health care.

Risk Factors for Psychiatric Problems in Refugees

Risk factors can be broadly considered under three phases of migration: pre-
migration, post-migration, and during migration.
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Pre-migration Factors

Age

Studies looking at age of refugees and prevalence of mental illness have produced
variable results. Some studies showed that refugees of younger ages experience
more depression [5] while other studies showed that adolescents do better than older
adults, especially in the Ethiopian population [6].

Gender

In most studies, women have a higher prevalence of PTSD and depression than men
in Middle Eastern, Central African, Southern Asian, and Southeastern European
refugees [7]. Other psychiatric conditions such as anxiety and pain disorder are also
more common in women: tortured Bhutanese women reported higher prevalence of
generalized anxiety disorder, pain disorder, and dissociative disorders than men.
Several studies, however, found depression more common in male refugees than in
female refugees [5]; oftentimes this is a reverse of the ratio seen in the country of
origin. One study found an abnormal (80 %) prevalence of psychosis in men in a
Somali refugee clinic population [8].

Education

Overall, more educated refugees scored lower on the mental health indices [6],
which is thought to be related to loss of status that these refugees experience during
the resettlement. At the same time, patients with limited education have more dif-
ficulties with integration and are more likely to have depression [5].

Rural Versus Urban Area of Origin

Refugees from rural areas had poorer outcomes [6].

Region of Origin

Refugees from Europe had worse mental health outcomes than those from Asia or
the Middle East [6]. In addition, Southeastern European subjects had more somatic
complaints than Central African refugees [9].
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Trauma/Torture

There are multiple studies showing that a history of torture increases the risk of
mental health problems [10]. The concept of “cumulative trauma” summarizes
the fact that more episodes of trauma were related with more intensive symp-
toms of PTSD in refugees (with the exception of avoidance, which did not cor-
relate with number of traumatic events experiences) [11]. In addition, there is
evidence that in victims of torture, mental health problems may persist long after
the resettlement [12, 13].

Death of a Relative

Having lost a relative or a close friend in the home country or during the resettle-
ment has been associated with increased likelihood of psychiatric problems [14].

Migration Factors

The following factors characterizing the migration process have been associated
with poorer mental health status:

Being detained after leaving country [15]

Time spent in refugee camp

Long time to be granted refugee status/asylum status

Incidence of torture [10]

One positive impact on mental health is being granted the refugee status [16]

Post-migration Factors

Although emphasis is often placed on the refugees’ experience of trauma in their
country of origin, there is a growing body of evidence that factors related to their
post-settlement period can contribute more to mental health problems than experi-
ences prior to fleeing their country [17].

Communication Problems

Lack of knowledge of the language of the adoptive country can affect the preva-
lence of mental health problems in two ways: on the one hand, it can seriously
impact the quality of adjustment to the new environment and therefore increase the
prevalence of depression or anxiety. At the same time, communication barriers can
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cause underdiagnosis and poor access to care leading to underreporting of psychiatric
problems.

Housing Accommodations

Permanent private accommodations were related to better mental health than insti-
tutional or temporary accommodations [6]. In addition, residential mobility
(frequent changes in residence) was seen as stressful and worsened mental health
[18]. Living in unsafe neighborhoods and being concerned for own physical safety
can also contribute to psychiatric problems [14].

Restricted Economic Opportunity

Lack of employment or loss of economic status has been associated with worse
mental health [6].

Other post-migration factors associated with worse mental health outcomes:
Repatriation to a country they had previously fled [6]
Initiating conflict not resolved [6]
Worry about family not in the host country [19, 20]

Prevalence of Common Mental Illnesses

Determining the prevalence of various psychiatric disorders in the refugee popula-
tions presents multiple levels of challenges. Most of the prevalence studies have
been done in clinical populations, typically refugees who were seen either in mental
health clinics or in general health programs, which already introduces a selection
bias. Epidemiologic studies attempt to overcome this bias, but face communications
difficulties, fear of stigma and local beliefs about mental illness, and how it is inte-
grated in everyday life. These factors lead to low rates of participation and minimiz-
ing of symptoms on questionnaires. In addition, the measures used to identify
mental health problems have to meet the demands of being at the same time, culture
specific, standardized, and practical for the provider. A study looking at how refu-
gee trauma and health status were measured in English language publications iden-
tified over 125 different screening or diagnostic instruments used [21]. This
illustrates the complexity of studying the prevalence of mental illness in the refugee
population.

Communication can be particularly difficult when working with refugees due to
multiple factors: language and cultural differences, the effect of culture on symp-
toms and illness behavior, differences in family structure, acculturation, and inter-
generational conflict. Aspects of acceptance by the receiving country as reflected in
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employment and social status can also interfere with the process of evaluation and
mental health treatment. These difficulties can be addressed through specific inquiry,
use of trained interpreters, culture brokers, meetings with families, and community
organizations [22].

Working with interpreters, when available, must be done with a culturally
informed approach. The first step in working with an interpreter is selecting the
language in which the interview will be conducted. Refugees, like many migrants,
oftentimes speak more than one language. Although it may be convenient to con-
duct the interview in a language that is known to both patient and clinician, effort
must be made in order to identify the language in which the patient can be most
accurate. This will help avoid abbreviated statements and allow the expression of
emotional content. In certain situations it may be possible to dispense with inter-
preter services: patients speak some English and insist on conducting the interview
in English or later in treatment when patients’ mastery of English improves.
Interpreters or translators should be familiar with the psychiatric assessment, and
they need to be able to translate (to find the corresponding words from one language
to another while retaining the same meaning) but also to interpret which implies the
transmission of denotative meaning, in addition to the connotative meaning [23]. It
is important to train the interpreter to be able to translate in such a way that the
clinician can assess the more important parts of the mental status exam such as the
process, association, affect.

A frequent model uses the bilingual psychiatric worker, which is sometimes
employed in places where there are communities of refugees from the same coun-
try or cultures. In this case, attention must be given to boundaries and counter-
transference. Patients tend to try to recreate the doctor—patient relationship from
their country, which often may be different than the accepted model in the US.
Some examples include total trust and obedience in the provider (which can trans-
late into a passive attitude or lack of participation), a desire to compensate the
provider with gifts, or asking the provider for a letter of reference for a job application.
A sensitive but firm delineation of boundaries will help the refugee in learning and
adjusting to the US health care system and will promote a healthy societal integra-
tion in general. For all clinicians evaluating or treating refugees, but especially for
those clinicians who are themselves prior refugees, special attention must be
given to counter-transference, and additional peer supervision should be sought if
necessary.

Another factor that can affect the attendance of mental health programs and the
evaluation of the prevalence of psychiatric disorders in refugees and immigrants is
the use of alternative or complementary medicine. Traditionally it was believed that
use of alternative medicine is associated with avoidance of Western medicine in
immigrants. A study of Cambodian refugees showed that 34 % of them relied on
alternative medicine in the past year; however, only 5 % used the alternative medi-
cine exclusively. Surprisingly, using alternative medicine was positively associated
with seeking Western sources for mental health care [24].

In addition to the above challenges, given that the phenomenology of mental ill-
ness can be very different across cultures, Western diagnoses are not universally
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accepted as valid for these populations. However, most studies of prevalence utilize
Western psychiatric diagnoses as outlined in the Diagnostic and Statistical Manual
(DSM). See Chap. 12 for a discussion of standardized assessment scales validated
in refugee populations.

PTSD and Depression are by far the most common diagnoses encountered in
refugee populations. Table 11.1 presents a summary of the most illustrative studies
regarding prevalence of mental health problems in refugees.

Other Psychiatric Disorders

In addition to depression and anxiety, other psychiatric disorders have been
described in refugees: traumatic brain injury [37], suicide (rates were 4-5 times
higher in Ethiopian immigrants than in the national population in one study) [38].
Postnatal depression has been reported as high as 42 % in migrant women (includ-
ing immigrants, asylum seekers, and refugees) as opposed to 10-15 % in native-
born women [39]. Pathological gambling was initially thought to be very common
in Cambodian refugees (70 % prevalence [40]); however, a later study, considered
to be more representative of Cambodian refugee communities in the US, showed a
prevalence of only 13.9 % [41]. Substance abuse has been reported as well: 45 % of
Indo-Chinese refugees had problems with alcohol or tobacco, while 13.9 % of the
same had problems with drugs [42].

Influence of acculturation may vary with gender—in Somali girls for instance,
greater Somali acculturation was associated with better mental health, while for
Somali boys, greater American acculturation was associated with better mental
health [43].

Domestic violence is considered to be underreported due to cultural factors, fear
of stigma, but also fear of losing children to the child protection agencies if abuse is
reported. Victimized women have a lower tendency to receive psychological sup-
port from the family; on a positive note, they were also less likely to use tranquil-
izers, to smoke, to think of suicide, and to attempt suicide [42].

Finally, comorbidities are extremely frequent; in a clinical sample of 61 refugee
outpatients from psychiatric clinics in Norway, 80 % of those who had PTSD had
three or more additional psychiatric diagnosis [9].

Resilience and Posttraumatic Growth

Although the prevalence of psychiatric problems is relatively high compared to the
general population, many of the refugees succeed in integrating in the receiving
society and achieving a good quality of life. The concept of posttraumatic growth,
which summarizes the positive personal changes one makes in reaction to traumatic
events, has received recent attention from researchers. Posttraumatic growth is
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related to a higher quality of life in general; in addition, it explained more of the
variance in quality of life than did posttraumatic stress symptoms, depressive symp-
toms, or unemployment [45].

Cultural Factors

Each culture has specific syndromes that in the Westerner’s eye are classified as
psychiatric diseases or specific presentations of more common psychiatric diseases.
Various populations can present with specific syndromes, but at the same time, the
same syndrome can be seen in different cultures located in different geographic
regions. For instance, women who jump into wells in suicide attempts have been
described in Pakistan, Punjab, Bangladesh, Sri Lanka [46]. Koro (the penis shrink-
ing syndrome) is a classic example of a culture-bound syndrome seen in different
ethnic and geographic groups [47]. Survivors of the Rwanda genocide divided men-
tal health symptoms into a mental trauma syndrome (a PTSD like presentation plus
some depression symptoms plus “local” symptoms) and a grief syndrome (other
depression symptoms plus “local” symptoms) [48]. Multiple culture specific syn-
dromes have been described in the Cambodian population; among them, Khya"l
attacks (a variant of panic attack, characterized by physical symptoms and fear of
heart arrest) or khmaoch sangot (‘“the spirit pushes you down”—a form of sleep
paralysis) [49].

Transcultural Psychiatry, which, in part, focuses on the study of these syndromes,
is a rapidly growing discipline. Even in the absence of clearly defined cultural syn-
dromes, there are many subtle cultural variations in illness manifestations. In work-
ing with refugees, one must not only become familiar with the specific culture to
which the patients belong, but also consider local and individual specifics and avoid
premature labeling. Many areas of conflict are extremely multicultural or multireli-
gious. As in any clinical setting, maintaining an attitude of inquiry and curiosity will
facilitate breaking transcultural barriers.
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