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Mental health of refugees and
migrants: vulnerabilities,
coping and growth

Mental health in context of war and
migrations



WECCHMMN
Mental health

« A state of well-being in which every individual realizes his or her own
potential, can cope with the normal stresses of life, can work

productively and fruitfully, and is able to make a contribution to her
or his community (WHO)

* Not only the absence of mental iliness
. War and disasters have a large impact on [§ -

mental health and psychosocial We”'being}._'._f'.
(WHO's 4t fact on MH) .
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Determinants of mental health

» Education level

* Resources
(individual, social,
material)

» Coping and
acculturation
strategies

* Pre-existing mental
health issues

* EXxposure to
traumatic events

* Resilience

e Support and
acceptance in
community

* Neighbourhood

e School environment
e Support network

* Employment

* Housing

» Welfare

Individual Social Environmental
» Gender * immediate and e The asylum seeking
« Age extended family process

e Socio — economic
context

o Level of
participation

* Inequality

e Discrimination &
racism

» Accessible health
services

» Accessible
education services




Pre - migration

Peri - migration

Post - migration

Economic, educational and professional
status in country of origin

Social support, social roles and support
network

Experience of trauma (type, intensity,
commutativity, perceived level of threat....)
and loss

Political engagement (dedication to a cause

)

The timing of migration

Age and development stage

Disruption in education

Separation from extended family and peers

Adults
The journey (route, duration)

Exposure to harsh living conditions (camps)

Exposure to violence (physical, sexual,
trafficking, exploitation ...)

Disruption in family and community ties

Uncertainty of outcomes

Children & youth

Separation from primary care-taker
(parent, guardian ..)

Exposure to violence (physical, sexual,
trafficking, exploitation ...)

Exposure to harsh living conditions (camps)

Malnutrition

Uncertainty regarding the future

Uncertainty about status, longevity of the
procedure

Unemployment, poverty, exploitation,
exclusion

Loss of family and social support, loss of
social status

Aspiration/achievement, attitudes towards
new culture

Concern for family members left behind

Difficulties in learning the language, getting
information, acculturation and adaptation
(e.g.. Changes in gender roles)

Stress related to adaptation of the family

Difficulties in education due to language
barrier

Acculturation (e-g- ethnical and religious
identity; conflict in gender roles; inter-
generational conflicts in family)

Discrimination and social exclusion (in
school, in peer groups ...)
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Refugees mental health: myths & facts

* Psychological distress among refugees is
primarily the result of war-related violence

and loss.

* Fact: Distress among refugees is related
just as powerfully to life in exile as it is the
violence and destruction of war.
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Refugees mental health: myths & facts

 The best way to improve the mental health of refugees
IS through psychotherapy and psychiatric medication.

« Fact: While clinical services can play a useful role for
distressed refugees, most refugees don’t have access
to psychotherapy, and among those who do, cultural
and linguistic barriers lead to widespread
underutilization. Supporting relationships, meaningful
work and community engagement are just as powerful
tools to prevent difficulties and improve mental health.
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Refugees mental health: myths & facts

 Most refugees are severely traumatized by
their war experiences.

e Fact: Only a minority of refugees

experience enduring psychological
trauma. For that minority, however, trauma
IS real, painful, and severely under-treated.
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Refugees mental health: myths &

facts

« Serious mental health problems are more frequent
In refugee population than in host country
population

e Fact: Research findings show the only disorder for
which substantial and consistent differences in
comparative prevalence have been reported is
PTSD; other mental health difficulties and
liInesses occur in similar ratios as in host
population, and are particularly linked with lack of
social integration and unemployment
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Mental health difficulties and disorders in refugees

* Mood difficulties and disorders

v Grief and bereavement — within expected

v’ depression — similar to the general population
e Substance use disorders

v tend to become similar to those of host country populations
with time

v" Strong link with socio-economic status and conditions,
Integration and other MH issues

v’ Strongly conditioned by cultural and social norms
* Psychosis
« No significant differences

v" Acute stress disorder and Post Traumatic Stress Disorder —
significantly more in refugee population

Source: Priebe S, Giacco D, ElI-Nagib R. (2016). Public health aspects of mental health among migrants and
refugees: a review of the evidence on mental health care for refugees, asylum seekers and irregular migrants in the
WHO European Region. Copenhagen: WHO Regional Office for Europe; Health Evidence Network (HEN)
Synthesis Report 47
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Barriers to mental health care
 Lack of knowledge of legal entitlements and
the health care system in the host country
 Poor command of the host country language

e Cultural beliefs about mental health - stigma

o Cultural expectations towards health care
professionals

e Lack of trust towards services and authorities
In the host country
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Areas for interventions

e promoting sociale
integration

v/ guarantee basic
needs

v" focus on
education v

v’ target general
social isolation

overcoming
barriers to
access for
mental health
care

Information on
entitlements to both
users and providers
of health care
Outreach services -
bridge into
mainstream services
Coordinating mental
and physical care
with social services

v

v

facilitating
engagement
with services

High-quality
interpretation
services

Cultural mediators

Use of information
technology

Cultural competence
training

v

v

treating
refugees and
migrants with
manifest MH
disorders

Strength-based
treatment
approaches
Addressing coping
with both current as
well as past
stressors
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Mental health of refugees and
migrants: vulnerabilities,
coping and growth

Traumatic events, trauma and
consequences
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Stress

Stress arises when individuals perceive that
they cannot adequately cope with the
demands being made on them or with threats
to their well-being (R.S. Lazarus (1966)).

An imbalance between demands and
resources (R.S. Lazarus and S. Folkman
(1984))

Acute, chronic, toxic (during development)
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Transactional theory of stress

A

determining whether
the stressor poses a
threat

individual’s evaluation of
the resources or coping
strategies at his or her
disposal
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Crisis

e Crisis - brief psychological disturbance
occurring when an individual, faced with an
obstacle to important life goals, finds that it is for
the time being insurmountable through the
utilisation of customary methods of problem

solving (G. Caplan).
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Types of crisis

Life Crises

L]
Accidental Socio-cultural Developmental
Environmental: Changes . N . .
precipitated by eners:'nal Precipitated by changes linked 10 Blulug_ucal. Precipitated by
event developmental stages internal change

Experience and symptoms of
the problem are identical in
all three types
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Phases of crisis

1.

Initial rise in tension from the impact of the stimulus calls forth
habitual problem solving responses.

Lack of success and continuation of stimulus is associated with
Increasing upset and ineffectuality.

Further rise in tension acts as a powerful internal stimulus and
calls out emergency problem solving mechanisms - novel
methods to attack the problem, trial and error, and attempts to
define the problem in a new way.

As tension mounts beyond a further threshold, its burden
Increases to breaking point. To avoid major disorganisation the
person employs restitutive methods to reduce anxiety and
opens up maladaptive pathways. These can lead eventually to
the development of various psychiatric syndromes.
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Traumatic event, psychological trauma and PTSD

 Event that would be markedly distressing to
almost anyone, and is outside the range of
usual human experience

* Psychological trauma is an emotional,
physical and behavioural response — normal
response to abnormal circumstances

« PTSD is a mental health condition that's
triggered by traumatic event - if the
symptoms get worse, last for months or even
years, and interfere with day-to-day
functioning
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Traumatic events: Harvard Trauma
Questionnaire

* Lack of shelter, food, water abuse
e |l health without access to e Torture
medical care e Serious physical injury from
e Confiscation or destruction of combat situation or landmine
personal property e Imprisonment

« Combat situation (e.g. shelling « Forced labor
and grenade attacks)

 Forced evacuation under
dangerous conditions

e Beating to the body, Knifing or
axing
 Rape, sexual exploitation and

e Extortion or robbery
Brainwashing
 Forced to hide

» Kidnapping; other forced
separation from family

* Forced to find and bury bodies
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Traumatic events: Harvard Trauma
Questionnaire

Enforced isolation from others

Forced to physically harm
someone

Murder, or death due to
violence, of family member or
friend

Serious physical injury of family
member or friend due to combat
situation or landmine

Disappearance or kidnapping of
spouse, child, family member of

friend

Witness beatings to head or
body

Witness torture
Witness killing/murder
Witness rape or sexual abuse
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Trauma

e Single incident trauma

« Complex or repetitive trauma
e Developmental trauma
 Intergenerational trauma

e Historical trauma
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6Fs: Immediate trauma response (Schauer &
Elbert (2010))

Defense reaction

tonic -
- S H acnycardia,
Imm.Ob.' lity - vasoconstriction,
(unresponsive immobility) hypertension,
hyperaltertness

4. F

high emotional arousal
fear largely repressing anger
i.a. assaultive breakout followed by immobility

-> faster onset and termination of the immobility

aoroar | 3. Fight

sympathetic

activation

dizziness 2 Fllg ht

lightheaded

palpitation

dry mouth
numbing

muscle tension
feelings of irreality

Type2:
“shut-down”
para-sympathetic
activation
bradycardia,
vasodilatation
hypotension

drop in arousal
surrender

cognitive failure
numbing of all emotions
-> slower onset and
termination of immobility

1. Freeze

(attentive immobility:
“orienting response”)




WECCHMMN
Immediate trauma response

Emotional Physical
 Numbness and detachment

« Anxiety or severe fear

e Guilt (including survivor guilt)

« Exhilaration as a result of surviving

 Nausea and/or gastrointestinal
distress

e Sweating or shivering

« Anger e Faintness
e Sadness e Muscle tremors or uncontrollable
e Helplessness shaking

* Feeling unreal; depersonalization (e.g., Elevated heartbeat, respiration, and
feeling as if you are watching yourself) blood pressure

e Disorientation Ext e h i
. Feeling out of control xtreme fatigue or exhaustion

« Denial « Greater startle responses

« Constriction of feelings  Depersonalization
 Feeling overwhelmed
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Immediate trauma response

Cognitive Behavioral

« Difficulty concentrating e Startled reaction

* Rumination or racing thoughts (e.g.,
replaying the traumatic event over
and over again)

« Distortion of time and space (e.g., « Difficulty expressing oneself
traumatic event may be perceived as Argumentative behavior

it was happening in slow motion, or | eased use of alcohol, drugs, and
a few seconds can be perceived as fobacco

minutes) _
e Memory problems (e.g., not being Withdrawal and apathy
Avoidant behaviors

able to recall important aspects of the
trauma)

e Strong identification with victims

Restlessness
« Sleep and appetite disturbances
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Delayed trauma response

Emotional Physical
 Irritability and/or hostility » Sleep disturbances, nightmares
« Depression e Somatization (e.g., increased focus
« Mood swings, instability on and worry about body aches and
« Anxiety (e.g., phobia, generalized pains)

anxiety) « Appetite and digestive changes
e Fear of trauma recurrence  Lowered resistance to colds and
Grief reactions infection
«  Shame « Persistent fatigue

 Feelings of fragility and/or vulnerability Elevated cortisol levels
« Emotional detachment from anything that * Hyperarousal
requires emotional reactions (e.g., Long-term health effects including

significant and/or family relationships, heart, liver, autoimmune, and chronic

conversations about self, discussion of obstructive pulmonary disease
traumatic events or reactions to them)
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Delayed trauma response

Cognitive

Intrusive memories or flashbacks
Reactivation of previous traumatic events
Self-blame

Preoccupation with event

Difficulty making decisions

Magical thinking: belief that certain
behaviors, including avoidant behavior, will
protect against future trauma

Belief that feelings or memories are
dangerous

Generalization of triggers (e.g., a person who
experiences a home invasion during the
daytime may avoid being alone during the
day)

Suicidal thinking

Behavioral

* Avoidance of event reminders

« Social relationship disturbances

« Decreased activity level

« Engagement in high-risk behaviors
* Increased use of alcohol and drugs
 Withdrawal
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PTSD

Symptoms of PTSD fall into four categories.

 Re-experiencing the traumatic event through intrusive memories,
flashbacks, nightmares, or intense mental or physical reactions when
reminded of the trauma.

 Avoidance and numbing such as avoiding anything that reminds you
of the trauma, being unable to remember aspects of the trauma, a loss
of interest in activities and life in general, feeling emotionally numb and
detached from others and feeling a sense of a limited future.

 Hyperarousal, including sleep problems, irritability, hypervigilance (on
constant “red alert”), feeling jumpy or easily startled, angry outbursts,
and aggressive, self-destructive, or reckless behaviour.

 Negative thought and mood changes like feeling alienated and
alone, difficulty concentrating or remembering, depression and
hopelessness, feeling mistrust and betrayal, and feeling guilt, shame, or
self-blame.
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Mental health of refugees and
migrants: vulnerabilities,
coping and growth

Trauma, Recovery and Growth
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Trauma and resilience

 Trauma need not be debilitating and most people are
resilient and even grow in the wake of a trauma (Bannink,
2008)

* ‘The typical pattern for even the most catastrophic
experiences is resolution of symptoms and not the
development of PTSD. Only a minority of the victims will go
on to develop PTSD and with the passage of time the
symptoms will resolve in approximately two-thirds of these’
(MacFarlane & Yehuda, 1996)

* ‘Resilience Is often the most commonly observed outcome
following a traumatic event’ (Bonnano, Rennicke & Dekel,
2005)
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Trauma and resilience — research
findings

 the primary protective factor is having
relationships that provide care and
support, create love and trust, and offer
encouragement, both within and outside
the family

e social support is the major factor
contributing to resilience (King et al., 1998)
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“Posttraumatic success” (Bannink,
2008)

 the ability to survive, recover, and persevere
INn the face of various obstacles and threats

 this may result in ‘coming back’ to a previous
state of functioning, or using the experience
to grow (posttraumatic growth/success)

 resilience Is not something you have, but
rather something you do....
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Trauma recovery

Yvonne Dolan (2001): One Small Step: Moving beyond
trauma and therapy to a life of joy

 The Victim Stage: no active role, spiral of negativity

e The Survivor Stage: more active role, more control,
spiral of positivity; identifying oneself mainly through
traumatic experience

 The Thriver Stage: regain ability to fully experience

and enjoy life; identifying oneself with the wholeness
of life experiences and future orientation
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Approaches to trauma

Past and problem focused

conversations about what
person does not want

person is viewed as damaged:
how is he/she affected by the
traumatic experience?

remembering and expressing
affect are goals of treatment

coping needs to be learned

focus on insight or ‘working
through’

Future and solution-focused

about what person does want

person is viewed as influenced
but not determined, having
strengths and abilities: how did
he/she respond to the traumatic
experience?

acknowledgement, validation,
conversations about possibilities

exceptions are always present:
how did you cope, even just a
little bit?

focus on accountability and
action, insight may come later
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Posttraumatic growth (Tedeschi &
Calhoun, 2004)

a focus on growth should not come at the expense of
empathy for the pain and suffering

for most people posttraumatic growth and distress will
co-exist, and the growth emerges from the struggle
with coping, not from the trauma itself

trauma is not necessary for growth

trauma is not ‘good’ in any way, life crises, loss and
trauma are seen as undesirable

posttraumatic growth is neither universal nor
Inevitable. Although a majority does experience
posttraumatic growth, there are also a significant
number of people who experience little or no growth
and this outcome is quite acceptable
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Mental health of refugees and
migrants: vulnerabilities,
coping and growth

Trauma-informed services for refugees
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Trauma-Informed Services

* Do not need to be focused on treating
symptoms or syndromes related to trauma

e Thelr commitment Is to provide services in
a manner that is welcoming and
appropriate to the special needs of those
affected by trauma - regardless of their
primary mission
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The core trauma-informed principles

 Acknowledgement that trauma Is pervasive
o Safety

e Trust

e Choice and control

e Compassion

e Collaboration

o Strengths-based
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What to consider as trauma informed
service?

 Power and control — whose needs are
being served, and do policies empower
those being served or those providing the
service

* Doing with and not doing to
 Explaining what, why and how
« Offering real choices
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What to consider as trauma informed
service?

* Flexibility
* Focusing on strengths, not deficits

e Examining power issues within the
organization and promoting democratic
principles
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Shared values of trauma-informed organization
(The Sanctuary Model, dr. Sandra Bloom)

Commitment to culture and skills of non-
violence

Commitment to emotional intelligence
Commitment to social learning
Commitment to open communication
Commitment to social responsibility
Commitment to democracy
Commitment to growth and change
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Resources:

e http://www.euro.who.int/ data/assets/pdf file/0003/317622/H
EN-synthesis-report-47.pdf?ua=1

e http://www.euro.who.int/ data/assets/pdf file/0004/386563/
mental-health-enq.pdf

e https://www.nchi.nlm.nih.gov/pmc/articles/PMC1236945/

e https://www.psychologytoday.com/intl/blog/the-refugee-
experience/201701/5-myths-about-refugees

e https://peaceaftertrauma.com/resources/trauma-awareness/

e http://www.psychosomatik-
basel.ch/deutsch/bildung/dienstagmittagfortbildung/pdf/2011/s
chauer291111artikel.pdf

e https://www.ncbi.nlm.nih.gov/books/NBK207201/



http://www.psychosomatik-basel.ch/deutsch/bildung/dienstagmittagfortbildung/pdf/2011/schauer291111artikel.pdf
http://www.psychosomatik-basel.ch/deutsch/bildung/dienstagmittagfortbildung/pdf/2011/schauer291111artikel.pdf
http://www.psychosomatik-basel.ch/deutsch/bildung/dienstagmittagfortbildung/pdf/2011/schauer291111artikel.pdf
http://www.psychosomatik-basel.ch/deutsch/bildung/dienstagmittagfortbildung/pdf/2011/schauer291111artikel.pdf
http://www.psychosomatik-basel.ch/deutsch/bildung/dienstagmittagfortbildung/pdf/2011/schauer291111artikel.pdf
http://www.psychosomatik-basel.ch/deutsch/bildung/dienstagmittagfortbildung/pdf/2011/schauer291111artikel.pdf
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Resources:

e https://www.amssa.org/wp-
content/uploads/2016/03/Trauma-informed ToolKkit-
Klinic-Community-Health-Centre.pdf

e https://www.medscape.com/viewarticle/581215 4

e https://www.fredrikebannink.com/bannink/wp-
content/uploads/2011/03/Art Posttraumatic success.pdf

e http://www.sanctuaryweb.com/TheSanctuaryModel/ THESANC
TUARYMODELFOURPILLARS/Pillar2SharedValues.aspx



https://www.amssa.org/wp-content/uploads/2016/03/Trauma-informed_Toolkit-Klinic-Community-Health-Centre.pdf
http://www.sanctuaryweb.com/TheSanctuaryModel/THESANCTUARYMODELFOURPILLARS/Pillar2SharedValues.aspx
http://www.sanctuaryweb.com/TheSanctuaryModel/THESANCTUARYMODELFOURPILLARS/Pillar2SharedValues.aspx
http://www.sanctuaryweb.com/TheSanctuaryModel/THESANCTUARYMODELFOURPILLARS/Pillar2SharedValues.aspx
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This presentation was funded by the European
Union’s Asylum, Migration and Integration Fund.

The content of this presentation represents the views of the author only and is his/her sole responsibility. The
European Commission does not accept any responsibility for use that may be made of the information it contains.
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