Prevalence of and risk factors for mental disorders in refugees
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Abstract (max 100 words, currently 98)
Given the increasing numbers of refugees worldwide, the prevalence of their mental disorders is relevant for public health. 
Prevalence studies show that, in the first years of resettlement, only post-traumatic stress disorder (PTSD) rates are clearly higher in refugees than in host countries' populations. Five years after resettlement rates of depressive and anxiety disorders are also increased. 
Exposure to traumatic events before or during migration may explain high rates of PTSD. Evidence suggests that poor social integration and difficulties in accessing care contribute to higher rates of mental disorders in the long-term. 
Policy and research implications are discussed.
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Introduction
According to the United Nations, a refugee is an individual who “owing to a well-founded fear of being persecuted for reasons of race, religion, nationality, membership of a particular social group or political opinion, is outside the country of his nationality, and is unable to, or owing to such fear, is unwilling to avail himself of the protection of that country” [1].

The number of forcibly displaced people in line with this definition is increasing in the last decades due to wars and political instability in different parts of the world. Figures reported by the United Nations High Commissioner for Refugees (UNHCR) in 2016 [2] show that there are 65.3 million forcibly displaced people around the world; 21.3 million have achieved refugee status. Over half of them are under 18 years old. Ten million forcibly displaced people are currently stateless and many others are in process of applying for asylum. The extent of the current problem may be illustrated by another figure: UNHCR has estimated that 34,000 people are forcibly displaced every day and seek asylum and refuge in other areas or countries. These people are usually referred to as refugees in the media and common parlance, as well as in research studies, although many of them may not have obtained a formal refugee status. Obtaining formal refugee status takes time and sometimes unwieldy procedures, whilst people live in precarious conditions such as residing in refugee camps and/or being unable to work or find independent housing [3-5]. 

The increase in the number of forcibly displaced people may pose a substantial pressure on mental health services in the countries where they are hosted. In the first instance, the arrival of such high numbers of people in a short period of time requires an appropriate response in terms of ensuring their right to basic health care is met. Moreover, they are exposed to risk factors for their mental health before, during and after migration and often encounter barriers to accessing appropriate care once they have re-settled [3-5]. 

For the purpose of this review, we have focused on studies which addressed refugees as this population is more represented in the scientific literature than other groups such as asylum seekers and undocumented migrants. For a number of practical and legal reasons, the prevalence of and risk factors for mental disorders have been more extensively studied and established for refugees than for those other groups [3]. However, there is some evidence that asylum seekers, irregular migrants and stateless people share many risk factors for mental disorders and barriers to access care, and may experience additional traumatic events such as uncertainty about the right to stay in a country and detention in immigration removal centres [3]. 
Information on prevalence rates of, and specific risk factors for, mental disorders in refugees is needed to help policy planning and inform the provision of appropriate care in the host countries. 
In this review, the evidence on prevalence rates for mental disorders in refugees is summarised, including psychotic disorders (F20-29 in the International Classification of Disease, [6], mood disorders (F30-39), anxiety, stress and somatisation disorders (F40-49) and substance use disorders (F10-19)).

We summarised evidence from available systematic reviews and reports [3,7-8] and conducted a systematic search on papers published after a meta-analysis conducted in 2005 [7] using similar search terms in order to identify the most updated evidence. The Embase, Medline and PsychInfo databases were searched. The search was finalised in January 2017. 

Most studies identified in the literature focused on prevalence rates of mental disorders in refugees who had arrived in a host country within the preceding five years (i.e. short-term resettled refugees). For each disorder, these studies are presented first, followed by those on refugees resettled for more than five years (long-term re-settled refugees). The latter show higher prevalence rates for some disorders, particularly depressive and anxiety disorders. 
This is followed by an overview of risk factors for mental disorders to which refugees are particularly exposed. 

Finally, policy and research implications for addressing mental health needs of refugees in the host countries are discussed. 
Prevalence rates of mental disorders in refugees

Studies on refugees have found wide variability in the rates of mental disorders across different refugee groups. This variability may occur because the groups have different backgrounds and characteristics [7-9], and live in more or less supportive contexts within the given host country [10]. However, the findings may also reflect that the type and quality of research methodologies varies substantially across studies. In particular, some findings suggest that the sampling method is a relevant factor influencing the identified prevalence rates of mental disorders. When an opportunistic or convenience sample (i.e. a sample in which people have not been randomly selected from a larger population) is adopted, prevalence rates tend to be higher than in more representative samples. Overall, studies of higher methodological quality tend to show lower prevalence rates of mental disorders than studies of poorer quality [3, 7-8].
Psychotic disorders

Only two studies assessed rates of psychotic disorders in short-term resettled refugees [11-12]. These studies included Hmong people resettled in the United States [11] and Vietnamese people resettled in Norway [12]. About 2% of these refugees were diagnosed with a psychotic disorder. 
One study on long-term resettled refugees in Western European countries from the Balkan wars found a prevalence of psychotic disorders of 1.3% [10], which is similar to that found in short-term resettled refugees [11-12]. 
Based on the current evidence, the prevalence rates for psychotic disorders in refugees appear similar to those in the host countries’ populations. However, further studies including a larger number of participants and different refugee groups are required to validate these conclusions. 
Mood disorders

Various studies have focused on rates of depressive disorders in refugees, whilst other mood disorders have received less attention [3].  

A meta-analysis conducted in 2005 identified fourteen papers assessing rates of depressive disorders, providing data for a total of 3616 adult refugees [7, 13-24]. These studies were carried out in six countries and the refugees were from three main regions: Southeast Asia, former Yugoslavia, Haiti and Cuba. In the studies with at least 200 participants, about 5% (4–6%) were diagnosed with major depression. Some study characteristics were associated with prevalence rates. Those studies in which interviewers were from a different ethnic group, those with small sample sizes, those that lacked random sampling methods and those that implemented unstructured assessments of depression yielded higher prevalence rates than studies that were more methodologically rigorous [7].
In the last twelve years, two community studies (i.e. in general populations of refugees recruited in the community and not in clinical settings) were conducted. Only one of them was a random sampling based community study. This study reported a very low prevalence of people with a diagnosis of depression (1%) [25]. However, a much higher percentage of refugees (20%) reported clinically significant symptoms of depression [25] as assessed on the Hopkins Symptoms Checklist [26]. The other community study [27], which used snowball sampling (i.e. recruiting based on referrals from participants, community organisations and informal networks), found similar self-reported rates of significant symptom levels of depression (20%) using the same checklist [26]. 
Hence, despite the general rates of diagnosed depression appearing similar or lower than those in the general population, many refugees may experience symptoms of clinical depression in the first years of resettlement in the host country, and subsequently encounter barriers to accessing care. 

In long-term resettled refugees, however, the prevalence of diagnosed depressive disorders is clearly higher than in the host country populations [8,10]. Similar to studies on short-term resettled refugees, studies of higher methodological quality generally reported lower prevalence rates. However, these prevalence rates are still higher than in host countries' populations, being in the range of 20% and above. Prevalence rates were also related to both the country that the refugees came from and the country that they resettled in. Refugees from former Yugoslavia and Cambodia tended to report the highest rates of mental disorders, as well as refugees resettling in the USA [8].

Anxiety, stress and somatisation disorders

Anxiety disorders

The review by Fazel and colleagues found five studies on generalised anxiety disorder [11,12,16,18,23] showing an overall prevalence rate of 4% of refugees diagnosed with this disorder. This rate is not significantly different to usual rates of this disorder in general populations [3]. A more recent study found that 1.8% of refugees had been diagnosed with any anxiety disorder [25], whilst 19% [25] to 20.3% [27] of refugees reported significant symptoms of anxiety on the Hopkins Symptoms Checklist [26].
Similar to the rates of depressive disorders, the rates of anxiety disorders are increased in long-term resettled refugees. Rates of anxiety disorders ranged from 20.3% to 88% across studies [8]. 
Stress disorders
The literature has addressed mainly PTSD. Other stress and adjustment disorders have been less studied and their prevalence rates have not been systematically assessed [3,7-8]. 

The prevalence of PTSD in refugees (9%) [7] is consistently higher than estimates in host country populations (1–3%) [3,28]. The rates of PTSD are even higher in refugee children, being overall 11% and ranging from 7% to 17% in different studies [7]. 
The comorbidity of PTSD and depression is frequent: Fazel et al’s meta-analysis [7] reported that 40% of refugees with PTSD also have depression whilst 70% of refugees with depression have PTSD. The comorbidity between PTSD and depression was found to be even higher in refugees exposed to torture and treated in Trauma Clinics (80-90%) [29-30]. People with comorbidity between PTSD and depression show higher risk of suicide and lower quality of life than those with PTSD or depression alone [31].

In long-term resettled refugees, rates of PTSD are still higher than in host country populations, being between 4.4% and 86% in different studies [8]. 

Somatisation disorders

Some reports suggest that somatic equivalents of psychological distress are frequent in refugee groups [3,32]. However, no studies assessing the exact prevalence of somatisation symptoms and disorders in these groups are available [3]. Only one study (which was carried out in long-term resettled refugees) included a formal assessment of rates of somatisation disorders [10]. This study found a 1.2% prevalence rate of somatisation disorders. This rate is not significantly different from usual rates in host country populations. 
Substance use disorders

A systematic review carried out in 2016 [33] found 44 quantitative studies assessing substance use disorders among refugees, although only ten of them were rated as having high methodological quality. In studies using validated measures, the prevalence of hazardous or harmful alcohol use ranges from 4% to 36%, alcohol dependence ranges from less than 1% to 42% and drug dependence ranges from 1% to 20%. Some studies comparing substance use disorders to host country populations found lower rates whilst other found similar rates. The heterogeneity in findings is likely to reflect differences in the patterns of substance use between the refugees' countries of origin and the host country, which affect both the availability of substances and the social norms for using them [34-35]. Refugees show higher rates of hazardous or harmful alcohol use in camp settings compared to when they live in regular communities (17%-36% in camp settings and 4%-7% in community settings). 
Some authors have spoken of a “refugee paradox” referring to the often lower prevalence of substance use disorders in short-term resettled refugees compared to host populations [36]. However, studies in long-term resettled refugee populations found that rates of substance use disorders in refugees tend to become more similar to host populations over time [10,37]. Substantial differences were observed in the rates of substance use disorders among similar refugees in different countries, which may further suggest that substance use patterns can be influenced by social norms in the host country [3,10,37]. 

The comparison between prevalence rates of mental disorders in refugees and in host countries is summarised in Table 1.

Table 1. Prevalence rates of mental disorders compared to host countries' populations 

(Insert Table 1 here)
Risk factors for mental disorders in refugees

Risk factors for mental disorders in refugees relate to traumatic events experienced before or during migration and lack of social integration after resettlement in the host country.  These risk factors may explain the higher prevalence of PTSD in the first years of resettlement and of depression, anxiety disorders and PTSD in longer-term resettled refugees. They may also be responsible for high rates of heterogeneity across different refugee populations and in different studies [3].
Traumatic events experienced before or during migration 
Severe traumatic events before or during migration may make refugees vulnerable to develop PTSD or other mental disorders [3]. 

Before migration

Traumatic events experienced before migration may be related to exposure to war, persecution or economic hardship and reflect exactly the reasons why the refugees had decided to leave their home. 
Refugees have often been exposed to war directly and indirectly, witnessing destruction and death or have had traumatic experiences including torture and personal combat involvement [38-42].
Persecution for political, ethnic, religious or other reasons may involve torture, imprisonment, violations of human rights of the person or death of family members [43-46]. 
Refugees may also have experienced extreme levels of poverty and economic hardship, including a lack of food, water, shelter, and other basic needs and resources [46].

During migration
The process of migration can expose refugees to additional traumatic events [47]. 
Many refugees have travelled in unsafe boats or in enclosed trains or trucks, and may have walked on dangerous land routes.

During their journey refugees have frequently experienced physical harm, sexual violence, infectious diseases, extortion and human trafficking. 

Poor social integration after resettlement in the host country
Poor social integration has been found to be associated with higher rates of depressive and anxiety disorders and PTSD [8,10]. Studies have linked different aspects of a poor integration into the society of the host country to higher rates of mental disorders. These aspects include social isolation, unemployment and acculturation problems.  

Social isolation: Refugees can struggle to establish new social connections in the host country and end up being socially isolated [8,48]. In some cases, forced separation from family members and support networks occurs during migration or after resettlement, which further reduces social support for some refugees. This is a particular concern for children and adolescents [49].  

Unemployment: not having a job is not only in itself a risk factor for mental disorders; it can also hinder full integration into the new environment [3,48]. Particularly in some refugee groups, not being able to provide resources for one’s own family is associated with a higher likelihood of experiencing clinically significant symptoms of depression [25]. 
Acculturation problems: acculturation is defined as the process of cultural and psychological change that results from moving from one culture to another [49]. This process may be particularly challenging for refugees who have not chosen to migrate from their country or could not select the country they would migrate to [50]. Inappropriate acculturation can cause significant difficulties to form social connections in the host country and lead to psychological distress and mental disorders [50-51]. 

Figure 1. Risk factors for mental disorders in refugees

(Insert Figure 1 here)

Difficulties in accessing mental health care in the host country

Refugees frequently encounter difficulties in accessing health care. This can result in delayed diagnostic assessments and treatments of mental disorders which can then lead to a deterioration or chronicisation of the condition. These difficulties include problems in navigating a new and unknown health care system, an insufficient command of the language of the host country, different views than those held in host countries about mental disorders and their treatment, and a lack of trust in public organisations due to pre-migration experiences of persecution and/or fear of being reported to authorities. 
Difficulties in navigating a new and unknown health care system: Refugees are often unaware of their legal entitlements for accessing care and do not know which services are available to them. Clinicians can be similarly unaware of the entitlements of the refugees, which can prevent or delay appropriate referrals to mental health care [52-53].

Insufficient command of the host country language: In mental health care in particular, verbal communication between patients and clinicians is central for diagnosis and treatment [54-56]. A lack of clear communication between patients and clinicians can hinder the accurate detection of mental health symptoms and prevent appropriate treatment, especially psychotherapy [56]. 

Beliefs about mental illness which are different from those commonly held in the host country: Supernatural or physical explanations for mental disorders or unusual beliefs that may be misinterpreted as psychotic symptoms can be found in some groups. This can make the clinical assessment challenging and, consequently lead to lack of treatment or inappropriate interventions [55]. 

Lack of trust in public organisations: Experiences of persecution before migration and fear of being reported to authorities in the host country may lead refugees - particularly asylum seekers and irregular migrants - to avoid accessing care or mistrust services and clinicians. These concerns make it difficult for these groups to engage with an unfamiliar health care system and share sensitive information on their history, current living situation and mental health difficulties [56-58]. 
Policy and research implications for the host countries
Awareness of the identified risk factors for mental disorders among refugees has several implications for policy strategies to optimise the prevention and treatment of mental disorders in these groups. Various policies have already been tried at regional and local levels, and there are a range of experiences to inform recommendations [54,56]
Policy implications

Refugees have often been exposed to different traumatic events before and during migration. The history of patients with different potentially traumatic experiences should be assessed and considered both in primary care and specialised mental health services. Of course, the history of patients cannot be changed anymore, but policies and clinical practice can help refugees to cope with their memories and distress. The link between poor social integration and a higher likelihood of developing mental disorders suggests that pro-active interventions to facilitate social integration and access to care should reduce mental disorders.  

Helping social integration of refugees
Many refugees encounter conditions of extreme deprivation in the host country, when they – for example - live at least temporarily without shelter or in unsafe refugee camps, or have no access to sufficient water and food. Children often have no or delayed access to school education or are in overcrowded classes. Opportunities for regular employment are often restricted for refugees [2-3]. Even after obtaining the legal status of a refugee, they can face social exclusion and disadvantages in the host country. As social isolation, unemployment and acculturation problems have been shown to be associated with higher rates of mental disorders and reduced access to mental health care, policies should aim at reducing these risk factors [59-62].
Programs focusing on education may include support for acquiring the language of the host country, acknowledgement of qualifications obtained in the country of origin, and school models that support the integration and link of refugees with students of the host country. Initiatives in education can include training teachers in cultural awareness and competency [59-61]. 

Social isolation may be reduced though housing programmes that promote the integration of refugees into community neighbourhoods, and through community forums and targeted events to support the social connectedness of refugees in the new context [59-61].

To facilitate employment, specific vocational programmes can help refugees to acquire skills and qualifications for regular employment in the host country, particularly for younger adults [62].

To support acculturation, peers from similar ethnic groups may act as ‘sponsors’ and help newly arrived refugees to familiarise themselves with the new context and integrate in the host country [61]. 

Facilitating access to mental health care
There are various ways to reduce or eliminate barriers to accessing mental health care: targeted outreach services for refugees; a good coordination of physical and mental health services; tailored provision of information about health care entitlements; widespread availability of interpretation services, and cultural competence training for clinicians. Such strategies can help to facilitate easier access to health services. 

Outreach services can engage with refugees, provide information and support, identify people with mental disorders (even within marginalised groups), and help them to access services. These outreach services make themselves easily available, and are often familiar with the specific background of the group they support. In order to be effective, outreach services should be closely linked with mainstream services [54,56,62-64]. 

Good coordination of mental and physical health care services is needed once patients have reached mainstream health services. Simple referral processes and administrative procedures can help to deliver appropriate treatment to refugees, who often have complex health needs and are more inclined to access mental health care through general health services rather than specialised mental health services. Access to general health services can be easier e.g. through emergency departments of hospitals which are available for 24 hours and are not associated with the potential stigma of having a mental disorder [54-56]. 

Information on the health care entitlements of refugees and on available services may be provided in a variety of ways [3,54,56]. Websites have been created to disseminate information on programmes specifically catering for the needs of refugee populations [3]. Yet, written communication is not always appropriate, when refugees are not fully literate or are more used to communicating orally. In these cases, information can be provided via different media with verbal messages such as videos [3]. When more traditional classroom-based approaches are feasible, they can be used to provide information and help to reduce social isolation [65].

High quality interpretation services are essential to help the clinician to explore the thoughts, beliefs, experiences and psychological symptoms of refugee patients. Using interpreters who are trained and qualified fosters a better patient experience [54,56], whilst clinicians also require skills in using and working with interpreters [66]. Interpretation can also be used in psychological treatments and positive outcomes of interpreter mediated psychotherapeutic interventions have been reported in the literature [66]. Telephone interpretation services are available as an alternative to vis-à-vis interpretation [3,54,56,64]. Technology-based tools, such as video-conferencing, can facilitate consultations with clinicians who speak the same language, without costs for travel of patients and clinicians ("tele-psychiatry") [67]. 
Different cultural beliefs and symptom presentations (e.g. physical symptoms as signs of depression or anxiety) of refugees can make it difficult for clinicians to diagnose mental disorders and agree with patients on a treatment plan. Therefore, it has been suggested that mental health clinicians should be trained in cultural awareness, so that they are competent and confident in managing a diverse range of patients from different cultures, reaching an accurate diagnosis, and engaging them in effective treatment [54,56,68,69]. For example, clinicians can be made aware that some patients may have physical or supernatural explanations for their mental disorder, whilst others may be reluctant to disclose personal details for fear of discrimination and a lack of trust due to previous difficult relations with authorities and organisations [54-56].
Research implications 

Most refugees in the world are displaced internally within their own country or to the nearest countries which are most often low and middle income countries [2]. However, research has so far focused on high-income Western countries either in Europe, Australia or North America [3,7-8]. In these countries, there are usually resources and infrastructures for conducting research studies, which do not exist in low and middle income countries. Further systematic studies in low and middle income countries are required for a more global understanding of the mental disorders of refugees and the risk factors for the onset and chronicisation of such disorders in the host country. 
Another problematic aspect of research on mental disorders in refugees is that it tends to pool refugees from different contexts and cultures, although their backgrounds, experiences and ability to adapt in the host country are usually very diverse. 
Depending on what refugees have gone through, and currently experience, mental disorders can be difficult to distinguish from appropriate reactions. For refugees who have been exposed to significant levels of potentially traumatic events and on-going extreme stress, e.g. through torture, sexual abuse, and threats to be killed, the question arises as to whether subsequent mental distress reflects an appropriate physiological reaction or should indeed be seen as a mental disorder. The same problem occurs when refugees live in highly stressful and uncertain conditions in the host country, potentially with the threat to have to leave the host country again [3,7-8]. 

Moreover, different ways of expressing mental disorders based on different cultures may challenge the validity of the prevalence rates collected through assessment methods which are rooted in the understanding of mental disorders commonly held in the Western world [7-8]. More research on explanatory models of mental distress in different cultures and in refugee groups who are in the transition between cultures is required to address these conceptual and methodological problems. Such research has to consider refugees from very different groups and situations, and it can be difficult to move from findings for specific groups in a defined historical and societal context to a more widely applicable understanding of relevant processes in host countries [70].

Even when evaluating prevalence rates consistently assessed through standard diagnostic criteria for classification of mental disorders, there is a huge variation in rates among different studies [3,7-8]. This variation can be explained either in light of inconsistent methodologies or of true variations between groups. It is likely that both factors contribute to this variation. Ideally all studies assessing prevalence rates should be assessed through community studies based on random sampling. However, these methodologies suffer from low response rates in people who are approached at random [10]. They also require an investment of time and resources which is either unavailable or inappropriate when there is a need to provide a prompt response to the mental health needs of refugees, particularly in less well-resourced countries. In addition to this, it needs to be considered that if true differences are present based on the specific groups and countries of resettlement, the generalisability of any specific study is still questionable, no matter how methodologically rigorous the investigation might be.  
Finally, prevalence rates are established in cross-sectional studies and almost all studies reported in this review used a cross-sectional design. Yet, longitudinal studies – although for a number of reasons difficult to conduct – are required for refugees, in order to understand rates of remission and chronicisation of mental disorders [71]. Data on long-term outcomes in groups should reflect the ever-changing composition of refugee groups. Not all refugees stay in the host country and every new wave of refugees can have very different characteristics from the previous one. Longitudinal studies in individuals can also show how risk factors influence mental disorders over time and which aspects of social integration and targeted interventions are most helpful to prevent or overcome mental disorders in the long-term.
General conclusions

With respect to prevalence rates in refugees during the first years after arrival, only the rates of PTSD seem to be clearly higher in refugees compared to the population of the host country. These higher rates can be explained by the frequent exposure to potentially traumatic experiences before or during migration and ongoing stress in the host country, which hinders coping with the experiences. For long-term resettled refugees, the literature suggests increased rates of depressive and anxiety disorders. These disorders are particularly more frequent when refugees are not socially integrated and feel excluded from the society of the host country. 

However, although the discussion about whether prevalence rates of mental disorders are raised in refugees as compared to other groups is important, these prevalence rates are only part of the equation for estimating the public health challenge. What also needs to be considered in order to estimate the likely number of refugees with mental disorders, are the absolute numbers of refugees in the host country at a given point of time. Large waves of refugees will inevitably include significant numbers of people who either have a mental disorder or are at high risk of developing one. Thus, host countries need to have strategies and invest resources if they intend to minimise the problem of mental disorders in refugee groups [3,56]. Based on the available literature, on a public health level such strategies should prioritise the social integration of refugee groups and, when needed, facilitate the access to health services through removal of identified barriers. In order to deal with refugees with mental disorders effectively services require: sufficient resources, e.g. for arranging interpreting services, appropriate organisation, e.g. for co-ordinating physical and mental health care, and culturally competent clinicians, e.g. for understanding explanatory models of patients from different cultural backgrounds [56]. 
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Table 1. Prevalence rates of disorders compared to the host population
	
	Short-term resettlement
	Long-term resettlement

	Psychotic disorders
	Same rates
	Same rates

	Mood disorders
	Same rates
	Increased

	Anxiety disorders
	Same rates
	Increased

	Stress-related disorders (PTSD)
	Increased 
	Increased

	Somatisation disorders
	No clear data
	Same rates

	Substance use disorders
	Lower or same rates
	Same rates


Figure 1 title. Risk factors during migration periods
Description: The figure offers an overview of risk factors for mental disorders encountered by refugees before, during and after migration
