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Approximately one-third of people who have obtained refugee status live in high-income countries. Over recent years,
the number of refugees has been increasing, and there are questions on how many of them need mental health care and
which type of interventions are beneficial. Meta-analyses showed highly variable rates of mental disorders in adult
refugees. This variability is likely to reflect both real differences between groups and contexts, and methodological
inconsistencies across studies. Overall prevalence rates after resettlement are similar to those in host populations.
Only post-traumatic stress disorder (PTSD) is more prevalent in refugees. In long-term resettled refugees, rates of anx-
iety and depressive disorders are higher and linked to poor social integration. Research on mental health care for
refugees in high-income countries has been extensive, but often of limited methodological quality and with very con-
text-specific findings. The existing evidence suggests several general principles of good practice: promoting social inte-
gration, overcoming barriers to care, facilitating engagement with treatment and, when required, providing specific
psychological treatments to deal with traumatic memories. With respect to the treatment of defined disorders, only
for the treatment of PTSD there has been substantial refugee-specific research. For other diagnostic categories, the
same treatment guidelines apply as to other groups. More systematic research is required to explore how precisely
the general principles can be specified and implemented for different groups of refugees and in different societal con-
texts in host countries, and which specific interventions are beneficial and cost-effective. Such interventions may utilise
new communication technologies. Of particular importance are long-term studies to identify when mental health inter-
ventions are appropriate and to assess outcomes over several years. Such research would benefit from sufficient fund-
ing, wide international collaboration and continuous learning over time and across different refugee groups.
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Worldwide, there are 65.3 million forcibly displaced
migrants because of persecution, armed conflicts,
civil violence and violations of human rights (United
Nations High Commissioner for Refugees – UNHCR,
2017a). In the media and much of the scientific litera-
ture, all these people are commonly referred to as
refugees. Yet, not all of them are formally recognised
as refugees, and many are actually asylum seekers or
irregular migrants. Obtaining a formal refugee status
can be a long and complex process. Approximately
one in four of all forcibly displaced migrants have a
refugee status (17.2 million). About one-third of those
who have obtained such a status live in high-income
countries (>5 million; United Nations High
Commissioner for Refugees – UNHCR, 2017b).

As compared to recognised refugees, asylum see-
kers and irregular migrants may be exposed to add-
itional difficulties and potential stressors in their host
countries. They often experience uncertainty about
the outcome of their asylum application, can be
detained because of not having immigration rights
and encounter additional barriers to accessing main-
stream health care services or work opportunities
(Jensen et al. 2011; Dauvrin et al. 2012; Straßmayr
et al. 2012; Bradby et al. 2015; De Vito et al. 2015).
Despite these significant differences between different
types of forced migrants, we will use the term ‘refu-
gees’ in this paper as including all groups of forced
migrants, as this reflects the common use of the term
in public debates and also in much of the research.

The recent increase in the number of refugees
in high-income countries – particularly following
humanitarian crises in Syria, Eritrea and South
Sudan – has renewed a wide interest in what the chal-
lenges are to mental health care systems and in evi-
dence on which interventions should be provided to
deal with those challenges (Porter & Haslam, 2005;
Priebe et al. 2016).
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The challenge: numbers of adult refugees with
mental disorders

Numerous studies have assessed prevalence rates of
mental disorders in refugee groups. Systematic reviews
and meta-analyses (Fazel et al. 2005; Bogic et al. 2015)
show a substantial variation of the identified prevalence
rates of mental disorders in adult refugees across stud-
ies. For example, prevalence rates of depressive disor-
ders range from 4 to 44% and those of anxiety
disorders from 3 to 40% (Fazel et al. 2005; Lindert et al.
2009; Close et al. 2016). Overall, there is no clear evidence
that prevalence rates of mental disorders in refugees in
the first years after resettlement are in general signifi-
cantly higher or lower than those in the host population.
The only exceptions are rates of post-traumatic stress
disorder (PTSD). Meta-analyses suggest they are sub-
stantially higher in adult refugees. The prevalence
rates of PTSD are around 9%when considering the stud-
ies with higher quality methodologies (Fazel et al. 2005)
and 30% in more comprehensive meta-analyses (Steel
et al. 2009), whilst they usually are only between 1 and
3% in host country populations (Atwoli et al. 2015).

To some extent, these differences are likely to reflect
real differences between different groups and different
contexts in the host country. Refugee groups vary in
their social characteristics, background, education,
professional qualification and skills, motivation to
flee their country of origin, experiences before and dur-
ing forced migration, and willingness to settle long
term in the host country. There is also a large variation
in the contexts in the host country. The cultural, polit-
ical, economical and social contexts and the acceptance
of a given refugee group in host countries also vary
substantially and change over time. As a result, refu-
gees cannot be regarded as one homogeneous group,
and generalised statements about prevalence rates of
mental disorders are problematic.

The variation of prevalence rates across studies does
not only reveal real differences, but are also due to
inconsistent methodologies. Studies differ in the type
of interviewers they use, the methods for assessing
mental disorders, and – most importantly – the sam-
pling of refugees. In general, there is a tendency that
studies with higher quality methodologies – i.e. ran-
dom sampling approaches, validated instruments for
diagnosis, interviewers who are native speakers of
the refugees’ language – suggest rather lower rates of
mental disorders than studies of poorer quality.

Moreover, the way in which psychological distress
is expressed varies across cultures. This complicates
the detection of mental disorders in clinical practice
and can also affect prevalence rates of mental disorders
in studies of refugees from different cultural back-
grounds (Kohrt et al. 2014).

Considering all the real differences between refugee
groups and the methodological problems of many
studies, generalised conclusions need to be cautious.

This conclusion is different for refugees who stay in
the host country for more than 5 years’ time. In long-
term resettled refugees, rates of depressive and anxiety
disorders seem to be higher than in the host popula-
tions, whilst rates of PTSD rates remain increased
(Bogic et al. 2015). In long-term studies, mental disorders
are linked to poor social integration, particularly social
isolation and unemployment (Bogic et al. 2012, 2015;
Priebe et al. 2016). It remains unclear whether higher
rates of mental disorders in long-term settled refugees
are a result of selection processes – refugees with mental
disorders might be more likely to stay for that long in
the host country – and to what extent poor social inte-
gration is the reason for or the result of mental disorders.

The numbers of refugees with mental disorders
depend not only on prevalence rates. They are equally
determined by the absolute numbers of refugees that
have arrived in the country. Since these absolute num-
bers are substantial and potentially increasing in many
high-income countries, the challenge to health care sys-
tems is substantial, even if prevalence rates are not
higher than those in the host population. The challenge
is not only to have sufficient additional capacity in ser-
vices, but also to prevent mental disorders on a societal
level and to provide health interventions that refugees
can and do actually use and that are appropriate and
effective.

Principles of good mental health care

Despite the diversity in the characteristics of refugee
groups, the existing evidence – not based on rando-
mised controlled trials but on studies using a range
of other quantitative and qualitative methodologies
(Spencer 2006; Deville et al. 2011; Priebe et al. 2012;
Sandhu et al. 2013; Craig, 2015) – suggests some gen-
eral principles of good mental health care for refugees.
They address social risk factors for mental disorders,
barriers to accessing and engaging with services
(European Union Agency for Fundamental Rights,
2017), and specific psychological problems. The princi-
ples are: promoting social integration in the host coun-
try; overcoming barriers to accessing care; maximising
engagement with services and providing specialised
interventions to cope with traumatic memories, when
required (Priebe et al. 2016).

Promoting social integration

Interventions to promote social integration have
focused on education, on reducing social isolation
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and on providing vocational training and work oppor-
tunities (Spencer 2006; Beirens et al. 2007; IASC guide-
lines, 2007; Craig, 2015). Many types of educational
programmes have been used, including classes to
learn the language of the host country, help to convert
the professional qualifications of refugees for accept-
ance in the host country and vocational training to
acquire skills and new professional qualifications.
Other interventions have focused on links with local
communities through targeted events such as commu-
nity forums or peer mentorship programme from
already integrated members of the same refugee
group (Spencer 2006; Beirens et al. 2007; IASC guide-
lines, 2007; Craig, 2015; Procter et al. 2015).

Initiatives to promote the social integration of refu-
gees can go beyond the remit of mental health care.
Yet, they should be promoted and known by clini-
cians, potentially creating partnerships with social ser-
vices and non-governmental organisations.

Overcoming barriers to care

It has been widely reported that refugees can experi-
ence multiple barriers to accessing care (Priebe et al.
2016; European Union Agency for Fundamental
Rights, 2017). Providing estimates on how many refu-
gees with psychological disorders access mental health
care of refugees is extremely difficult as these estimates
would vary within groups and based on the treatment
gap already existing in the different host countries
(Wang et al. 2007; Tomita et al. 2016). As a general
point, access to mental health services seems to be
lower in recently resettled refugees than in host popu-
lations (Gerritsen et al. 2006; Abebe et al. 2017), but
might slowly increase over time (7–10 years), to a simi-
lar level than the host populations (Brendler-Lindqvist
et al. 2014).

For overcoming or reducing barriers to care for
newly resettled refugees and overcome or reduce bar-
riers, three approaches have been suggested as import-
ant: the establishment of outreach services; the
integration of mental, physical and social care; and
the provision of information on mental health care
entitlements to refugees and clinicians (Deville et al.
2011; Priebe et al. 2013).

Outreach services can engage with refugees, identify
people with mental disorders and help them to access
mainstream services through information and more
direct support, i.e. booking appointments and facilitat-
ing referrals to and between services (Giacco et al. 2014;
Martinez et al. 2015). The exact configuration of appro-
priate outreach services depends on the overall organ-
isation of the health and social care system and the
available resources in the given country. In some coun-
tries, outreach services may be delivered within the

main health care system, in others non-governmental
organisations can be better placed to take up this role
(Priebe et al. 2013; Sandhu et al. 2013).

Good coordination of mental, physical and social
care is essential to provide good care for refugees
with complex health and social problems, many of
whom may not access mental health services directly
(McColl & Johnson, 2006; Jensen et al. 2011; Dauvrin
et al. 2012). Yet, the fragmentation of health and social
care services is a commonly reported concern in high-
income countries (Giacco et al. 2015). Different
strategies have been suggested to improve the co-
ordination, usually following one of two models.
They either create brokering agencies with the specific
purpose of linking inputs from different services or
they foster collaboration among existing services
through shared protocols and projects (Priebe et al.
2013). There is no evidence that one model is generally
superior and preferences for different approaches are
based more on national traditions and funding systems
than on evidence (Nicaise et al. 2013).

A common problem across high-income countries is
that neither refugees themselves nor their clinicians are
fully aware of the exact entitlements refugees have to
access different types of health care. Such information
can help refugees to seek treatment and clinicians to
make referrals more appropriately. However, the
way in which information is provided can make a dif-
ference for how and if the information is taken up
(Toar et al. 2009; Giacco et al. 2014). Websites or written
information can be enough for some refugees (Giacco
et al. 2014; Health 4 all Gate, 2017), whilst for others,
who are not fully literate or are more used to commu-
nicating orally, information needs to be provided via
different media such as videos and through verbal
messages (Burnett & Peel, 2001). Traditional class-
room-based approaches are resource intensive and
require active engagement but have the advantage
that they can help to reduce social isolation too
(Ekblad et al. 2012). Whilst such information is import-
ant, research has shown that many clinicians – based
on their humanitarian values – seek ways for provid-
ing treatment for refugees even when there is no
legal entitlement (Priebe et al. 2011).

Facilitating engagement with services

For a number of reasons, clinicians and refugees can
struggle to establish a positive therapeutic relation-
ship. Most notably, there are often language barriers
and refugees that can have ways to express mental dis-
tress – e.g. through physical symptoms or pointing
towards supernatural explanations – that are unfamil-
iar to clinicians in high-income countries. Based on
experiences with authorities in the country of origin,
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refugees may also tend to mistrust clinicians in the
host country (Priebe et al. 2011; Priebe et al. 2013).

Using interpreters who are trained and qualified
fosters a better patient experience (Johansson Blight
et al. 2009), and can improve the outcome of psycho-
logical treatments (d’Ardenne et al. 2007). Face-to-
face interpretation for all the possible languages can
be expensive and difficult to organise. Telephone inter-
pretation services are increasingly available and can
reduce costs (Sandhu et al. 2013; Giacco et al. 2014).
Consultations with clinicians who speak the same lan-
guage but are based elsewhere can be arranged
through technology-based tools, such as video-
conferencing (Mucic, 2010).

It has been suggested that training in cultural com-
petence can help clinicians to understand different cul-
tures with specific explanatory models and beliefs
about psychological distress. Appropriate knowledge
and skills of clinicians may facilitate better therapeutic
relationships with refugees and help them engage with
services (d’Ardenne et al. 2005; Lurie, 2009; van Melle
et al. 2014).

Helping to cope with traumatic memories

When it comes to defined psychiatric treatments, prac-
tically all evidence-based guidelines apply to refugees
as to any other group. In practice, refugees are likely to
receive the full range of psychological and pharmaco-
logical treatments that are available in mental health
care (Silove et al. 2017), and the evidence base for treat-
ments in given cases can be as problematic as for all
other patients.

For the treatment of most psychiatric disorders,
there is no research evidence that would be specific
to refugees. The exceptions are interventions to help
refugees cope with traumatic memories and PTSD,
on which specific studies have been conducted (Nosè
et al. 2017). The evidence is most promising for
the effectiveness of Narrative Exposure Therapy
(Crumlish & O’Rourke, 2010; Gwozdziewycz &
Mehl-Madrona, 2013), although this is based on stud-
ies of mostly low methodological quality and only
small-to-medium effect sizes. Narrative Exposure
Therapy aims to help the patients to develop a chrono-
logical narrative of their life story with a focus on the
traumatic experiences in order to transform fragmen-
ted reports of the traumatic experiences into a coherent
narrative (Gwozdziewycz & Mehl-Madrona, 2013). It
has been specifically developed for refugee popula-
tions and has not yet been tested in other groups
(Crumlish & O’Rourke, 2010; Gwozdziewycz &
Mehl-Madrona, 2013). Trauma-focused psychosocial
interventions also seem to reduce depressive symp-
toms in people with PTSD (Nosè et al. 2017). Still, the

more favourable assessment of Narrative Exposure
Therapy differs from guidelines for the treatment of
PTSD in non-refugee groups. The guidelines for non-
refugee groups recommend cognitive behavioural
therapy with a trauma focus, stress management and
Eye Movement Desensitisation and Reprocessing (Tol
et al. 2013, 2014), for which the evidence in refugees
is inconclusive (Nosè et al. 2017).

Whilst much of research and the professional inter-
est in mental health care for refugees seem to focus on
PTSD, strategies for good mental health care for refu-
gees – and for research informing such care – should
avoid a sole focus on PTSD for two main reasons.

Firstly, despite PTSD being more frequent in refu-
gees than in the general population, it is not the most
frequent mental disorder in refugees. Mood and anx-
iety disorders have a significantly higher prevalence
rate (Fazel et al. 2005; Bogic et al. 2015). Thus, the treat-
ments that refugees need most frequently are for
depression, anxiety and other severe or common men-
tal disorders. Not many studies are available on the
effectiveness of psychological treatments for depres-
sion and anxiety in refugee groups as research has
mainly focused on PTSD. Most of these treatments
are provided in mainstream services, and the general
principles of good mental health care for refugees are
more important than specific techniques for treating
PTSD. Hence, there is a question whether randomised
controlled trials of these interventions are needed spe-
cifically for refugee groups or naturalistic and prag-
matic evaluations of how refugees access, engage and
benefit from these interventions may be more
appropriate.

Secondly, whilst most refugees are exposed to
events that are stressful and potentially traumatic,
only about one in ten of them develop PTSD. Most
refugees are able to deal effectively with these experi-
ences and move on with their new life in the host coun-
try. Many refugees reveal ‘an extraordinary adaptive
capacity and strengths, both individual and collective’
(Shakespeare-Finch et al. 2014). Those who manage to
complete their flight in high-income countries may
include particularly resilient and resourceful people,
with a chance for ‘adaptive growth’ in the host country
(Papadopoulos, 2006; Priebe et al. 2016). A focus on
PTSD may foster a tendency to regard refugees pri-
marily as victims, and underestimate their strength,
skills, resilience and potentials.

Future perspectives

Implementing the principles of good practice requires
funding (e.g. for establishing outreach activities),
appropriate service organisation (e.g. to improve
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their co-ordination) and staff training (e.g. to work
effectively with interpreters). Thus, not all improve-
ments depend exclusively on the availability of finan-
cial resources. Yet, all of them probably require a
degree of acceptance – if not welcoming – of refugees
in the host society rather than a rejecting attitude.

For research, one might argue that there is more evi-
dence about the nature of the problems and less about
what exactly mental health care should do to alleviate
them. We see three core tasks:

Firstly, longitudinal studies are required that cover
periods of several years, preferably going beyond the
usual time frame of 3–5 years that most funding bodies
apply for awarding research grants. Such long-term
studies should explore the course and development
of mental distress in different refugee groups over
time (Silove et al. 2017). They should identify which
selection factors, if any, contribute to the higher preva-
lence rates of mental disorders in long-term resettled
refugees, and disentangle the association of poor social
integration and different mental disorders (Burns,
2015). Such evidence should inform strategies as to
when refugees should be encouraged to seek profes-
sional mental health treatment and when it is more
beneficial to trust their resources and social support
rather than turn them into psychiatric patients.
Longitudinal research should also assess the long-term
outcomes of specific interventions, and – although
rarely seen as a priority when new groups of refugees
arrive – investigate best possible support for the
second generation, which either arrived as small chil-
dren or were already born in the host country.

Secondly, whilst the outlined principles of good
mental health care may be widely accepted, they are
rather general. So far, they can be illustrated with
examples but there is little systematic evidence for
which precise interventions are better than others
and why. The exact implementation of the principles
for different groups and in different contexts requires
much more research. Over time, the research commu-
nity should develop an understanding of how general
principles have to be specified depending on the char-
acteristics of the historical, political, economic and
social context and how health and social care systems
should best respond, in general and for particularly
vulnerable subgroups such as refugees who have lost
their family and do not have supportive peers in the
host country.

Thirdly, new communication technologies should
provide an option not only for dealing with language
barriers, but much more widely for providing support
and interventions (Giacco et al. 2014). Large numbers
of refugees in high-income countries use smart phones
and the internet (Gillespie et al. 2016), sometimes link-
ing with peers across countries, and there will be

potentials for facilitating assessments (Moreno et al.
2012) and developing novel types of face-to-face and
virtual interventions (Ünlü Ince et al. 2013).

Conclusions

The practice of mental health care for refugees across
high-income countries varies (Priebe et al. 2011) and
includes many positive initiatives. Some improve-
ments should be possible in a short time frame. They
require a supportive societal climate, political will
and professional clarity about what should be done.

The research agenda represents a long-term task.
This long-term perspective needs to be squared with
the interest of politicians, who support the funding
of research programmes. Faced with the problems of
newly arriving groups of refugees, politicians may
want research evidence on what to do more or less
immediately, an expectation that current research
methodologies can rarely satisfy.

Research on refugees would benefit from continuity
of studies and closer international collaboration, so
that one can learn more from commonalities and dif-
ferences across countries and situations. Specific
research on mental health disorders of and mental
health care for refugees may also benefit from interdis-
ciplinary approaches and a closer link to more general
research about how different societies respond to refu-
gees and how their attitudes and policies affect short-
and long-term outcomes of refugees after their arrival
in a host country.
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