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Abstract

Refugees have often experienced traumatic events that could be classified
as disasters before leaving their home countries. They are further distressed
by difficult experiences while in flight and after reaching the new country.
Since the experience of traumatic events is associated with an increased risk
of subsequent mental health problems, recommendations regarding
psychosocial support after disasters have been established. Two examples are
the screen and treat approach, and active monitoring. According to these
recommendations, individuals who have experienced a disaster ought to be
screened for mental health problems one month after the disaster, and those
with persisting symptoms of distress should be offered treatment.

The general aim of this thesis is to assess the possibility and
appropriateness of applying a screen and treat approach to the mental health
of refugees.

Four studies are included in the thesis. The first study assessed the mental
health and quality of life among individuals living in refugee housing
facilities in Sweden. The results showed that the prevalence of symptoms of
anxiety, depression and PTSD was high, and that the included participants
rated their quality of life as low. Individuals without residence permits
generally had worse outcomes than those who had received a residence
permit. In the second study, the ability of the Refugee Health Screener (RHS,
an instrument developed for assessment of emotional distress among newly
arrived refugees) to distinguish between different levels of symptom severity
was assessed. By comparing the scores on the RHS with scores on other
established scales with cutoffs indicating symptom severity, we identified
cutoff values for mild, moderate, and severe distress. In the third study, these
cutoffs were further assessed by an investigation of the association between
suicidal ideation and symptom severity. The odds of an individual having
suicidal ideation increased notably at each severity level. More than half of
the individuals with severe distress had suicidal ideation, indicating that they
needed support. The fourth study is a pilot study assessing potential
effectiveness, acceptability and feasibility of a group psychoeducational
intervention delivered at asylum accommodations. The results showed that
the intervention was promising in alleviating symptoms of distress and
insomnia. It also seemed to be acceptable to both participants and staff, even
though some sessions require further elaboration. To deliver the intervention
in the midst of the asylum process was demanding, but feasible. This was an
early evaluation but shows that the transition to an RCT is reasonable.
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Taken together, the results of the four studies indicate that the mental
health needs among newly arrived refugees are considerable, that the RHS
can be used to identify individuals with differing needs of mental health care,
and that high levels of distress are associated with suicidal ideation. The
results also indicate that it is possible and meaningful to provide psychosocial
interventions to individuals at asylum accommodations. This indicates that it
could be possible to implement a screen and treat approach to the mental
health of refugees. However, if access to treatment cannot be assured, only
implementing the screening would neither be ethical nor appropriate.
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Summary in Swedish

Flyktingar har ofta upplevt katastrofliknande traumatiska handelser nar
de flyr sina hemldnder. De lider ocksé av svara handelser under sjélva flykten
och efter ankomst till det nya landet. Eftersom upplevelser av traumatiska
hédndelser hanger samman med en 6kad risk for efterfoljande psykisk ohélsa,
finns det riktlinjer for psykosocialt stod efter en katastrof. Tva exempel ar
screen and treat och aktiv uppfdljning. Enligt dessa screenas de som har
upplevt en katastrof for symptom pa psykisk ohélsa en tid efter handelsen
och de med kvardréjande symptom erbjuds behandling.

Det 6vergripande syftet med foreliggande avhandling var att undersoka
mojligheten och lampligheten i att applicera en s.k. screen and treat —modell
pa flyktingars psykiska halsa.

Fyra studier ingédr i avhandlingen. I den forsta studien undersoktes
psykisk haélsa och livskvalitet bland ménniskor boende pa asylboenden.
Resultaten visade pa en hog prevalens av symptom pa angest, depression och
PTSD. Deltagarna skattade ocksa sin livskvalitet som lag. Utfallet var 6verlag
samre for dem som inte hade fatt uppehallstillstdind jamfért med dem som
hade fatt det. I den andra studien undersoktes The Refugee Health Screeners
formaga att sarskilja milda, mattliga och svara symptom. Genom att jaimfora
resultaten pa RHS med resultaten p& andra skalor, med etablerade
gransvarden for olika svarighetsgrader, kunde vi identifiera gransvarden for
milda, méattliga och svara besvar pa RHS. I den tredje studien granskades
dessa gransvarden ytterligare genom en undersokning av sambandet mellan
suicidtankar och symptomtyngd. Oddsen for att en person skulle ha
suicidtankar 0kade markbart med varje svarighetsniva. Mer an halften av
dem som hade svér psykisk ohélsa hade ocksa suicidtankar, vilket tyder pa
att de var i behov av stdd. Den fjarde ingdende studien var en pilotstudie som
undersokte mojlig effektivitet, godtagbarhet och genomforbarhet hos en
psykoedukativ gruppintervention pa asylboenden. Resultaten visade att
interventionen var lovande nar det géllde att minska allmén psykisk ohélsa
och somnproblem. Intervention verkade ocksad overlag vara godtagbar for
bade deltagare och den personal som genomférde den, d&ven om vissa
sessioner behover bearbetas ytterligare. Att genomfora interventionen under
pagaende asylprocesser var kravande men genomforbart. Det hér var en tidig
utvérdering som dnda pekar pa att det dr rimligt att ga vidare till en RCT.

Sammantaget visar avhandlingens fyra studier att de psykiska
héalsobehoven ér stora bland nyanlanda flyktingar, att RHS kan anvandas for
att identifiera individer med olika behov av vard for psykiska problem och
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att hoga nivaer av psykisk ohélsa hanger samman med suicidtankar.
Resultaten indikerar ocksa att det ar bade mdjligt och meningsfullt att
tillhandahalla psykosociala interventioner pé asylboenden. Detta tyder pa att
det skulle vara majligt att applicera en screen and treat modell pa flyktingars
psykiska halsa. Utan tillgang till vard ar det dock inte etiskt eller lampligt att
implementera enbart screening.
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Refugees and Asylum Seekers

In article 1(A) (2) in the United Nation (UN) convention on refugee status
from 1951, amended in 1967, a refugee is defined as a person who: “owing
to 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 or, owing to such fear,
is unwilling to avail himself of the protection of that country; or who, not
having a nationality and being outside the country of his former habitual
residence, is unable or, owing to such fear, is unwilling to return to it”
(United Nations General Assembly, 1951, 1967). This definition is based on
the individual’s position in their former country of residence. Although
these conditions may have unparalleled effects on mental health, the mental
health of individuals leaving their homes to seek asylum in foreign countries
is affected by a plethora of other aspects, as we will see throughout this
thesis. For this reason, I use the term “refugee” for all individuals who have
fled their countries of birth and sought asylum in another country, although
some of them might not be granted formal refugee status according to the
1951 convention. When I want to stress the specific context and stressors that
waiting for a decision regarding protection implies, I use the term “asylum
seeker”.
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Preface

At the end of 2015, 65.3 million individuals were forcibly displaced from
their homes. Sweden, with 162,877 applications for asylum, was one of the
high income countries in the world receiving most refugees, both in total
numbers and per inhabitant (United Nations High Commissioner for
Refugees, UNHCR, 2016). Sweden was used to lower numbers of applications:
in the years between 2005 and 2010, there were usually around 30,000.
Numbers started to increase after the outbreak of the war in Syria in 2011.
Sweden received 43,887 asylum applications in 2012, 54,259 in 2013, 81,301 in
2014 and 162,877 in 2015 (The Swedish Migration Agency, SMA, 2019).
Sweden was not prepared for the high influx of asylum seekers, and
considerable stress was put on receiving systems. In November 2015, the
Swedish government proposed several ways to diminish the number of
asylum seekers. One was a temporary law restricting the possibility to receive
a residence permit in Sweden. By this, the Swedish system was adjusted to
the minimum level according to the European Union and international
conventions. This proposition was turned into a law in June 2016 (Lag
(2016:752) [law regarding temporary restrictions of the possibility to receive
residence permits in Sweden], 2016). Additionally, in March 2016, the European
Union (EU) and Turkey reached an agreement in which all irregular
immigrants reaching Greece from Turkey were to be sent back. Turkey agreed
to undertake measures to prevent the establishment of new refugee routes
from Turkey to the EU (The European Council, 2016). With these measures,
numbers of applications decreased, and in 2016 and 2017 Sweden received
less than 30,000 asylum applications (SMA, 2019). However, it took time for
the Swedish systems to adjust. SMA reported that the mean time before an
asylum application was approved or rejected rose from 113 days in January
2014 to 535 days in January 2018 (SMA, 2019). Moreover, between the years
2015-2017, many asylum seekers were accommodated in large, institutional-
like housing facilities. In 2016 and 2017, these temporary accommodations
were still inhabited by individuals either waiting for an asylum decision, or
for a decision regarding placement to a municipality.

Working as a clinical psychologist in the years between 2008-2014, I had
met refugees in my daily work, and it was my perception that many
individuals showed signs of emotional distress. Sometimes, these signs were
quite severe, in terms of suicidal ideation or active suicide plans. It was also
my perception that many of these individuals had difficulties receiving health
care for their problems, no matter how severe they were. When refugees
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arrive in Sweden in late adolescence or in adulthood, they are outside the
Swedish welfare system and it is a struggle to gain access. They will receive
financial and practical support, but the officials they meet will most likely not
have a healthcare background. The officials will neither be able to recognize
symptoms of emotional distress nor guide the refugees into the health care
system.

In 2015, I left my clinical work and started working full time at the
university. When the influx of refugees culminated in the fall of 2015, my
colleagues and I had an urge to contribute. We started to outline a project that
we hoped would facilitate identification and care taking of refugees with
emotional distress, bearing in mind that resources were scarce. This thesis is
a result of that project.
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1 Introduction

A human being forced to leave her homeland often leaves behind people,
things, and places they love. Before taking this decision, she may have
suffered severe traumas. After an often-hazardous flight, she arrives in an
unknown country. Her life may not be in danger there, but she will probably
experience alienation and a lacking sense of coherence and belonging. These
hardships, often collectively experienced by many individuals of the same
nationality, bear resemblance to a disaster, something that is known to have
detrimental effects on mental health. In this thesis, the general guidelines
regarding mental health after a disaster are compared with specific guidelines
regarding refugees, and the specific needs of refugees are further explored. A
model for care taking of newly arrived refugees is then tested in four different
studies.

This introductory chapter is divided into five sections. It starts with a
description of what is currently known regarding mental health among
refugees. Emphasis is placed on the universal effect that experiencing
potentially traumatic events may have on mental health, not only among
refugees, but among all human beings. The special circumstances that affect
refugees and their mental health, and quality of life are further explored,
including how our cultural backgrounds influence mental health. In the next
section, general guidelines regarding mental health in the aftermath of
disaster are reviewed. In the third section, these guidelines are compared with
those concerning the specific disaster that the refugee situation constitutes.
The fourth section consists of a closer look at the mental health needs of
refugees, and areas that ought to be included in interventions. Possible
interventions are described in conjunction with their theoretical foundations,
and their suitability for refugee populations is discussed. The chapter ends
with a summary of all of the above and culminates in the rationale for this
thesis.

1.1 The Mental Health of Refugees

To account for the extreme stressors and the complex situation refugees
live under, and the effect these have on mental health, the term “The Ulysses
Syndrome” has been coined (Achotegui, 2019). This refers to the Greek hero
Ulysses (or Odysseus), who spent ten years on a long, dangerous journey, far
from his loved ones. The Ulysses syndrome refers to a holistic disturbance of
well-being, created by the extreme hardships embedded in the refugee
context.



Refugees do indeed experience a broad range of both somatic and
psychiatric symptoms (Hollifield et al., 2009), and depression and anxiety
have been found to be as common as posttraumatic stress disorder, PTSD
(Turrini et al.,, 2017). Although prevalence rates vary between studies, they
are usually higher than 20% (Bogic et al., 2015), well above the numbers found
in the general population (see for example Koenen et al., 2017 and Steel et al.,
2014). Studies including asylum seekers usually show even higher estimates
of mental health problems, indicating that they are more vulnerable than
resettled refugees (Posselt et al., 2020). Furthermore, suicidal ideation appears
to be common among refugees (Akinyemi et al., 2015; Tay et al., 2019; Um et
al.,, 2020). Apart from being a risk factor for death by suicide (Beck et al., 1999;
Brown et al., 2000; Simon et al., 2013), suicidal ideation is also a clear mark of
despair.

Not only causing individuals great suffering, unrecognized mental health
problems may also aggravate integration. The most commonly used indicator
for successful integration is participation in the labor market (Ager & Strang,
2008; Entzinger & Biezeveld, 2003). Apart from the general association
between mental health and unemployment (Paul & Moser, 2009), the latter
also seems to be a key factor for refugee mental health (Hocking et al., 2015).
Regarding refugees, post-resettlement stressors are known to interact with
pre-migratory trauma in unemployment among refugees (Wright et al., 2016),
and psychological distress is also associated with lower academic
achievements (Wong & Schweitzer, 2017). Taken together, a good enough
mental health is crucial for successful integration in a new society.

Derrick Silove (2013) has proposed a theoretical model of how the societal
disruption caused by mass conflict can be linked to different mental health
outcomes among refugees. The model is called Adaptation and Development
after Persecution and Trauma (ADAPT). The model stipulates that five pillars
underpin stable societies. These are: (1) Safety/Security; (2) Bonds/Networks;
(3) Justice; (4) Roles and Identities; and (5) Existential Meaning. According to
the model, disruption of each pillar is associated with certain psychological
responses, that can be both adaptive and maladaptive, depending on the
available intrapersonal or interpersonal resources (Silove, 2013; Tay et al.,
2019).

Threats to safety and security (Pillar 1) cause fear and anxiety, and when
the threat exceeds the individual’s capacity, this may develop into PTSD or
anxiety disorders. Multiple traumatic losses (Pillar 2) lead to grief, which may
result in complicated grief or separation anxiety. Exposure to human rights
violations, such as torture or sexual abuse (Pillar 3), causes a sense of injustice



and anger, which can be maladaptive if expressed in aggression towards
others. Loss of roles and identity (Pillar 4) can challenge the individual’s sense
of identity, and when maladaptive, create feelings of marginalization.
Disruptions of systems of meaning (Pillar 5) force the individual to re-
evaluate her belief systems, and when this process does not function, it can
cause a sense of existential despair (Tay et al., 2019).

The mental health of refugees is thus affected by all stages of the flight. It
is affected by events taking place in the home country (disruptions of Pillars
one and three), causing the flight in the first place. It is also affected by events
taking place during the flight as well as after arrival in a new country
(hopefully, there are no disruptions of Pillar one, here, but the other pillars
may be affected just as well in the host country). The combined influence of
difficulties before, during and after the flight may constitute a burden that
only refugees are forced to handle. However, facing traumatic events is not
something exclusively experienced by refugees.

1.1.1 Human Reactions to Potentially Traumatic Events

According to the fifth edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5), a traumatic event is an event whereby an
individual is exposed to death, serious injury or sexual violence. This can be
due to direct exposure, witnessing the event, learning that it happened to a
close family member or friend, or experiencing repeated or extreme exposure
to aversive details of the traumatic event (American Psychiatric Association,
APA, 2013).

A disaster can be defined in many ways, one being, “the widespread
disruption and damage to a community that exceeds its ability to cope and
overwhelms its resources” (Mayner & Arbon, 2015, p.21). Disasters can be
distinguished from other types of traumatic events in that they are
characterized by massive collective stress and violent encounters with nature,
technology, or humankind (Davidson & McFarlane, 2006). After disasters, as
well as after other traumatic events, human beings exhibit various reaction
patterns. Many individuals show initial reactions that subside over time,
without any deliberate intervention, but for some, symptoms tend to persist.
The World Health Organization (WHO) estimates that the prevalence of
mental health problems at all severity levels in a community will increase
after a disaster (WHO & United High Comissioner for Refugees, UNHCR,
2012). The 12-month prevalence of serious mental health problems, such as,
psychosis and severe depression, is estimated to increase from 2-3% to 3-4%.
The prevalence of mild or moderate problems such as mild and moderate



expressions of PTSD and depression is estimated to increase from 10% to 15-
20%. For normal distress or other psychological reactions there are no
estimates, but these reactions are thought to be highly prevalent in the
aftermath of a disaster (WHO & UNHCR, 2012). Specifically looking at
conflict settings, new estimates have been presented (Charlson et al., 2019):
the point prevalence for mild forms of depression, anxiety and PTSD is
estimated at 13%, for moderate forms point prevalence at 4 % and for severe
disorder (schizophrenia, bipolar disorder, or severe depression, anxiety or
PTSD) 5.1%.

When exposed to a traumatic event, a human being often reacts strongly,
which causes high levels of physiological arousal. This hyperarousal is a
common aspect of many different dysphoric emotions that may be
experienced during the trauma, such as, pain, injury, fear, shame, guilt,
sadness and anger (Weston, 2014). Hyperarousal is processed by the
amygdala, a part of the brain crucial to the processing of emotions. The
traumatic memory is consolidated within the circuits of the amygdala, and
the latter subsequently replicates the hyperarousal response when faced with
situations reminiscent of the traumatic event. The amygdala influences
further brain regions, and this process is hypothesized to give rise to the
multitude of symptoms that together are called PTSD (Weston, 2014). PTSD,
as described in DSM-5 (APA, 2013) is characterized by re-experiencing the
traumatic event, by avoidance of stimuli associated with it, by negative
alterations in mood and cognition, and by alterations in arousal and reactivity.
The strong impact that a traumatic event may have on the human mind can
further cause a variety of reactions (Bonanno & Mancini, 2012), including as
diverse symptoms as insomnia, somatic symptoms, increased anxious arousal,
irritability, and sad mood. Severe reactions include, apart from PTSD,
depression and substance abuse disorders (Sayed et al., 2015) and
comorbidity between symptoms of PTSD, depression, and Generalized
Anxiety Disorder (GAD) is common (Price & Van Stolk-Cooke, 2015).

However, not all individuals exposed to traumatic events develop
subsequent psychopathology. Although as many as 70.4% of all human
beings may be exposed to a traumatic event during their lifetime (Benjet et al.,
2016), the cross national lifetime prevalence of PTSD is as low as 3.9% (Koenen
etal., 2017). Many individuals show minimal or no reactions after a traumatic
event, and this is known as resilience (Bonanno, 2004). To acknowledge this,
the term potentially traumatic event (PTE) has been suggested (McFarlane &
Norris, 2006). So why do some individuals develop psychopathology after a
traumatic event, while others do not? The risk of developing any



psychopathology after a PTE depends on a variety of risk factors that can be
attributed to the individual, the context, and the trauma type. Regarding the
trauma type, the highest risk of PTSD is associated with traumas including
physical injury or sexual assault. To perceive the event as truly life threatening,
or as involving severe losses, is also associated with a higher risk of
developing PTSD (Hepp et al., 2006). Experiencing multiple traumatic events
has been generally associated with higher levels of PTSD symptoms, higher
functional imparity and higher comorbidity, than that seen after a single
traumatic event (de Jong et al., 2001; Karam et al., 2014).

One attempt to explain psychologically what happens when PTSD
develops is made by the emotional processing theory (Foa et al., 2006; Foa &
Kozak, 1986). According to this theory, emotional disorders exist due to the
presence of pathological emotional structures in memory. Each structure
consists of the stimulus, responses to it and the meaning of both the stimulus
and the responses. Associations between an aversive unconditioned stimulus
(UCS) and a neutral but conditioned stimulus (CS) are embedded in the
emotion structure. The latter is activated when information that matches some
part the structure is encountered. Since the representations are associated
with each other, the activation spreads to all associated representations,
producing both cognitive, behavioral and physiological responses in the
individual. When an emotion structure represents the reality in an adequate
manner, i.e., when a stimulus that is life threatening is associated with the
emotion fear and the behavioral response of avoiding it, this is highly
adaptive. An emotion structure becomes pathological when it does not
adequately correspond to reality, as when a harmless stimulus becomes
associated with danger. According to the emotional processing theory,
avoidance of trauma memories and reminders interfere with natural recovery
after the PTE, whereas talking with supportive others facilitates natural
recovery (Foa et al., 2006).

1.1.2 Pre-Migratory Factors Affecting Mental Health: Refugees and
Potentially Traumatic Events

Most civilians in war zones experience at least one potentially traumatic
event directly or indirectly caused by war (Ibrahim & Hassan, 2017). Many of
these experiences fall under the category of a disaster. If a disaster is
characterized by massive collective stress and violent encounters (Davidson
& McFarlane, 2006), for most refugees from conflict areas, the violent
encounters are primarily with humankind.



A study of Syrian refugees in Turkey found that the average number of
experienced traumatic events was 3.7 (Alpak et al., 2015). In a study of
Sudanese refugees, one fifth of the respondents had experienced eight or more
different trauma events, 51.5% had experienced direct combat situations, and
49.6% had witnessed the murder of family or friends (Roberts et al., 2009). A
study including 1,215 Syrian refugees in Sweden (Tinghog et al., 2017) found
that experiences of refugee-related potentially traumatic events were very
common. Eighty-five percent reported that they had experienced war at close
quarters, 67.9% reported forced separation from family or close friends, and
31% reported experiences of torture. Furthermore, these experiences were
associated with an increased risk of mental health problems.

The expression “pre-migratory factors” bears a strong connotation with
traumatic events occurring pre-flight. However, the definition of pre-
migratory factors can be extended to include factors related to the individual’s
background. For example, Porter and Haslam (2005) found worse mental
health outcomes for refugees of higher age, higher pre-displacement socio-
economic status, who had higher educational levels, and who were female.
Previous, non-refugee related experiences may also be influential; a relation
has been found between childhood trauma and higher levels of
psychopathology among refugees (Pali¢ & Elklit, 2014). The extreme amount
of stressors that an individual is forced to face during a war might cause an
existing vulnerability to psychotic disorders to break out, although during
normal circumstances, this vulnerability might not have turned into a
manifest disorder (Hassan et al., 2015). In Sweden, this can be seen in an
increased risk for psychotic disorders among refugees compared to both non-
refugee immigrants and native born Swedes (Hollander et al.,, 2016). In
addition, the risk of poor mental health also seems to vary with both the
region that the individual comes from and the country in which she resettles
(Bogic et al., 2015).

1.1.3 Peri-Migratory Factors

The flight itself constitutes its own stressors and can be extremely
dangerous. In one single month (April 2015), 1,308 individuals died or went
missing while trying to cross the Mediterranean sea (UNHCR, 2015).
Furthermore, refugees are often subject to violence during the flight. A study
conducted in mental health clinics run by Medécins Sans Frontiers (MSF) in
Serbia showed that nearly one third of the participants had experienced
violence during their flight. Signs of physical trauma were seen in one fifth of
the individuals (Arsenijevi¢ et al., 2017). Women travelling alone or alone



with children are particularly vulnerable, both during flight and in refugee
camps (Freedman, 2016). A study of sub-Saharan migrants in Morocco
showed that experiences of sexual violence were common: 29.2% of the
participants had been sexually victimized themselves and 35.1% had been
forced to watch while friends or relatives were sexually victimized (Keygnaert
et al., 2014).

1.1.4 Post-Migratory Factors

Upon arrival in a new country, refugees face several new stressors. Some
countries, such as the United Kingdom and Australia, practice so-called
detention. This implies that human beings seeking asylum are confined in
detention centers, something that has shown to be devastating for mental
health (Sen et al., 2018). Refugees in countries who do not practice detention
may still be subject to poor living conditions; and institutional and temporary
accommodations have been associated with a higher risk of mental health
problems (Porter & Haslam, 2005). At both detention centers and large
housing facilities, in Sweden often placed outside of communities, without
the possibility to work, and sometimes without the possibility to move freely,
an individual may be stripped of her agency and become subject to passivity.
This context may induce depressive symptoms. Passivity is a central tenet in
the behavioral activation model of depression (Jacobson et al., 2001). The
theoretical assumption of why depression evolves is that, with changes in life,
the individual’s contact with positive reinforcement diminishes and levels of
aversive control increase. This causes the individual to change his/her
behavior, often to more passivity and withdrawal. These changes often
provide relief in the short term, but in the long run, they decrease access to
possible sources of positive reinforcements that could have served as natural
antidepressants (Hopko et al., 2003; Jacobson et al., 2001). Disruption of daily
routines may cause or exacerbate depression (Jacobson et al., 2001). Regaining
old routines, or establishing new ones, are important in healing. Since
refugees seeking asylum in a new country have experienced dramatic changes
in life and disruptions in their daily routines, and often are forced to live in a
context of forced passivity, this model is useful in understanding depression
in the refugee context.

Another post-migratory stressor is constituted by long asylum processes,
which increase the risk of psychopathology (Hvidtfeldt et al., 2020; Laban et
al., 2004). Individuals receiving temporary residence permits show worse
mental health outcomes than individuals who receive permanent visas
(Newnham et al., 2019; Steel et al., 2006). The time spent awaiting an asylum



decision is, naturally, characterized by many worries, for example, about the
person’s current situation and about relatives left in the homeland. In this
context, worrying can be considered a normal reaction to an abnormal
situation. Worry may even serve as a prompt to solve problems, but when the
worries lie beyond the individual’s control, they may also become a problem.
Among refugees, problematic worry has not only been found to be common,
it has also been found to have a potent impact on PTSD severity (Hinton et al.,
2011).

Several different theoretical conceptualizations of problematic worry exist,
all emphasizing different mechanisms (Behar et al., 2009). One prominent
model is the Avoidance Model of Worry and GAD (AMW, Borkovec, 1994),
which is based on Mowrer’s two-stage theory of fear (Mowrer, 1947) and on
Foa and Kozak’s emotional processing theory (1986). According to the AMW,
the worry chain starts with an individual experiencing an intrusive mental
image of an upsetting (imagined) event. This mental image evokes an
unpleasant emotional and physical response. Worry, defined as a verbal,
thought-based process, is perceived as less frightening than an image. This
means that when the verbal process of worrying takes over, the emotional and
physical fear response declines. By suppressing the fear response, the worry
becomes negatively reinforced, indicating that the worry behavior is likely to
increase in frequency. In the process of worrying, numerous hypothesized
negative outcomes are generated, sometimes appearing in the form of
intrusive images. These may elicit new fear responses that need to be
suppressed by more worrying. The intrusive images will also tend to appear
more frequently when they are suppressed, by a process that in behavioral
research is called incubation (Wells & Papageorgiou, 1995). Further on, when
emotional and physical responses are suppressed, the emotional processing
of fear needed for habituation cannot take place (Foa & Kozak, 1986).

A vicious cycle is thus created. To process the feared stimuli emotionally,
the individual would have to expose him/herself to the feared content of the
intrusive image. To do this, he/she needs to prevent the avoidance response,
which, according to this theory, is the worry itself. This is not easily done.
Since it is possible to worry anywhere and at any time, many different times,
activities and places can become associated with worry. In what has now
become an operant process, almost anything can trigger worry; it is under
poor discriminative control.

Another model aiming to explain the processes involved in excessive
worry is the Intolerance of Uncertainty Model (IUM, Dugas et al., 2004).
According to this model, individuals with generalized anxiety disorder (GAD)



find uncertain situations upsetting and worry in response to these situations.
They hold positive beliefs about worrying, such as that worry will help
prevent feared events from happening. The worrying leads to a negative
problem orientation and cognitive avoidance, which both maintain the worry.
Cognitive avoidance refers to cognitive strategies that serve to avoid arousal
and threatening images, such as thought suppression or distraction.

These theoretical models of worry are developed in the Western world,
and may thus not be fully applicable to refugees from other parts of the world.
Hinton et al., (2011) have developed a model of worrying among traumatized
Cambodian refugees, explaining how triggers cause hyperarousal, somatic
symptoms and worry-induced panic attacks. This model places more focus on
the somatic expression of worry than the AMW and the IUM. However,
relaxation techniques are included in the treatment package based on the
AMW, thus acknowledging the role of somatic arousal.

When the individual, after receiving a residence permit, is to adjust to life
in a new society, new challenges await. Many resettled refugees face
discrimination, socio-economic difficulties, family issues and poor social
support (Laban et al.,, 2005; Lindencrona et al., 2008). These may lead to
disruptions in Silove’s (2013) Pillar four, loss of roles and identity, and five,
disruptions of systems of meaning. These resettlement stressors can have
detrimental effects on the mental health of resettled refugees (Carlsson &
Sonne, 2018; Miller & Rasmussen, 2017), indicating that the daily stressors and
the worries that they cause ought to be considered in treatments for resettled
refugees as well as for asylum seekers.

1.1.5 Quality of Life among Refugees

In the amended version of their 1946 constitution, in 1948 WHO defined
health as, "A state of complete physical, mental, and social well-being and not
merely the absence of disease or infirmity"(WHO, 1948, p 100). It follows from
this definition that it is not enough to assess changes in severity of diseases in
measurements of health, an assessment of well-being or quality of life must
also be included. In an international collaboration, WHO's Quality Of Life
Group defined quality of life (QOL) as, “individuals' perception of their
position in life in the context of the culture and value systems in which they
live and in relation to their goals, expectations, standards and concerns. It is a
broad ranging concept affected in a complex way by the persons' physical
health, psychological state, level of independence, social relationships and
their relationship to salient features of their environment" (WHOQOL Group,
1995, p. 1405).



Since the concepts of “health” and “quality of life” are highly intertwined,
experiences of war and migration have detrimental effects on a broad scope
in the lives of the affected individuals. Several studies show that refugee
populations rate their QOL lower than population norms (Aziz et al., 2014;
Matanov et al., 2013) and lower than that of the population in the host country
(Akinyemi et al., 2012). Having an established social network is positively
associated with QOL whereas poor social integration is negatively associated
(van der Boor et al., 2020). Among asylum seekers, long asylum processes
affect QOL negatively (Laban et al., 2008). In a study of male refugees with
previous experiences of torture, the past traumatic experiences were of lower
importance for the participant’s QOL than current social relations (Carlsson
et al., 2006). A relation has also been found between traumatic loss and
decreased QOL among asylum seekers (Hengst et al., 2018). However, this
effect was to a great extent mediated by psychopathology. Overall, a clear
connection between mental health and QOL can be seen: both anxiety and
depression are often associated with significant impairment, and subjective
quality of life is often rated even lower by individuals with anxiety and
depression than by those suffering from chronic physical illnesses (Brenes,
2007; Hansson, 2002).

The question of whether the concept of QOL is identical across cultures
has been raised, where some claim that the interpretation of health and
disease is highly related to cultural values, while others claim that health is
the same across humanity (Tripathy & Myatra, 2020). The WHO definition of
QOL states that it regards the individual’s perception of life in the context of
their culture and value system, indicating that it will vary depending on the
culture in which you live.

1.1.6 Culture and Mental Health

Culture is a broad concept that can be defined in many ways. In DSM-5,
culture is defined as “systems of knowledge, concepts, rules and practices that
are learned and transmitted across generations” (APA, 2013, p. 749). It is
further stated that cultures are dynamic and undergo changes over time, and
that most individuals are simultaneously exposed to multiple cultures, which
are integrated and used to understand both oneself and the surrounding
world. It follows from this that culture will affect how mental health and
mental health problems are viewed and understood. To better assess the
impact of culture on mental health, DSM-5 includes the Cultural Formulation
Interview (CFI), an instrument intended to assess the impact of culture on an
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individual’s mental health. In the CFI, the definition of culture is further
elaborated:

e The values, orientations, knowledge, and practices
that individuals derive from membership in diverse
social groups (e.g., ethnic groups, faith
communities, occupational groups, veterans
groups).

e Aspects of an individual’s background,
developmental experiences, and current social
contexts that may affect his or her perspective, such
as geographical origin, migration, language,
religion, sexual orientation, or race/ethnicity.

e The influence of family, friends, and other
community members (the individual's social
network) on the individual’s illness experience.
(APA, 2013, p. 750)

Our cultural belongings thus affect how mental health symptoms are
experienced, understood, and expressed (APA, 2013). In DSM-5, three specific
concepts describing the influence of culture are presented: cultural syndromes
are groups of symptoms found in a specific cultural group, cultural idioms of
distress are phrases or ways of talking about suffering within a specific cultural
group, and cultural explanations are explanatory models used within specific
cultural groups. When patients from one part of the world meet health care
personnel from another, as when refugees from non-Western countries comes
into contact with Western health care, these differences may result in
misunderstandings, over or under diagnosing, and sub-optimal care
(Adeponle et al., 2012; Baarnhielm et al., 2015)

Major depressive disorder, PTSD and the anxiety disorders presented in
DSM-5 can all be identified in human societies across the globe (Hinton &
Lewis-Fernandez, 2011; Kirmayer et al., 2017; Lewis-Fernandez et al., 2010).
However, the presentation of symptoms, does vary between cultures. Since
DSM-5 has been created in a Western society, symptoms that are common
expressions of mental health problems in other parts of the world may
therefore not be included as representative of a diagnosis. Regarding PTSD,
re-experiencing symptoms seems to be more cross-culturally valid than
avoidance and numbing symptoms. Nightmares are more frequently
reported in some non-Western cultural groups, possibly due to the cultural
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meaning ascribed to distressing dreams. It has further been discussed that the
description of PTSD in DSM-5 excludes somatic symptomes, in spite of the fact
that somatic symptoms constitute prominent reactions to PTE:s in certain
cultural groups (Lewis-Ferndndez et al., 2014).

Regarding major depressive disorder, some depression-related symptoms
such as, loneliness, anger, crying, and diffuse pain, that are commonly
described in non-Western parts of the world, are not included in the
diagnostic criteria in DSM-5 (Bolton & Haroz, 2019). Somatic complaints are
common in relation to depression all over the world (Bhugra & Mastrogianni,
2004), but may be more frequently described in some parts of the world than
in others. The concept of somatization may itself reflect a dualism in Western
medicine, whereas in some traditions (e.g., Chinese medicine), a sharp
distinction between mind and body does not exist (Bhugra & Mastrogianni,
2004). In most Arabic and Syrian idioms of distress, somatic experiences and
psychological symptoms are not separated (Hassan et al., 2015).

As with PTSD and depression, again, there are some culturally specific
presentations of anxiety that do not fit into the diagnostic criteria. In some
cultures, a panic attack may arise more slowly than within the stipulated ten-
minute period. Psychological symptoms of worry may be overly-emphasized
compared to somatic symptoms, and several studies have found that
individuals in non-Western cultures endorse somatic symptoms as key
aspects of worry (Lewis-Fernandez et al., 2010).

Measuring mental health status among refugees is thus complicated by
cultural differences in expressions of mental health problems, and by
translation difficulties (Hollifield et al., 2002; Rasmussen & Jayawickreme,
2020). Many refugees share common experiences of events forcing them to
leave their countries, and difficulties while on the move and resettling. Apart
from these shared experiences, refugees are not all part of one homogenous
cultural group. Refugees come from many different countries and different
cultural backgrounds, they have different reasons to leave their countries, the
countries they resettle in differ and the subsequent exposure to post-
migratory stressors will differ. While conducting studies on refugee mental
health, these widely different groups of human beings are often treated as one.

1.2 In the Aftermath of a Disaster: The Screen and Treat
Approach

There is no clear evidence base on how to manage mental health needs in
the aftermath of disasters. However, several guidelines on immediate action
exist (e.g., from The European Network for Traumatic Stress, TENTS, Bisson
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et al, 2010, from Sweden’s National Board of Health and Welfare
[Socialstyrelsen], 2018, from the Inter-Agency Standing Committee, IASC,
2007, and jointly from WHO and UNHCR, 2012). These guidelines share some
common elements: practical, emotional and social support should be offered
immediately. Survivors should be encouraged to make use of their own,
existing resources. Psychological debriefing, be it individual or in group
format, is advised against. As most individuals exposed to traumatic events
do not develop psychiatric disorders, immediate psychotherapeutic
interventions are considered ineffective, as is immediate screening for
symptoms. However, several guidelines (e.g., IASC 2007; the National
Insitute of Clinical Excellence, NICE, 2019) advocate screening one month
after the disaster. If an individual screens positive at this time, evidence-based
interventions should be provided.

A distinction can be made between immediate and long term interventions
(Brewin, 2001; Brewin et al., 2008). After the London bombings in 2005, a
screen and treat program was implemented (Brewin et al, 2008). The
emphasis was not on the immediate response after a potentially traumatic
event, but on following up exposed individuals to be able to identify those in
need of treatment.

A concept similar to screen and treat is the concept of active monitoring,
(in older guidelines called watchful waiting) which is advocated in the NICE
guidelines on management of PTSD (NICE, 2019). Here it is acknowledged
that many individuals show subclinical levels of emotional symptoms shortly
after a traumatic event. These individuals should be monitored, to find out
whether these symptoms will disappear naturally, or if, in case they persist,
treatment should be offered.

However, the screen and treat approach is not universally accepted as a
response to mental health problems after potentially traumatic events or
disasters. TENTS (Bisson et al., 2010) advises against formal screening of all
affected individuals, although simultaneously embracing the statement that,
“formal screening should not occur but helpers should be aware of the
importance of identifying individuals with significant difficulties” (Bisson et
al. 2010, p 72). How this identification should be conducted is not further
specified.

Generally, WHO states that screening for any disease should only be
conducted if a number of principles apply (Wilson & Jungner, 1968, pp 26-27).
These are:

1. The condition sought should be an important health problem.
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2. There should be an accepted treatment for patients with recognized
disease.

Facilities for diagnosis and treatment should be available.

There should be a recognizable latent or early symptomatic stage.

There should be a suitable test or examination.

The test should be acceptable to the population.

N w

The natural history of the condition, including development from latent
to declared disease, should be adequately understood.
There should be an agreed policy on whom to treat as patients.

o ®

The cost of case-finding (including diagnosis and treatment of patients
diagnosed) should be economically balanced in relation to possible
expenditure on medical care as a whole.

10. Case-finding should be a continuing process and not a "once and for all"
project.

1.3 Current Guidelines for Care Taking of Mental Health

among Refugees

Although many refugees carry with them multiple experiences of events
that could be characterized as disasters, the refugee situation is distinguished
from other disasters in several ways. Although large groups of refugees may
arrive in a host country at about the same time, they will not all have
experienced the same potentially traumatic event. It could, however, be
argued that at a societal level, there are similarities between managing large
groups of refugees and managing other groups of disaster survivors. In both
cases, the society is suddenly faced with a group of individuals who, due to
experiences of potentially traumatic events, are subject to an increased risk of
mental health problems. There are, however, important differences between
the refugee disaster and other disasters. Individuals experiencing a disaster
such as a landslide will have suffered their traumatic experience at a specific
time point. The potentially traumatic events experienced by groups of newly
arrived refugees may not have happened at one specific time point that could
be used to calculate when a mental health screening would be appropriate. A
survivor of a natural disaster will often, but not always, (consider the tsunami
in 2004, affecting Swedish citizens on vacation in Thailand) be a citizen in the
country where the disaster takes place and where the subsequent support
should be offered. The fact that refugees are (apart from internally displaced
people) not citizens in the states where subsequent support could be offered
could affect the political will to allocate tax money for the purpose. Refugees
also differ from many other survivors of disasters in that they, apart from
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having experienced disasters in their homelands, suffer the burden of post-
migratory stressors, and are unfamiliar with the host countries’ health care
systems. These differences do not imply that the needs of refugees are lesser
than those of other disaster survivors, but they need to be taken into
consideration when giving recommendations for support.

1.3.1 Screening

Guidelines regarding if, and how, the mental health of newly arrived
refugees should be assessed vary between countries. Most guidelines
acknowledge the need to identify refugees with severe symptoms. Some say
that this should be done using a validated screening instrument (e.g., Centers
for Disease Control and Prevention, 2021; NICE, 2019), while others advise
against the use of formal instruments (Pottie et al., 2011; Ventevogel et al.,
2015).

Sweden’s National Board of Health and Welfare states, in its directives on
health examinations of asylum seekers (Socialstyrelsens foreskrifter och allminna
rdd om hilsoundersékning av asylsokande m. fl., 2011), that a conversation
regarding the examinee’s previous and current physical and mental health
should be included in the examination. Part of the conversation should focus
on how health could be affected by the examinee’s psychosocial situation or
by traumatic events. Formal screening instruments are not discussed.

In 2015, the Swedish Association of Local Authorities and Regions (in
Swedish Sveriges kommuner och regioner, SKR, formerly Sveriges
Kommuner och Landsting, SKL) commissioned a pilot study in order to find
methods to improve health care for newly arrived refugees (SKL, 2016). In this
pilot study, it was found that mental health was often down prioritized
during the health examination, that the staff conducting the examinations
found it difficult to talk about mental health, and that mental ill-health was
not identified in any systematic manner. Based on this, the SKL (2016) states
that the quality of the assessment of mental health would be increased with
the inclusion of a formal screening instrument. It is further discussed that the
health care personnel’s motivation to ask questions regarding mental health
decreases when treatment or referral options are lacking. The SKL states that
this should be handled by an expansion of the health care capacity, rather than
by avoiding the subject of mental health at the health examinations (SKL,
2016).
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1.3.2 Intervention

Not specifically targeting refugees, the IASC (2007) has developed a tiered
model of interventions to be provided in emergency settings. At Tier 1, the
focus lies on providing basic needs and security. At Tier 2, the focus is on the
strengthening of families and communities. At Tier 3, emotional or practical
support is provided, either individually or in group format, to individuals
having problems coping on their own. At Tier 4 lies professional interventions
for individuals with severe symptoms. This tiered model is often mentioned
as amodel for psychosocial interventions for refugees, as in Hassan et al. (2015)
and in UNHCR's Operational guidance: mental health and psychosocial
support programming for refugee operations (2013).

1.3.3 Refugee’s Access to Psychiatric Care

Although there are effective interventions, even provided for asylum
seekers with an insecure future (see for an example Stenmark et al., 2013),
refugees in European countries do not seem to access psychiatric care to the
extent that they should (Satinsky et al., 2019). A Swedish study on the use of
psychiatric services among refugees arriving in Sweden as teenagers showed
that they used more compulsory in-patient care, but similar rates of out-
patient care, as their native peers (Manhica et al., 2017). This was thought to
indicate that the refugees did not receive care in the mild or early stages of
mental ill health. In the pilot study by SKR (2016), it was discussed that the
insufficient care taking of refugees’ mental health could be due to competency
and capacity shortcomings in the health care systems. In Sweden, the policy
of only offering asylum seekers “treatment that cannot be deferred” (Lag
(2013:407) [law regarding health care to foreigners residing in Sweden
without Visa], 2013), may limit refugees’ access to early or preventive
interventions, although it is possible to interpret the policy more generously
(Socialstyrelsen, 2019.).

As a response to the fact that refugees and asylum seekers in Western
countries do not seem to receive mental health care to the extent that is needed,
several initiatives have been taken to increase access to care. One is the use of
group interventions provided by lay personnel. One such intervention is
Teaching Recovery Techniques (TRT, Smith et al., 1999), which is a brief
intervention based on trauma-focused cognitive behavioral therapy (CBT),
intended to increase coping and promote recovery from PTSD in children and
youths affected by war. TRT has been successfully provided to
unaccompanied refugee youths in Sweden (Sarkadi et al., 2018) and is
currently being trialed with adult refugees (Hasha et al,, 2019). Another
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example is Problem Management + (PM+). PM+ has been developed by WHO
as part of its Mental Help Gap Action Program (Dawson et al., 2015). It is
intended for adults suffering from common mental health problems such as
depression, anxiety, grief, or stress. It has a transdiagnostic approach and can
be delivered individually or in groups. It has been created explicitly for low
resource settings and can be delivered by non-specialists. It is currently being
implemented for Syrian refugees in several European countries (Sijbrandij et
al., 2017).

1.4 Possible Target Areas for Interventions for Refugees

Considering the tiered intervention model (IASC, 2007), the focus of
mental health interventions for refugees should not only be on Tier 4 with
clinical specialist interventions (e.g., as when focusing solely on interventions
targeted at PTSD). Efforts should also be made to develop interventions that
strengthen resilience and recovery (Murray et al., 2010). The above-mentioned
interventions (TRT and PM+) are both rather broad, including strategies to
handle the range of symptoms that an individual may experience after a PTE.
While developing interventions targeted at refugee populations, several
different aspects should be kept in mind: 1. Depression and anxiety are as
commonly experienced as PTSD (Turrini et al., 2017). 2. Comorbidity between
major depressive disorder, PTSD and GAD is high (Price & Van Stolk-Cooke,
2015). 3. Refugees’ lives are greatly affected by the daily hassles they are
forced to face, often causing both worry and distress (Hinton et al., 2011).
Although there is a plethora of psychological theories and adjacent
interventions that could be of use when developing interventions for refugees,
an exhaustive description of all possible interventions is beyond the scope of
this thesis. Below follows a selection of evidence-based interventions for
mental health problems commonly experienced by refugees, described with a
brief reference to their theoretical foundation and a discussion of their
applicability in a refugee context.

1.4.1 PTSD

PTSD is repeatedly found to be more prevalent among refugees than in the
general population (Blackmore et al., 2020; Henkelmann et al., 2020), making
it an obvious target for interventions directed at refugees.

The emotional processing theory (briefly described in section 1.1.1)
postulates that successful treatment will modify the pathological emotion
structure so that information that once gave rise to distressing symptoms will
no longer do so. There are two prerequisites for this modification: the emotion
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structure must be activated, and new, incompatible information must be
incorporated into the emotion structure. This is what happens during
exposure therapy: the individual is exposed to a feared, but safe, stimuli
(which activates the emotion structure) and the absence of a feared
consequence provides new information.

The emotional processing theory of PTSD has given rise to the cognitive
behavioral therapy Prolonged Exposure, PE (Foa et al.,, 2007). Prolonged
exposure consists of psychoeducation about common trauma reactions,
breathing retraining, in vivo exposure and imaginal exposure, with the latter
being its most prominent feature. Imaginal exposure is designed to help
patients approach their trauma memory. According to the emotional
processing theory, it is necessary to activate the trauma network. To do this,
patients are instructed to close their eyes and recall the memory in the present
tense in detail, thus emotionally processing the trauma. In the in vivo
exposure, feared but objectively safe objects or places are approached in a
controlled manner. When the feared negative outcomes do not occur,
incompatible information is embedded, and the fear network gradually
changes. Exposure therapy has been found to be effective in reducing PTSD-
symptoms among refugees (Paunovic & Ost, 2001). However, another therapy
form called Narrative Exposure Therapy (NET Neuner et al., 2010) is more
frequently used and studied among refugees. NET, also theoretically founded
in emotional processing theory and learning theory, has been created for
survivors of conflict and organized violence, who have often suffered
multiple traumas.

Although trauma focused treatments have proven to be effective, both in
the general population (Bisson et al., 2007) and among refugees (Thompson et
al., 2018; Turrini et al., 2019), concerns are sometimes raised that exposure
therapy may lead to re-traumatization or affective overflow. Due to this fear,
phased-treatment approaches, including stabilization techniques, are
sometimes recommended (Neuner, 2012). The aim of the stabilization phase
is to reach personal safety and control over symptoms, which is thought to be
necessary for the patient to be able to tolerate the trauma memory. The
stabilization techniques vary between treatment methods. One example, from
Eye Movement Desensitization and Reprocessing, EMDR, is to imagine a
safe place (Shapiro & Maxfield, 2002). There is an ongoing debate about
whether stabilization or exposure is more appropriate for treating refugee
traumas. Some (e.g., Nickerson et al., 2011) argue that an insecure asylum
status could be regarded as an ongoing stressor during which the
implementation of trauma focused techniques might exacerbate symptoms.
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Others (e.g., Ter Heide et al., 2016) argue that as there is emerging evidence
indicating the effectiveness of trauma-focused treatments for asylum seekers,
this is what ought to be offered.

1.4.2 Depressive Symptoms

Among refugees, depression is often as prevalent as PTSD (Turrini et al.,
2017). Despite the fact that stressful life-events are strong predictors of
depression (Kinderman et al., 2013), it is an often overlooked problem in the
aftermath of a PTE. Furthermore, depression among refugees is not only
affected by traumatic events, but also by post-migratory factors (Jannesari et
al., 2020). The circumstances faced after arrival in a new country differ
between receiving countries. In Sweden, during the years of high influx of
refugees, many refugees were placed in large asylum accommodations far
from the surrounding communities. Although non-governmental
organizations (NGOs) initiated activities, much time was spent in passivity.

Following the theoretical assumptions on how depression may be
developed and maintained when contact with positive reinforcement
diminishes, the treatment model of behavioral activation has been developed.
Although different versions of behavioral activation tend to differ in some
aspects (Kanter et al., 2010), they all assume an outside-in perspective on
depression, stipulating that changes in mood will follow changes in behavior,
and not, as commonly assumed, vice versa (Jacobson et al., 2001). The
different treatment protocols do not all include the same techniques. However,
two techniques that are included in all forms of behavioral activation are
activity monitoring and activity scheduling (Kanter et al., 2010). Activities are
monitored to provide information on activity levels and mood, and to make
the patient aware of the relation between them. Activities are scheduled to
increase the patient’s contact with positive reinforcements in the environment.
In early versions of behavioral activation (e.g., Lewinsohn, 1974) this meant
scheduling activities that could generally be assumed to be pleasant. Later
versions base the activity scheduling on individual functional analysis or
individual values (Hopko et al., 2003).

Behavioral activation has been successfully implemented in non-western
populations and has been delivered by lay-personnel (Magidson et al., 2015;
Patel et al., 2017; Sijbrandij et al., 2017), making it a suitable part of a scalable
intervention for refugees.
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1.4.3 Excessive Worry

Asylum seekers live under extremely uncertain conditions, in which it is
unclear if they will be allowed to stay in the host country. If once allowed to
stay, new challenges await. Will they find employment, somewhere to live,
learn to speak the new country’s language? On top of this, many asylum
seekers worry about family and relatives that they have been separated from.
Due to the many worries and daily stressors a refugee has to face, worry has
been suggested as an important target for interventions (Hinton et al., 2011).

The various theoretical models of worry (presented under section 1.1.4)
have resulted in various treatment strategies (Behar et al.,, 2009). The
Avoidance Model of Worry and GAD (AMW) have given rise to a large
treatment package consisting of several different interventions, gradual
stimulus control being the most famous one. This intervention is based on the
idea that worry, in contrast to fear, involves cognitive mechanisms that are
under some degree of voluntary control. In gradual stimulus control, the
individual is instructed to postpone all worry detected during the day to a
dedicated “worry time”. This technique is intended to limit the total time
spent worrying and to increase discriminative control over the worry process
(Borkovec et al., 1983).

The goal of the treatment based on the Intolerance of Uncertainty Model
IUM (IUM) is to increase tolerance for uncertainty. Specific treatment
strategies include helping patients gain a more positive problem orientation
by teaching them to differentiate between problems that are possible to solve
and those that are not, and to apply different strategies to these problems. For
problems that are possible to solve, traditional problemsolving techniques can
be applied. Worries regarding situations beyond the individual’s control are
instead treated with exposure. (Dugas & Ladouceur, 2000).

Hinton et al.,, (2011) discuss important treatment strategies regarding
worry among trauma survivors, refugees, ethnic minorities and persons of
lower socioeconomic class, since these are individuals that often are forced to
face a high level of daily hassles. They suggest that current concerns should
be assessed, that assistance in solving problems should be offered, that the
clinician should try to improve worry controllability, and that the patient
should be taught methods to reduce physical arousal. This indicates that
several of the treatment strategies based on both the AMW and the IUM could
be useful in interventions for refugees.
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1.4.4 Insomnia

Sleep disorders are bidirectionally related to symptoms of both anxiety
and depression (Alvaro et al., 2013), indicating that treating sleep disorders
may help alleviate symptoms of depression and anxiety, and vice versa.
Among refugee populations, reports of sleep disturbances are common (Al-
Smadi et al., 2019; Mangrio et al., 2020) and might thus be an important target
for intervention. Sleep disorders among refugees may be related to previous
traumatic events (Basishvili et al., 2012), but they may also be related to post-
migratory living conditions, such as living in overcrowded asylum
accommodations and the loss of daily routines. The aim of CBT for insomnia
is to change factors that affect sleep at several levels. At the behavioral level
lies poor sleep habits and irregular sleep schedules, at the psychological level
there might be unrealistic beliefs about sleep as well as worry, and at the
physiological level there might be mental and somatic tension (Morin & Benca,
2012). CBT for insomnia often includes bed-time restriction (limiting the time
that the patient spends in bed), stimulus control (actions to ascertain that the
bed is associated only with sleep, and not, for example, with worry). It may
also include relaxation strategies, cognitive strategies and education about
sleep hygiene, such as the importance of limiting caffeine, of exercising, and
of regular sleep schedules (Morin & Benca, 2012).

If included in an intervention for refugees, it is important to consider
which of these strategies are possible to implement, considering the patient’s
current housing situation. If, for example, the patient is an asylum seeker
sharing a room with several strangers in an asylum accommodation, this may
make stimulus control (where the patient is instructed to leave their bed when
unable to fall asleep, Morin & Benca, 2012) difficult to apply.

1.4.5 Cultural Adaptation of Psychological Treatments

In order to make sure that cultural minorities receive treatments that are
comprehensible and suitable for them, even though these treatments may
originally have been developed for white, Western individuals, cultural
differences must be acknowledged (Bernal et al., 2009). It is, however, as
important that the interventions delivered rest on a clear evidence base.
Interventions that have not been found to be effective in other populations are
not likely to be effective with minority groups, such as refugees, either
(Murray et al.,, 2010). The combination of these two factors; the need to
consider cultural differences as well as the need to provide evidence-based
treatments, has led to research on cultural adaptations of evidence-based
treatments (Bernal et al., 2009). Much focus is being placed on how
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adaptations can be made without compromising the treatment’s evidence
base.

In the Cultural Treatment Adaptation Framework, Chu and Leino (2017)
divides the adaptations that are usually made into two categories: peripheral
and core components. Peripheral component changes regard adaptations
made to make participants join and stay in the therapy. To change treatment
material by including cultural examples and expressions are also considered
peripheral adaptations. Core component changes refer to changes that are
made to the therapeutic interventions that are thought to bring about change.
In the review by Chu and Leino (2017), it was found that all included studies
had made peripheral adaptations, most often by including cultural examples
and themes. Few had made changes to the core components, and while doing
so, they had most often added components that were deemed important with
regards to a cultural group’s particular situation. This addresses an important
concern regarding culturally-adapted treatments: the risk of adaptations
being so pervasive that the adapted treatment can no longer be regarded as
the same as the evidenced-based treatment it was based upon (Bernal et al.,
2009). As Chu and Leino (2017) found that core components largely remain
unchanged in culturally adapted treatments, the mechanisms of change, and
thus what is initially considered evidence based, are still there.

When developing interventions for refugees, these are important aspects
to consider. Interventions offered should have a clear evidence base, but at
the same time, there will probably be a need for adaptations. Much of the
research cited by Chu and Leino (2017) regards adaptation to minority groups
within the United States. When it comes to refugees, there is also the
additional need to consider the specifics of the refugee context, e.g., the
asylum process and the living conditions. Adaptations must thus be made
considering not only cultural background, but also the current situation and
context.

1.5 Summary and Rationale

There seems to be a consensus about the risk of subsequent distress after a
disaster warranting psychosocial support. Considering the previously
reported high prevalence of mental health problems, the lack of familiarity
with the host countries” health care system and the similarity of the refugee
situation to that of a disaster, an active outreach approach such as that of
screen and treat could be an alternative for refugees.

To be able to apply a screen and treat approach to refugees, there are three
specific prerequisites:
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The needs in the population must be assessed. As the prevalence of
mental health problems varies between studies, it cannot be assumed to
be the same across all refugee populations.

A mental health screening tool for refugees is needed. If it is to be
included in the health examination, it ought to be brief and it should be
comprehensible to individuals from many different cultures. Its results
should be easy for the health care personnel to interpret and ought to
indicate how severe the mental health problem is.

Screening without the possibility to offer identified individuals care is
not ethical. Thus, to implement screening, there must also be an
intervention available to individuals screening positive. The
intervention should consider problems commonly experienced by
refugees and should be both culturally and contextually adapted.
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2 Alm

The general aim of this thesis was to assess the possibility and
appropriateness of applying a screen and treat approach to the mental health
of refugees. The first step was to examine the prerequisites to implement such
an approach. With that objective, we wanted to map the mental health
problems among the individuals living in refugee housing facilities. The
specific aim of Study 1 was thus to assess the mental health and quality of
life among individuals residing in temporary housing facilities in the Region
Jamtland Haérjedalen, and to describe possible differences between
individuals with, and without, a residence permit.

The second step was to find an instrument that could be used for screening.
The Refugee Health Screener (RHS) seemed suitable, but lacked cutoffs
specifying symptom severity and could not be used, in its existing form, to
differentiate between health care needs. The aim of Study 2 was then to assess
if the Refugee Health Screener (RHS) could be used to distinguish between
mild, moderate, and severe symptoms of distress.

We further wanted to assess if there was an association between symptom
severity as defined by the cutoffs identified in Study 2, and suicidal ideation,
which was the specific aim of Study 3.

Finally, there was a need of an intervention to offer individuals screening
positive. As we expected many individuals to show low to moderate levels of
distress, we searched for an intervention suitable for this distress level. At the
time of the project start (August 2016), we did not find any suitable
interventions, and decided to develop and evaluate one within the Project
AMIR. The aim of Study 4 was thus to assess the potential effectiveness,
acceptability and feasibility of the group psychoeducational intervention
AMIN.
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3 Methods

The first three studies included in this thesis use the same dataset, resulting
from a survey on mental health conducted mainly at refugee housing facilities
between November 2016 and April 2017. The fourth study is a pilot study of
an intervention, developed as part of the project described below. In the
following sections, I will give a general description of the context in which the
survey underlying the first three studies took place, and the original project
plan. I will then describe the design, procedure, and the participants of the
first three studies, and then move on to describing the methods of the fourth
study. Since several instruments were used in all studies, the instruments are
described together.

3.1 AMIR — Assessment of Mental health and early

Intervention for Refugees

At the end of 2015, researchers and staff working at the Department of
Psychology at the Mid Sweden University initiated the project AMIR,
Assessment of Mental Health and early Intervention for Refugees, as a
recognition of the lack of adequate care taking of mental health problems
among refugees. The aim of the project was to assess the mental health needs
of the refugees residing in the region and to develop a model for assessment
and treatment of mental health problems, in a stepped care manner (see
Figure 1).

Figure 1. Figure depicting the project at large, with a flow chart of the stepped-care model (A),
and action to fill educational needs (B).
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By an initial screening of mental health, we aimed to distinguish three
groups of individuals: 1. individuals without any need of mental health care,
2. individuals with mild to moderate symptoms of distress that might benefit
from a brief intervention program and, 3. Individuals showing signs of more
acute mental health problems, warranting an in-depth assessment and
possibly a referral to the regular health care system. The project was carried
out in collaboration with the Region Jamtland Harjedalen, RJH. In the original
project plan, the screening was supposed to take place in conjunction with the
health examination that all asylum seekers are offered. However, in August
2016, when we were ready to launch the project, few health examinations took
place, since the large influx of new asylum seekers had ceased. At this time,
there was still a considerable amount of asylum seekers residing in the region,
who had had their health exam. They were either waiting for a decision
regarding residence permit, or had received a permit but were awaiting
municipality placement. We also realized that we could not use the RHS in its
current form to distinguish between individuals with different health care
needs. We thus decided to start the project by visiting the asylum seekers in
the region and ask them to answer a survey. With this survey, we hoped to
get a clearer picture of the health care needs, as well as information that could
help us identify new cutoffs on the RHS. Invention and testing of materials
for the in-depth assessment and the brief intervention program, as well as
training of staff at various locations of the society, were also parts of the
project. All research in the project was approved by the regional ethical board
(2016/364-31, 2017/320-32, 2018/266-32).

3.1.1 Asylum Seekers — a Hard-to-Reach Group

Sydor (2013, p. 35) defines a hard-to-reach group as, “a group that is
difficult for researchers to access”, and a hidden population as, “a population
with no defined limits, such that its exact size cannot be known”. The
participants of the included studies were individuals seeking asylum, or who
had received a residence permit but who were still living in temporary
housing facilities provided by the Swedish Migration Agency, SMA. They
were hard to reach in a physical sense: they were accommodated in remote
facilities, they were transferred from one accommodation to another, and
some participants were deported during the studies. They were also hard to
reach in another sense: the language differences and reading deficiencies in
the population made us assume that a postal survey would not be sufficient.
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The exact size of the population should not have been impossible to know,
since numbers were provided by the project partner RJH and by the SMA.
However, numbers were constantly changing, making it hard to establish a
reliable sampling frame. In this sense, the population can be defined as
“hidden” as well. If probability sampling methods cannot be used, multiple
non-probability sampling methods are suggested (Enticott et al., 2017).
Bonevski et al., (2014) discuss strategies to reach “the hard to reach” and states
that direct mail and community outreach were the most cost-effective
strategies for recruiting minority groups.

To reach the hard to reach, and in a sense, hidden group of refugees who
were residing in refugee housing facilities in the region Jamtland Harjedalen
in late 2016 and early 2017, we hired bicultural personnel, made great efforts
in the translation of all material, and decided to visit all large housing facilities
in the region.

3.1.2 Bicultural Project Personnel

Bonevski et al., (2014) state that cultural brokers, that is, individuals who
can mediate between people of different cultural backgrounds, may increase
the response rate in studies including hard-to-reach groups. To this purpose,
individuals originating from the most common countries of origin of the
targeted refugees (at the initiation of the project, August 2016) were hired.
These individuals could speak one or several of the target languages, as well
as English or Swedish. Two of them came from Syria, one from Afghanistan,
one from Eritrea and one from Somalia. One of the individuals from Syria
worked full time in the project, the persons from Afghanistan worked 50%
and the other individuals were hired by the hour. Three of them had a
background in health care from their home countries (two physicians and one
psychologist). Their roles included translation of instruments and information
materials, but also to give advice on cultural matters. At the assessment sites,
their task was to explain the purpose of the study to the participants in a
culturally sensitive way. They also assisted the participants in answering the
survey. Since the questions concerned mental health, oral and written
information about how to access health care was provided for individuals
experiencing symptoms. The cultural brokers were also involved both in
developing and delivering the intervention.
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3.2 Studies 1-3
3.2.1 Design

The first three studies included in this thesis originate from a cross-
sectional survey conducted at, or nearby, temporary housing facilities for
asylum seekers. The survey was conducted with a dual purpose: both to map
the needs in the population and to conduct further investigations of the
Refugee Health Screener (RHS, Hollifield et al., 2013, 2016).

3.2.2 Procedure

We aimed to include all adult asylum seekers (18 years old or above)
speaking any of the five at the time most common refugee languages (Arabic,
Dari, Farsi, Somali and Tigrinya) residing in facilities provided by the SMA,
in the Region of Jamtland-Harjedalen. Initially, we aimed to include Kurmanji
as well, but since one of the bicultural coworkers informed us that Kurmanji
is mainly a spoken language, and that most Kurmanji speaking individuals
read Arabic, this plan was dismissed. To reach as many potential participants
as possible, a convenience sampling method was used. The recruitment was
done in several steps:

1. At first, a letter, translated into Arabic, Dari, Farsi, Somali or
Tigrinya, was sent to all individuals over 18 years speaking any of
these languages, and who were residing in refugee housing
facilities in the Region of Jamtland Harjedalen. In December 2016,
this included 1,265 individuals. The project partner (RJH)
provided lists of asylum seekers, the languages spoken and their
addresses. Potential participants were asked in the letter either to
answer the questionnaire online by following a link, or to attend a
scheduled screening meeting at, or nearby, their housing facility.

2. As the next step, all locations in the region housing more than 30
refugees were visited (see Figure 2). To get assistance with
advertising the screening-meetings, we reached out to housing
facility managers and volunteers in close contact with the asylum
seekers. At sites with large housing facilities, the meetings were
held at the facilities. At sites where the asylum seekers were
mainly accommodated in apartments, meetings were held at
NGO-centers. Twelve housing facilities were visited, and nine
meetings were held at NGOs. During meetings, participants were
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asked to answer the survey on-site using an I-Pad. Oral support
was offered in Arabic, Dari, Farsi and Tigrinya. Bilingual staff
were present during the meetings to be able to interpret and
answer any questions arising.

3. To be able to include refugees speaking other languages, and to
remind individuals who had missed the screening meeting at their
housing facility of the possibility to participate online, a second
letter was sent out in the end of March 2017. The two largest
housing facilities were visited a second time in the middle of April
2017, since the project group received the information that many
new refugees had arrived. Now including all adult asylum seekers
in the region regardless of mother tongue, this resulted in a final
sample of 1,332 individuals. Note that some of these individuals
might have been the same as those invited in the first round, while
some might have been newly arrived refugees. Some of the
individuals who received the first letter might also have left the
region at the time of the second letter. In the second letter, it was
clearly stated that those who had already answered the survey
should not take it again.

Figure 2. Map showing locations in the region housing asylum seekers in
November 2016
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3.2.3 Participants

The sample consisted of refugees 18 years old or older, living in facilities
provided by the Swedish Migration Agency within the Region of Jamtland-
Harjedalen during November 2016-April 2017. They were either currently
seeking asylum or had been granted asylum but had not yet received a
municipality placement. In total, using the final information we received, this
population consisted of 1,332 individuals. Of these, 577 (43%) individuals
participated in the study. Due to incomplete answers, 67 individuals were
excluded, resulting in a total sample of 510 (38% of 1,332) participants, of
which 15 individuals completed the survey online (see Table 1 for a more
thorough description of the participants).

Table 1. Demographic Characteristics of the Sample

Characteristics N %
Gender
Male 367 72
Female 136 26.6
Other 7 14
Age groups
18-25 163 32
26-35 200 39.2
36-45 87 17
46-55 45 8.8
56-65 12 2.3
66 + 3 0.6
Nationality
Afghanistan 196 38.4
Syria 137 26.9
Iraq 51 10
Iran 22 43
Eritrea 21 41
Somalia 11 2.2
Nationality N < 52 21 41
Unknown 51 10
Marital Status
Single 176 34.5
Married 295 57.8
Divorced 24 4.7
Widowed 9 1.7
Other 6 12
Asylum application status
No residence permit 367 72
Received a residence permit 143 28

Note. a = Palestine, Ethiopia, Pakistan, Algeria, Morocco, Nigeria, Egypt, Kuwait, Lebanon, Sudan and
Yemen.
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3.2.4 Representativeness of the Sample

A comparison between the current sample and the total population of
individuals seeking asylum in Sweden at the time of the studies is not easily
made. During the six months when data collection took place (November 2016
—April 2017) the landscape of the Swedish receiving system underwent
substantial changes. At this time, Sweden had closed its borders to refugees
(as described in the Preface), and the influx of new asylum seekers was
minimal. The SMA was working with the large number of applications that
they had received during 2015. After an asylum decision, the individual ought
to either receive a municipality placement (and thus a more permanent
housing solution than an asylum accommodation) or be deported.

Not all individuals seeking asylum in Sweden have equal chances of
receiving a residence permit. In 2016, 60% of the settled asylum applications
resulted in a positive decision, but the rates varied between nationalities. For
example, in 2016, 28% of the asylum seekers from Afghanistan received a
residence permit, whereas the corresponding number for refugees from Syria
was 91% (all data regarding the entire population of individuals in the
Swedish reception system was provided by the SMA through personal
communication with the statistics unit, September 18, 2017 and November 14,
2018). As Syrians received residence permits and the Afghans did not, the
proportion of Syrian refugees diminished at the asylum accommodations, and
the proportion of Afghan refugees increased. See Table 2 for an overview of
how the nationalities of the individuals in the Swedish reception system
changed during the period of data collection. The nationalities presented in
the Table represent the largest nationalities of asylum seekers both in Sweden
at the time, and in the AMIR project. However, in the national sample there
was also a large group of stateless individuals (there were more stateless
individuals than individuals from Somalia, Iran and Eritrea). In the Amir
sample, there were 72 individuals whose nationality is unknown, or is not
presented to preserve the participants’” anonymity.
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Table 2.

Changes in the total population in the Swedish reception system during
the data collection period. For comparison, only data regarding the
nationalities included in the AMIR project is shown.

Nov Dec Jan Feb March April AMIR
2016 2016 2017 2017 2017 2017

Total 131,903 122,708 115360 110,653 104,860 100,473 510

Afghanistan 38,062 37,531 36895 36557 35978 35535 196
(289)  (306) (312  (334)  (343)  (354) (384

Syria 31780 25462 20588 17,559 14,188 11749 137
(24.1) (20.8) (178)  (159) (135)  (117) (26,9
Iraq 16207 15951 15696 15452 15089 14720 51

(12.3) (13.0) (136)  (14.0) (144)  (147)  (10.0)
Somalia 5,393 5117 4,868 4,679 4515 4,349 11

(4.1) (4.2) (4.2) (4.2) (4.3) (4.3) (2.2)

Iran 4523 4,481 4472 4,442 4,386 4,363 22
(34) (3.7) (3.9) (4.0) 4.2) (4.3) (4.3)

Eritrea 3,929 3,420 2,957 2,624 2,318 2,089 21
(3.0) (2.8) (2.6) (2.4) (2.2) 2.1) (4.1)

Note. Percentages do not total 100 since not all nationalities in the receiving system, nor the individuals
of unknown nationality in the AMIR project, are presented.

The AMIR sample thus contained a similar percentage of individuals from
Afghanistan as that in Sweden at the end of the data collection period, and
about the same percentage of individuals from Syria as in Sweden in the
beginning. We had a smaller proportion of individuals from Iraq and Somalia,
and a larger proportion of individuals from Eritrea. As for gender, the AMIR
sample consisted of 72% men, whereas the entire population varied between
68.1% and 68.9%. The proportion of men in the AMIR sample was larger since
those travelling alone were more often placed in asylum accommodations,
where our recruitment took place, whereas families were placed, whenever
possible, in apartments.
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3.3 Study 4
3.3.1 Design

Study 4 was a pilot study assessing the potential effectiveness, feasibility
and acceptability of the brief, psychoeducational intervention AMIN,
provided at asylum accommodations. A mixed methods design was used, in
which interviews were embedded within a one-group, pre-test post-test
intervention trial.

3.3.2 Procedure

The intervention was delivered at two different asylum accommodations
in Sweden. In November and December 2017, one group in Dari and one
group in Arabic were conducted at an asylum accommodation in Jamtland-
Hérjedalen. From September 2018 to September 2019, three groups in Dari
and one in Arabic were conducted at an asylum accommodation in another
part of Sweden.

3.3.2.1 Quantitative Evaluation Procedure

1. Information regarding the intervention was provided by visiting project
personnel, by volunteers, and by staff at the accommodation.

2. Potential participants were invited to a first meeting, in which
information about the course was provided.

3. Individuals who wanted to participate filled in an informed consent
form and took the pre assessment form.

4. The intervention was delivered once a week for five consecutive weeks.

5. Post-assessment was conducted at the final intervention session.

3.3.2.2 Qualitative Evaluation Procedure
In the qualitative evaluation, both the staff providing the intervention, and
the refugees receiving the intervention, were interviewed.

3.3.2.2.1 Intervention Participant Interviews

The intervention participants were interviewed by telephone in their
native language. The interviews were conducted one to six months after
completing the intervention. A semi-structured interview guide was used.
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3.3.2.2.2 Staff Interviews

A psychology master’s student conducted the staff interviews via phone,
using a semi-structured interview guide. The interviews took place six
months to two years after the intervention.

3.3.3 Participants Study 4

The participants in Study 4 can be divided in to three subgroups: the first
consists of the participants of the intervention, on which the quantitative
evaluation is based. The second is a subgroup of these participants who were
interviewed for the qualitative assessment. The third comprises staff members
who were interviewed regarding their opinions on the intervention.

3.3.3.1 Quantitative Sub Study

Fifty-two refugees above the age of 18, living in one of the two asylum
accommodations and speaking either Dari or Arabic, attended a first
information meeting and consented to participate in the study. Data from 10
individuals were lost due to technical difficulties and 17 individuals dropped
out. The remaining 25 individuals constitute the final sample for the
quantitative sub study, see Table 3 for demographics.

Table 3.
Demographic characteristics of the intervention participants included in
the quantitative evaluation.

N
(%)

Gender

Men 18 (72)

Women 7 (28)
Language groups

Dari 17 (68)

Arabic 8 (32)
Residence permit

yes 3 (12)

no 22 (88)
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3.3.3.2 Qualitative Sub Studies

3.3.3.2.1 Intervention Participant Interviews

A convenience sample of five Dari-speaking former intervention
participants consented to be interviewed regarding their opinions and
experiences of the intervention. Three were men and two were female.

3.3.3.2.2 Staff Interviews

In total, nine staff members led the interventions. Of these, six had the role
of group leaders and three that of cultural brokers. We contacted all nine, and
five consented to participate in interviews regarding their opinions and
experiences of the intervention. Three were former group leaders and two
cultural brokers, two were female and three were male.

3.4 Instruments (Studies 1-4)

Apart from psychometric properties, several factors were considered
while selecting instruments. As an adjustment to assumed reading
deficiencies and low educational levels in the sample, brevity was prioritized.
To ensure some level of transcultural validity, previous use in a refugee
population was regarded as positive. For the purposes of Study 2, we aimed
for instruments with multiple defined cutoff values, which was found for
instruments assessing symptoms of anxiety and depression, but not PTSD.

3.4.1 Emotional Distress (Studies 2-4)

To assess general emotional distress, we used The Refugee Health
Screener, 13 item version (Hollifield et al., 2013, 2016). The RHS initially
included 15 items: nine items assessing symptoms of anxiety and depression,
four items assessing symptoms of PTSD, one item assessing perceived coping
and one distress thermometer. A subsequent study showed that exclusion of
the last two items increased specificity and reduced the number of false
positives without compromising sensitivity (Hollifield et al., 2016). Due to this,
we chose to use the 13-item version. The RHS is designed with special care
taken to address transcultural validity, making sure that each one of the 18
translations show good semantic equivalence in the target language. It is
scored from 0-4, with a total range of scores 0-52. Each possible answer is
marked with a number (0-4), with a phrase (0 = not at all, 1 = a little bit, 2 =
moderately, 3 = quite a bit and 4 = extremely) and with a bottle that is empty
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at 0 and gradually fills up at 4. Eleven has been set as a cutoff for having
symptoms of emotional distress.

3.4.2 Depressive Symptoms (Studies 1 & 2)

Depressive symptoms were measured with the Patient Health
Questionnaire -9 (Kroenke et al., 2001). The PHQ-9 is a dual-purpose
instrument: it can be used to detect depression in primary care settings, and
to assess symptom severity level. For the different purposes, it can be scored
in different ways: to detect depression in primary care, a cutoff of 10 is used.
For increased accuracy, it can also be used with a diagnostic algorithm: if five
or more of the nine depressive symptoms are scored > 2 and one of these
symptoms is anhedonia or depressed mood, this can be interpreted as a
fulfillment of the diagnostic criteria for major depressive disorder. To assess
symptom severity level, the following cutoffs have been proposed: 5 = mild
symptoms, 10 = moderate symptoms, 15 = moderately severe symptoms and
20 = severe depressive symptoms. In Study 1, PHQ-9 was used to assess
prevalence of depressive symptoms. In Study 2, it was used to define
symptom severity levels on the RHS.

3.4.3 Suicidal Ideation (Study 3)

Suicidal ideation was assessed using item nine on the PHQ-9 (Kroenke
et al., 2001). Item 9 asks, “Over the last two weeks, how often have you been
bothered by thoughts that you would be better off dead, or of hurting yourself
in some way?”. Any answer above 0 is regarded as positive (Kroenke et al.,
2001). Uebelacker et al. (2011) compared this single item to the use of a
structured interview to assess suicidal ideation and found the sensitivity of
the PHQ-9 item to be .69 and specificity .84. A positive response to item 9
predicts suicide attempt or suicide death over the following year (Simon et al.,
2016; Simon et al., 2013).

3.4.4 Symptoms of Anxiety (Studies 1-2)

Symptoms of anxiety were measured by General Anxiety Disorder 7, GAD-
7 (Spitzer et al.,, 2006). The GAD-7 is, as the PHQ-9, intended for screening
purposes in primary care settings. Originally designed to detect generalized
anxiety disorder (GAD), it is also frequently used to assess severity of overall
anxiety symptoms (Kroenke et al., 2007). Again, for the different purposes,
different cutoffs have been set. A cutoff of 10 or more has been set as the point
for identifying cases of GAD. Further on, cutoffs of 5, 10 and 15 have been
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identified as representing mild, moderate and severe levels of anxiety
symptoms (Spitzer et al., 2006). To detect any anxiety disorder, a cutoff of 8
has been shown to be more efficient. (Kroenke et al., 2007). GAD-7 consists of
7 items scored from 0-3, total score maximum 21.

In Study 1, GAD-7 was used to assess prevalence of anxiety symptoms. In
Study 2, it was used to define symptom severity levels on the RHS.

3.4.5 Symptoms of PTSD (Studies 1-2)

Symptoms of PTSD were assessed by the Primary Care PTSD Screen (PC-
PTSD, Prins et al., 2004). PC-PTSD consists of four questions asking about four
characteristic symptoms of PTSD: intrusion, avoidance, hyperarousal, and
emotional numbing. Each question is answered either yes (1) or no (0). Three
“yesses” are used as the cutoff for probable PTSD. The PC-PTSD does not
have specified cutoffs. However, a score of 2 has been interpreted as
indicating subthreshold symptom levels, a score of 3 as a clinical level of
symptoms while scores of 4 show a high specificity and a low sensitivity
(Bliese et al., 2008; Prins et al., 2004). Notably, a version containing 5 items to
be adapted to the PTSD-criteria of DSM 5 was released after our project had
started (Prins et al., 2016). In Study 1, PC-PTSD was used to assess prevalence
of PTSD-symptoms. In Study 2 it was used to define symptom severity levels
on the RHS.

3.4.6 Quality of Life (Studies 1, 2, and 4)

QOL was included as a prevalence outcome in Study 1, in Study 2 as a
further validation of the severity levels on the RHS and in Study 4 as an
outcome measure in the intervention. QOL was assessed by the World Health
Organization Quality of Life —brief version WHOQOL-BREF (WHOQOL Group,
1998). WHOQOL-BREF is an instrument developed by WHO as a
transcultural measure of self-perceived quality of life and health. It is a 26-
item short version of the of the original instrument, WHOQOL-100
(WHOQOL Group, 1995). WHOQOL-BREF is scored from 1-5 and assesses
physical, psychological, social and environmental health and quality of life.
Raw scores are transformed to domain scores ranging from 4-20. In a sample
consisting of 11,830 adults from 23 countries (Skevington et al., 2004), mean
domain scores ranged from 13.5 - 16.2 (SD: 2.6-3.2.). The authors also defined
12 as a mean score where QOL was judged as neither good nor bad.
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3.4.7 Symptoms of Insomnia (Study 4)

To assess the intervention’s effect on insomnia, we used the Insomnia
Severity Index (ISL. Bastien et al., 2001), which is scored from 0-4 and ranges
between 0 and 28 points. Scores between 0-7 indicate no clinically significant
insomnia, scores between 8 and 14 indicate subthreshold insomnia, scores
between 15-21 clinical insomnia of moderate severity and scores between 22-
28 severe clinical insomnia.

3.4.8 Symptom Catastrophizing (Study 4)

To assess the intervention’s effectiveness in reducing catastrophizing of
symptoms, we used the Symptom Catastrophizing Scale (SCS, Moore et al., 2016).
The SCS is scored from 0-2, contains seven questions and thus ranges from 0-
14 points. Among depressed patients, a pretreatment mean score of 10.7 (SD
= 2.6) has been found, which after treatment diminished to 6.6 (SD = 3.4)
(Moore et al., 2016). In a sample of patients with PTSD (Sullivan et al., 2017),
the mean score was 10.3 (SD = 3.0), after treatment diminished to 6.4 (SD =
3.1).

3.4.9 Translation of Instruments

In cases where we did not have access to instrument versions translated to
the target languages, translations were performed using the following
procedure:

1 A Swedish or English version was sent for translation to a
professional translation company.

2 Bilingual project personnel checked the translations for obvious
spelling or grammar errors and corrected these.

3 The bilingual project personnel and the Swedish speaking personnel
reviewed the translations to make sure that all technical terms were
correct.

4 The bilingual project personnel conducted focus groups with
individuals speaking the target language to check that the
formulations of the questions were accurate and comprehensible.

5 Necessary corrections were made.

6 The instruments were sent for back translation by professional
translators.

7 The back-translated versions were compared with the original
versions, and corrections were made in the translated versions.
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Table 4.
Overview of Translations Made by the Project Group

Measure
Language PC-PTSD PHQ-9 GAD-7 WHOQOL RHS-13 ISI SCS
Swedish X
Arabic X X X
Dari X X X X X X
Farsi X X X
Tigrynia X X X X X X
Somali X X X X

Note. PHQ-9 = Patient Health Questionnaire-9, GAD-7 = Generalized
Anxiety Disorder -7, PC-PTSD = Primary Care Posttraumatic Stress
Disorder Screen, WHOQOL = WHOQOL-BREF, RHS-13 = Refugee Health
Screener, 13 item version, ISI = Insomnia Severity Index, SCS = Symptom
Catastrophizing Scale

3.5 Ethical Considerations

Refugees, asylum seekers, and migrants constitute particularly vulnerable
groups that need special safeguards in terms of research ethics. The European
commission provides guidelines for special considerations while working
with refugees (The European Commission, 2013). Including both a vulnerable
population and mental health, a thorough assessment of the research ethics in
this dissertation is warranted.

Researchers including refugees as participants must make sure that the
objectives of the research are not harmful or prejudicial (Hughes et al., 2010).
The objectives of the included studies were not deemed to be harmful to the
participants. Not only looking at the objectives, but also at the conduct of the
studies, there are several aspects to consider. The questionnaires asked about
symptoms of mental health problems. Answering questions regarding
unpleasant symptoms might momentarily render unpleasant feelings, but
this is not thought to deteriorate mental health (Jaffe et al., 2015). However,
while conducting research with vulnerable groups, it is sometimes argued
that “do no harm” is not enough. Research on human suffering is only
deemed as justified if it helps in ending the suffering (Hughes et al., 2010;
Hugman et al., 2011). The project AMIR held an explicit objective of creating
better care taking for refugees, thus aiming to alleviate suffering for the larger
group of individuals seeking asylum in Sweden. Further, the studies included
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in this thesis should be relevant both to the larger group of asylum seekers (as
the objective was better care taking of mental health problems) and to the host
society, as we meant to provide tools that would facilitate assessment of
mental health problems among refugees.

3.5.1 Consent: Information, Voluntariness and Competence

3.5.1.1 Information

The written participant information was translated for all participants
to be able to read it in their native language. There is, however, a risk that the
written information was hard to understand for participants with low reading
proficiency. Unfortunately, as this risk was not foreseen, no comprehensive
summary was prepared, which would otherwise have been a way to assure
that all participants could understand the information. We did take measures
to maximize comprehensibility of the recruitment material, and the oral
information was prepared to be comprehensible yet exhaustive.

In the survey underlying the first three studies, as well as at the first
asylum accommodation where the intervention was delivered, the bicultural
project personnel helped provide information on the study in a culture
sensitive way. The use of “cultural insiders” can be problematic since these
persons may act as gatekeepers, deciding which individuals are invited to
participate (European Commission, 2013). To avoid this situation, the
bilingual coworkers were not living in the same accommodation as the
proposed participants. They also received training on research ethics,
especially on the importance of voluntariness, the right to abort and of
confidentiality.

At the second asylum accommodation where the intervention was
delivered, the psychologists provided oral information. Interpreters who
could help make sure that the information was properly understood were
always present.

3.5.1.2 Voluntariness and Competence

At the accommodations, it happened that individuals who had taken
the survey volunteered to recruit peer refugees. Due to lack of knowledge in
the languages spoken, the researchers did not have control over how these
individuals informed about the research and whether they stressed
voluntariness. However, this only concerned a few participants, and all
received additional information from our bicultural project personnel. The
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European commission (Hughes et al., 2010) defines competence to consent as,
“the ability to understand relevant information, to evaluate that information
and make a reasoned decision, to decide without undue influence, and to
communicate consent or refusal” (Hughes et al., 2010, p 55). Most, but not all,
participants could read the full information. The individuals who could not
read had to rely largely on the oral information and might have had
difficulties in understanding what they consented to. Thanks to the bilingual
project personnel, it was concluded that most participants were competent to
consent. However, in this sense, the inclusion of illiterate individuals might
have been problematic. To exclude participants simply because of reading
deficits would, however, have constituted a larger ethical problem.

The bilingual project personnel assisted participants with low reading
proficiency in answering the survey. This is ethically problematic, since the
participants might not have felt free in answering with project personnel
watching. They might also have felt that their anonymity was compromised.
To avoid this, we had the entire survey, including information material and
informed consent, recorded in the target languages. The participants could
choose a version of the survey with oral support, in which the recorded
questions as well as the response alternatives were read aloud. However, it
turned out that these versions were not as comprehensible to the individuals
with low reading proficiency as we had wished for, thus the need for help by
the bilingual personnel.

It is reasonable to question whether the participants’ vulnerable
position as asylum seekers might have led them to regard participation as
mandatory (or at least beneficiary) for them to receive a residence permit. If
that was the case, they might have felt coerced to participate. To avoid this,
they were told several times both orally and in the written information that
participation would not affect their asylum application in any way.

In the guidelines on ethical considerations for research with asylum
seekers (European Commission, 2013), the importance of not creating
unjustified expectations is stressed. Although it was stated that participation
could not affect an asylum application, participants did receive information
regarding the full project, which also included an intervention. This might
have led the participants to anticipate direct mental health care, which most
of the participants in the survey study did not receive.

In Study 4, some of the staff interviewed had relationships with the
researchers. Some of them were former students and some were former
employees. This might have led them to feel forced to participate, or to only
give positive comments regarding the intervention. As four out of nine staff
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members chose not to participate, we do conclude that this option seemed
viable to them. The staff interviews were all nuanced in their opinions
regarding the intervention, rendering it plausible that they felt free to answer
as they pleased.

3.5.2 Confidentiality and Protection of Personal Data

All quantitative data were gathered using I-pads connected to the
online survey software Qualtrics (Qualtrics, Provo, UT), which has a high
level of security (https://www.qualtrics.com/security-statement). To protect
the personal data of the participants, we did not gather information regarding
at which housing facility the data was collected. If less than five individuals
from one nationality had answered the survey in Studies 1-3, the results from
these individuals were gathered in a group (labelled “other”) so that
individuals could not be identified using demographic information. In Study
4, nationality is not presented, due to the small sample size. Personal
information such as name was not included in the first data collection, but
participants interested in participating in the intervention study could, after
finishing the survey, opt to fill in their contact information (the contact
information was later removed, and the connection to the data was
eliminated). When we started recruiting to the intervention study, some of
these individuals were contacted for participation. Unfortunately, most of
them had left the region at that time.

The intervention material was only translated into Dari and Arabic.
Thus, participants speaking other languages were not offered participation in
the following intervention. This constitutes an ethical problem; some of the
individuals who had provided their contact information were not contacted.
Both the individuals who were not contacted, and those who were contacted
when they had left the region, could thus have been led to believe that they
would receive an intervention. While conducting research, it is important to
balance harm and benefits from participating (Hughes et al., 2010). While it is
unlikely that answering the survey would have created any harm, many
individuals did not get the chance to receive possible benefits of participation.

3.5.3 Plan for Care Taking

Data collection for Studies 1-3 was carried out through a survey. The
survey was answered anonymously, without a plan for direct care taking of
individuals showing symptoms. Instead, all participants were provided with
information on how to access care. They were also given contact information
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to their local health care center and to the asylum health care center in
Ostersund in case they were experiencing symptoms and wanted help.
Clearly, it would have been better to conduct the study within the regular
health care system. In that case, individuals experiencing symptoms could
have been referred for care right away. Our initial plan was to do just that.
The screening was supposed to be carried out in conjunction with the routine
health examination that all asylum seekers are offered. However, when we
were ready to launch our study, most asylum seekers in Jamtland-Héarjedalen
had already received their health examination, which is why the survey was
conducted separately. A nurse from the Asylum Health Care Center was
loosely involved in the project. A possible solution could have been to focus
this cooperation to care taking of individuals in need.

In Study 4, a back-up plan was included and individuals showing
signs of severe distress were referred to the regular health care system for an
individual assessment and, in some cases, individual treatment.
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4 Summary of Studies

4.1 Study 1

Leiler, A., Bjarta, A., Ekdahl, J., & Wasteson, E. (2019). Mental health and
quality of life among asylum seekers and refugees living in refugee housing
facilities in Sweden. Social Psychiatry and Psychiatric Epidemiology, 54(5), 543—
551. https://doi.org/10.1007/s00127-018-1651-6

Background and Aim

Refugees are known to have worse mental health outcomes than the
general population. The large influx of refugees in 2015 created an extreme
situation where refugees were forced to stay in temporary housing facilities
for long periods. The aim of Study 1 was to assess mental health and quality
of life among these individuals, and to describe differences in mental health
outcomes between individuals with and without a residence permit.

Instruments and Analysis

Depressive symptoms were assessed both using the diagnostic algorithm,
and the cutoff of 10 on the PHQ-9 (Kroenke et al., 2001). Symptoms of anxiety
were assessed using both the cutoff 10, set for generalized anxiety disorder
(Spitzer et al., 2006) and the cutoff of 8, for anxiety more generally (Kroenke
et al., 2007). Symptoms of PTSD were assessed using the PC-PTSD (Prins et
al., 2004) using the score of 3 or above to indicate that there was a risk that the
individual had PTSD. Quality of life was measured by the WHOQOL-BREF
(WHOQOL Group, 1998), using the population norms established by
Skevington, Lotfy, and O’Connell (2004) as a reference.

Pearson’s chi-square was used to examine differences in health outcomes
between individuals who had, and who had not, received a residence permit.
Differences in mean values of health outcomes were assessed using t-tests,
and Cohen’s d was used as effect size. Correlations between health outcomes
and quality of life were tested with Pearson’s r.

Results

Of the total sample, 56 — 58.4% reported clinically significant levels of
depression, anxiety, and PTSD. Mean scores were higher among those who
had not received a residence permit than among those who had, except for
depressive symptoms, in which no difference was found. Fifty-one point two
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percent of the individuals without a residence permit had comorbid
symptoms of anxiety, depression, and PTSD, compared to 24.5% among the
individuals with a residence permit. QOL was generally rated below
population norms and correlated negatively with mental health.

Discussion

High prevalence of mental health problems was found for all measures.
The prevalence estimates found in this study were higher than those usually
found in refugee populations. This might be because most previous research
includes resettled refugees, while this study focused on refugees still residing
in temporary housing facilities. Furthermore, most of the included
individuals were asylum seekers, a group known to be highly vulnerable.
QOL was rated below population norms but in line with previous numbers
found in refugee populations. The domain of environmental QOL was,
however, rated lower than in other refugee populations. This could be due to
the gap between the expectations the refugees might have had, and the harsh
conditions at the housing facilities. This study is one of the largest existing
studies including not resettled refugees and provides valuable insights on the
mental health of the individuals residing in refugee housing facilities in the
aftermath of the refugee crisis in 2015. However, some methodological
limitations should be considered while interpreting the results: most notably,
the limited generalizability caused by the sampling method, and the lack of
control over the response rate.

Among both individuals with and without a residence permit, prevalence
estimates were high; however, they were higher among those without a
decision. This indicates two things: 1. The insecurity of not having a residence
permit is highly stressful and, 2. Although the situation seems to ameliorate
after receiving a residence permit, the suffering does not disappear with a
positive decision.

Overall, these results are troublesome, especially since the waiting time for
an asylum decision increased considerably after the large influx of refugees in
2015.

4.2 Study 2

Bjarta, A., Leiler, A., Ekdahl, J., & Wasteson, E. (2018). Assessing Severity
of Psychological Distress Among Refugees With the Refugee Health Screener,
13-Item Version. The Journal of Nervous and Mental Disease, 206(11), 834-839.
https://doi.org/10.1097/NMD.0000000000000886
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Background and Aim

Refugees suffer high levels of mental health problems, something that
possibly aggravates integration. Early detection of individuals in need of
health care benefits both the individual and society. The RHS is a brief
screener intended for routine mental health screening and could be suitable
to include in the routine health examination offered to all asylum seekers.
However, the set cutoff of 11 for emotional distress is likely to identify many
individuals that are not in need of any professional interventions. Thus,
cutoffs for different symptom severity levels would provide more information
regarding the need of care. The aim of Study 2 was to assess if the RHS could
be used to distinguish between mild, moderate, and severe distress, among
newly arrived refugees.

Instrument and Analysis

The instrument in focus in the investigation was the RHS -13 (Hollifield et
al., 2016). Operating characteristics for mild, moderate and severe symptoms
on the RHS were derived using PHQ-9 (Kroenke et al., 2001), GAD-7 (Kroenke
et al., 2007; Spitzer et al., 2006) and the PC-PTSD (Prins et al., 2004). As a proxy
for mild symptoms, we used a score of 5 on both the GAD-7 and the PHQ-9,
and a score of 2 on the PC-PTSD. As a proxy for moderate symptoms, we used
a cutoff of 10 on the PHQ-9, 8 on the GAD-7, and 3 on the PC-PTSD. As a
proxy for severe symptoms, we used a cutoff of 15 on the PHQ-9 and the
GAD-7, and 4 on the PC-PTSD. To be considered to have mild, moderate, or
severe levels of psychological distress on the RHS, an individual needed to
reach the mentioned cutoffs on either one or several of the proxies.

Receiver operating characteristic (ROC) analyses were conducted to
determine cutoffs for RHS, using each of the indexed symptom levels (mild,
moderate, and severe, respectively). Psychometric properties of the new
cutoffs were calculated and false negatives for the mild level inspected. We
investigated whether levels of distress differed between people with different
asylum status with Pearson’s x2 and adjusted standardized cell residuals.
Mean ratings were compared with an independent t-test. Finally, the new
cutoff’s ability to discriminate levels of symptoms on the respective symptom
scales were analyzed with a one-way analysis of variance (ANOVA) for each
scale.
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Results

The ROC analyses confirmed the previously identified cutoff of 11 as a
cutoff for mild psychological distress. The cutoffs rendering the highest
specificity without lowering sensitivity below .70 were 18 for moderate
distress, and 25 for severe distress.

Discussion

Evaluated against each symptom scale separately, the cutoffs performed
well. Higher specificity would have been desirable for the cutoffs for
moderate and severe distress, and to obtain this, higher cutoffs would be
necessary. However, the cutoffs were based on the well-established cutoffs of
other instruments such as the GAD-7 and the PHQ-9. Limitations are the
population per se: since they were all under considerable stress, scores were
generally high and did not provide a large variation in the dataset. Another
limitation is the proxies. Another measure for symptoms of PTSD would have
provided more information, and diagnostic interviews would have
constituted a stronger validation.

The results from this study corroborate the previously identified cutoff of
11, and further develops the previous work with the identifications of cutoffs
indicating moderate and severe levels of distress. Hopefully, these cutoffs
could help guide health care personnel upon deciding on which (and if)
interventions should be provided.

4.3 Study 3

Leiler, A., Hollifield, M., Wasteson, E., & Bjarta, A. (2019). Suicidal Ideation
and Severity of Distress among Refugees Residing in Asylum
Accommodations in Sweden. International Journal of Environmental Research
and Public Health, 16(15), 2751. https://doi.org/10.3390/ijerph16152751

Background and Aim

Suicidal ideation has been shown to be more prevalent in refugees
(Akinyemi et al., 2015; Ferrada-Noli et al., 1998) than in a cross national
sample (Nock, et al., 2008). The aim of Study 3 was to assess suicidal ideation
at different symptom severity levels as assessed by the RHS-13.

Instruments and Analysis

Symptom severity level was assessed using the previously identified
cutoffs on the RHS-13: 11 for mild distress, 18 for moderate distress and 25 for
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severe distress (Bjarta et al., 2018). Suicidal ideation was assessed using item
9 on the PHQ-9 (Kroenke et al., 2001; Simon et al., 2013). Suicidal ideation was
treated as a dichotomous variable: individuals answering that they had
experienced suicidal ideation for at least several days during the last two
weeks were coded as showing suicidal ideation. The difference in mean scores
on the RHS between individuals with and without suicidal ideation was
calculated with a t-test. Using scores below 11 as the reference category,
logistic regression analysis was used to assess whether the odds of having
suicidal ideation increased by distress severity. Some psychometrics were
calculated to identify to what degree individuals with suicidal ideation were
left undetected at each severity level.

Results

The odds of suicidal ideation increased significantly with each level of
symptom severity, compared to no psychological distress: for mild
psychological distress, the odds of suicidal ideation were 4.65 [1.84, 11.73].
For moderate distress, the odds were 7.17 [2.94, 17.51] and for severe distress
18.59 [8.30, 41.66]. The wide confidence intervals were likely indicative of
too few cases in the reference category (n =7), so the categories of moderate
and severe psychological distress were also compared with the collapsed
categories of “none” and “mild” psychological distress. Assessed like this,
the odds of an individual at the moderate level of psychological distress
showing suicidal ideation were three times higher (OR 3.12, p <.001, 95% CI
1.67, 5.83). The odds of an individual with severe psychological distress
were eight times higher (OR of 8.09, p <.001, 95% CI 4.94, 13.25). The
tightened confidence interval suggests a more reliable result, although
obscuring the lower but present risk in those with mild distress. At cutoff >
11, there were 7 individuals (4%) left undetected, at cutoff 218, 25
individuals were left undetected and at > 25, 51 individuals with suicidal
ideation were left undetected.

Discussion

This study showed an association between distress severity on the RHS
and suicidal ideation. This further corroborates the finding that individuals
scoring 25 or above on the RHS do suffer from severe distress and need
support. However, the results should be interpreted with caution. Embracing
statements on suicidal ideation does not firmly indicate that an individual will
eventually end her life by suicide. Further on, confidence intervals were
partially overlapping, and even among the individuals not indicating any
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distress (scoring below 11 on the RHS), there were individuals endorsing
suicidal ideation. The foremost limitation of this study is that the instrument
used to assess suicidal ideation might not be sensitive enough to capture
suicidal ideation in a reliable manner.

The results call for an increased awareness of the suicide risk among
refugees and asylum seekers.

4.4 Study 4

Leiler, A., Wasteson, E., Holmberg, J., & Bjarta, A. (2020). A Pilot Study of
a Psychoeducational Group Intervention Delivered at Asylum
Accommodation Centers— A Mixed Methods Approach. International Journal
of Environmental Research and Public Health, 17(23), 8953

Background and Aim

There is emerging evidence that interventions for refugees may alleviate
symptoms of anxiety, depression and PTSD (Turrini et al., 2019). The aim of
Study 4 was to assess the potential effectiveness, acceptability and feasibility
of a group psychoeducational intervention delivered at asylum
accommodations. A mixed methods approach was used, in which
quantitative outcome data was combined with interviews conducted with
both intervention participants and the staff that delivered the intervention.

Instruments and Analysis

The RHS-13 (Hollifield et al., 2016) was used to assess the effect on
emotional distress. The Insomnia Severity Index (ISL, Bastien et al., 2001) was
used to assess the intervention’s effect on symptoms of insomnia. The
Symptom Catastrophizing Scale (SCS, Moore et al., 2016) was used to assess
effects on symptom catastrophizing. Quality of life was assessed using the
WHOQOL-Bref, (WHOQOL Group, 1998). The potential difference between
pre- and post-assessment was analyzed using Wilcoxon signed rank test,
effect sizes were calculated with Pearson’s .

The participants’” perceptions of the intervention were assessed in
interviews performed by the bilingual project personnel and the staff
interviews were carried out by a psychology master’s student. In both cases,
semi-structured interview guides were used. Interviews were analyzed using
thematic analysis (Braun & Clarke, 2006).
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Results

The intervention seemed promising in alleviating symptoms of distress
and insomnia, and in increasing physical QOL. It generally seemed to be
acceptable to both intervention participants and staff. Concrete, health
promoting strategies seemed more meaningful than abstract psychological
techniques. Overall, the intervention was feasible to deliver, even though the
population consisted of individuals of various backgrounds and conditions.

Discussion

Some methodological limitations should be considered while interpreting
the results. One is the weakness in determining effectiveness, which cannot
be done in a reliable manner without a control group, a larger sample size and
randomization. Another limitation concerns the interviews of intervention
participants, which were rather brief and unbalanced in their positive
expression of the intervention. It was also unfortunate that no Arabic
speaking intervention participants could be interviewed. The results suggest
that although some sessions need further elaboration, the transition to an RCT
is reasonable.
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5 Discussion

During a couple of months in the fall of 2015, the poverty and suffering
existing in the surrounding world suddenly became visible and present in
Sweden. With the restricted possibilities to obtain residence permits in
Sweden and the EU-Turkey agreement, much went back to normal in Sweden
during 2016. However, this did not mean that the need for protection ceased
to exist. At the end of 2015, 65.3 million individuals around the world were
forcibly displaced from their homes (UNHCR, 2016), but by the end of 2019,
this number had grown to 79.5 million. Each year, a new horrifying all time
high is reached, and the number of displaced people is now nearly the double
the 2010 number of 41 million displaced persons (UNHCR, 2020). We may
build walls and make treaties with authoritarian regimes outside of Europe,
but as long as war and poverty exist, there will be refugees. We know from
extensive research that fleeing your home is associated with many hardships,
causing distress and suffering. How should receiving countries respond to
this? This thesis originates from a suggested answer to this question.

5.1 How Extensive are the Mental Health Needs of Human
Beings Residing in Asylum Accommodations?

In Study 1, symptoms of anxiety, depression, or PTSD were present in
more than 50% of the included individuals. More than 40% had symptoms in
all three categories. There were large differences between individuals with
and without residence permits in symptoms of anxiety and PTSD, but not
when it came to depressive symptoms. In Study 2, using the proposed
screening instrument RHS-13 (Hollifield et al., 2016), symptoms of distress
(defined by a score of 11 or above) were found in 77% of the sample. In Study
3, it was found that 33.9% had thoughts of being better off dead or of harming
themselves. In Study 4, the pre-median score on the RHS was 28, above the
cutoff 25 for severe distress (identified in Study 2). Taken together, the results
shown in this thesis point to high and largely unmet mental health needs
among individuals residing in asylum accommodations. This prevalence is
higher than what is normally found in studies assessing refugee mental health
(e.g., Blackmore et al., 2020). One explanation can be found in the fact that
most participants in these two samples lived in asylum accommodations, a
circumstance mirrored in the low ratings on environmental quality of life.
Sweden does not practice detention of asylum seekers, but in some respects
the housing facilities visited during the data collection resembled detention
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centers. They were often far from the closest community, and even if the
residents were free to leave, they often did not have the means to do so. Strict
rules of conduct were often applied, for example, the inhabitants were often
not allowed to cook their own food. The prevalence rates in Studies 1-3
resemble those found in studies conducted at detention centers (Sen et al.,
2018), supporting this hypothesis. The initial survey included a question on
how long the individual had been in Sweden. Unfortunately, this question
was widely misunderstood, and the responses were not possible to interpret
in any meaningful manner. There were, however, verbal reports from
refugees stating that they had been living at their housing facilities for years.
Long asylum processes affect mental health, as do long periods spent in
detention centers (Hvidtfeldt et al., 2020; Sen et al., 2018). This could thus
constitute another explanation of the high prevalence estimates. Yet another
explanation can be that our studies include asylum seekers and individuals
with residence permits but who had not been transferred to more permanent
housing, and who could not commence their new life. Most studies on refugee
mental health are based on resettled refugees with residence permits, and
studies including mainly asylum seekers often find high prevalence estimates
(e.g., Georgiadou et al., 2017).

The participants generally rated their QOL as low. Studies (e.g. Carlsson
et al., 2006) have found pre-migration traumas to be of less importance for
quality of life among refugees than current social relations. These are
important findings. While much focus is often on pre-migratory traumatic
experiences, quality of life may often be more affected by the current living
situation, and thus the post-migratory situation. These are modifiable factors
that could be targeted in intervention and policies in the host countries.

Both samples in this thesis were gathered using convenience sampling
methods. Because of this, the results should be regarded as a snapshot of the
situation there and then, rather than as indicative of the mental health of all
the individuals residing in asylum accommodations during that time.
Although the first sample was decently representative of the entire
population of asylum seekers at the time in Sweden, it is plausible that some
context-specific factors affected the mental health of the participants. This
project was carried out in a rural area in which asylum seekers were often
placed in housing facilities far away from the surrounding communities.
Surely, this is a very different context from the one facing an asylum seeker
living with his/her relatives in an urban area. Although there are many factors
that could cause fluctuations in prevalence estimates, the four studies
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included in this thesis, as well as other studies (Georgiadou et al., 2017;
Tinghog et al., 2017), undoubtedly point to large mental health needs.

5.2 Should Asylum Seekers be Screened for Mental Health

Problems?

Although it was established that mental health needs were extensive, it

does not follow automatically that all asylum seekers should be screened for
mental health problems. Looking back at the WHO-principles for screening
(Wilson & Jungner, 1968), this thesis gives the following answers as to how
the principles apply to mental health problems among asylum seekers and
refugees:

1. The condition sought should be an important health problem.

Mental health problems among refugees should be clearly considered
as important health problems due to their extent, the individual
suffering, and the link to aggravated integration.

2. There should be an accepted treatment for patients with recognized disease.

Study 4 showed promising results for the intervention AMIN. There
are, however, other treatments directed at asylum seekers e.g., PM+
(Sijbrandij et al., 2017), TRT, (Smith et al., 1999) and NET (Neuner et
al., 2010) with a stronger research basis. These are all intended to be
scalable and should thus be possible to implement on a larger scale to
increase access to care.

Facilities for diagnosis and treatment should be available.

Facilities for diagnosis and treatment should be primary care centers,
refugee health care centers and psychiatric units. The problem
probably lies in the word “available”, since there are reports showing
that asylum seekers do not access mental health care (Satinsky et al.,
2019). Before screening is implemented on any larger scale, this issue
needs to be addressed.

There should be a recognizable latent or early symptomatic stage.

This principle has not been fully explored regarding mental health
problems. It is applicable to psychosis (see for example Correll et al.,
2018), but for problems such as depression and anxiety, it is not
always the case that mild symptoms represent an early stage of a
disease that will turn into a severe condition.
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5.

There should be a suitable test or examination.

The

The

The results of Study 2 corroborate previous findings showing that the
RHS is a reliable and suitable test for mental health screening among
refugees. It assesses the most common symptoms experienced by
refugees. It is brief and should not be too time consuming, which is
an important aspect if it is to fit within the health examination. It has
been translated into 18 different languages and is comprehensible to
individuals from many different cultures due to the rigorous
translation process. The results are, especially with the cutoffs
defined in Study 2, easy for health care personnel to interpret.

test should be acceptable to the population.

The RHS was originally developed in collaboration with several
different refugee groups (Hollifield et al., 2013). In the focus groups
that were commissioned within this project while translating the
instruments, the RHS was reviewed and assessed in a positive
manner. However, how acceptable the instrument is considered to be
within different cultural groups has not explicitly been assessed and
is thus something that warrants further research.

natural history of the condition, including development from latent to

declared disease, should be adequately understood.

This links to principle number 4 and recognizable latent stages. The
development from latent to declared disease does not appear clear
regarding many mental health conditions.

There should be an agreed policy on whom to treat as patients.

The

Studies 2 and 3 make important contributions regarding this principle.
By setting specific cutoffs on the RHS one could, depending on the
available resources, decide that a person scoring above either 18 or 25
is to be considered as a patient. Study 3 showed that more than half
of the individuals scoring 25 or above had thoughts about harming
themselves or of ending their lives, clearly indicating that this group
at least should be considered as patients.

cost of case-finding (including diagnosis and treatment of patients diagnosed)

should be economically balanced in relation to possible expenditure on medical
care as a whole.
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- The intervention AMIN was designed to be cost effective, but it was
not evaluated in terms of health economics. It is also possible,
considering the high prevalence estimates found in Study 1, that case-
finding could be costly. However, so is poor integration in terms of
low participation in the labor market, something that can be
associated with poor mental health (Paul & Moser, 2009). Taken
together, the cost of case-finding related to routine screening of
mental health of newly arrived refugees warrants further research.

10. Case-finding should be a continuing process and not a "once and for all” project.
- This is an important principle. Although not explicitly supported by
any results in any of the included studies, this principle points to the
complexity in assessment of mental health. An individual who
screens negatively at one point in time may screen positively later on,
and vice versa. The journey of a refugee does not end with the arrival
in a host country. Some individuals may experience an initial relief
directly after arrival, but there is a risk that their mental health
deteriorates with time, as post-migratory stressors become more
salient. This indicates that there may be several time-points when
screening ought to be conducted. One may be shortly after arrival at
a new country, but it may also be indicated sometime after
resettlement.

In sum, mental health problems among refugees are common and serious,
both due to the suffering they cause individuals and to the aggravating effect
they may have on an individual’s possibilities to integrate in a new society.
There are suitable screening tests that could be used for routine screening (i.e.,
the RHS). Suitable interventions exist but may not be available. The issues of
early stages and the natural course of mental disorders have not been fully
made clear, but there is some support for the possibility to prevent or delay
the onset of depression and anxiety disorders (Mendelson & Eaton, 2018).
Although it is not self-evident that mild symptoms will turn into severe
conditions, the mere possibility supports the notion that early detection and
intervention is indeed meaningful. The findings of this thesis support
screening for mental health problems among newly arrived refugees by:

e Showing that mental health problems among individuals in

asylum accommodations are highly prevalent
e Showing that the RHS is a suitable screening instrument
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e Developing severity cutoffs on the RHS, and by showing the
association between severity level and suicidal ideation, the
distinction of whom to treat as patients is facilitated

e Creating and evaluating the intervention AMIN, which is one
example of an acceptable intervention with potential to alleviate
symptoms

Previously identified barriers to mental health screening for refugees have
been linked to cultural differences in describing and experiencing psychiatric
symptoms, as well as perceived stigma regarding mental health problems
(Mollica et al., 1987). To account for this, it is important that the instrument
used is comprehensible in many different cultures and validated with refugee
groups, as is the case with the RHS. To reduce stigma, it would be beneficial
to administer the screening routinely as part of a health examination.

There is, however, an important obstacle: the poor availability of health
services for refugees. Screening without the possibility to offer care to those
identified as in need of it would not only be pointless, it would also be
unethical. This issue needs to be resolved before general screening of mental
health of newly arrived refugees is implemented.

5.2.1 How About Screening for Suicidal Ideation?

In Study 3, it was found that one third of the sample had suicidal ideation.
Previous reports have found elevated rates of deaths by suicide among young
asylum seekers in Sweden (Mittendorfer-Rutz et al., 2019). Does this mean
that we should routinely screen all refugees for suicidal ideation? Probably
not. A meta-analysis regarding the association between suicidal ideation and
death by suicide found that 60% of the individuals who ended their lives by
suicide had not expressed any suicidal ideation (McHugh et al., 2019). It thus
seems to be very difficult to predict which individuals are at risk. Even so,
suicidal thoughts and behaviors are highly associated with mental health
problems (Cavanagh et al., 2003) and suicidal ideation is a clear indicator of
despair. Instead of screening for suicidal ideation, it is more efficient to screen
for general distress, and offer all individuals with high levels of distress an in-
depth assessment of their mental health, and subsequently offer those in need
adequate treatment. If a suicide assessment is warranted, it is more
appropriate to conduct it as part of a clinical interview than as part of a brief
screening.
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5.3 Is it Possible to Deliver Psychosocial Interventions to

Individuals Seeking Asylum?

The short answer to this question ought to be “yes”. The intervention
developed as part of this thesis, AMIN, needs further evaluation before any
conclusion can be drawn as to its effectiveness in reducing symptoms of
distress and increasing quality of life. However, the results from the pilot
study were promising. They also indicate that it is possible to deliver
interventions at asylum accommodations, to individuals in the midst of the
asylum process. Promising results have also been found in studies where
interventions have been delivered at German reception centers (Zehetmair et
al., 2018, 2019).

Study 4 identified some requirements for successful delivery: that the
intervention had to be brief and focused, that it seemed more meaningful to
focus on concrete, health promoting strategies than abstract psychological
techniques, and that flexibility and patience from the delivering party was
necessary. This is in line with factors that have been previously identified as
crucial when creating interventions for refugees (Weine, 2011). Since it
seemed possible for any health care personnel to deliver AMIN after a brief
introduction, it could be a cost effective first step in a stepped care model. In
AMIN, information regarding where to seek help for different problems is
provided, possibly facilitating more effective care distribution. Several
participants were also offered individual treatments at health care facilities. A
brief intervention such as AMIN might hold the potential to diminish the
treatment gap for asylum seekers. Optimally, it could function as a pathway
into the health care system.

AMIN is still in an early developmental stage. There are, however, other
first line interventions that are currently under evaluation, such as PM+
(Dawson et al., 2015; Sijbrandij et al., 2017) and TRT (Hasha et al., 2019;
Sarkadi et al., 2018). These are both Tier 3 interventions in the IASC
intervention pyramid (IASC, 2007), suitable as emotional or practical support
to individuals having problems coping on their own. These interventions
could be included as early, preventative interventions in a screen and treat
/active monitoring model.

Many of the intervention participants in AMIN (as well as many of the
participants who answered the survey underlying Studies 1-3) seem to have
suffered from severe mental health problems. To treat problems at this level,
brief group interventions might not be enough, individuals with severe
symptoms of anxiety, depression and PTSD are probably in need of the
specialized psychiatric care, that in the IASC pyramid is described as Tier 4
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(IASC, 2007). For individuals suffering mainly from PTSD symptoms, the
intervention NET is an evidence-based alternative (Neuner et al., 2010).

NET is based on exposure. In the intervention AMIN, we initially included
an exposure-based exercise in the trauma session, in line with the emotional
processing theory of PTSD (Foa & Rothbaum, 2007). The participants in the
first test group were, however, reluctant to participate in any form of exposure,
even though they were instructed that it did not have to address their worse
memories. This experience made us assume that exposure would not be
feasible in the current context of a brief group intervention. We chose to
replace it with a stabilization technique and to emphasize self-care strategies.
This does not imply that trauma focused techniques are unsuitable for asylum
seekers, but rather that the setting must be right.

As was outlined in the introduction, the mental health of asylum seekers
is not only affected by pre-migratory potentially traumatic events, but also by
post-migratory stressors (Carlsson & Sonne, 2018). In Study 1, it was found
that depressive symptoms were as common as symptoms of PTSD. While
PTSD symptoms are directly associated with pre-migratory traumatic events,
depressive symptoms are also related to post-migration stress (Getnet et al.,
2019). In Study 1, the difference that was found between individuals with and
without residence permit in prevalence of anxiety and PTSD symptoms was
not seen in depressive symptoms, suggesting that the latter do not vanish with
time or with a residence permit. Furthermore, depression is the most common
disorder among individuals who die by suicide (Hawton et al., 2013). Hence,
while much attention is given to symptoms of PTSD among refugees, the need
for depression treatments in Tier 4 should not be forgotten. It is worth
mentioning that there are effective depression treatments developed for non-
Western populations. In a study from 2014 assessing two different
interventions for survivors of systematic violence in Kurdistan (Bolton et al.,
2014), both cognitive processing therapy and behavioral activation were
found to be effective in reducing symptoms of depression.

Considering the influence of post-migratory stressors on mental health
(Carlsson & Sonne, 2018), interventions at all tiers should also address daily
hassles and the worries that they cause.

5.4 Methodological Considerations

5.4.1 Conducting Research in a Constantly Changing Context

While working with the AMIR-project, we faced many challenges. One
initial difficulty was to keep track of the numbers of individuals residing in
each asylum accommodation, and thus the proposed sampling frame. To
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bring the right interpreters to each site, we also had to keep track of the most
commonly spoken languages at each location we were to visit. The migration
agency provided the numbers of individuals located at each site, and our
project partner, the Region of Jamtland-Hérjedalen, provided lists of
languages spoken. Due to deportations, residence permits being granted and
the occurrence of transfers between housing facilities, this information was
constantly changing and seldom up to date. For example, when we were
preparing the information letters, one of our bicultural co-workers found his
own name on an address list, although he had been granted a residence
permit and had left the asylum accommodation months earlier. Since data
collection was conducted on site, this problem was not as devastating as it
would have been had we relied solely on a postal survey, but the sampling
frame remains unclear.

When we visited the asylum accommodations in Jamtland-Hérjedalen
between November 2016 and April 2017, we met individuals speaking
Tigrinya at some sites and individuals speaking Somali at others, but we
always met individuals speaking Dari and Arabic. Since these languages were
the ones most frequently occurring, we naturally planned to pilot our
intervention in Dari and Arabic. However, in November 2017, when we were
ready to launch the intervention, most Arabic speaking individuals had left
the housing facilities, probably because most Syrian residents received
residence permits in Sweden. To recruit enough Arabic speaking intervention
participants to create groups was suddenly challenging. Instead, a larger
group of Tigrinya speaking asylum seekers had arrived, and we hastily
translated all materials into Tigrinya.

When we had conducted our first two intervention groups at one large
asylum accommodation and were about to launch the next groups at another,
we were informed that all asylum accommodations in the region were closing
within a few months. In these circumstances it was not possible to pursue the
intervention study, and this plan was aborted. We were then informed that
while there were only few asylum seekers left in the region, there were many
individuals who had received a residence permit and had been placed in the
municipality of Ostersund. During the spring of 2018, we tried to reach these
individuals through cooperation with the municipality and the local
employment service, but we did not manage to form any intervention groups.
We were about to discontinue the intervention study when, by chance, we
encountered a psychologist working at a primary care center close to an active
asylum accommodation in another part of Sweden. He was willing to conduct
the intervention, and we were able to continue the intervention study, albeit

60



on a smaller scale than we had first planned. Unfortunately, at this time, our
financing had run out, and no bicultural project-personnel were employed,
making all translation issues complicated. We were, however, able to receive
funding for hiring Dari speaking personnel to conduct interviews with the
intervention participants. This was not possible in Arabic, thus losing the
important voices of the Arabic speaking intervention participants. At this last
asylum accommodation, there were very few Tigrinya speaking inhabitants,
so the newly translated material was never used.

It was difficult to conduct sound research under these circumstances. It
was not possible to make a plan and stick to it, instead, we were forced to be
flexible, creative, and ready to adapt to a constantly shifting landscape.

5.4.2 Sampling Method

In this thesis, all data were gathered using convenience sampling methods.
While this might be considered less problematic in intervention studies, it is
of importance in a prevalence study. Without either a random sampling
method or a reliable sample frame, it is not possible to generalize to the
underlying population. Therefore, it is not possible draw conclusions
regarding the extent to which the results in Studies 1-3 are representative of,
or generalizable to, all individuals in asylum accommodations in Sweden.
One improvement for future studies to consider is to keep better control over
the individuals who were approached at the asylum accommodations, but
who chose not to participate. Another suggestion is to include participants
from housing facilities in different Swedish regions, to improve accounting
for, and controlling of, regional differences.

Although challenging, alternative ways to find probability samples among
hard-to-reach groups have been developed after the AMIR project was carried
out. Reichel and Morales (2017) discuss some of these, one being the “centers
of aggregation strategy”. In this, a list of non-residential locations where the
target population resides is created by means of ethnographic research. The
researchers then randomly select locations where they, again, randomly select
their participants. This indicates that there are ways to establish reliable
sample frames and to produce probability samples even with asylum seekers,
but also that this might require large resources in terms of time, money, and
personnel.

During the data collection underlying Studies 1-3, all places in the region
housing more than 30 refugees were visited and the individuals encountered
during these visits were asked to participate in the study. The survey was
generally answered in public spaces such as the hotel lobby, or in rooms used
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by NGOs active at the accommodation. The high prevalence of mental ill-
health indicates that individuals with poor mental health were over-
represented in the sample. However, the perception of the research staff was
not that only individuals with poor mental health chose to participate, but
rather that most individuals who happened to be there or pass by opted to
take part. Unfortunately, due to the lack of control, this perception cannot be
confirmed.

The intervention participants in Study 4 were not randomly selected either,
but as this was a small test of the intervention, this is not as problematic as in
the first sample. Instead, the most problematic aspect regarding the sample in
Study 4 is that no Arabic speaking participants could be interviewed about
their opinions on the interventions.

5.4.3 The Use of Technology in Data Collection

In both data collections, all data were gathered on I-pads, using the survey
program Qualtrics (Provo, UT, 2005). In the first data collection, where it was
carried out by the research team, this functioned well. In the intervention
study, where the data collection was carried out by the group leaders, who
did not have access to adequate support, there were many problems with the
technology. This was time consuming and frustrating for both intervention
participants and staff and resulted in lost data from ten individuals. This
shows that when data are collected far from the researchers in charge, or when
adequate technical support cannot be assured, the use of traditional paper
surveys may be preferable.

5.4.4 Instruments

The instruments used in this thesis were chosen with regard to anticipated
characteristics of the participants. Since educational levels and reading
proficiency were expected to vary, brevity was considered important. To
account for transcultural validity, we aimed to use instruments that had been
used previously in different parts of the world, or that had previously been
used in refugee populations. Sometimes, these two demands were not
compatible. Although we used the brief version of the WHOQOL- bref
(WHOQOL Group, 1998), with its 26 items, it was lengthy. At the assessment
meetings, the impression was that this questionnaire was difficult to
understand. The PC-PTSD (Prins et al., 2004) was very brief AND had been
used in refugee populations, but did not provide the best estimate of PTSD-
symptoms. The SCS (Moore et al., 2016) had never been used with refugee
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populations, its transcultural validity had not been tested. No difference was
seen pre- and post-intervention in this measure, and it cannot be ruled out
that the questionnaire in itself was hard to understand.

The translation of all instruments was conducted in a rigorous manner,
aiming to ensure semantic and cultural equivalence (Erkut, 2010). For
practical reasons, they were not adapted to include cultural syndromes. The
same instruments, albeit translated, were used with individuals from
different parts of the world. One advantage was the possibility to include
refugees from several different countries. A disadvantage was that the
ecological validity was probably lower than would have been the case had we
chosen to tailor the survey to one cultural group. The instrument included as
a suggested alternative for routine screening, the RHS (Hollifield et al., 2013,
2016) has been validated with several different refugee groups. By a rigorous
translation process, it is to some extent adapted to different cultural groups.
There is room for cultural idioms of distress to be included in the different
translations. In English, item 2 says, “Feeling down, sad, or blue most of the
time”. The expression of “feeling blue” is, naturally enough, not included in
the translated versions. The wording is basic and mostly universal, describing
the overt expression of a symptom. For an example, item 8 says, “Feeling
restless, can’t sit still”. This is an advantage compared to other instruments
which are semantically more complicated, perhaps reflecting the syntax of the
education and culture in which they were developed. The instruments used
in Study 2 to validate the new cutoffs were also explicitly chosen because they
had been used with many different groups all over the world, preferably also
with refugee populations.

If routine screening of mental health of refugees is desirable, there is a need
for one instrument that can be given to individuals from many different
countries and that is interpreted in the same way. As a first screener, the RHS
adequately captures mental ill-health among individuals from many different
countries. In an in-depth assessment, cultural aspects should be considered
more thoroughly, perhaps by using the Cultural Formulation Interview
(American Psychiatric Association, 2013).

In Study 2, the RHS had a low negative predictive value, indicating a risk
that individuals would be falsely labeled as being distressed. As a positive
result ought to be followed by a more thorough assessment, this should not
pose any problem.
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5.5 Future Directions

Albeit fewer than in 2015, refugees are still arriving to Sweden, carrying
heavy burdens of past traumas, and facing the difficulties of adapting to a
new country. With the outbreaks of new wars and disasters in the world, new
so-called refugee crises may break out in Sweden. Awareness of mental health
vulnerabilities among refugees remains important. The work in this thesis
constitutes the initial evaluation of several steps in a proposed model for care
taking of mental health problems among asylum seekers. At each step, there
are several aspects that require further evaluation. Study 1 provided a
snapshot of the mental health and quality of life of individuals in refugee
housing facilities in 2016 and 2017. To follow individuals arriving during
these special circumstances over time, using a longitudinal design could
provide knowledge on factors important for mental health and successful
integration. A similar project is being carried out in Norway (Nissen et al.,
2020), but considering the fact that Sweden received so many asylum seekers
in 2015, this should be studied in Sweden as well.

In Study 2, cutoffs to determine symptom severity were established. One
weakness in this study was the PTSD-instrument used. It would be interesting
to validate the cutoffs using a more extensive PTSD-scale. The clinical value
of the cutoffs on the RHS should be tried in a real-life setting, or at least tested
against a clinical interview. Is there concordance between the cutoffs and the
clinical impression of symptom severity? Which actions are taken in response
to each cutoff, and are these appropriate? Do individuals receiving a score
above the cutoff for severe distress need specialized treatment? Are they
offered it? Do they accept it? Can individuals who score within the range of
moderate distress be treated at a primary care level? Do individuals within
the range of mild distress manage with light forms of support? These are all
questions that remain to be answered.

Considering WHO'’s tenth principle for screening, Case-finding should be a
continuing process and not a "once and for all” project (Wilson & Jungner, 1968),
one future direction could be to evaluate implementation of mental health
screening, not only among newly arrived refugees, but also among those who
have received a residence permit and who are under the care of the Swedish
Employment Service. When individuals with mental health problems go
undetected, their chances of learning Swedish, or a new profession, are
lowered (Paul & Moser, 2009; Wong & Schweitzer, 2017). Early detection and
treatment of mental health problems in this phase has the potential of making
the establishment phase more valuable.
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In the AMIR-model, there was a step between screening and intervention.
No matter how psychometrically sound and validated the RHS may be, a self-
assessment scale will never be able to provide more than an indication of the
individual’s health status. Individuals showing signs of severe distress should,
according to the model, be offered a clinical assessment. A material for a
culturally sensitive clinical assessment was created and pilot tested during the
project, but it was not formally evaluated. This part of the model is not
included in the present thesis, but the evaluation of the in-depth assessment
is an ongoing work.

The results of the intervention study were promising, but again, much
more work is needed. Study 4 showed that some sessions needed further
elaboration to be fully acceptable. When this is done, a full scale RCT should
be commissioned to assess the intervention’s potential to decrease symptoms
of distress and to increase quality of life. One aim of the intervention was to
teach the participants strategies that they could use to help themselves feel
better. Another aim was to teach them when and how to seek further help if
needed. In Study 4, there were narrative accounts of individuals who received
individual treatments after participating in the intervention. This aspect,
whether the intervention increases access to care for those in need, is
something that would be highly interesting to investigate further. To provide
this intervention for individuals who have recently arrived in Sweden and
then monitor them over time and assess their mental health and their help
seeking behavior, compared to individuals who have not received the
intervention, would provide valuable insights into its preventative potential.

5.6 Conclusions

The approach to the anticipated mental health problems of survivors of
disasters varies depending on type of disaster and citizenship. When the
disaster is, for example, an act of terror taking place in our capital, affecting
Swedish citizens, a screen and treat approach is applied (Socialstyrelsen [The
National Board on Health and Welfare], 2018). When the disaster is war taking
place in the Middle East, affecting citizens of other countries seeking
sanctuary in Sweden, we apply the policy of limiting health care to treatments
that cannot be deferred (Lag 2013:407 [law regarding health care to foreigners
residing in Sweden without Visas], 2013).

This thesis shows that refugees suffer high levels of distress while residing
in asylum accommodations. Many refugees lose hope and start thinking
about harming themselves or even ending their lives. But is it possible and
appropriate to apply a screen and treat approach to the care taking of mental
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ill health among newly arrived refugees? My answer is, unfortunately, that it
is not possible at this point in time to do so in an ethical manner, and thus not
appropriate. My answer is dependent on the lack of access to psychiatric care.
Before any large-scale screening takes place, actions should be taken to
increase access to care and to develop and evaluate scalable interventions at
all tiers. If this is done, and if the political decisions are made that the benefits
of early identification outweigh the costs, this thesis shows that there are
suitable tools available for both screening and intervention.
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