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he COVID-19 pandemic has brought mental health issues to the fore. Movement restrictions, 
social isolation, fear, uncertainty about the future, and financial stress resulting from the 
pandemic are among the reasons why mental health has become a key concern in Europe (and 
elsewhere),1 prompting heightened societal discourse about the importance of mental health 

and well-being and spurring the World Health Organization (WHO) to call for an injection of mental health 
funding as part of the global COVID-19 response and recovery.2 COVID-19 has important mental health 
implications for refugees, a population that has often already experienced a range of other displacement-
related stress or trauma. These come on top of sizable physical health concerns: the virus itself has hit 
refugees and other migrants particularly hard, with these groups facing higher exposure, a greater risk of 
severe symptoms, and a higher mortality rate.3 The pandemic has thus exacerbated challenges this 
population already faces and added new ones. These difficulties include isolation, online access hurdles, 
financial pressure, housing-related issues, difficulties accessing health care and learning about pandemic-
related rules, increased caregiver responsibilities, and a longer asylum procedure.4 
 
Meanwhile, the integration of newcomers has remained a top-of-mind issue in European public and policy 
debates since the 2015–16 spike in asylum seeker arrivals, serving to make the topics of migration and 
integration more salient and divisive.5 In addition, Russia’s invasion of Ukraine on February 24, 2022 has 
resulted in the fastest-growing and largest-scale displacement crisis in Europe since World War II, with 5.5 
million people fleeing to other European countries as of the end of June.6 While the European Union was 
quick to offer temporary protection (typically a 1-year status, renewable for up to 3 years), and many 
Ukrainians express a wish to return to their country, a considerable number are likely to stay displaced at 
least in the medium term, meaning that integration into receiving communities will become an increasing 
priority. The issues of refugee7 integration and mental health are in fact connected, with research 
suggesting a bidirectional relationship between the two. This paper focuses on the ways in which policies 
and programs in Europe, beyond clinical mental health services,8 can play an active role in supporting 
positive outcomes in both domains. While specialized mental health care remains a fundamental tool for 
supporting refugees in coping with trauma, particularly for individuals experiencing mental health 
conditions requiring specialized services, this paper makes the case for a comprehensive approach. Such a 
strategy encompasses a range of actors, notably those relevant for migrant integration (including housing, 
education, employment, social services, health, and other sectors), as well as public and private partners. 
In this context, COVID-19 presents a challenge—but also an opportunity to jumpstart thinking and action 
to ramp up a response to these two interrelated issues that are so important for individuals and 
communities alike. 
 
 
 

What Is Mental Health? 
 

“Mental health is a state of well-being in which an individual realizes his or her own 
abilities, can cope with the normal stresses of life, can work productively and is able to 
make a contribution to his or her community.”9 
 

 
 
 
 
 

T
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Forced Migration and Mental Health 
 
Refugee populations are diverse, including in their experiences in origin and destination countries and while 
in transit. Individuals may be affected in different ways and to differing degrees by any trauma they may 
endure, and even those experiencing the same event may be impacted differently by it.10 With that said, 
of all migrant groups, refugees are most at risk of experiencing mental health problems.11 According to 
UNHCR, the United Nations Refugee Agency, the prevalence of mental health challenges among refugees 
is shaped by their:  
 

§ exposure to adverse events; 
§ present living situation; and 
§ perceptions regarding future prospects.12 

 
Research puts forth widely varying rates of mental health conditions among refugee populations, including 
those in high-income countries, due partly to differences in refugee groups and contexts but also different 
methodologies.13 Generally speaking, rates of mental disorders among refugees are similar to those of 
general destination-country populations, although there is a higher prevalence of post-traumatic stress 
disorder (PTSD) among refugees.14 Five years after resettlement, however, the rates of anxiety and 
depression are higher among refugees—illustrating the potential persistence of mental health conditions 
and indicating connections to integration contexts and trajectories.15 How and why the prevalence 
increases after refugees are settled for longer is not well understood, as there is little research to date on 
this change.16 Some subgroups may face particular mental health challenges: female asylum seekers and 
refugees are more likely to develop PTSD and depression than males,17 while older age is related to a higher 
level of refugee mental health symptoms18 and unaccompanied children are considered especially 
vulnerable (see below).19 
 
 

 
Unaccompanied Refugee Children 

 
Europe has seen the arrival of significant numbers of unaccompanied minors seeking 
asylum in recent years. The number of such arrivals peaked in 2015 at 92,000 and has 
since decreased. In 2020, 13,600 asylum applicants under the age of 18 were 
unaccompanied, accounting for 1 in 10 child applicants, and this number rose again in 
2021 to 23,300.20 Children in general may face specific challenges over the course of 
their migration journey, including interruptions to their education and bullying.21 Those 
who are unaccompanied often also face a heightened risk of exposure to trauma while 
in transit (including multiple traumatic experiences) and of challenges upon arrival.22 
They have higher rates of mental health concerns, including depression and PTSD, than 
other refugees,23 and exhibit consistently high rates of PTSD and post-traumatic stress 
symptoms (PTSS).24 Thus, among refugees, unaccompanied children are considered 
especially vulnerable.25 Additionally, a longitudinal study of unaccompanied refugee 
minors in Norway found that females and those exposed to severe trauma exhibited 
more symptoms, while older children saw less change in their mental health over time,26 
indicating that within this group certain subpopulations may require particular and 
long-term attention. 
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Trauma, especially that which is repeated or severe, is associated with a heightened risk of mental health 
concerns.27 Traumatic experiences may not only have a long-term impact on affected individuals, but there 
can even be intergenerational impacts.28 As with the general population, some exhibit more resilience than 
others, meaning that some are better able to cope, in line with individual and community factors. For 
refugees, these factors can include individual qualities, cohesion among and support from family and 
community, supportive close relationships, a sense of belonging, and religion.29 Finding ways to decrease 
mental health risk factors and to support protective factors that can provide a buffer against stressors can 
help refugees in coping with trauma, pointing to a critical role for policies and programs. 
 
  

 
Coping Strategies 

 
In dealing with trauma and other adversities, refugees and asylum seekers employ a 
range of coping strategies, including:30 
 

§ seeking social support from family, friends, peers, and professionals; 
§ participating in social, cultural, and religious activities; and 
§ seizing opportunities for education, employment, adequate housing, and 

political engagement. 
 
While the field would benefit from further research on this topic, these strategies 
highlight important entry points for policymakers and practitioners seeking to support 
refugees’ resilience. 

 
 
 
The Migration Journey 
 
The research and discourse on migration and mental health has tended to focus on trauma in countries of 
origin.31 Indeed, refugees and asylum seekers may face a multitude of traumatic and highly stressful 
experiences that prompt them to leave their homes, including violence, persecution, destruction of homes 
and property, and loss of or separation from family and community members. But traumatic experiences 
may not end once people leave their home country, and many experience traumatic events over the course 
of their journey. Refugees may face long periods of challenging circumstances while in refugee camps or 
displaced in urban areas before a small fraction are selected for resettlement in Europe or elsewhere as a 
“durable solution”32 to their displacement. Meanwhile, asylum seekers (who outnumber resettled refugees 
in Europe by far) may also undergo dangerous journeys to safety, with many relying on smugglers and faced 
with difficult—and even life-threatening—conditions33 such as kidnapping, extortion, detention, assault, 
torture, and overcrowded and unseaworthy vessels that risk sinking. While Ukrainian nationals have been 
allowed to enter the EU and choose in which Member State they wish to settle, thanks to the Temporary 
Protection Directive and pre-existing visa-free travel, their journeys have still been arduous.34 Even after 
arriving in the destination country, conditions during and after the asylum or resettlement process can 
shape mental health and well-being. Thus, each phase in the migration journey can bring its own challenges 
that can add to existing ones and can influence mental health.  
 
Awareness of the importance of post-migration stressors,35 which can be as—or even more—influential for 
refugee mental health, has grown more recently.36 These include stressors related to the asylum procedure 
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itself, including a long period of waiting and living in reception centers, as well as challenges that come with 
settling in. Thus, even after arrival to a “safe” place, the post-migration context can bring about new sources 
of stress for asylum seekers and refugees that may exacerbate existing mental health issues.37 The post-
migration context may also shape whether refugees can overcome pre-migration trauma,38 as the effects 
of trauma are mediated by post-arrival conditions.39 
 
For asylum seekers, the uncertainty continues after their arrival in Europe, as they must submit their claim 
and wait for a decision from the destination-country government as to whether they will be allowed to stay 
and granted the associated rights and benefits (as opposed to refugees whom European governments 
resettle directly from abroad). This application and decision process can take several months or even years. 
The asylum procedure is thus characterized by a high degree of uncertainty, lack of control, and a sense of 
limbo, all of which are sources of stress.40 Some studies suggest that a longer asylum procedure is 
associated with a heightened risk of psychiatric conditions,41 although a 2020 systematic review found that 
the evidence base is still too ambiguous to say this with certainty.42   
 
It is not just the instability associated with the asylum procedure, but also the living conditions during this 
period, that can have important consequences for mental health. While waiting for a decision, asylum 
seekers typically live in reception facilities, which vary in setting type but may be overcrowded, unsanitary, 
lack privacy, and/or have insufficient measures in place to ensure women’s security.43 During this time, 
asylum seekers may be unable to work and/or receive more limited services, including those related to 
integration and to mental health. Long stays in reception facilities may cause asylum seekers to feel like 
they have lost control and lose their motivation.44 Research on asylum accommodation in the Netherlands 
found that stays of five or more years hurt refugees’ mental health.45 A study conducted in Moria on the 
Greek island of Lesvos found that acute mental health issues were positively associated with the length of 
residence in the camp (measured here in just days rather than years),46 also pointing to the detrimental 
effect that longer stays may have. It should be mentioned that Moria is notorious for its poor conditions, 
and humanitarian organizations have reported high levels of mental health concerns.47 A study on the 
reception of Syrians in the Netherlands, meanwhile, found that reception conditions can both support and 
hamper the well-being of asylum seekers: relocations to other reception centers can be disruptive, for 
instance, while activities can help residents to learn the language and interact with locals.48 This last study 
indicates that, despite challenges, there are ways in which asylum reception systems can support mental 
health if well designed and adequately resourced. 
 
 

 
The Reception Conditions Directive 

 
The EU’s Reception Conditions Directive (recast in 2013) lays out minimum standards 
to be met by member states, including a special focus on vulnerable individuals, with 
the aim of providing asylum seekers across the EU with the necessary means for a 
dignified existence. However, it also provides some leeway for countries, and reception 
conditions remain inconsistent, as the scope of support varies considerably among 
member states.49 The Directive also sets out the grounds under which asylum seekers 
in the EU may be detained, as well as the conditions of their detention and safeguards. 
In reality, practices can vary among countries.50 
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In recent years, several EU countries have increased the capacity of their detention centers and broadened 
the grounds under which people could be detained as part of their asylum management approaches.51 A 
2021 meta-analysis found that the use of immigration detention independently harms the mental health 
of refugees and migrants, who are approximately twice as likely to experience anxiety, depression, or PTSD 
compared to non-detained refugees and migrants, leading the authors to call for the use of alternatives to 
detention. They noted that, while more research is needed on the specific ways in which detention affects 
mental health, available evidence indicates that such factors include poor detention conditions, isolation, 
confinement, uncertainty about the future, and a lack of control or agency.52 
 
Even if a positive decision is granted, beneficiaries of international protection may ultimately be given a 
temporary status in their country of destination, prolonging uncertainty regarding their stay in the longer 
term. While more research is needed to prove a connection, temporary protection may, in hurting the 
recipient’s ability to look toward the future, have a negative mental health impact.53 A study of refugees 
from the former Yugoslavia in Germany, Italy, and the United Kingdom found that temporary residence 
permits were linked to mood and anxiety disorders.54 Meanwhile, a study of Persian-speaking refugees in 
Australia found that those receiving temporary protection visas had worse mental health outcomes than 
their peers receiving permanent protection visas.55 These studies were conducted prior to the first-time 
activation of the EU’s Temporary Protection Directive in 2022, related to the war in Ukraine, and analyze 
different refugee populations—however, they highlight the importance of considering longer-term options 
for those displaced from Ukraine as the conflict persists. 
 
The type of status granted has implications for whether, and how soon, family members can join their 
relatives in their respective destination countries. Separation from family members can have negative 
consequences for mental health, as shown by a study of adults arriving in Germany, which found that such 
separation was connected to increased distress and decreased life satisfaction.56 Another study in 
Germany, of Iraqi women refugees, found that worries about the situation of family members and their 
relatives’ opportunities to receive asylum in Germany were among their largest “psychological burdens.”57 
These findings highlight another way in which the type of legal status granted (and associated rights) can 
have mental health repercussions. 
 
In addition to procedure- and status-related stressors, refugees who are able to stay in Europe, or who are 
resettled to European countries, contend with a host of changes related to settling in a new country, 
including navigating a different culture and often a new language, as well as unfamiliar systems and 
institutions. Most immediately, those exiting the asylum reception system may face uncertainty related to 
locating housing, while also needing to find employment and meet other basic needs. Refugees may 
simultaneously be dealing with other challenges such as a loss of social networks, poverty, a decrease in 
social status, a rise in domestic violence, and/or discrimination and social exclusion due to their language, 
race, culture, or immigration status.58 Furthermore, with migration a polarizing and politically sensitive 
issue in many destination countries, areas in which refugees settle may not be welcoming to them.59 The 
abovementioned study of refugees from the former Yugoslavia found that feeling unaccepted was also 
associated with a higher likelihood of mood and anxiety disorders,60 suggesting that public attitudes can 
have a negative impact on refugee mental health. 
 
 
The Challenge of COVID-19 
 
On top of all these challenges, the COVID-19 pandemic has heightened risk factors and decreased 
protective factors, with negative implications for refugee mental health and well-being. Asylum seekers 
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may have been stuck in limbo or had to contend with backlogs due to border closures, paused asylum 
procedures, and other measures to halt the spread of the virus.61 More generally, the pandemic has 
affected all aspects of social and professional life, including through lockdowns, distancing, and changes in 
working modes and conditions, and these changes have had important consequences for refugees.62 This 
population is more likely to live in larger and multigenerational households, and many refugees work in 
jobs deemed essential, for instance in health and other care services, agriculture, transportation, or retail;63 
both of these factors can increase their risk of exposure to the virus. Additionally, increased uncertainty 
and change may exacerbate the post-migration stressors that refugee and other migrant families are 
already facing, such as financial challenges, language barriers, loss of social support, isolation, financial 
challenges, difficult working conditions, and the asylum procedure.64 With a move to distance learning, 
children in migrant families may face particular challenges in completing their homework, especially if their 
parents do not speak the local language or there are difficulties accessing a computer and internet 
connection.65 Similarly, a move to remote language courses for adults provides a possibility for program 
continuity, but it may be particularly difficult for some to take part.66 While some integration-related 
programming did move online, other services were put on hold. And amidst the pandemic, public attitudes 
towards migrants worsened in many cases.67 
 
 
The Importance of the Destination-Country Context 
 
A range of post-migration stressors can diminish one’s ability to cope, thereby hurting mental well-being.68 
Overall, refugees show remarkable resilience in the face of multiple challenges. However, these stressors 
can potentially have a cumulative and significant impact. While stressors do not necessarily lead to the 
development of a mental health disorder,69 extended exposure to daily stressors can have a negative and 
long-term impact on mental health.70 At the same time, it is important to note that the presence of risk 
factors is not deterministic.71 Moreover, particularly in the case of post-migration stressors, policymakers 
and programs have significant room to intervene, as destination-government policies influence several 
post-migration stressors, whether more or less directly.  
 
 

The Relationship between Mental Health and Integration 
 
In addition to potentially affecting asylum seekers’ ability to take the initial step of effectively presenting 
their case as to why they should receive international protection,72 mental health can also influence 
integration outcomes for those who are granted protection. Available evidence indicates that mental 
health interventions could help promote positive integration outcomes for refugees dealing with trauma.73 
Meanwhile, research also shows that integration supports mental health, both helping to address current 
mental health challenges and protecting against new ones.74 A 2019 scoping review found growing 
acknowledgement of the potential reciprocal effects between mental health and the post-migration 
context, signaling that an effective approach should encompass both mental health and refugee 
integration.75 Reflecting this, several scholars have suggested that there is likely a “reciprocal,”76 
“bidirectional,”77 or “circular”78 relationship between the two, whether the connection concerns 
integration generally or particular indicators of integration such as local language acquisition or 
employment. Such conceptualizations posit that refugees’ living conditions in receiving countries influence 
mental health outcomes, which in turn are a foundation for their integration. 
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FIGURE 1: Likely a bidirectional relationship between refugee integration and mental health 
 
 
 
 
 
 
 
 
 
 
 
How Does Integration Influence Mental Health? 
 
As already mentioned, a host of factors related to the post-migration context (during which integration 
takes place) have the potential to create new sources of stress and aggravate mental health challenges. In 
other words, integration difficulties can hurt refugees’ mental health and well-being. Facing a poor 
socioeconomic situation, such as being isolated or unemployed, is linked to a higher rate of depression 
among refugees.79 In a study of new refugees in the UK, those who were unemployed, unable to speak 
English well, or unsatisfied with their housing had a higher risk of worse emotional well-being.80 A study of 
Syrian refugees in Canada found that those with moderate and high levels of education had higher 
employment rates than their compatriots with less than a high school education—but also had lower job 
satisfaction, worse mental health, and higher stress. This last finding underscores that it is not only a 
question of whether or not someone is employed, but also whether they are in a job that is commensurate 
with their skills and experience (that is, whether or not they are underemployed), that can affect their 
mental health.81 Moreover, a study of unaccompanied refugee minors in Norway found that, five years 
after arrival, daily hassles were an important predictor of mental health concerns, indicating persistent 
challenges.82 
 
On a more positive note, research also shows that active social participation promotes resilience and serves 
as a protective factor.83 Available evidence has generally found that higher destination-country language 
proficiency supports mental health.84 A study of Bosnian refugees in Austria and Australia, for instance, 
conducted an average of 18 years after their arrival, found that learning the local language mediates 
between trauma and mental health issues, illustrating that language programs can not only facilitate daily 
life, they can boost mental health outcomes for refugees who have experienced trauma.85 A study of a 
community-based mental health intervention for African refugees in the United States found higher English 
skills and lower levels of distress, and qualitative data supported the idea that local language proficiency 
was an important component of this intervention.86 Studies of unaccompanied refugee minors found that 
children’s post-migration social support network (such as peers and mentors) was a significant predictor of 
whether or not they would experience mental health challenges,87 and that these networks serve as a 
protective factor.88 Also with regard to unaccompanied refugee children, having fewer post-migration daily 
challenges has been associated with a higher likelihood of resilience.89 The research base thus illustrates 
that the level of ease, or difficulty, in settling in can help shape refugee mental health outcomes. Indeed, 
the WHO has identified integration measures as an area for intervention to promote refugee mental 
health.90 These findings demonstrate that supporting refugees’ integration can also serve to support their 
mental health.   
 
 



8 
 

How Does Mental Health Shape Integration Trajectories? 
 
In the other direction, evidence on the influence of mental health on refugee integration is less robust. 
Nevertheless, the research base is growing, and suggests that the impacts of trauma and post-migration 
stress make acculturation, including language learning, health, employment, and quality of life, more 
challenging.91 A 2022 study of longitudinal data on refugees in Australia found that poorer mental health 
hurt a range of indicators related to labor market integration, including the chances of employment and 
likelihood of being in the labor force in the first place, as well as weekly income and job quality.92 A study 
of adolescent refugees in the UK found that worries about the outcome of the asylum process hurt 
students’ ability to focus in the classroom,93 which may have implications for their academic performance 
and trajectories. There is little evidence to date on the connection between mental health and refugees’ 
language acquisition, but several studies have found a connection between the severity of certain mental 
health challenges and cognitive function and memory, which may hinder language learning.94 More 
broadly, a World Bank working paper asserted that providing mental health care is vital for helping 
displaced persons to cope with trauma and rebuild—and that, without it, they often cannot fully benefit 
from other types of services they receive.95 While this was written to inform the Bank’s work in low- and 
middle-income countries, the same could be said regarding integration-related services in high-income 
contexts: in addition to improving individual mental health, mental health services could also be seen as a 
way to increase the ability of individuals to benefit from the integration services provided. 
 
 
It's Complicated 
 
While available evidence suggests a bidirectional relationship between refugee mental health and 
integration, it must be noted that this relationship can be complicated and data challenges cloud the 
picture, underscoring the need for further research to inform policy and program design. First and 
foremost, it can be difficult to tease out the causality of connections between the two spheres. According 
to 2018 WHO technical guidance, the information available indicates a connection between lower social 
integration and higher probability of experiencing a mental health condition—but the direction of causality 
is not clear.96 One example of this complexity comes from a study of Sub-Saharan African refugees and 
migrants in Sweden, which found that a higher degree of post-migration stress, number of traumatic 
experiences, anxiety, depression, and PTSD were connected to a higher likelihood of unemployment. Due 
to the study design, the researchers were unable to determine whether mental health factors contributed 
to the chances of finding employment or were due to being unemployed. However, they concluded that a 
bidirectional relationship is probable, with other factors such as job market conditions impacting the ability 
to find a job.97 Meanwhile, a longitudinal study of Southeast Asian refugees in Canada found important 
differences by gender: depression significantly predicted employment for women, whereas for men, 
unemployment was a key risk factor for depression.98 This same study reveals another complication, 
namely that dynamics may change over time: in participants’ first years after resettlement, local language 
proficiency did not influence their likelihood of depression or employment—but at the 10-year mark, 
fluency was an important factor predicting depression and employment, especially for women and for 
refugees who did not participate in the labor market early on.99 
  
Despite the shortcomings in available evidence (with similar debates, challenges, and findings regarding 
the connection between employment status and mental health in the general population, for instance),100 
available findings overall lend support to the idea of a bidirectional relationship between refugees’ mental 
health and their integration contexts and trajectories. This is important for policymakers and practitioners, 
as a reinforcing relationship means that gains in one domain can contribute to gains in the other (and vice 
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versa). This indicates the utility of addressing both areas simultaneously and of collaboration between the 
mental health and integration fields. At the very least, it demonstrates that mental health should be seen 
as an important component of integration programming. 
 
 

Social Factors Shaping Mental Health 
 
The Social Determinants of Mental Health Approach 
 
The social determinants of mental health framework is useful for thinking about the connections between 
mental health and the integration context. This approach posits that disparities in material and social 
factors can help explain differences in mental health outcomes. In other words, social and economic 
factors, as well as the physical environment, influence mental health.101 These factors can include safety, 
food, shelter, health care, employment, inclusion or exclusion, and social status.102 According to Hynie, 
although refugees are impacted by the same social determinants of mental health as the wider population, 
their forced migration history, as well as destination-country policies and attitudes, mean that negative 
living conditions are more likely. With regard to refugees in particular, several factors have been found to 
play a role:103 
 

§ income, socioeconomic status, and economic prospects; 
§ employment, underemployment, and unemployment; 
§ housing quality and affordability; 
§ language proficiency and availability of interpretation; 
§ the asylum process; and 
§ the degree of social support, acceptance, discrimination, and isolation. 

 
The social determinants of mental health approach illustrates that a variety of policy fields have a role to 
play in supporting refugee mental health, and many of these are traditionally involved in refugee and 
migrant integration, including the housing, social services, education, employment, and health sectors. 
Indeed, there is considerable overlap between the social determinants of refugee mental health and 
indicators of migrant integration, as illustrated below comparing Hynie’s scan of the research base with the 
Organisation for Economic Co-operation for Development’s (OECD’s) indicators of immigrant integration 
and the Migrant Integration Policy Index (MIPEX), two widely used frameworks for assessing migrant 
integration (see Fig. 2). 
 
 
The Social Ecological Model 
 
The social ecological model looks at the various levels of people’s environment that impact their mental 
health (see Fig. 3). These levels (the individual, family, community, and society) may each bring their own 
risk factors.104 For refugee children, this means considering individual children as well as their families, 
schools, and broader communities and societies.105 Policymakers and practitioners looking to identify and 
understand risk and protective factors influencing refugee mental health and well-being in the post-
migration context can consider these different layers and how they impact one another to influence mental 
health. 
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FIGURE 2: Overlap between social determinants of mental health and migrant integration indicators 

 
Sources: Hynie, “The Social Determinants of Refugee Mental Health in the Post-Migration Context”; OECD and 
European Commission, “Settling in 2018: Main Indicators of Immigrant Integration” (Paris and Brussels: OECD and 
EU, 2018); Giacomo Solano and Thomas Huddleston, Migrant Integration Policy Index 2020, MIPEX. 
 
 
 
 
FIGURE 3: Social ecological layers impacting adult and child mental health 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sources: Miller and Rasmussen, “Mental Health of Civilians Displaced by Armed Conflict”; Eruyar, Huemer, and 
Vostanis, “Review: How Should Child Mental Health Services Respond to the Refugee Crisis?” 
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The Case for a Broad Approach  
 
In light of the potential serious and long-term mental health consequences of forced migration for 
individuals and communities if left unaddressed, how should policymakers and practitioners support 
refugees in coping with trauma and stress? The importance of a holistic approach has been touted in 
different areas of migration policy, including a whole-of-government106 or even whole-of-society107 
approach to integration, in the recognition that complex issues require a comprehensive, multisectoral 
response. The same argument has been made for addressing mental health.108 And, as this paper argues, a 
broad response is needed to address both issues together and leverage reinforcing gains in these two 
interconnected areas. Clinical, specialized mental health care services such as therapeutic interventions 
remain an important tool for addressing refugee mental health needs. Yet, taking a broader approach that 
includes—but goes beyond—such supports can bring benefits for a host of reasons. In addition to the 
theoretical arguments mentioned in the previous section, several practical reasons are explained below. 
 
 
Capacity Constraints Contribute to Access and Utilization Challenges 
 
Many countries in (and beyond) Europe lack sufficient capacity to meet the mental health care needs of 
their general populations,109 with additional hurdles to effectively reaching and serving diverse refugee and 
migrant populations. Prior to the pandemic, the WHO remarked that larger inflows of migrants in recent 
years had put pressure on many European mental health systems.110 Capacity challenges have meant long 
waits, a lack of specialists, and limited possibilities for interpretation,111 among other obstacles to service 
provision. Insufficient capacity means it is difficult, if not impossible, to quickly provide specialized services 
like psychotherapy to all refugees who may need them.112 Systems and programs, particularly in areas that 
are more recently receiving migration inflows or receiving migrants from a multitude of cultural and 
linguistic backgrounds, may find it especially difficult to provide culturally and linguistically appropriate 
mental health care on a scale that reflects the demographics of arrivals. In the midst of these challenges, 
COVID-19 has aggravated stressors, simultaneously highlighting the importance of mental well-being while 
laying bare the chronic underfunding of mental health services.113 
  
It is not just the availability of mental health care services but also their access and utilization that are 
important to consider, and these issues are connected. A 2019 systematic review found insufficient uptake 
of mental health and psychosocial support services among refugees and asylum seekers in Europe.114 A 
long list of factors can make it less likely that refugees will seek and utilize mental health services even if 
they are available, including a lack of responsive services, language barriers, a lack of awareness of services, 
high costs, transportation challenges, unfamiliar systems and bureaucracies, stigma, different or negative 
conceptions of mental health, help-seeking behaviors, negative attitudes from and about providers, a lack 
of trust, and competing priorities (such as employment).115  
 
 
The Problem with a Limited Focus 
 
A limited focus in terms of migration phases, mental health stressors and outcomes, and intervention 
modes can lead important elements to be overlooked. For instance, a focus on pre-migration experiences 
can result in an incomplete picture of refugee mental health and how to best respond. Illustrating this, 
the cross-country study of long-settled refugees from the former Yugoslavia found that war-related 
experiences better explained PTSD differences across destination countries, while post-migration factors 
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better explained mood and anxiety.116 In addition to neglecting post-migration stressors and those 
related to the journey, a focus on pre-migration trauma may also serve to stigmatize refugees.117 Looking 
at stressors faced across migration journeys means also considering stressors related to the post-
migration context, as well as other factors related to forced displacement experiences like questions of 
loss and identity.118 Moreover, a focus on certain potential outcomes of trauma, such as PTSD, can lead 
practitioners and policymakers to overlook other important aspects of mental health and well-being for 
forced migrant populations. It is also important to recognize other common challenges, including anxiety 
and depression,119 as well as different local ways of expressing distress.120 And it is clear that settings and 
sectors beyond clinical mental health services also have a significant part to play. 
 
 
A Complementary Role for Non-Clinical Support 
 
Given the constraints of clinical services in reaching and addressing the mental health needs of refugee 
populations and the multiple stressors refugees may face, non-clinical services stand to play an 
important—and complementary—role.121 Some people may use psychological interventions right away, 
while others will need more outreach first, and yet others require different approaches altogether.122 For 
example, research conducted with unaccompanied refugee adolescents in Denmark revealed that they 
preferred alternative activities to traditional therapy, which was viewed as focusing on the “negative and 
stigmatising” parts of their history and bringing the risk of re-traumatization.123 Notably, a non-clinical 
approach is able to reach larger numbers of beneficiaries, which is especially important considering both 
current gaps and migration trends, in addition to addressing persisting access and utilization barriers.  
 
Non-clinical services can be offered in a variety of settings, thus offering multiple touchpoints for reaching 
refugee adults and children and enabling a multisectoral response. Given the gap between the need and 
available resources to respond, a key approach in high-income refugee-receiving countries has been to 
create a tiered system under which community actors provide non-clinical interventions and refer people 
as necessary to more specialized support.124 In lower-income countries, there has been a push to train 
laypeople to provide mental health interventions, a practice that can also be useful in Europe, including 
via peer-to-peer programs.125 
 

Mental Health and Psychosocial Support (MHPSS) 
 
MHPSS forms a key part of humanitarian interventions and is aimed at protecting and strengthening 
the mental health and well-being of people affected by emergencies. Guidelines developed by the Inter-
Agency Standing Committee (IASC) group MHPSS into four category levels, which form a pyramid (see 
Fig. 4 below). Forming the base of this pyramid, and thus meant for the largest group of people, is the 
provision of basic services and safety. This tier is followed by supports for communities and families, 
which may include activities like family reunification, education and livelihood programming, and 
awareness-raising about coping strategies. Comprising the third level are supports for those who require 
more intensive interactions that are focused yet non-specialized. At the top of the pyramid are 
specialized mental health services for those in need of mental health care.126 
 
While the IASC guidelines were developed for humanitarian contexts, this pyramid is a useful framework 
for European and other destination countries, and has recently been adapted to fit the US refugee 
resettlement context.127 In this conceptualization, the bottom tier consists of meeting basic needs, 
welcoming new arrivals, and supporting both adjustment and cultural preservation. The second tier is 
focused on reinforcing positive coping strategies and social networks. Specialized assistance such as 



13 
 

support groups comprise the third tier, while specialized services including counseling are on the top 
tier.128 This approach is in line with the suggestions of scholars who have posited that basic needs 
including safety, legal status, employment, and education should be the priority before moving to more 
specialized mental health interventions,129 or similarly, that daily stressors should be addressed first and 
followed by specialized services.130 In other words, these pyramids lend support to the idea that 
integration services form part of—indeed the base of—interventions to promote mental health and 
well-being. 
 
FIGURE 4: MHPSS interventions for promoting mental health and well-being 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: IASC, “IASC Guidelines on Mental Health and Psychosocial Support in Emergency Settings.” 
 

 
 
What Might This Look Like? 
 
In practical terms, given the variety of stressors but also sectors overseeing related policies and 
programming, a range of actors beyond the health field can support refugee integration and mental health. 
For instance: 
 

§ With schools able to access children and families and also to identify symptoms, offer informal 
interventions, and connect students with mental health services in a setting that children and 
families consider safe and non-stigmatizing, school-based initiatives can help children deal with 
challenges related to forced migration.131 Parenting classes, home visiting programs, and other 
early childhood services can support mental health for refugee families with young children.132  

§ Community-based organizations can help boost service uptake, including by raising awareness and 
tackling stigma. A 2011 systematic review found consistent mental health benefits for refugees 
from community-based mental health approaches, which can include outreach activities, 
workshops, and mentoring initiatives in schools, homes, and group settings, as well as train-the-
trainer initiatives and hiring of refugees.133 Other community-run activities, like sewing circles and 
choirs, may offer mental health benefits even without directly addressing the topic (see below).134 

§ Outside the scope of traditional areas of integration programming, religious activities can offer a 
source of emotional support, helping people to cope, and religiousness may have a buffer effect 
on trauma.135 Meanwhile, sport, exercise, and leisure groups and activities can improve inter-group 
cohesion and sense of belonging and have a positive impact on mental health—potentially even 
protecting against future mental health challenges.136 There is also some evidence to support 
creative arts approaches, including art therapy using movement, music, art, and drama.137 In 
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addition to bringing such benefits, these programs and actors could assist in raising awareness 
about mental health and connecting people in need with specialized services, and could partner 
with mental health professionals.138 

 
Moreover, with refugees interacting with a number of service systems, adopting a trauma-informed 
approach across government and non-government agencies can support staff in understanding the impacts 
and symptoms of trauma as well as the supports available, and work to avoid re-traumatization from their 
policies and practices.139 Such a trauma-informed approach must be combined with awareness-raising 
about refugees’ experiences. Last but not least, robust monitoring and evaluation would shed further light 
on the mechanisms impacting the relationship between mental health and integration, informing program 
improvement and future policies and practices. 
 
 

Paving the Way for Improved Refugee Integration and    
Mental Health: Implications for Policy and Practice 
 
The growing body of research on the connections between the forced migration and integration journey 
and refugee mental health and well-being can inform the design of policy and practice—and reveals several 
areas for action: 
 
 
Revisiting Migration Policies and Practices 
 
With a range of migration policies and practices found to impact mental health, these should be revisited 
with a view to better supporting mental health—and setting the stage for integration. Such considerations 
include improving the speed and conditions of the asylum procedure (being sure not to undermine its 
quality), in addition to offering integration programming and granting the right to work early on (including 
during the asylum procedure). The use of detention should be minimized, with alternatives to detention 
utilized and the protection of vulnerable groups prioritized. Meanwhile, reception facilities can be designed 
in ways that reduce stressors and promote mental health and well-being, such as being smaller in size, 
ensuring proper privacy and security for residents, offering integration programming and chances to 
interact with locals, providing mental health services, and easing the transition for those exiting the 
reception system. Policymakers should also consider speeding up family reunification, expanding the 
definition of family members who can arrive via this channel, and allowing more categories of protection 
status-holders to bring their families.  
 
 
Adjusting Integration Policies and Programs 
 
Mental health should be a key component of thinking on and approaches to refugee integration, 
encompassing a broad and multisectoral range of services. This includes bolstering those dedicated to 
mental health specifically, as well as those related to the living conditions of refugees more generally, with 
a view to reducing daily stressors. Research has highlighted the importance of language, employment (and 
underemployment), and housing as particular policy areas for attention to support refugee well-being and 
integration. For those not in or not seeking employment, volunteering could help people to build up their 
networks and take an active role in their communities, and potentially help them find a job down the 
road.140 Helping refugees to strengthen their networks can provide a source of social support and help 
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reduce isolation. Integration policies and programs should be sure to reach refugee groups particularly at 
risk of mental health challenges, including unaccompanied children, women and girls, older adults, those 
with particularly severe trauma, and those facing a larger loss of socioeconomic status. While targeted 
supports can be useful in reaching and serving refugee populations, it is also critical to consider mainstream 
services, particularly given the need to also provide long-term support five or more years on. 
 
 
Addressing the General Population 
 
With the level of ease, or difficulty, in settling in helping to shape refugee mental health outcomes, it is not 
just integration services but also the communities in which refugees live that are important factors. Public 
attitudes towards refugees affect the post-migration context, and receiving communities thus have an 
important role to play in creating a welcoming and inclusive environment. Activities and messaging to 
increase public acceptance and welcoming of refugees and to reduce discrimination and stigmatization can 
work to support refugee integration and mental health. Positive attitudes towards refugees can also help 
lay the foundation for network building between refugees and other community members. Additionally, 
raising awareness among service providers about refugees and their experiences can help to improve 
interactions and service delivery, which may also have the benefit of increasing refugees’ uptake of 
available services. With an increased focus on refugee mental health, care should be taken not to stigmatize 
this population in policy and public discourses. In this and other areas, collaboration between mental health 
professionals and government and community actors is invaluable. 
 
 
Reducing Barriers to Services 
 
Reducing barriers to accessing services is also essential for increasing their actual utilization by refugee 
populations. And, as already mentioned, there are many to be addressed. In addition to reducing stigma, 
increasing outreach and improving the cultural and linguistic responsiveness of programs to refugee 
communities can contribute to this goal. So can increasing non-clinical programming at schools and 
community-based organizations, as well as in the areas of sport, arts, culture, and religion. Of course, it is 
clear that more services (both clinical and non-clinical) must also be made available, as limited capacity 
remains a key obstacle to access and uptake. 
 
 
Conducting Further Research 
 
While we now have a better understanding of refugee mental health and its connections with integration, 
further research is needed to tease out the different causes and effects and to evaluate the efficacy of 
different interventions that are meant to address them, including multisectoral ones. More research is also 
needed to build the knowledge base on less-researched populations, including older adults, refugees 
arriving in Europe via resettlement, and beneficiaries of temporary protection, as well as to further explore 
resilience. Robust and longitudinal studies are particularly important for shedding light on the nature of the 
mental health-integration nexus and how to best intervene.  
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Conclusion 
 
With research a) acknowledging the impact of post-migration stressors on mental health, b) suggesting a 
bidirectional relationship between refugee integration and mental health, and c) pointing to the utility of a 
multisectoral approach to supporting refugee integration and mental health, looking and working more 
broadly can equip policymakers and practitioners with a more comprehensive understanding of refugees’ 
mental health and well-being and integration journeys that can inform a more supportive response. Given 
Europe’s growing refugee population, as well as the importance and potential persistence of mental health 
issues, it is increasingly imperative that refugees are taken into account in mental health strategies and 
interventions. Consideration of refugees’ integration contexts and individual trajectories must be integral 
parts of conversations about refugee mental health. At the same time, supporting refugee mental health 
and well-being should be seen as an important component and objective of integration programming. The 
twin goals of supporting refugee mental health and refugee integration are important policy goals in their 
own right, and they complement one another.  
 
Moreover, supporting these areas can be seen not just as improving individual well-being, but also bringing 
about broader societal impacts through boosting social and economic inclusion and participation, which in 
turn can help foster overall social cohesion. Here, the pandemic presents not just a challenge but also an 
opportunity to destigmatize mental health and inject much-needed funding into a multisectoral approach 
that also encompasses integration-related services. A proactive and comprehensive approach to these 
issues, with increased investments and attention, is needed to “build back better”—for refugees, too. 
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