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Glossary of terms 
Anxiety disorders: feeling of unease, such as worry or fear that can be mild or 

severe. Fear is often associated with automatic arousal necessary for fight or flight 

by immediate danger, but anxiety is usually associated with muscle tension and 

vigilance in preparation for avoidant behavior or future danger. It is the main 

symptom of several mental conditions such as posttraumatic stress disorder, panic 

disorder and phobia(1,2).  

Asylum Seeker: An individual who is seeking international protection. In 

countries with individualized procedures, an asylum seeker is someone whose 

claim has not yet been finally decided on by the country in which he or she has 

submitted it. Not every asylum seeker will ultimately be recognized as a refugee, 

but every recognized refugee is initially an asylum seeker (3). 

Depressive disorders: Persistent sadness, emptiness or irritable mood and a 

lack of interest or pleasure in previously satisfying or enjoyable activities. The 

disorders are differ by the duration, timing or the etiology (2,4). 

Mental Health: A state of mental well-being that enables individuals to cope with 

the stresses of life, realize their abilities, learn and work well, and contribute to 

their community(5). 

Mental Health and Psychosocial support: Any type of local or outside support 

that aims to protect or promote psychosocial well-being or prevent or treat mental 

disorders(6). 

 

Migrant: A person who moves away from his or her place of usual residence, 

whether within a country or across an international border, temporarily or 

permanently, and for a variety of reasons(7).  

Post-traumatic stress disorder (PTSD): An intense physical and emotional 

response to thoughts and reminders of the event that last for at least a month 

after the traumatic event. The symptoms of PTSD fall into three broad types: re-

living, avoidance and increased arousal(2,8). 

Refugees: People outside their country of origin because of feared persecution, 

conflict, violence, or other circumstances that have seriously disturbed public 

order, and who, as a result, require ‘international protection'(3). 

Undocumented migrant: There are several definitions for undocumented 

migrants in different countries and regions. According to the International 

Organization for Migration, a non-national person who enters or stays in a country 

without the appropriate documentation. Undocumented migrants can have 

documentations that proofs their identity but they do not have the documents for 

the right to enter or stay in the country, or such documents are fraudulent. Or 

they do not hold any identity documents or any documents that proof their right 

to enter or stay in the country(3,7). 
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Uncompanioned minor refugees: Children who have been separated from both 

parents and other relatives and are not being cared for by an adult who, by law 

or custom, is responsible for doing so(3). 
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Abstract 
Background: Refugees are usually exposed to several stressful factors before, 
during, and after migration and this can lead to mental disorders such as PTSD, 

depression and anxiety. Several research studies point to the high impact of post 
migration factors on mental health problems among refugees. Therefore, there is 
a need to analyze the post migration factors affecting the mental health of 

refugees and asylum seekers in Western Europe more in depth. As such, the 
findings can be used by policy makers and mental health practitioners in Western 

Europe settings to improve specific interventions for refugees and asylum seekers 
geared toward supporting their mental health. 

Methodology: This study employed a literature review approach. The researcher 

explored the post migration factors affecting mental health of refugees and asylum 
seekers in Western Europe and analyzed the findings according to 
Bronfenbrenner's socioecological model.  

Results: The researcher explored the post migration factors affecting mental 

health of refugees in Europe, and linked it with all levels of the model. These 
factors are often linked to negative life events, gender norms and poor community 

integration with poor accessibility to mental health activities. Poor community 
integration in turn influences the refugees’ living conditions and language skills, 
mental health service utilization, employment, education, and socioeconomic 

level. Poor integration and the prevalent gender norms increase violence and 
discrimination. Also, individual and relationship factors such as being a minor, 

absence of a partner, family separation and poor social networking are linked to 
poor mental health problems. Moreover, complicated and lengthy asylum policies 

are major factors negatively influencing mental wellbeing among refugees and 
asylum seekers. 

On the other hand, practices such as self-help plus and program management 
plus, m-Integration, peer-monitoring and social activities like sports club showed 

positive impact in facilitating refugees’ community integration and providing them 
with mental health support.  

Conclusion and recommendation: There is a need for a reconsideration of 

asylum polices especially for the vulnerable groups like children, women, and IPV 
victims. Furthermore, multisectoral research and programs in community 
integration and gender norms is needed. This will lead to the improvement of the 

refugees’ and asylum seekers’ mental health.  

Keywords: mental health, refugees, asylum seekers, post migration factors, 
western Europe. 

Word count: 13,207 
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Introduction  

According to the United Nations High Commissioner for Refugees (UNHCR), almost 

84 million persons were forcibly displaced in 2021 and 31 million were refugees 

or asylum seekers from low and middle income countries (LMIC)(9). Due to the 

"healthy migrant effect" that suggests that in comparison to the migrants' home 

communities, migrants in general are usually healthier, more risk takers and more 

prepared for stressful factors (10). Thus, high-income countries (HIC) benefit from 

refugees and migrants in general who participate in the economic cycle, social 

services and easily integrate into the new communities (11,12). However, 

refugees and migrants face several stressful factors after arriving to these HIC. 

So, how do these factors affect their psychosocial health and life in general?  

As a humanitarian worker with the International Organization for Migration (IOM) 

in Yemen, I have interacted with many refugees, migrants, and displaced people 

suffering from many mental health problems. Unfortunately, I have noticed these 

mental health problems also exist in Europe; thus, from a public health interest, I 

would like to understand the reasons behind these problems. 

This literature review intends to identify the post migration factors affecting the 

mental health of refugees and asylum seekers in Western Europe. The results will 

provide recommendations for policymakers and practitioners to formulate 

strategies to reduce the psychological suffering within the refugees’ settlement 

context. It will also support asylum workers and policy makers to reduce the 

negative effects of the stressful factors in post migration contexts in Western 

Europe.  
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Chapter 1: Background  

Chapter one provides an introductory background information of the study. It 

consists of the demography of the study area, the current migration policy and 

situation, the targeted population, the mental health issues and the available 

services for refugees.   

 

1.1 Demography  
The European Union (EU) is a political and economic union of 27 countries that 

are located in Europe. EU countries are considered as HICs with high living 

standards. As the gross domestic product in the highest country is 262 euro for 

Luxembourg and the lowest is 52 euro for Bulgaria(13). It has over four million 

km2 land and 447.7 million population in 2022. The largest countries in terms of 

population size are Germany (83 million), France (67 million) and Italy (58 million) 

with almost 20% of the population of over 65 years old and 0.6% of the population 

who are refugees. The most frequent origin of these refugees are from Syria, 

Afghanistan, Iraq, Pakistan and Turkey(13,14).  

According to the United Nations Statistics Divisions, Western Europe countries are 

Austria, Belgium, Denmark, Finland, France, Germany, Iceland, Ireland, Italy, 

Liechtenstein, Luxembourg, Malta, Monaco, Norway, The Netherlands, Portugal, 

Spain, Sweden, Switzerland, and the United Kingdom(15,16).  

 

1.2 EU refugees' policy 
EU countries are globally known as a tolerant community following the refugees' 

convention to provide protection under The Common European Asylum System 
(CEAS) to forced migrants who escape war and persecution. The 1951 Refugees 

Convention and 1967 protocol states that refugee is " a person who is outside his 

or her country of nationality or habitual residence; has a well-founded fear of 

being persecuted because of his or her race, religion, nationality, membership of 

a particular social group or political opinion; and is unable or unwilling to avail 

him— or herself of the protection of that country, or to return there, for fear of 

persecution.". This convention contains some rights including the right not to be 

expelled except under strict conditions, the right not to be punished for illegal 

entry, and the right to work, to get an education, and to be eligible for housing. 

It also includes having access to public assistance and legal court and to have 

freedom of movement within territory and freedom of religion and the right to be 

issued an identification document. Moreover, the 1967 protocol removes the time 

and geographical limits that were present in 1951 convention(17–20). 

 The CEAS consists of four principles which are: (1) the reception condition 

directive which ensures that all EU members cover the basic life needs of the 



2 
 

refugees. (2) The asylum procedure directive which sets the right for asylum 

applicants to complete the entire process of application and interviews for fair, 

quick and quality asylum decision. (3) The qualification directive which is to assess 

the asylum status to get the protection for refugees to reduce the disparities of 

acceptance among EU members (21,22). However, reports show differences in 

asylum acceptance from one country to another. For example, over 50% of Iraqi 

asylum seekers got accepted in Germany but only 0% got accepted in Greece, 

which proves that asylum seekers do not have the same chance of recognition in 

all EU countries(23). (4) The Dublin regulation, which enhances the protection of 

asylum seekers during all the asylum processes and creates a system to detect 

early problems in the reception system before they develop into a crisis. This 

system allows authorities access to the registered asylum seekers' fingerprints for 

ten years to determine the responsible country for the asylum seeker's profile 

(21,22).  

Nevertheless, the Dublin regulation created challenges related to the system of 

fingerprints storage. As the asylum seeker will be accepted in the first EU country 

of his/her entry and will be refused in any other EU country. Thus, the Dublin claim 

raises several fairness and justice issues among asylum applicants(22,24).  

EU established the CEAS to follow common criteria and mechanism for asylum 

applications. This criteria include three principles: "family unity of the asylum, the 

issuance of visa or residency, and the illegal/legal entry in the first country"(21).  

In addition, the CEAS  defines those fitting for the refugees' criteria as a person 

who cannot return to his/her country of origin due to a well-founded fear of 

persecution based on: race (or ethnicity), religion, nationality, political opinion, or 

being part of specific social group(19). After the acceptance of an asylum seeker’s 

application, EU hosted countries should follow the integration migration 

policies(17,25,26). 

 

1.3 EU and the migration crisis  
Europe has struggled from the "migrant crisis" in 2015 as more than one million 

persons arrived mainly from Syria, Iraq and other LMICs seeking for asylum(27). 

Thus, many western countries have tightened the acceptance of asylum claims 

especially if the applicants are not from war or political violent countries(28,29). 

The European council decided to support the frontline countries such as Italy, 

Spain and Greece by transferring the asylum to other EU countries such as Sweden 

and Germany. This decision was taken to spread the influx of refugees more 

equally over Europe(30). In 2016, EU agreed with Turkey to return any asylum 

seekers who arrived in the Greek islands(31) and a similar agreement was done 

with Libya to block migrants from Africa(32).  

Later on, the transferring of asylum seekers became one of the laws and the host 

country could force the asylum seekers to leave the country and this was 

considered as a law that was against asylum rights(32–34). After that, the law 
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was modified to allocate the asylum applicants according to the number of 

applicants on the entry country to other EU countries with low percentage of 

applicants(35). However, most of the refugees are in Western European countries 

while Eastern European countries prefer to follow the pushback measures(14,36–

38). 

Covid-19 pandemic has had an impact on decreasing the flow of migrants to 

Europe (39). However, after the pandemic, the numbers started to increase even 

more than before. In 2021, Western Europe received 630,600 asylum seeking 

applications which is the largest number since 2017(40,41). Also, Europe 

responded to the Ukrainian crisis by accepting more than four million and a half 

Ukrainian refugees who arrived in western European countries, and got access to 

services without any need for asylum procedures or official papers(42,43).  

A point to be noted is also that the "migration crisis" has driven Western Europe 

to come up with quick responses which also puts asylum seekers and refugees at 

risk to poor mental health status.  

 

1.4 Mental Health Definition  

The World Health Organization (WHO) defines mental health as “a state of well-

being in which every individual realizes his or her own potential, can cope with the 

normal stresses of life, can work productively and fruitfully, and is able to make a 

contribution to her or his community”(5). Mental health is one of the three 

components of the health, next to physical and social well-being, according to the 

health definition from WHO (44).  

Mental health well-being is more than the absence of mental issues; it includes 

the acceptance of abilities, dealing with life pressures and living a productive 

life(45). Positive mental health includes resilience (coping with hardship), 

salutogenesis (like optimism) and quality of life which according to the WHO is " 

an individual’s perception of his/her position in life in the context of the culture 

and value systems in which he/she lives and in relation to the goals, expectations, 

standards and concerns’’(46,47) 

In addition to the individual traits such as thoughts, feelings and behavior, there 

is also evidence that the contextual factors influence mental health such as the 

exposure to hardship times such as fear or sadness and have a major influence 

on mental health as well. (48). Due to the exposure to persistent fear and sadness, 

refugees are a vulnerable group to three mental disorders which are post- 

traumatic stress disorder (PTSD), depression, and anxiety(49–51).  

 

1.5 Refugees and Mental Health  

Due to the global demographic change, there is almost 13% increase in the 

reported mental health conditions in the last 15 years, as the cases reached to 



4 
 

792 million persons in 2017 which is equivalent to more than 10% of the global 

population (3,4). This causes almost 1 in 5 years lived with disability (3). Almost 

all people who were exposed to emergency situations such as war and political 

violence experienced psychological distress and 22% of this distress progresses 

to mental disorders (5). Mental health deteriorates if the person has to forcefully 

flee their home in search of safety (6). 

Refugees and asylum seekers are usually exposed to several stressful factors 

before, during and after their migration journey. This can lead to mental disorders 

such as depression, anxiety, and PTSD(52). According to a study that was done 

among Iraqi refugees in Western Europe, it was found that almost 43% of Iraqi 

adult refuges experienced depression and 25% suffered from PTSD(53). A meta-

analysis study of the prevalence of the common mental health disorders among 

Syrian adult refugees in high income western countries found that 40% suffered 

from anxiety, 30% suffered from depression and 30% suffered from PTSD(54).  

Not surprisingly, refugees and asylum seekers usually experience pre-migration 

difficulties that may affect their mental health. Such difficulties are war, 

imprisonment, torture, genocide, starvation, physical and sexual violence, 

witnessing violence, homelessness and lack of healthcare(55). The harsh journey, 

separation from family members, crossing points and smugglers' interception can 

also be added to the stressful factors during the migration journey(52,56). Several 

research correlate the significant impact of post migration problems with mental 

health problems of the refugees. Such problems are discrimination, detention, 

denial of health, education and the work rights' and delaying or rejection of asylum 

request(55,57). 

Resettlement into a safe country does not necessarily correlate with the 

improvement of the mental health status of the refugees(58). A systematic review 

of refugees in HICs concluded that  the presence of pre, during and post migration 

risk factors increase mental health disorders (59). Another study generalized the 

influence of the pre and post migration factors on PTSD, depression, and anxiety 

but specified depression  as  post migration outcome in the host country(60). A 

cohort study among Syrian refugees in Germany concluded that the psychological 

distress remains high even after long residency time in the host country which 

confirm the importance of mental health services for refugees(61).  

 

1.6 Mental Health Services 
Due to the significant needs for mental health services for the refugees and asylum 

seekers, the provision and use of Mental Health and Psychosocial support (MHPSS) 

is recommended by the WHO. Such services are child friendly spaces, community 

services or even specialist psychological counseling such as cognitive behavior 

therapy or the prescription of psychotropic drugs(57).  

Theoretically, all asylum seekers and refugees in Western European countries 

have access to healthcare which is covered by public or private health insurance. 
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Health insurance is compulsory for all refugees, and the health service should be 

started by the general practitioner's (GP) visit to access the health standard 

package. The standard package includes mental healthcare such as individual 

psychological consultation(62,63,72,64–71). Often, asylum seekers will receive 

vouchers and will be exempt from paying a small prescription fee for medical drugs 

while refugees will receive insurance cards and can apply for remission if their 

income is below certain threshold(57,62). However, the socioeconomic variations 

in different EU countries, different healthcare system and different numbers of 

refugees in each country make the provision of the service across all the EU 

countries challenging(73).  
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Chapter 2: Problem Statement, Justification, 

Objectives and Methodology  

This chapter consists of the problem statement, justification, study objectives, 

study methodology, and the selected conceptual framework. 

 

2.1 Problem statement  

According to the WHO Migration and Health Program, the prevalence of mental 

disorders among refugees usually shows high variation compared to the host 

population(51). It has been found that depression ranges from 5-44% among 

refugees in comparison to 8-15% in the host populations, and anxiety ranges 

between 4-44% among refugees and 5% in the host population. These huge 

ranges for mental health disorders are influenced by several factors such as the 

presence and etiology of the disorders, ways of measuring, the study type, and 

the study population(51). Not surprisingly, several studies concluded that PTSD is 

always substantial and has higher rates among the refugees compared to the 

general population. These ranges reach to 4.4% in the host population and 86% 

in the refugees(12,51,55).  

Several papers concluded that refugees are more resilient compared to the host 

community and tend to use different coping strategies to react to the pre, during 

and post migration stressors. However, these coping strategies are influenced by 

other individual factors such as age and marital status as well as other external 

factors such as gender, living conditions and social connections(12,55). A 

qualitative study in The Netherlands related to adolescent refugees who were all 

diagnosed with PTSD showed poor social networking is one of the factors that are 

linked to poor mental health in The Netherlands(74). The same results were 

concluded in a study in Germany done on refugees from Afghanistan and 

Syria(75). 

Nevertheless, the consequences of these mental health disorders increase over 

time after resettlement and lead to other problems such as inability to find job,  

or not feeling accepted by the host community(52). A pilot study among asylum 

seekers in The Netherlands concluded that refugees' mental health problems are 

more related to post-migration stressors compared to the past traumatic 

adversity(76). Therefore, there is a need to know and analyze the post migration 

factors affecting the mental health of the refugees and asylum seekers to improve 

their psychosocial conditions within their settlement contexts as well as to find 

best practices and projects that can help health and refugee professionals in 

MHPSS to reduce the adverse effects of stressful factors among the refugees and 

asylum seekers in the post migration context. 
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2.2 Justification  

In order to reach to sustainable development goals (SDGs) by 2030, supporting 

refugees with their mental health will not only be contribute to SDG3 which is to 

"ensure healthy lives and promote well-being for all at all ages".  but also mental 

health will have a direct effect on the other SDGs such as end poverty (SDG1), 

ensure quality education (SDG4) and promote descent work (SDG8)(77). It is 

important that refugees' voices should be well presented in the world, while 

keeping in mind the post-migration risks they face. Forced migration is usually a 

complex process that frequently has a negative impact on the asylum seekers and 

refugees' mental health. As the right for mental health is a human right for all, all 

refugees should live a mentally healthy life(78).  

Furthermore, research recognizes the significant impact of pre and during 

migration problems on mental health of refugees and asylum seekers,(79) but 

little is known about the association between post migration problem and mental 

health. Such problems include discrimination, detention, and delay or rejection of 

asylum request(55,57). 

Although there have been studies on the post migration factors in different 

countries, there is often no specific and updated literature review paper that 

specifically studies all these post migration factors and their consequences on 

refugees and asylum seekers’ mental health in Western Europe.  

In addition to that, there are papers that recommend the need for research that 

address the influential factors for the improvement of refugees and asylum 

seekers' mental health services in Western Europe(53,58). One systematic study 

which needs further research was done among first generation migrants (including 

refugees) and searched the risk factors and prevalence of mental disorders 

address the lack of papers for the post migration factors affecting mental health. 

Another policy review concerning Syrian refugees in several countries in Europe, 

including Germany and Sweden concluded that to better understand the mental 

health of the refugees, there is a need to address their mental health factors at 

each phase of migration(53,58). However, there is no research done on which 

post migration factors are associated with mental health problems among 

refugees in Western Europe.  

Thus, this thesis explores the post-migration factors that influence refugees and 

asylum seekers’ mental health in Western Europe. It aims to provide policy makers 

and relevant stakeholders who are interested in the refugees' field and the public 

health services in Western Europe to improve the refugees' mental health and 

wellbeing. 
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2.3 Objectives 

2.3.1 General objective 

To describe the post migration factors influencing the mental health of refugees 

and asylum seekers in Western Europe in order to improve their mental health 

and wellbeing. 

 

2.3.2 Specific objectives 

▪ To identify the individual, family, and community post-migration factors 

that influence mental health among different groups of refugees and asylum 

seekers in Western Europe. 

▪ To examine what lessons and good practices exist for improving the mental 

health of the refugees and asylum seekers in Western Europe.  

▪ To provide policy makers and relevant stakeholders who are interested in 

the refugees and asylum seekers' field services with recommendations to 

improve refugees' and asylum seekers' mental health in Western Europe. 

 

2.4 Methodology 

A literature review was conducted by reviewing papers published in peer reviewed 

journals retrieved from databases like Elsevier, Medline, Springer, Embase and 

PubMed. Then, google and google scholar search engines were used to sort out 

peer-reviewed and grey literature, after which snowballing was done to identify 

articles related to refugees, asylum seekers, mental health, and post migration 

factors.  

 

Relevant articles that use quantitative, qualitative or mixed research methods 

were used to identify the post migration factors affecting mental health of refugees 

and asylum seekers in Western Europe. In addition, grey literature was reviewed 

from WHO, UNHCR, IOM, World Bank, WHO, and the Agencies for the Reception 

of Asylum Seekers and Refugees in EU.  

 

2.4.1 Inclusion and exclusion criteria  

Articles published in English within the last ten years were included; however, 

some important policy documents that go back to more than ten years have been 

included as well. The included papers are related to post migration factors that 

affect mental health of refugees and asylum seekers in the EU Western European 

countries. For the purpose of this research, the researcher excluded only migrants 

or undocumented migrants as the definition of these two groups are different 

within the EU countries (see glossary) (7,21,80).  
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Papers that focus on Eastern and South – Eastern Europe and any countries that 

are not under the EU countries were excluded. Thus, the excluded Western 

European countries are Iceland, Italy, Liechtenstein, Luxembourg, Monaco, 

Switzerland, and the United Kingdom. As these excluded countries have different 

social context and different asylum rules and policies. Articles with access to only 

their abstracts have been excluded as well.  

 

2.4.2 Search strategy, terms and combinations 

Different keywords were used to collect data for this literature review. About 300 

published and grey literature and peer-reviewed articles were retrieved. However, 

after screening the abstracts and considering the above-mentioned inclusion and 

exclusion criteria, some resources were excluded. The key terms were combined 

using Boolean operators AND, OR, NOT, NOT AND. The search was based on the 

specific objectives as well as the target group, geographical area, mental health 

problems, and post migration context.  

 

The first objective was searched based on peer reviewed journals and selected 

from PubMed, VU data bases, Elsevier, Springer and Google Scholar. The searched 

term was different post migration factors affecting mental health conditions of 

refugees and asylum seekers living in Western Europe. Information was also taken 

from several NGOs official websites like CEAS, UNHCR, WHO and IOM. The second 

and the third objectives search also covered best practices and programs for 

mental health improvement by expanding the articles globally in high resource 

settings and similar to Western Europe context. At the end, recommendations 

were drawn from the analysis of the evidence and the reviewed resources and 

articles.    

 

The exact keywords like mental health, refugees, asylum seekers, post migration 

factors, Western Europe, and search strategies are displayed in the below tables 

(table 1 & 2).  
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 Table 1: showing the search strategy summary 

S/N objective Search engine/ 

database 

Types of literature Used keyword 

1  To identify the individual, 

family and community post-

migration factors that influence 

mental health among different 

groups of refugees and asylum 

seekers in Western Europe. 

 

Google scholar, 

google, 

PubMed, 

Elsevier, 

Springer 

- Peer-reviewed articles 

- Published articles  

- Journals 

- Grey literature 

- National/international reports 

include  

- European Union 

- International Organization for 

Migration (IOM) 

- World Bank 

- World Health Organization (WHO) 

- United Nations High Commissioner 

for Refugees (UNHCR)  

Mental health, refugees, asylum 

seekers, refugees, western Europe, age, 

sex, marital status, negative life events, 

refugees policy, migration policy, 

migration crisis, mental health services, 

residency status, living conditions, 

camps, refugees centers, language, 

educational level, employment status, 

socioeconomic factors, family, friends, 

peers family separation, intimate 

partner violence, loneliness, social 

network, violence, integration, isolation, 

discrimination, asylum application 

process, Dublin claim, asylum policy.  

2 To examine what lessons and 

good practices exist for 

improving the mental health of 

the refugees and asylum 

seekers in Western Europe.  

Mental health programs, refugees, 

asylum seekers, western Europe, high-

income countries, inclusion programs, 

integration programs mental health 

programs 
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Table 2: showing the combination of the key words and Boolean Operators  
 

"interventions'  "mental 
health" 

 "Western 

Europe"  

"Post migration 
factors" 

"Asylum 
seekers" 

Refugees"" OR Keyword 

AND Synonyms  
Mental health preventions  Mental 

wellbeing 

Germany  Individual 

factors  

Asylum 

request 

Forced 

migrants  
Mental health programs Mental 

illness 

Austria  Personal factors  Forced flee African refugees 

Mental health and psychosocial 
support  

Mental 
disorders 

 

West Europe Relationship 
factors  

Documente
d asylum  

Middle eastern 
refugees  

Professional mental health 

support  

Mental 

distress 

European 

Union 

Family factors   Refugees crisis 

Community mental health 
support  

  Sweden Community 
factors  

 Migrants crisis     

Mental health in emergencies   Finland 
 

Society factors   Fled Refugees    

  France   Displaced 
people  

  

  Belgium   Displacement in 

humanitarian 
settings  

  

  Ireland      

  Denmark      

  Italy      

  Netherlands       

  Spain      

  Malta      

  Luxembourg      
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2.4.3 Limitations of research  

The study has some limitations related to the language of the articles used in this 

review because only articles written in English were reviewed. As a result, some 

vital information might be missing from Western European countries which were 

published in non-English language. In addition, the review is based on the 

information extracted from the available literature, and many mental health cases 

were not fully reported due to the mental illness stigma which could constitute a 

high risk of reporting bias in the findings. Also, discovering the true causality 

between the post migration factors and mental health is another challenge since 

mental health status is influenced by many pre and during migration factors and 

cofactors that are not covered in this paper. Another limitation is the 

socioeconomic variation among the various EU states, different services, different 

numbers of asylums applicants and different cultural contexts, which make it hard 

to tailor the upcoming findings for all states.  

 

2.5 Conceptual framework 

Various conceptual frameworks were developed to understand the relationship 

among different determinants that can contribute to mental health problems. 

Three conceptual frameworks were examined to analyze the post migration factors 

related to mental health among refugees in Western Europe: "Socio Ecological 

Model”(81), “The refugee mental health framework”(82), and "The mental health 

of civilians displaced by armed conflict:”(83).  

 

This literature review tends to choose Bronfenbrenner's “Socio Ecological 

Model”(81) as in figure1. This framework can be adapted for the refugees' 

population to have a holistic picture of the post migration factors that have an 

impact on their mental health. This framework has been used by a variety of 

studies to understand the factors that influence refugees mental health in different 

contexts and conditions(84–86). An example of such  a paper is a study done in 

Jordan on Syrian female refugees which was published in 2022(84).  

 

“The refugee mental health framework”(82), and "The mental health of civilians 

displaced by armed conflict:”(83) modules were not chosen according to the study 

objectives. “The refugees’ mental health framework”(82) was not selected as the 

application of this framework is specific and applicable to establish services and 

address the gaps for refugees in a systemic and equitable way and to develop 

policies and programs for refugees' mental health. "The ecological model of 

refugee distress"(83) provides a space to describe pre, during and post 

environmental migration stressors in a superficial way and naming them as " the 

political violence factors". Thus, it was not used as it is not focused on the post 

migration factors. However, it categorizes in a detailed way the outcomes of the 

psychosocial effects of displacements from the individuals, relationship, 

community and society levels and how a consequence at one level impacts the 

other level(83).  
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Figure 1: The socio-ecological conceptual framework with the post migration 
factors for refugees' mental health as per this literature review 
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Chapter 3: Results in line with the framework 

 

3.0 Introduction  

In this chapter, Bronfenbrenner's socio-ecological model has been applied to 

analyze the influencing factors on refugees. It has been taken  into account that 

the factors are inter-related and complex(81).  

 

Different factors affect asylum seekers and refugees' mental health within Western 

Europe and the high-income countries in general. According to the socio-ecological 

model, these factors are interrelated and include individual, relationship, 

community and society factors. This chapter explains the following factors, in line 

with the model taking into account the complexity and interlinkages among the 

factors.  

 

3.1 Individual factors 
This level explains the following factors according to the model used: age and 

marital status. 

 

3.1.1 Age 

The literature review showed contradicting opinions about age in relation to mental 

health(87). For example, a study among Syrian refugees in Germany(88) 

mentioned that young refugees are more vulnerable to depression and PTSD, 

which is similar to the results from a study in Austria(89). On the other hand, a 

study among adult Yugoslavian refugees (18-65 years) in Germany and Italy 

correlated anxiety with the younger participants  and PTSD and mood disorders 

such as depression with the older participants(90). Other two studies among 

refugees in Sweden correlated the older refugees with more mental health 

suffering(91,92). Nevertheless, a study among 214 adult Syrian refugees in 

Germany concluded that there is no correlation between age and the post 

migration stressors(93). Similar results were found among African refugees in 

Sweden(94).  

 

Refugee minors face more hardship in pre, during and post migration compared 

to adult refugees. As they do not only deal with new cultural and societal changes 

but they deal with other complicated migration process and procedures. A meta-

analysis study among minor refugees (less than 18 years) in Europe showed up 

to 53% had PTSD, 33% suffered from depression and 32% suffered from 

anxiety(95). A systematic review among refugee minors (11-18 years) in Europe 

showed minors of 16 to 18 years had more mental disorders compared to those 

of a younger age(86). The study suggests more caring is needed for those  of 

older age for future issues such as employment and stable residency(86).  
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Similar results  to the study mentioned above were found in The Netherlands, as 

minors who fled when they were younger than 3 years old had lower mental 

problems compared to the older adolescents(96). Another study among 

unaccompanied minor refugees (UMR) reported the highest incidence of PTSD was 

among the older age (16-18 years). The study related this to the possibility of 

more post traumatic stressors in the older age compared to the younger ones 

(97). However, another study showed no correlation between mental health  with 

age differences among adolescent refugees in Germany(98).  

 

Thus, the relation between age and mental health among adults cannot be taken 

as conclusive as it differs from one study to another. However, some findings 

conclude that refugee minors are affected more with mental health disorders than 

the adults. This is logical as minors in general are unlike adults who are 

independent and have more life experience which make them resilient to life 

stressors (87).  

  

3.1.2 Marital status 

Like many other individual social determinants, some studies linked the presence 

of a partner to the individual’s mental wellbeing in a positive or negative way, 

while other studies did not.  

A cross sectional study of refugees in Germany correlated the absence of a partner 

to lower quality of life(QOL) (99). WHO defines QOL as "an individual's 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". 

Other two studies in Sweden associated losing or leaving the partner behind to 

poor mental health in the refugees and host community groups. These refugees 

seemed to lose love, support, safety and appreciation with the loss of their 

partners(91,100). On the other hand, refugee participants who lost their partners 

in war showed more symptoms of mental grief(91). 

A limitation of all the above mentioned studies is that these studies  do not include 

forced marriage or marriage for the purpose of traveling to Europe(91,99,100). 

Forced marriage is especially difficult for refugee women who will depend 

financially and legally on the partner(101). Forced marriage could be a cause of 

other psychological problems such as depression, anxiety, lack of trust, low self-

esteem, social isolation or even suicide (102,103). Moreover, some asylum women 

came to Europe in irregular way with the support of a "journey husband" who is a 

one of the smugglers to facilitate the journey for women. For example, a 

qualitative study in Spain mentioned the emotional abuse from  the "journey 

husband" and his disappearance  after the journey(104).  

Apparently, the most striking post migration factors affecting refugees and asylum 

seekers’ mental health at the individual level are those of a minor age and those 

who do not have a partner.  
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3.2 Relationship factors: 
This part divides the relationship factors into three parts: family, intimate partner 

violence, and social networking.  

 

3. 2.1 Family  

Family is defined as those members of the household who are related to a specified 

degree, through blood, adoption or marriage(105). Family connection has direct 

effect on mental health of refugees based on different co-factors(106,107). Family 

provides love, care, safety, appreciation and support to cope with problems 

without the expectations of getting something in exchange just like the 

relationship among friends and acquaintances (108–110). In this section, the 

partner will be included as one of the family members and under the relationship 

layer. 

A cohort study of refugees in The Netherlands concluded that family and social 

support is one of the three mechanisms besides employment and good living 

conditions that help refugees in coping  with psychological issues such as PTSD, 

depression and anxiety(111). Another cross-sectional study in Sweden correlated 

the presence of mental illness in refugees with family separation. As refugees  are 

often separated from their families due to conflict, war or persecution (91). 

Furthermore, Muller et al’s study showed significant increase in the prevalence of 

PTSD, depression, and anxiety among UMR. The causality of these results are 

linked to the loss of family members, experience of hunger, and personal attacks 

(98). 

A quantitative study in Germany correlated the presence of a partner, adult 

children and the family presence with good mental health (with 10%, <5%, <5% 

statistically significance). On the other side, it showed a negative correlation with 

family geographical separation(1.70), which is worse when all the nuclear family 

is outside Germany(-4.15)(106). The writer explained these results to be due to 

the value that family gives to a person's life. On the other hand, family distance 

leads to inaccessibility to social support and the fear of possible harm to them in 

the home country(106). Another study among torture survival refugees in 

Germany mentioned worrying about family in Iraq as their main post migration 

distress(112). Furthermore, these results are correlated with similar results for 

refugees in Germany(99,113). As Miller’s study concluded the impact of family 

separation was not only on mental health but it was also on the quality of life in 

General(83).  

 

3. 2.2 Intimate Partner Violence  
Intimate Partner Violence (IPV) is an issue and a risk factor for mental health. It 

is defined as the exposure to physical, sexual or psychological violence from the 

current or previous partner of any gender(114). This section will cover IPV only 
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as it is linked to the relationship part; community section will consider the 

community's violence factor.  

In any population, IPV is considered as a risk factor for mental health disorders 

such as PTSD and depression(115,116). Female refugees are usually exposed to 

IPV in the post migration phase due to the absence of the protective network, 

language barrier to seek help and the economic or residence dependency on the 

partner(103,115–119).  

Two hundred and twenty in depth interviews among refugees and asylum seekers 

in The Netherlands and Belgium mentioned 332 acts of sexual violence after 

arriving to Europe and the majority of these acts were done by partners(103). A 

quantitative study of over 3,900 refugees in Denmark mentioned women’s 

exposure to IPV by men and related such acts to women's poor mental health 

These acts are usually linked to the experience of other gender based violence 

(GBV) incidences before migration or the lack of social support after 

migration(118). Three qualitative studies in Italy, Sweden and Germany mention 

participants' poor mental health behind experiencing psychological violent partner 

after migration (120–122). Another qualitative study on women exposed IPV in 

Germany correlating it directly with their suffering from PTSD(101). These results 

are also similar to the results from the host population (123,124). Nevertheless, 

a systematic review in western countries concluded that IPV among refugees is a 

reaction from other underlining causes such as previous traumatic experiences 

which the assailant cannot cope with (125).   

 

3.2.3 Social network 

Social network is the number of the surrounded people, the strength of 

communication between people and their impact on mental health(126). Friends 

and social networking give the support to refugees and people when 

needed(95,126). A study among UMRs concluded that friends from the same 

cultural context support when it came to dealing with the current life changes 

while friends from the new culture facilitate the integration process(95). 

Furthermore, a cross sectional study of refugees in Sweden showed better mental 

health for refugees who regularly contacted friends compared to the other group 

who did not. Also, results showed a positive correlation between refugees who 

spend time engaged in social activities with their mental health compared to the 

other group who did not socialize with people from their culture or the new country  

(127). A report from Italy correlated poorer social connection with stronger signs 

of PTSD in refugees(128). In addition, another study in Finland showed poor 

mental health in refugees who have poor communication with their friends(65). 

Nevertheless, a quantitative study for long settled Yugoslavian refugees in 

Western Europe showed an independent association between social isolation and 

temporary residence status in relation to mood and anxiety disorders (90). 

Another study among adolescent refugees and asylum seekers who live longer 
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than 3 years in The Netherlands and strong social network showed no correlation 

between PTSD symptoms to satisfaction with life(SWL)(129). The study correlated 

these outcomes to other factors based on the social network, refugees' reactions 

to the stressors, and residency status. It seemed that those who have social 

support perceived better SWL. Thus, adolescent refugees may be more optimistic 

for reframing their experiences in a positive way. However, the results showed 

negative relationship between SWL and living without residency for 3 years and 

the difficult living conditions as a post migration stressor – which leads to lack of 

optimism for the future (this point will be covered in the next layer-). (129,130).  

Loneliness is a negative feeling of having low social network. Loneliness differs 

from social isolation, as it is possible to be surrounded with people but you feel 

alone(131,132). Studies consider social connection as one of the positive factors 

for the mental health of all people, especially the displaced people. This social 

connectivity can come from family, friends, professionals and wider circle from 

people of the same cultural background(95,107,133,134). 

Refugees usually deal with loneliness and the experience of loss of family members 

or friends due to migration and asylum seeking(135). A systematic review of 22 

studies of refugees and asylum seekers in Western Europe correlated loneliness 

to the suffering from PTSD, depression and anxiety. The results also correlated 

loneliness with other post-migration difficulties such as mistrust, discrimination 

and community integration(58). A cross sectional study among 326 refugees in 

Germany indicated that loneliness is negatively correlated with the availability of 

social support and positive quality of life in general(131).  

From these findings, it can be seen that the relationship factors that affect mental 

health of refugees during post migration are family separation and IPV. Other 

factors such as, loneliness and poor social network also cause negative impact on 

mental health and are also linked to other post migration factors such as 

community integration, discrimination and loss of a close person.   

 

3. 3 Community Factors: 
This part focuses on the community factors such as community integration, living 

conditions, language skills, occupational status, educational level, health seeking 

behavior, gender, violence, and discrimination within the refugees' community and 

the host community.  

 

3. 3.1 Community integration 

Several papers describe integration as a personal or public approach, involving 

structures or processes(136–138). Ager and Strang's Integration Framework 

defines personal approaches as related to individual experience in language, 

culture and security/stability situation, while public approaches can be related to 

employment, housing, education, health, and social networking. However, all 

these approaches come on the base of rights, residency status and 
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citizenship(139). At the policy level, integration is a goal of the European 

governments for how refugees become part of the host community(136–138). 

Refugees status will be influenced by the integration policies and result in different 

outcomes such as economic condition, employment status and social 

support(137). This will be covered in the next layer of the framework.  

Forced migration has a strong impact on the integration or isolation even after 

arriving to the new host country(107,140). It is essential for refugees to build new 

social network in the settled country. This is challenging, as some of the countries 

prefer to house the refugees in economically deprived communities, causing them 

to be more isolated(107,137). A systematic review in Europe concluded  that there 

is significant association between lack of social integration with poor quality of life, 

anxiety, depression and PTSD and vice versa(58). Furthermore, Hajak et al’s 

systematic study correlated the lower presence of integration activities with the 

increase of psychological symptoms. Nevertheless, four papers showed no 

correlation between mental health and the refugees' interaction with German 

people(113). Another study in Sweden also showed that there was no 

improvement in social integration of refugees who stayed longer than six years 

connecting it to mental health improvement. However, this poor mental health 

improvement also linked to other post migration factors such as family separation 

and poor social network(141). This is also correlated with another study that 

mentioned that community integration was not improved even after staying for 

long period of time(142).  

The base of community integration is the provision of residency status for refugees 

and asylum seekers(139). Stable residency status has a positive effect on the 

mental health of refugees – which will be emphasized in the below sections- 

(111,113,143,144). For example,  a study to measure health related quality of life 

among over 6,800 refugees in Germany showed a positive outcome in refugee's 

physical and mental quality of life after changing their residency status(145).  

However, some studies show no improvement in mental health after changing the 

residency status(146).For instance, a cohort study among 200 Syrian refugees 

that followed them for 1.5 year concluded the long duration of the procedure it 

took to obtain their residency status increased their symptoms of PTSD, anxiety 

and depression which confirms the importance of therapeutic interventions for 

refugees (61). Another systematic review concluded that refugees with temporary 

protection visa had higher rates of mental distress and deterioration in the 

community integration compared to the other refugees who did not. The 

researchers correlated this with the feeling of uncertainty about the future of the 

legal progression which is important for community integration(147).  
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3.3.2 Living conditions  

Several papers correlated good housing conditions with the legal status which 

impacts better quality of life for refugees. The residency status determines part of 

the living conditions which varies from country to country under the EU members 

according to the economic and welfare status of the country(143). Walther et al’s 

study of more than 4,300 refugees in Germany showed a significant correlation 

between stable residency status and good housing conditions with decrease in 

psychological distress and improved quality of life(144). Another study of 510 

refugees in asylum centers in Sweden showed the same correlation of the good  

housing condition with  decreasing symptoms of  PTSD, depression, and anxiety  

(50).  

Another systematic review of refugees and asylum seekers in Germany correlated 

poor mental health with risk factors such as living in shared places and temporary 

residence permission(113). A systematic review of accessibility of health services 

in Western Europe correlated the availability of accommodation with the 

accessibility of mental health services(72). It also correlated with a cohort study 

in The Netherlands that showed that the recent residency permit holders with 

better housing conditions had a significant decrease in psychological symptoms 

compared to the other refugees(111). 

 

3.3.3 Language  

Studies among refugees in Western Europe correlated the ability to speak and 

communicate in the host country's language with social and economic integration. 

This will have an indirect impact on their mental health as it happened in 

Denmark(148), Germany (93,149) Sweden(150), and The Netherlands(151). 

Walther et al specifically correlated better German language skills to better mental 

health and quality of life(144). A systematic review in Western Europe found in 

five papers the correlation between language literacy, social integration and better 

mental health. The study considered post migration stressors a consequence of 

poor language skills among refugees , thus indicating that language is a factor of 

post migration distress(58). Along the same lines, a systematic review among 

refugees specifically correlated poor language fluency in the host country to 

depression(60). 

 

3.3.4 Occupational status  

Occupational status and labor market participation is one of the challenges that 

refugees face, as the migration place and time are not in the refugees' control. In 

addition, occupational status is related to other cofactors such as the residency 

status, validation of work experience, and education from their home country. 

Thus, employment status makes an impact on refugees’ mental health 

outcomes(142,152).  
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A systematic review of refugees in Germany correlated in seven articles having a 

job with a lower prevalence of PTSD, mood, anxiety and better quality of life(113). 

Furthermore, Bogic et al’s cross sectional study associated the mood disturbance 

(including depression) to unemployment(90). Sidorchuk et al’s study showed an 

association between unemployment and psychological distress regardless of 

gender and migration status(153). In addition, Steel et al associated employment 

specifically with post migration integration(94). However, Jannesari et al’s 

systematic review showed no correlation between employment and mental health. 

This result could have been affected by the residency status cofactor as all the 

included population who were included in this study were asylum seekers and not 

permanent resident refugees(154). 

  

3.3.5 Educational level   

Studies consider low educational level as a cofactor for mental health relating it 

to the integration process. Refugees struggle to complete their education or get 

higher degree due to many barriers such as poor socioeconomic conditions, lack 

of residency status, poor language skills, missing documents or completing the 

certificates' validation process(58,92,155). A cross sectional study among 

refugees and asylum seekers indicated that lower educational level is 

independently associated with mood disorders, anxiety and PTSD(90), while 

another study in Ireland showed independent correlation between low level of 

education in asylum seekers compared to refugees with high level of education 

(155). Moreover, Sleijpen et al’s study among adolescent refugees mentioned that 

they got hope from education, as it is a way for higher socioeconomic status and 

empowering their life in future(95).  

Nevertheless, a population based study among refugees in Sweden concluded no 

association between low educational level and mental disorder such as anxiety, 

depression and PTSD(92). The study explained this by the buffering effect of 

higher education. The buffering effect theory holds that higher education helps 

buffering or shielding individuals from the negative impact of stressful events. 

However, this theory is cancelled out as the overqualified refugees experience loss 

of status which makes a negative impact on their mental health(92).  

 

3.3.6 Health Seeking Behavior  

Despite the significant needs and the availability of services of mental health 

among refugees and asylum seekers, MHPSS utilization among refugees and 

asylum seekers is still very low(57,78,156). For example, only 20% of Iraqi 

refugees with PTSD  sought mental health care in the Netherlands(157). However, 

a cohort study among adolescent refugees in Sweden found an increase  in 

reaching mental health outpatient services in refugees who stayed longer in 

Sweden(158). Another study in Germany found higher utilization of MHPSS among 
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refugees with higher educational levels. This study suggested for further 

investigation on these results among refugees who receive equal services(159).  

There are several barriers and factors for reaching to the services as reported by 

several research. Stigma of mental health problems seemed to be as the main 

barrier for seeking mental health services among refugees(76,160). Other barriers 

are poor language, cultural barrier, unawareness of the European health system  

and healthcare providers as well as the lack of health system trust among 

refugees(52,78,156). 

One of the reasons is the long waiting list in Denmark(161), Germany and 

Italy(90). In addition, the same refugees' group in Germany and Italy reported 

their inaccessibility to transportation cost and poor language skills. Therefore, 

language is a significant barrier for mental health services. Renner et al considered 

poor language skills as a barrier for mental health services, mentioning that 

feelings are hard to explain even in the mother tongue not only in foreign 

language(162). Similar results were reported in other studies such as those done 

in Denmark(161), Italy(163), Germany(86), and Sweden(164). 

Another barrier for low utilization of MHPSS services is the cultural concepts when 

reporting the mental disorder. Laban et al study mentioned that refugees' patients 

usually came complaining about non-specific pain instead of mental disorder(118). 

Same results were concluded in a systematic study among middle eastern female 

refugees in Europe(165). 

 

3.3.7 Gender 

Different studies correlated gender as a possible factor for mental health problems  

among refugees in the post migration phase(87). Studies in Sweden(91), 

Germany(88) and Italy(90) correlated women refugees with more mental disorder 

outcomes in comparison to men. These results are also present in non-refugees 

populations and was explained by the gender norms for men and women and was 

not related to the biological differences between male and female, as it is more 

acceptable for women to show mental problems than for men(87,90,166). A 

systematic review of UMRs in Europe concluded same results that girls  have more 

incidence of depression and PTSD in comparison  to boys(97). Another study in 

Germany among Iraqi refugees who have been subjected to torture and rape 

showed high rates of PTSD in women compared to men(112).This could be 

explained by women’s psychology as they are more likely to ask for help for their 

health needs than men, or it could be because girls and women are more 

vulnerable and may have been negatively affected in the pre, during and post 

migration phases(91,97,112,167,168).  

Based on the common gender power dynamic, refugee women experience gender 

violence such as rape, forced abortion, forced marriage and sexual trafficking(169) 

(This will be explained in detail in the next part). A systematic review concluded 

that women who struggle with sexual assault and rape suffer from higher degree 
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of PTSD compared to men(170). In addition to all the points mentioned above, 

women who experience sexual attacks find difficulties in making revelations during 

asylum applications in Europe due to fear of rejection from her community and 

the fact that  sexual issues tend to be a taboo subject in the conservative 

communities(170,171). 

On the other hand, a cross sectional study among 420 African refugees residing 

in Sweden showed more traumatic events, postmigration stress and PTSD 

symptoms in men more than women. This stress is related to poor economic 

conditions, discrimination against them, and healthcare inaccessibility. However, 

the women participants, in this study, showed higher depression symptoms 

compared to men(94). 

Another cross-sectional study of over 1,200 Syrian refugees in Sweden divided 

them according to the mental disorder severity using self-reported data on trauma 

violent and non-violent exposure. The results correlated women with higher 

prevalence of PTSD, depression and anxiety disorders. However, regarding to the 

men who did suffer from those disorders, it was found that they suffered more 

from the symptoms. The study predicted that this could be due to the fact that 

the men participants had experienced more adverse pre migration events such as 

internment in asylum camps or more physical attacks(92). In addition, some 

studies correlate male sex to other mental disorders after resettlement such as 

substance use disorders and it is considered as coping mechanism for the stressful 

events that men face(90).  

 

3.3.8 Violence 

Violence occurs in the pre, during and post migration phases from partner, family 

members, strangers or migration professionals(103,117,119,125). This part will 

cover only violence from non-partner as the IPV has already been covered in the 

relationship part in 3.2.2 section. Schrijver et al’s study among 223 interviews 

showed that the 69% of the mentioned cases who reported violence from non-

partner, the victims were also women(103). Another study among refugees in 

eight European countries mentioned that 58.3% of the respondents from both 

sexes are victims of violence. However, women are victims of physical violence 

while men are affected by emotional violence(172). The pre and during migration 

traumatic events increase the possibility of post migration violence and 

vulnerability(104). 

A report from Doctors of the World which had data from nine European countries 

indicated that asylum seekers are high victims of violence and this confirms the 

refugees' vulnerability to violence compared to the host population(173). In a field 

study among asylums in 25 camps in Denmark, The Netherlands and Sweden in 

2017, all participants mentioned kind of physical or psychological violence that 

happened to them after arriving to Europe and some of the cases were from 

European people which was shocking for asylums seekers who considered Europe 
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as a "secure environment". A quote from a woman who had been raped by a 

policeman after arriving to Europe illustrates this: "I had traveled to Europe 

because I thought it valued freedom and security, but I experienced none of that 

here. I left Syria to avoid what I suffered on my journey here". The experience of 

post migration violence makes negative impact on mental health and leads to a 

decrease in community integration(174). It should be noted that the papers that 

mentioned these findings are underestimated as many of the studies' participants 

did not want to disclose their personal experiences since they are in the asylum 

process(119,172–174).  

 

3.3.9 Discrimination  

Discrimination is a global behavior against people based on their gender, 

nationality, religion or ethnicity(175). Several studies suggested that feeling 

accepted in the settled country makes a positive impact on the refugees’ mental 

health and quality of life(61,100,142). For example,  a cross sectional study in 

Austria showed a positive correlation between discrimination stressors and mental 

disorders(89). Similar results were concluded in studies done in 

Sweden(120,141), Austria(89), Germany(176) and Italy(122).  

Furthermore, another study among refugees with PTSD showed higher percentage 

(71%) of discrimination compared to the other refugees who did not suffer from 

PTSD (27%)(177). In addition, a systematic review in six Western European 

countries considered feelings of discrimination as one of the barriers for mental 

health services and support(57). However, all the mentioned discrimination 

factors are correlated with other factors such as gender, living environment, 

employment and residency status in the host country(62,120,122,176,177). 

Even though all refugees are considered as a vulnerable group and face 

discrimination from the host community, there are some groups who are more 

vulnerable than these refugees such as lesbian, gay, bisexual, transgender, queer 

and intersex (LGBTQI+). A systematic review of 21 studies among over 200 

LGBTQI+ refugees in Europe mentioned discrimination and different types of 

violence as their main pre and post migration stressors in addition to several other 

mental health difficulties such as mistrust, fear, anxiety, grief and suicidal 

thoughts. This discrimination happens from other refugees from their origin or 

from European people such as asylum professionals or neighbors(178). In 

addition, a study on LGBTQI+ refugees in Germany showed that they experienced 

higher discrimination in the post migration phase in comparison to the pre 

migration phase. This can  worsen their mental health conditions as they reject 

their identity and it also complicates their   integration in the new 

community(179).  

To sum up, the community factors that influenced mental health seems to be 

linked mainly to the community integration factor and gender norms. Poor 

community integration leads to other factors like discrimination, violence, poor 
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living conditions, unemployment, low educational level, low MHPSS utilization and 

poor language skills. Language skills can be considered as a barrier to factors such 

as unemployment, low educational level or low MHPSS utilization. Gender is also 

an influential factor that impacts other factors such as gender inequities, violence, 

and discrimination.  

 

3.4 Societal Factors: 
This part of the results emphasizes the process of asylum application, negative 

life events and poverty linking them to the mental health of refugees and asylum 

seekers. 

  

3.4.1 The asylum policies  

The asylum procedures, interviews, progress and the waiting time all have an 

impact on refugees' mental health. Several research papers considered asylum 

procedures as one of the post migration stressors since asylum seekers wait for a 

minimum of six months and stay up to years for the outcome of their claims with 

movement restriction(88,91,142). In addition, they do not have access to the 

labor market, education, and are away from their family and friends. All these 

factors will have an impact on refugees' life and their mental health(21). A study 

in Denmark correlated the longer period of asylum waiting to fewer chances of 

employment in 3.2% for each year(180).   

Georgiadou et al mentioned the asylum duration as one of the factors for mental 

disorders(88). Another study in Germany among traumatized asylum seekers the 

impact of interviews showed a significant decrease in post-traumatic avoidance 

factors and increase in intrusions(181). Furthermore, the poor living conditions 

inside the detention centers such as shared rooms with strangers made a negative 

impact on the mental health. A study in Malta mentioned 80% of decline among 

asylum's mental health residents after arriving to the detention center and these 

results differ from center to another according to the conditions in the centers(73). 

It is to be noted, all these factors are differed from country to another according 

to the available system and policies in each European country(142). 

Furthermore, the Dublin claim make a negative impact on asylum integration by 

delaying the procedures and creating the feeling of unacceptance from the 

selected country(21,182). In some cases, refugees will choose another country to 

apply for asylum so as to unite with family members or to avoid racism or to be 

close to relatives, but their application will be rejected from the Dublin claim. As 

a result, the person will return to the entry country or will be hidden in the 

preferred country afraid of police professionals, thereby being excluded from the 

ability to work, study, or integrate in the community(182).  

Another factor to be taken into consider is the integration policy itself which makes 

an impact on mental health of refugees as different EU countries follow different 
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integration policies. The inclusive model gives citizenship  on the basis of  

residence or at birth and it is multicultural, whereas the assimilation model gives 

residency by adhesion to republication values and restricts the cultural 

acceptance, and the exclusionist model gives residency by ancestry with few 

integration abilities(183). Research shows lower mental wellbeing for refugees 

living in exclusion integration policies and better in inclusion integration 

policies(136,183).   

 

3.4.2 Negative life events 

All refugees and asylum seekers experienced negative life events; however, there 

are some refugees who experience additional traumatic life events after arriving 

to the host country such as homelessness, human trafficking, unfair asylum 

procedures, actual death, sexual violence or financial difficulties (119). A study 

among over 200 refugee women who had survived human trafficking showed 

severe PTSD symptoms. Furthermore, the longer the trafficking time the higher 

the symptoms(184). A study among 223 refugees and asylum seekers in Belgium 

and The Netherlands showed almost 57% of the participants had experienced 

sexual violence after arriving to Europe. Moreover, the majority of this violence is 

from partners or asylum professionals(103).  

A longitudinal study of refugees in Germany compared PTSD, depression and 

anxiety symptoms in 6-12 months period for people who had been exposed to 

new stressful events after resettlement in Germany compared to another group. 

The results showed a significant increase in the mental disorders of people who 

had new stressful life events compared to the other refugees' group who had not 

(130). The same results were concluded from 385 asylum seekers in 15 supported 

centers in Italy(185).  

 

3.4.3 Poverty 

Poverty among the HIC refers to the inability of the family to secure 

accommodation and other basic materials such as food and clothes(186). It is also 

considered as one of the outcomes of forced migration for asylum seekers and 

refugees around the world(142,186). Regardless of the refugees' socioeconomic 

status back home, they will often leave most of their properties such as 

businesses, houses, savings and even their certificates and official papers. For 

these reasons they will not be able to find jobs or get back their stipend for living. 

Thus, many of the refugees and asylum seekers stay in poor situation for 

years(142,186). 

Unfortunately, refugees' socioeconomic conditions are strongly related to the 

asylum policies in the European countries, while these policies itself are considered 

as "poverty producing machines" to reduce the future asylum claims(187). Such 

policies are staying in the refugees centers without the right to work during the 

asylum application process  and receiving only a low financial support 
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rate(186,188). Thus, poor refugees' households usually depend on welfare or 

social networks to cover their  necessities(186). 

Poverty is placed in a vicious cycle in the mental health, as it can be a factor or a 

consequence of the psychosocial state of people(189) as the development of the 

mental health for individuals is shaped by social, environmental and economic 

conditions(189). From a psychiatric treatment perspective, financial issues are 

considered as one of the two main postmigration stressors besides family 

separation(190). A study among minor groups in Berlin linked the low 

socioeconomic status with poor mental health(191). Another study among 

refugees in Sweden indicated poverty as one of their post migration stressors in 

addition to the feeling of isolation, discrimination and family separation(91). Bogic 

et al’s study correlated the same results that is poverty with depression, anxiety 

and PTSD(60). Hynie's critical review showed the relationship between income, 

residency status, access to education and employment as all factors that make an 

impact on refugees' mental health(142). 

To sum up, the asylum policies seem to be a predominant factor influencing mental 

health of refugees as well as they play an important role in increasing poverty. As 

asylum policies are long and complicated procedures, they restrict asylum seekers 

to work or study before accepting their claims. These policies and procedures could 

lead to unfair asylum results and impact other factor because if the claim is 

rejected then this will impact other factors such as community integration which 

in turn be a barrier to the labor market and may lead to poverty.  
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Chapter 4: Existing Programs and Best Practices  
 

It can be seen from what was mentioned before that refugees come to western 

countries in diverse groups with higher incidence of mental 

disorders(88,141,177,192). Different groups of refugees have different needs that 

range from prevention, promotion or treatment. Even HICs find difficulties in 

covering all these needs of refugees(57,157). The WHO Regional Office for Europe 

describe four areas for interventions based on evidence-based and success stories. 

These interventions start with social integration covering all the basic needs such 

as food, housing, residency status, and occupation for all arrived asylum seekers. 

In addition, it takes into consideration the social activities for migrants and 

refugees such as sports, clubs or  school activities for children(51).This is similar 

to UNHCR’s recommendation for the host countries. As UNHCR recommended  

integrating MHPSS into the whole government's system through a variety of 

sectors such as health, education, social affairs and employment to ensure of the 

communities’ participation with the host community and refugees for better 

accessibility, acceptability and sustainability of the services(193).  

The second area is to overcome mental health utilization barriers by providing 

services tailored to the refugees’ needs by taking into consideration the fear of 

discrimination and the cultural contexts of refugees' communities.  

The third one is to facilitate full benefit of the services after reaching the healthcare 

providers by overcoming barriers such as the language barrier, maintaining 

confidentiality and meeting expectations. The fourth is to treat refugees and 

asylum seekers with severe mental disorders. As many refugees have been 

exposed to trauma and developed mental disorders, many have resilient skills that 

can support them in the social integration(51).  

A literature review for the best practices was done based on searching for all the 

outlined factors as the socioecological framework. The programs below are some 

evidenced-based programs that show positive impact on mental health for 

refugees and asylum seekers in different high-income countries and similar to 

Western Europe contexts. Nevertheless, the researcher did not find published 

sources for the best practices for all the defined factors. Herewith are some of 

best practice' examples linked to one or more post migration factors. 

  

4.1 Peer monitoring Programs 
Peer monitoring is group of two or more individuals who act as peers and one is a 

monitor to enhance personal development, capacity building and success. Studies 

in Australia show the positive impact of these programs among female refugees 

to gain more confidence, social networking, finding jobs, and educational 

opportunities and reducing poverty. In addition, it added noticeable impact of 
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gender empowering and changing the gender norms which are known contributors 

to mental health and wellbeing(194,195).  

 

4.2 m-Integration  
Mobile aided integration through artificial intelligence (AI) have supported 

refugees' a lot by developing apps to support communication, translation, 

mapping, learning, banking and government services(196). A study among 

asylum seekers and refugees in Greece searched for the impact of using mobile 

integration (m-Integration) applications for the community integration and better 

mental health. The results found positive impact on social integration by learning 

the language, better accessibility to health services and improvement in the 

mental health status. The language support is associated with 4% increase in the 

community integration and 0.8% in better health outcomes. Furthermore, AI helps 

by professionally teaching the language through translation and pronunciation as 

well as it presents the health conditions and symptoms according to the user’s 

needs; hence, all these lead to better mental wellbeing(196). 

   

4.3 Self-Help Plus   
WHO established mental health interventional programs that are specifically for 

prevention or promotion as well as for treatment refugees'. Such a program that 

is for prevention is Self-Help Plus (SH+) which is a stress management package 

to cope with life adversity such as poverty, violence, conflict and forced 

migration(197,198). SH+ consists of five audio recorded sessions and an 

illustrated book to teach the skills to 20-30 persons by non-specialist facilitator. 

Thus, it can be considered as a base for a specific mental health 

intervention(197,198). 

Several randomized control trails (RCT) found SH+ to be a psychological support 

for preventing disorders. As the concept of the program is to cope with difficult 

thoughts through mindfulness approaches without letting negative feelings 

dominate(197,198). A pilot RCT among 65 female refugees in Uganda to measure 

the effect of SH+ identified positive changes in their psychological distress, 

flexibility and depression after the intervention(199).  

Nevertheless, another RCT among 459 refugees in five Western European 

countries showed significant difference after two weeks of SH+ follow up but no 

difference after six months follows up. The researchers connected this result to 

the lack of practice of the skills among the participants or the lack of participants' 

blindness in the trail. However, the study mentioned several limitations such as 

the sample size, group heterogenicity, exclusion criteria, losing of follow up and 

the study duration. Thus, the participants suggest for other RCT for SH+(200).  
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4.4 Program Management Plus 
Furthermore, Program Management Plus (PM+) was established for refugees 

suffering from common mental disorders such as depression, anxiety and 

stress(201). It is based on cognitive behavior therapy and problem-solving 

therapy strategies through sessions from non-specialist facilitator(156,201). It is 

feasible, efficient, community acceptable and showed positive impact on the 

participants' mental health(156,201).  

RCTs was done among Syrian refugees in the middle east and The Netherlands 

with mental distress symptoms. The trial showed improvement and effectiveness 

among participants' mental health which support the individual PM+(156,202). 

These results correlated with Switzerland’s RCT(203). Another study concluded 

similar results about the effectiveness of PM+ for group treatment instead of 

individuals. However, all these results consider the importance of cultural 

adaptation and the consideration of "mental disorders stigma" among the group 

participants(204). 

 

4.5 Sports clubs  
There is no doubt that sports have been associated with positive physical and 

mental health for people and for refugees as they specifically increase the feeling 

of community engagement and integration. In sports, different cultural groups -

both from refugees and host community- can play together with limited verbal 

communication. Research on sports clubs concluded that the impact among 

refugees for learning the new language, social networking and raising self-

confidence came as a result of the feeling of achievements. The benefit is salient 

among refugees groups who suffer from mental disorders or  social isolation due 

to discrimination, gender norms or poverty(205,206).  

A study of the impact of a tennis club on the refugees' community integration 

found its positive impact on the integration but it should be conducted in safe 

space and be focused on having fun rather than learning skills(206).   

Another study on sports clubs in similar European context in Australia identified 

the benefits and the barriers of these clubs among refugee minors. The barriers 

were linked to membership and transportation cost and gender norms for girls' 

participation. The sport club benefits were usually linked to the physical and 

mental health of the participants such as self-esteem, leadership and feeling of 

success. Furthermore, the sport club for children was integrated in school activities 

which make teachers give additional support to children who are isolated through 

extra hours coaching. In addition to other successful parts, such activities opened 

the doors for refugee minors for international scholarships and opportunities(205). 
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Chapter 5: Discussion 

 

5.0 Overview of findings  

As discussed under the results section, this literature review identified various 

individual, relationship, community and societal post migration factors affecting 

mental health of refugees and asylum seekers in Western Europe. The review 

results for the lessons and good practices revealed some points of attention that 

can be taken into account when developing new programs/ reviewing mental 

health programs for improving the mental health of the refugees and asylum 

seekers in western European countries; thus, this paper can make evidence – 

based recommendations. 

 

5.1 Individual factors 
In this thesis, the most important factors affecting mental health among refugees 

are minor age and absence of the partner. Refugee minors are a vulnerable group 

in the post migration context compared to the adult refugees. specifically, minors 

aged 16-18 years have more mental distress compared to the younger minors 

(less than 16 years old). Minors in this age have concerns about their future life 

as refugees and their available opportunities for getting good education, 

occupation and a stable life.  

The other factor at the individual level that has a negative effect on the mental 

health and quality of life is the absence of the partner. The partner is known to 

provide the love, support, safety and appreciation to deal with post migration 

stressors. These results are similar to the results among refugees in Turkey(207) 

and Jordan(84). Those factors are also interlinked with the other outlined layers 

such as IPV and social network. As in some cases, the partner's presence could 

cause violence to the victim which will deteriorate the victim's mental health 

status. Also, people in young age are affected from poor social networking. 

 

5.2 Relationship factors 
Most of the evidence reported positive and negative effect of the relationship 

factors on the mental health of refuges in the post migration settings. Despite 

suffering from severe trauma or mental illness, refugees who are united with their 

families showed lower incidence of mental disorders in comparison with refugees 

who are away from their nuclear family. Worrying about family and the inability 

to reunite with them is the most mentioned post migration factor as the case of 

the Iraqi torture survivors in Germany indicated (112). Same results were also 

found in a study among Iraqi refugees in Australia(208).  
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On the other hand, relationship factors could cause a negative impact on the 

mental health if the partner is a victim of violence. These results are similar to 

other two studies done in Jordan(84) and the United states(209). It is to be noted 

that IPV cases are usually low in reporting due to fear of disclosure or because of 

cultural beliefs which may lead to continuation of the violence. However, the 

findings link IPV to community factors for the importance of women empowerment 

and gender equity. Furthermore, as concluded from papers that some of the 

violence cases are outcomes of the assailant’s underlining mental health issues 

such as pervious traumatic experience. This leads to the conclusion that the 

assailant and the victim are both in need for MHPSS. The  same conclusion was 

found in other research in Switzerland(210). 

Social networking with people from the same cultural background or from the new 

country has a positive impact on the refugees’ mental health of all ages. 

Nevertheless, loneliness and poor social network have been linked directly to 

mental health difficulties. Furthermore, social networking is also linked to other 

relationship and community migration factors such as community integration, 

discrimination from the host country and refugees' society or loss of close person. 

 

5.3 Community factors 

It seems that community integration and gender norms from home country are 

predominant factors behind mental health among refugees and influence all the 

other community factors. The residency status plays a crucial role in all the other 

community factors, as getting a stable residency status will make an impact on 

having good housing conditions; on the other hand, waiting for asylum outcome 

leads to staying months or even years homeless or in poor living conditions which 

may lead to negative impact on the mental health of the asylum seekers and 

refugees. These findings are also similar to the findings from Greece(49) and 

Turkey(211).  

Moreover, according to findings, poor language skills are a consequence and a 

factor that affect community integration and have been linked to people who have 

more post migration stressors. Nevertheless, individuals who have poor language 

skills and find difficulties in learning the culture cannot create new network, or 

access the MHPSS services and fail to find a job, or educational opportunities and 

all these make an impact on their mental condition.  

Moreover, another important factor that cannot be neglected is the occupational 

status of the refugees after arriving in Europe. Findings correlated good 

occupational level with better mental health for refugees but Sengoelge et al’s 

paper concluded the opposite on the buffering effect. Many qualified refugees 

cannot integrate in the labor market because they cannot prove their papers' 

validity in the host country leading them to work in low status jobs or making 

them unable to find a job which may increase poverty and make a negative impact 

on their mental health as well as make them feel unwelcomed by the host country. 



33 
 

These results are also present among refugees in Canada(212) and 

Australia(213).  

Another factor is all kinds of violence and discrimination that refugees face in 

general and the vulnerable groups face in particular. Such vulnerable groups are 

women, URMs, and LGBTQ+ groups who are affected by the host community and 

the refugees' communities too. The negative impact of these factors among 

asylum and refugees is as deep as the violence they face in the pre and during 

migration phases and can lead to slow their integration process, especially if this 

incidence was from asylum professionals who should be considered as trusted 

people who should provide safety and security. Another point to consider is the 

over-consideration of these groups in comparison to the other refugees which 

could also create more violence and discrimination against them instead of 

supporting them. These results were also found among refugees in Canada(212).  

Both men and women are affected by the post migration factors and in need for 

MHPSS. However, the majority of the studies relate the higher need of women for 

MHPSS to gender discrimination. The findings showed a higher incidence of 

depression and PTSD among women compared to men especially if they were 

victims of GBV such as rape. These results are similar to results from refugees in 

Turkey(214) and Canada(215). In addition, the rejection and stigma that women 

may face from her own community after the violence makes her more vulnerable 

and in need for support from the host country.  

These community findings are significant in tackling the post migration factors for 

refugees in Western Europe by emphasizing the need for women empowerment 

as crucial to improving the mental health of refugees. This can happen by 

developing the woman’s self-autonomy to help her make all life decisions as well 

as by raising her knowledge about her rights in the new community. Also, there 

is a need to make vulnerable groups such as women or any person who has faced 

or continues to suffer in unfair life situations in Europe aware of how and where 

to report such cases.    

All these community findings highlight the needs for community-based 

interventions programs aiming to strengthen community integration starting from 

language classes for accessibly to the labor market, and school and mental health 

services. Programs such as m-Integration- should also be easily accessed and 

used –by taking in consideration the cultural and economic barriers. In addition to 

the implementation of community engagement program by the host community 

and refugees to minimize the discrimination and increase cultural acceptability, 

integrating students in schools as well as in the sports clubs showed positive 

impact of community integration and mental health in the long term.  
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5.4 Society factors 

This review findings reveal the impact of several post migration factors such as 

policies and how they affect the mental health of refugees and asylum seekers in 

western Europe. The importance of fair asylum policies and asylum rights to get 

citizenship cannot be neglected. The findings show the impact of asylum policies 

and their impact on acceptance of the asylum claim which influence getting 

residency and integration into the community. The community integration is 

framed from policies that involve the individual and public efforts for learning the 

language and culture as well as providing secure situation, good housing 

conditions, occupational opportunities and support for building new social life.  

Also, one of the key interlinked post migration factors for refugees are the 

negative life events such as human trafficking, homelessness and unfair asylum 

procedures. Many of these events affect negatively on the mental health of the 

refugees and are linked to other relationship, community or personal factors. Also, 

such events make the asylum process and interviews hard to be followed due to 

the inability to concentrate and provide documented evidence which cause unfair 

asylum decisions and worsen the mental health of these vulnerable refugees. 

In addition to the impact of the Dublin claim that restricts the rights of the asylum 

seekers based on their mode of arriving to Europe without considering their 

asylum profile there is also the asylum process based on the Dublin policy which 

requires. asylums seekers to apply again and again while at the same time living 

in poor conditions and having restrictions on all life activities including education, 

employment and traveling ability. Such policies purposely put refugees in poor 

situation as a pushing mechanism for future asylum claims. All these policies do 

not consider the mental health of the refugees and the ones who are negatively 

affected by them more are the ones who are in need for MHPSS. To effectively 

improve the mental health of asylum seekers and refugees, it becomes necessary 

that policy makers improve the asylum policies and rules and consider asylum 

rights and human needs.  

All these policy findings highlight the needs for improving the rules and regulations 

for the refugees in Europe. These improvements should cover the integration 

policies that cover the residency status, the validity of refugees' documents, and 

the language fluency. They also raise ethical questions regarding asylum and 

refugees' rights and dignity in the asylum centers and the host country. Taking 

into consideration the pre and during migration factors that led the refugees to 

bear all the suffering to get accepted in the new community, there is a need to 

reconsider such policies.    
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5.5 Best practices  

As mentioned in the findings of the refugees' groups and different needs of the 

refugees in Europe, all human basic needs should be covered for all asylum 

seekers and refugees after arriving. Such needs start from protection, safety, 

shelter, food, water and sanitation. Poor community integration and gender 

norms, in addition to individual and relationship factors like minor age, absence 

of partner, traumatic life event, IPV, family separation and poor social network all 

are considered as post migration factors that are linked to poor mental health 

among refugees. Furthermore, the appraisal of the analyzed best practices and 

factors showed that using peer-monitoring, m-Integration and social activities 

such as sports club make an impact on refugees' integration in the community 

and are considered as coping solution for the above-mentioned individual, 

relationship and community factors. However, the literature review had challenges 

to find best practices for all the factors specifically for gender norms, 

discrimination, health seeking behavior and labor market integration pointed to 

the needs for future programs and interventions for all the summarized factors. 

In addition to the other practices and interventions for mental health prevention 

and promotion or for the treatment of people who already suffer from mental 

health such as SH+ and PM+, these community programs showed positive impact 

for the support of the refugees and asylum seekers who are in need for MHPSS 

and can be implemented in asylum centers. These programs should be tailored by 

taking into consideration the context of the refugees' communities and should be 

easy to be reached by asylum seekers and refugees after arriving.  

Also, the impact of the integration policies on the mental wellbeing of the refugees 

and asylum seekers in Europe should not be neglected as they are a critical point 

to improve their mental health. The inclusive model has better impact on the 

mental health and life satisfaction in comparison to the exclusion and the 

assimilation models. Policy makers should take into consideration all of these 

policies as a human right need for refugees and asylum seekers.  

 

5.6 Review Limitation 

The limitation of this review is the diverse factors and the confounding factors 

influencing mental health in general and the finding of this study. Furthermore, 

the limitation is also related to the limited articles that linked mental health in the 

post migration context of different refugees and asylum seekers groups in all the 

selected EU member states. In addition, the variations in the socioeconomic levels 

among different EU member states which lead to different services, integration 

policies and different cultural and community acceptance acts as a limitation to 

this review. These limitations make it hard to tailor specific analysis and 

recommendations specifically for different refugees' groups and different 

countries. Thus, this paper included papers from Western European countries as 

it is similar in social and economic situation. 
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Another limitation is the under reporting of many factors relating to the gender 

norms such as GBV and IPV or even the general mental health factors like mental 

health stigma. Also, many of the identified factors are not clearly linked to the 

post migration phase only and can be linked to life prior migration and during 

migration, and for some studies this is unclear. Moreover, the appraisal is based 

on the information extracted from the available literature and many factors were 

not fully reported which could constitute a high risk of reporting bias in the 

findings. In addition, due to regional and cultural disparities, the results might not 

be transferable to all Western European contexts. 

The socio-ecological model is used to organize the findings in this review. The 

model uses the best approach to get the best result for the target people, like 

refugees and asylum seekers. It is relevant because it identifies various factors 

and cofactors affecting mental health of refugees or any group of people and links 

the factors at different levels. However, the application of this model seems to be 

for a homogenous group who have similar cultural contexts and not for a 

heterogenous group with several contextual differences as the case of refugees in 

this paper. Thus, some factors are under-presented and could be presented better 

like community integration and discrimination. 
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Chapter 6: Conclusion and Recommendation  

 

This review concludes that factors affecting mental health of refugees and asylum 

seekers in Western Europe cross all levels of the socioecological model such as 

unfair and complicated asylum policies, presence of gender norms, and poor 

community integration. Mental health and community integration activities are 

inadequate, unacceptable or inaccessible. These factors influence the living 

conditions and language skills, which impact the inaccessibility of MHPSS, getting 

employment and education opportunities that are linked to poverty. Thus, there 

must be multi-layered intersectoral interventions involving all the socioecological 

levels for better public health status considering the refugees who are already in 

need for specialized mental health response.  

Refugees become more vulnerable if they have personal and relationship factors 

such as being a minor, not having a partner or family, having negative life events 

or experiencing IPV. Gender norms should be considered for their impact on 

violence or discrimination. Thus, it is crucial to overcome these factors by gender 

empowerment and different social activities such as peer monitoring programs 

and sports clubs tailored to different refugees' groups. Furthermore, the literature 

review showed a gap in the available programs that tackled all the included 

factors. Thus, awareness raising and innovative community programs for these 

factors will make good impact on refugees' mental health and wellbeing. 

Asylum polices and the Dublin claim impacted the asylum acceptance, getting 

residency and community integration especially for those who suffer from mental 

health or faced undesirable life events. Hence, for better mental health, there is a 

need for a reconsideration of the integration policies in each country and the 

implementation of polices for asylum claims' acceptance. In addition, considering 

the benefits of SH+ and PM+ as successful programs and practices to improve the 

mental health of the refugees and asylum seekers, they can be used in Western 

Europe while taking into consideration the different socioecological layers in the 

framework as evident from previously implemented projects within the refugees' 

communities. These results can be implemented to improve the mental health of 

refugees in the post migration context in Europe and the following are some 

recommendations.  
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6.1 Recommendation  
 

Policy 

- CEAS and governmental offices for asylum and refugees in Western Europe 

countries can improve the asylum and migration policies for better 

community integration and better public health conditions for refugees. 

These policies cover the acceptance of asylum claims, accessibility to the 

labor market and education, accommodation and family reunion, Hence, all 

these points will participate in improving the refugees' mental health 

conditions.  

- Governmental offices for asylums and refugees in Western Europe countries 

should facilitate the labor market integration of the refugees by facilitating 

policies for refugees' documents and accreditations for the long-term 

benefit on mental health of refugees and poverty prevention.  

- The Agencies for the Reception of Asylum Seekers and Refugees in Western 

Europe countries should ensure protection of human rights, and dignity 

among asylum seekers and refugees as well as raise the awareness of 

asylum seekers and refugees' rights among the asylum community and the 

asylum professionals in the centers, borders and governmental offices. 

- Asylum professionals in the asylum centers should give more consideration 

and improve the current rules by taking into consideration the special needs 

of asylum seekers who are minors, or already suffer from negative life 

events or mental illness during the asylum procedures and interviews so as 

not to worsen their mental health and lose the trust of these vulnerable 

groups as these groups need to be treated with empathy during the whole 

process. 

 

Interventions  

Governmental offices for asylum and refugees should ensure that all refugees and 

asylum seekers have access to different services and activities by considering all 

the possible factors: 

• Community-based integration programs are adapted to different groups' 

needs, time and contexts to facilitate the integration process in the 

community through learning the language for occupational and educational 

improvement as well as for the accessibility to mental health services while 

taking into consideration the special needs of the vulnerable groups, such 

as homosexuals and women.  

• Community-based gender and women empowerment project, awareness 

raising of human rights, and reporting any violence or discrimination 

incidences in safe way to ensure better mental health for all people by 

taking into consideration the community’s acceptance and the cultural 
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sensitivity of gender topics, without over consideration them to avoid 

sensitivities and more discrimination. 

• Awareness raising among the refugees and the host community and the 

advocacy of the labor market integration of the refugees to reduce the 

socioeconomic inequity between refugees and the host community to 

ensure better community integration and mental health wellbeing.  

Governmental offices for asylum and refugees and ministry of health offices in the 

Western European countries should ensure that all refugees and asylum seekers 

have access to mental health programs and utilize these programs which are 

adapted to different groups' needs, time and contexts for improving their mental 

health, prevention of mental illness as well as treatment or first aid support for 

refugees and asylum seekers in Europe while  taking into consideration the special 

needs of the vulnerable groups such as minors, LGBTIQ+ and women. 

 

Research 

- Governmental offices for asylums and refugees in Western Europe countries 

should evaluate the present community integration programs and activities 

(including language classes, labor market integration, school integration 

and the other community-based activities) for their impact for better 

community integration and mental wellbeing by doing comprehensive 

multisectoral research taking into consideration the different socioecological 

levels. 

- Governmental offices for asylums and refugees in Western Europe countries 

should do multisectoral research on gender issues related to the refugees 

in the post migration contexts such as GBV, human trafficking, forced 

marriage and IPV cases in order to provide protection and security for these 

victims taking into consideration the safety of the participants and victims.  

- There is a need from the governmental offices for asylums and refugees in 

Western Europe, ministries of health, refugees international and national 

NGOs to make more efforts to identify the individual, relationship 

community and social factors that affect the mental health of refugees in 

the post migration context in Western Europe, in order to develop 

approaches appropriately adapted to their different cultural contexts and 

needs. 
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