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Chapter 56 

Specialist services: practice 

Sverre Varvin 

Overview of mental health and quality of life for asylum-seekers and refugees 

Refugees flee from war, persecution, imprisonment and torture. Many refugees have 

suffered adverse and complex traumatic experiences in their countries of origin, extending 

through childhood, adolescence and in adulthood, that may contribute to increasing the 

severity of mental health symptoms (1). In addition, adverse experiences during flight and 

challenges in the exile country add to their burden.  

A broad range of stressful events across the lifespan impact refugees’ mental health directly 

and indirectly (2) (family violence, near-death experiences, seeing close ones be maltreated 

or killed, torture, rape and so forth (3)). Several studies on refugee populations document 

high levels of mental health problems, e.g. post-traumatic stress disorder (PTSD), anxiety 

disorders, depressions, somatising disorders and psychotic disorders (1, 4-8). There are, 

however, significant variations in findings. Prevalence in different populations has varied in 

different researches: depression: 16-81%, anxiety disorders: 17-90%, PTSD: 10-90%, (9). 

These differences are, among others, related to methodological problems and differences in 

target groups. High prevalence of mental health problems has been found in asylum centres 

(10) and also among specific groups, such as unaccompanied minors (11-13).

Research indicates that as much as 12 to 34 percent of refugees have posttraumatic stress

disorder (PTSD), often comorbid with depression (3, 6). There is uncertainty regarding

frequencies due to variance in methodology and groups researched on. Long term outcome

research indicates that at least around 20 percent may suffer chronic conditions (14). The

extent of symptoms and problems of living have severe consequences for the refugees’

wellbeing and capacity to function (15, 16). Most traumatized refugees go untreated for

longer time and even with no treatment at all (17). An increasing number of clinical studies

on treatment and intervention are, however, now being reported.
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          Traumatisation may disturb personality functions such as cognitive, relational, affect- 

and somatic regulation, causing problems in everyday functioning (18-22).   

Traumatised refugees may suffer from complex conditions with multi-layered 

aetiology and difficult social situations (poverty, poor housing, lack of support; low quality of 

life (1)). Families are affected when a member is traumatized, and there are possibilities for 

transgenerational problems such as insufficient early care taking and traumatisation of 

children (23-29). Having a traumatised family member may cause severe suffering for spouse 

and children due to the traumatised person instability in close relationships with withdrawal, 

outbursts of anger and sometime violence. This may lead to breakdown of the family. We 

have shown in research on children of traumatised refugees that children often spend more 

time with the sicker parents as the healthier need to spend much time at work. These 

children then have a severe task coping with a sick parent, which may interfere with school 

work and ability to be with peers (30). We have also shown that these families may live for 

years after traumatisation without adequate treatment (1). The fact that early 

traumatisation may increase the possibility of developing posttraumatic and other disorders 

after adult traumatisation (31), and be part of the aetiology in other conditions (i.e. 

borderline personality disorders (21), eating-disorders (32), dissociative disorders (33), and 

somatization disorders (34), underlines the need for early interventions also with preventive 

goals.  

The picture is complex; refugees may have several symptoms and personality 

problems in addition to a difficult family situation and a precarious social situation due to a 

stressful acculturation process. The overall picture is, however, characterized by high level of 

coping and resilience (35-37) to a large depending on contextual factors (38).  

The overall situation for refugees during flight has worsened significantly in recent 

years (39). The walls around Europe and other western countries has become higher and 

more brutal. Many refugees1 live in camps or detention around/outside western countries in 

centres with extreme lack of most: food, health services, schooling, protection. Australia is 

an extreme example of dehumanising treatment of refugees (40, 41). Well-known is the 

deadly boat traffic across Mediterranean to Italy and to the Greek islands. There are 

worrying reports of maltreatment, torture, abduction, trafficking along the route  (42). The 

 
1 I use the term refugee here as designating those who have fled and are on their way or have arrived 
in potential host country but asylum seeker when the context demands it. 
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mental health status of refugees in non-western countries seems serious. In one cross-

sectional study the frequency of PTSD was 33.5%, and the probability rose to  71%, if they 

had the following features: with female gender; being diagnosed with psychiatric disorder in 

the past; having a family history of psychiatric disorder; and experiencing 2 or more traumas 

(43). Other studies show the same tendency (44-47). 

It is now reasonable evidence that refugees during flight, in temporary stay in 

different countries’ refugee camps and upon arrival in host countries, may have multitude 

problems regarding mental and somatic health, social adjustment and acculturation. The 

increasing xenophobic attitudes and the harsh rejection/return politics existing especially in 

western countries, makes the situation qualitatively different from what we for example saw 

when refugees arrived from the Balkan wars. Millions of people now live in more or less 

adequately equipped refugee facilities throughout the world. 

Ours and others research has shown that there is a significant group that have long-

standing mental health disabilities (48-50). Many refugees go untreated when arriving in 

host countries (17). In a study in Norway we found that traumatised refugees came to 

treatment on an average around 11 years after arrival (51). Similar experience has been 

reported from other countries (52).  

There are strong indications that what happens after traumatization; during flight 

and upon arrival in a host country, may be decisive for future integration, and for their 

mental health and quality of life, especially for vulnerable groups like mothers with small 

children (37, 38, 53-56).  

 In this context organisation of reception centres, the degree of care for refugees and 

targeted interventions and treatment for vulnerable individuals and groups are crucial. 

 

What do asylum seekers/refugees need? 
 

There is a large potential for resilience, coping and positive development in the refugee as a 

whole. In order to survive, the refugees and migrants have to be pretty resilient both 

psychologically and physically. The situation for most who arrive is, however, characterized 

by uncertainty, lack of basic needs like safety and security, positivity and log waiting time for 

asylum procedures. An overriding need is stable, empathic relationships, especially with 

family and extended family.  
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Refugees are a diverse group, but what is common for all is that they have lost their home 

and need to build a home in exile. This is the same for families and for single refugees. For 

all, the family is in different ways at the centre for their concern. Thus homebuilding is 

maybe the primary task in exile (57, 58).  

Significant groups need early specified interventions, support and other interventions made 

by health workers not in specialist services. This concern for example; single mother with 

small children, pregnant women, tortured, elderly. 

There is thus a need for a comprehensive, well-planned approach at the different stages in 

the refugee journey. Specialist service should be involved directly or indirectly at all stages. 

The needs for care, support and health services will be different at different stages and 

different groups will have different needs so careful evaluation is needed as early as 

possible. There is generally a lack of coordinated and well-planned services both during and 

after flight. The situation is, however, quite varied in different countries.  

The following is an attempt to set up a list of health problems and service-needs for different 

groups of refugees at different stages in their refugee journey: 

During flight: 
 

Health problems: often extreme psychic stress and abuse leading to psychic 

conditions like posttraumatic conditions, depression, anxiety conditions, 

somatisation, and so forth. Family problems may appear or be aggravated. People 

under such stressful conditions will often supress symptoms and sufferings but long 

stay in for example provisional tent-camps may cause eruption of symptoms and 

cause extreme sufferings. Examples are refugees who stranded in bad tent- camps at 

the border to Macedonia and those who now are stranded in the over-crowded 

Moira camp in Lesvos, Greece.  

Action needed: Protection against abuse, torture, abduction. This concerns the 

general situation of refugees today where human-smuggler organisations has been 

left the task of “refugee transport” and is primarily a problem and a task for 

governmental and non-governmental organisations and international collaboration. 

More humanistic general policies in the refugee field is needed. It is important to 

underline that the human rights abuses involved and the dangers during flight 

involves great health risks. Here, people working in specialist services have a moral 
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responsibility to investigate the health risks involved and inform policy makers and 

the public. Physical as well as emotional torture, for example, seems to be not 

uncommon during flight (59). Treatment and preventive efforts during flight are 

needed but in an ongoing study of newly arrived refugees to Norway, the 

respondents reported that they seldom received any health care during flight (60). 

There are, however, important efforts several place. The “Mobile teams” in Serbia 

organised by IAN (International Net Work) in Belgrade is an outstanding example. 

Teams with doctor, nurse, psychologist and interpreter seek refugees at cross-border 

points, in parks and other places where they gather and offer medical and 

psychological services (61) 

 

In refugee camps and detention centres: 
 

Health problems: posttraumatic responses, depression, suicidal behavior, psychosis, 

family problems/pathology (43, 62-67). Today an increasing number of refugees are 

stuck in such camps (Lebanon, Jordan, Turkey, Greece, Italy, Serbia etc.). The 

conditions are as a rule damaging for health and abuse and traumatization happens. 

There is lack of provisions for basic needs and children are often not offered school. 

Despair and lack of hope may dominate. 

Action needed: comprehensive preventive programs, identifying vulnerable groups 

like single mothers and their children, interventions and program for unaccompanied 

minors, specific treatment programs for depression and posttraumatic conditions. 

Suicide prevention is an important but under-prioritized task in refugee camps and 

detention centres. Traumatised persons who stay under difficult conditions in such 

place seem to be particularly vulnerable in relation to suicide (66, 68) (see chapter 63 

by Vijayakumar et al in this volume).  

The situation varies a lot and some camps may have reasonable condition where 

refugees are offered possibility to be active and productive (Uganda) and others 

where the conditions are extremely inhumane and illness producing. The 

camps/detentions centres on Nauru outside Australia are example of the last (66, 

69). 

In asylum centres and detentions upon arrival 
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Health problems: The health problems are reasonably well documented although 

there is sparse research on refugees who arrived in connection with the recent 

refugee crisis. Most studies show high prevalence of most psychiatric conditions 

(PTSD, depression, somatisation, anxiety disorders and possibly psychosis (see for 

example (4, 10, 12, 44, 70, 71)). It is common experience that symptoms and psychic 

suffering may emerge when refugees arrive in a potential host country. Their 

conditions will be highly dependent on the conditions they are offered which more 

often than not may promote rather than prevent psychic illness. Family problems 

that have been held in check may now come to the fore. In unstable and less 

protected situations vulnerable groups may be exposed to danger and abuse, like 

unaccompanied women, unaccompanied minors etc. The stay in receptions centres 

are for most people characterised by unpredictability and insecurity. The process of 

asylum application and the waiting time for answers are regularly experienced as a 

kind of mental torture. Many describes this process as worse than anything they 

have experienced before (72). Suicidality seems to be an increasing problem (66). 

After having interviewed refugees at different asylum centres it is obvious that there 

are great differences in standard, accessibility to activity, health care and 

atmosphere of friendliness or the opposite (60). Most centres lack any systematic 

thinking on prevention of psychic disturbances, special interventions for vulnerable 

groups and there are as a rule difficult to get help from the specialist services for 

those in need.  

Actions needed: A comprehensive health examination is needed for all which 

also include a thorough psychiatric examination. In many countries including 

Norway, the main emphasis is on identification and management of infections 

such as tuberculosis which may present a health risk for the local population. 

There is a need for early detection of existing and emerging psychiatric 

conditions in order to prevent worsening of existing disorders or development 

of manifest psychiatric disorders. Vulnerable groups, like torture survivors, 

elderly with poor heath, young mothers with their children, must be identified 

and low-cost programs and interventions must be implemented with the 

support of specialist services. For example: in order to prevent maternal 

depression and development of early harm to attachment bonds for babies and 
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young children, a community-nurse may follow-up the mother-child dyad to 

ensure that attachment bonds develop and that both child and mother feel 

safe and help mother develop her mothering capacity. Suicide prevention must 

be a priority. Conditions that promote passivity must be counteracted by 

general interventions in order to promote resilience in the individuals, the 

families and groups. There must thus be a coordinated action between health 

workers (including specialist services), centre leaders, community managers 

and politicians to make the asylum entre a place to live and as far as possible, a 

place to thrive. An important example has been developed in Darmstadt, 

Germany. This first reception camp is named “Michaelisdorf” (the Michaelis 

Village) and offers refugees security and protection. The feeling of uprooting, 

loneliness and insecurity are actively counteracted. Therefore, everyday 

structures, contacts and relationships among the inhabitants are crucial: An 

initial feeling of community, of an initial arriving and belonging – like in a village 

– is promoted. As many studies have shown, this has an important effect on the 

refugees’ later willingness to integrate. The refugees arriving there are thus 

offered a way out of passivity and in connection with the many activities there, 

heath services directed by specialist services, are provided. Special treatment 

groups for severely traumatised are organised and interventions for vulnerable 

groups are offered. Importantly, the interventions are followed up in specialist 

psychiatric health service when refugees settle in the community.   (65) 

 

After resettlement 
 

Health problems: Refugees who have settled in their new country and achieved 

permission and documentation to stay (for shorter or longer periods) may 

encounter diverse health problems. The acculturation process implies many 

challenges and possibilities and there is a wide variety of destinies regarding 

the long-term process. There are risks for chronic development of already 

existing mental problems as well as possibilities for growth and healing. Many 

refugees go untreated even for serious posttraumatic and other conditions for 

a long time (17) with devastating consequences for the sick person and their 
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families and close ones. In one study we found that severely traumatised 

waited around 10 years before proper treatment were implemented (1). There 

is a high degree of comorbidity. Common mental health disorders for exiled 

persons are depression, PTSD, anxiety disorders, somatisation disorders and 

some develop permanent personality changes. There is high risk that second 

generation experience stress and possibly mental disorders due to the strain of 

having severely traumatised parents (27, 30, 73, 74). Unaccompanied minors is 

a vulnerable group with special needs (75) and elderly refugees may have high 

risk of developing mental disorders, although there is little research on this 

population (76). 

Action needed: Treatment and rehabilitation of refugees with posttraumatic 

and other condition is as a rule a complex and often long-lasting process. A 

coordinated teamwork is often necessary, and specialised methods for 

treatment and skills in using translators are also necessary. This work demands 

specialist competence in the treatment of posttraumatic conditions, in 

transcultural psychiatry and in the stresses and challenges of the acculturation 

process. In practice, however, much of the care and treatment for this group of 

patients is left to primary health care: GPs, psychiatric nurses, social workers 

and so forth. I will describe what I think is the best way of organising mental 

health care for refugees in this situation. 

 

Which place for specialized services for refugees 
 

Even though there is lack of research and information on refugees/asylum seekers mental 

health and needs, there is convincing evidence that many have substantial mental problems 

when they arrive.  

Ideally, there should not be a sharp distinction between specialized and non-specialized 

services. Health services for refugees should be organized as a chain where early 

intervention primarily should have preventive aim: prevention of development of mental 

disorders and prevention of worsening of already existing disorders. There is a need for 

research-based knowledge on vulnerable group, but already now, several can be identified: 

mothers with small children, tortured, elderly, unaccompanied minors. Targeted 
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interventions including specialized treatment for those who need it, should be organized as 

soon as possible. 

Specialized psychosocial professionals should be involved in this primary care, mainly as 

consultants. 

Further, general psychiatry should be scaled up to be able to treat traumatized and other 

seriously mentally ill refugees as there in most countries are not enough competent 

personnel. Special training for mental health professionals working in the refugee field is 

needed but this field must already be introduced in the basic training as doctors, 

psychologists, nurses etc.  

Specialized clinics seem to be a necessity both in order to treat the most severely 

traumatised and ill refugees but also to secure training and supervision of mental health 

workers in general psychiatry and professionals in primary care.  

We don’t have sufficient evidence for what is best practice at different levels of health 

services for asylum seekers and refugees and present research has not been able to 

elucidate factors contributing to the different, and often discouraging, treatment effects in 

this population.  

The knowledge we do have, however, on the importance of the first phase after refugees 

arrive in a new country, implies strongly that early interventions and development of a 

“pool” of best practices for caring for, rehabilitation and treating individuals and families in 

need is called for. There is a need for continuity in in intervention similar to what they 

attempt to achieve in “Michaelisdorf” in Germany. The dominant fragmentation and lack of 

coordination of services marks asylum seekers and refugees as an underprivileged group in 

the healthcare system and basic ideas on public health services needs to be revived also for 

this group. 

The major responsibility will probably continue to be in the primary health and social care 

system where much needed treatment and prevention can be done. The support from 

specialist health system is often lacking as was shown in our research (77) 

There are further barriers to health care access among refugees (78). People from various 

cultures are not well acquainted with western health care and also have difficulties in 

expressing their problems and needs in a way that can be heard and understood. 

Psychoeducational programs for this population may there be beneficial and help them to 

use available services adequately (79). On the other hand, there is often resistance in the 
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health care system, maybe especially in psychiatry against receiving patients from other 

cultures, who are traumatised and need interpreter (20). 

And ideal organisation of services may look like this: 

 

FIGURE 53.1 here 

 

In this model, the specialised mental health services for refugees and asylum seekers are 

based at the specialised centres or clinics. They provide specialised treatment and 

rehabilitation for asylum seekers and refugees, especially for the severely traumatised and 

their families, they supervise in the primary health sector and also, when possible, at 

asylum/reception centres. They will have training programs for this type of special mental 

health care. These centres/clinics will also be in close contact with the ordinary psychiatric 

service system and provide supervision and guidance. 

In many countries such specialised centres exist but they are mainly organised by private, 

ideal organisation and there is also often much voluntary work. These specialised centres 

need, however, to be integrated in the ordinary health care system and be publicly funded. 

 

What kind of treatment and rehabilitation is needed? 
 
Here I will concentrate on specialised psychiatric/psychological treatment for the more 

severely ill asylum seekers and refugees. Severely traumatized patients in general and even 

more so with refugees, have as a rule complex condition with multi-layered etiology. 

Families are affected and there is high frequency of transgenerational problems (27). The 

picture is complex; refugees seeking treatment may have several symptoms and personality 

problems in addition to a difficult family situation and a precarious social situation due to a 

stressful acculturation process. It is necessary to see their problems in its totally where 

psychotherapeutic treatment must be coordinated with any somatic treatment (for example 

for torture sequel), family interventions and different social care interventions, preferably 

performed in a team. 

An integrated, sequential response to refugees’ mental health problems should be resilience 

oriented, as continuous as possible and geared towards longstanding principles of social 

medicine: early detection, primary, secondary and tertiary prevention (80). 
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Psychotherapy (individual, family, group) is one important treatment modality for 

traumatised refugees. There are no medications that can target specifically posttraumatic 

symptoms, even though several are used for symptomatic relief, e.g. alfa-blocker for 

intrusions and antidepressants for depression are a rational choice provided the treatment is 

carefully followed up (which often is not the case). 

Several types of psychotherapy forms are offered with claim to be trauma-specific and 

effective for posttraumatic conditions, even though there are few studies demonstrating 

convincing effect for the traumatised refugee population. They are often used in treatment 

of traumatised refugees alone or in combinations with other treatment modalities, e.g. 

EMDR (81), cognitive therapy (82, 83), narrative exposure therapy.  

Taking into consideration the complex problems of many traumatised refugees there are 

good arguments for psychotherapies with a more holistic approach which takes 

development and personality functions into consideration and may well be more acceptable 

in other cultures. Narrative therapies have for example shown good results (84, 85). 

Psychodynamic therapies represent a holistic approach as they do not necessarily focus only 

on traumatic events, but take personality and development into consideration in a 

systematic way. There is also evidence for more lasting effects (see for example (86)). 

The trauma concept as formulated in kognitive inspired theories may be problematic. 

It is used with differen meanings; for an overwhelming event, for the reactions to an hurtful 

experience, as a diffuse reference to something disturbing in the mind, as a target for 

therapeutic interventions and so forth. The word trauma is a noun indicating something 

static inside the person’s mind and coheres with more mechanistic models of the mind as in 

the theory of structural dissociation (87). (For a critique of structural dissociation, see (88)). 

This approach represents a non-dynamic view and may obscure the understanding of the 

complicated reactions in the mind, body and in the capacity for social relations after 

traumatisation (89). These reactions after traumatisation includes both the frozen responses 

characteristic of posttraumatic states but also resilient reorganisations. What is seen in the 

aftermath of severe human rights abuses is a balance bewteen reorganisations and attempts 

at reparations, and tendencies toward more chronic development (for a personal description 

of this see (90)). 

There is thus arguments for more holistic approaches to traumatised refugees and in 

clincial practice eclectic approaches is often used. There is sparse research on what 
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determines outcome of these treatemtn (traumatic background, earlier, childhood 

traumatisation, social situation etc). This is now explored in an ongoing study in Norway (91). 

 

 

Summary 
 
Norway is now receiving a low number of asylum seekers, lower than in many years (around 

2700 in 2018). The same tendency is seen in most western countries. This is result of the 

closing of borders around and in the outskirts of Europe and an explicit governmental policy 

of rejection. The arguments advocated is difficulties in integrations, high costs and, 

resistance from organised anti-immigration groups, perceived dangers to the culture and 

cohesion of society. I will not discuss this debate her, only underline that anti-

immigrant/refugee sentiments and more or less open racism, may have profound effect on 

asylum seekers and refugees’  wellbeing, quality of life and even psychic health, as 

demonstrated in ours and others’ researches refugees  (60, 92). 

The situation is volatile, however, and can change suddenly. More refugees are now coming 

across the Mediterranean and the so-called deal with Turkey has not worked. It is reason to 

be prepared for new influx of refugees to western countries. In spite of this situation, many 

reception centres are now closed down and valuable expertise on receiving asylum seekers 

may be lost. 

Governments are often not good in creating a welcoming atmosphere for refugees. Huge 

efforts are now done to export people who have had their asylum application rejected out of 

the country. In addition, lot of resources are used to track down so-called false refugees, 

that is, people where there seem to have been given wrong information when they arrived. 

A recent case was a family who had lived in three generations in Norway, where all were 

supposed to lose their citizenship. 

Unaccompanied minors in many countries live with the threat of having to return to their 

country when they become 18 years old. 

There is thus a harsh climate for refugees in western countries. Governmental resources are 

to a large degree used for keeping foreigners out of the country.  

Specialised services suffer in this process. There is therefore a need that specialists advocate 

upgrading of these services both in professional area and in the public spheres.  
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