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Abhstract

Background. About 45.2 million people were displaced from their homes in 2012 due to persecu-
tion, political conflict, generalized violence and human rights violations. Refugees who endure
violence are at increased risk of developing chronic psychiatric disorders such as posttraumatic
stress disorder and major depression. The primary care visit may be the first opportunity to
detect the devastating psychological effects of trauma. Physicians and refugees have identified
communication harriers that inhibit discussions about mental health.

Objectives. In this study, refugees offer advice to physicians about how to assess the mental
health effects of trauma. _

Methods. Ethnocultural methodology informed 13 focus groups with 111 refugees from Burma,
Bhutan, Somali and Ethiopia. Refugees responded to guestions concerning how physicians should
ask about mental health in acceptable ways. Focus groups were recorded, transcribed and ana-
lyzed using thematic categorization informed by Spradley’s Developmental Research Sequence.
Results. Refugees recommended that physicians should take the time to make refugees com-
fortable, initiate direct conversatlons about mental health, inguire about the historical context of
symptoms and provide psychoeducation about mental health and healing.

Conclusions, Physicians may require specialized training to learn how to initiate conversations
about mental health and provide direct education and appropriate mental health referrals in a
brief medical appointment.To assist with making appropriate referrals, physicians may also ben-
efit from edueation about evidence-based practices for treating symptoms of refugee trauma.

Key words: Culture and disease/eross-cultural health issues, doctor-patient relationship, immigrant health, mentaf health,
primary care, trauma, )

Introduction

There were 45.2 million people displaced from their homes in
2012 due to persecution, political conflict, generalized violence
and human rights violations (1). The largest groups of refugees
resettled to the USA were fleeing political wars and conflicts in
Burma, Bhutan, Iraq and Somalia (2). Refugees presenting in
family practice clinics may be struggling with significant physi-
cal and mental health symptoms of war trauma and torture (3},
The initial primary care visit is often the first opportunity for
physicians to address the devastating effects of such traumatic

experiences. However, several barriers to communication have
been identified by physicians and refugees that may inhibit dis-
cussions about the effects of war trauma and torture (4,5). In
this study, refugees describe culturally acceptable processes for
assessing the mental health effects of trauma.

Historical estimates indicate that up to 35% of refugees are
torture survivors (6}, Recent studies indicate much higher tor-
ture prevalence rates for Iragis {56%) (7), Somalis {36%) (8},
Oromos (55%) (8) and Karen (30%) {9). Non-tortured refugees
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arc exposed to trauma at even higher rates with whole popula-
tions facing political oppression, forced displacement, war, deten-
tion, forced labour and violence in camps (10). Refugee trauma
suevivors may present with physical symptoms of chronic pain,
traumatic brain injury, headaches, abdominal pains, sleep diffi-
culties, burns and injuries to eyes, eats, mouth and feer (3,11,12).
In their meta-analysis of 181 surveys with refugees, Steel ez al.
{13} reported prevalence rates of 30.6% for post-traumatic stress
disorder and 30.8% for depression, Untreated mental heaith dis-
tress can be debilitating and lead to long-term illnesses includ-
ing hypertension, coronary vascutar disease, metabolic syndrome
and diabetes mellitus (3,7}, It is crucial that family physicians be
aware of refugees in their practices, their exposure to trauma,
and provide assessment of physical and mental health symptoms.

Physicians, refugees and researchers have identified several
barriers to communication about the symptoms of trauma.
Physicians have described feeling uncomfortable asking refugees
about their rrauma histories, experiencing greater communica-
tion difficulties when interpreters are needed, and lacking time
and culturally appropriate tools to initiate sensitive conversa-
tions {14,15). Physicians have further identified 2 reluctance
to discuss mental health with refugees due to system barriers
to obtaining mental health care (15). Refugees have identified
a lack of understanding of mental health conditions, mental
health stigma, a reluctance to initiate conversations about men-
tal health and eultural barriers to accessing mental health care
{4,5). Barriers to receiving care that have been identified through
research include the lack of interpreters in mental health clinics,
cultural differences in understanding mental health, lack of reli-
able transportation and difficulty navigating complex systems
of care {16).

Primary care physicians who work with refugees successfully
have described what is required to help refugees discuss past
trauma and obtain the necessary care to begin healing. Crosby
{3) asserted that refugees should be given an opportunity to tell
their stories in a way that is comfortable and that physicians
need to understand the full trauma story and its cultural and per-
sonal significance to provide an accurate diagnosis. Physicians
who assess torture survivors have also recommended asking
survivors directly about their past experiences of torture {12}.

Table 1. Characteristics of focus group participants

In this study, refugees describe how physicians can ask about the
psychological symptoms of torture and war traumna.

Methods

This data are part of a larger data set gathered to develop cul-
turally grounded mental health screening processes for refogees,
We used ethnocultural methods to conduct 13 focus groups with
111 total participants from four refugee groups between 2009
and 2011 (17). Table 1 reports brief demographic characteris-
tics, Participants were recruited through cuftural leaders who
recognized the importance of the study. Following their guid-
ance, the research team conducted interviews with separate
groups for men and women in the Somali and Oromo com-
munities and mixed-gender groups in the Karen and Bhutanese
communities. We conducted separate mixed-gender young adult
groups for participants between 18 and 25, who preferred to be
interviewed separate from their elders.

This study was granted exempt status by the university insti-
tutional review board due to the community-based nature of the
interviews. However, each participant completed an informed
consent and received a2 $10 gift card. Focus groups lasted 2
hours and participants responded to questions concerning how
they describe their problems, thoughts and feelings refated to
war and conflice and what are culturally acceptable ways to
talk about these problems? Focus group interviews wete con-
ducted by myself and a faculty co-investigator through trained
interpreters. Both faculty researchers have extensive experience
working with refogee trauma survivors. Interviews were audio-
recorded and transcribed by a member of the research team,
which included two graduate assistants with refugee experience.
We hired trained interpreters from health care organizations and
provided additional training on the goals of the study, interpre-
tation process and follow-up debriefing.

The data analysis procedure was informed by Spradley’s
Developmental Research Sequence as a method for discovering
refugees’ emic perspective on mental health (18), We explored
taxonomies among and within domains, categories, themes
and subthemes. Coding was conducted by a team composed
of two co-investigators and four graduate assistants. Analysis

Refugee group Gender Age Years in USA
Male Female Mean Standard deviation Mean Standard deviation
Bhutanese 20 14 37.2 172.3 1 0
Karen 11 12 383 14.9 217 2.0
Oromo 17 10 45.5 20.6 8.7 4.4
Somali 14 13 45.9 234 6.8 5

Total 62 49
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began immediately with transcription of the first focus group
and proceeded with ongoing reading of transcripts, developing
a list of codes, coding the data and meeting as a research team
to review and reconcile emerging data. Cultural leaders were
consulted for extensive peer debriefing of emerging domains and
the interpretation of the dara. To enhance trustworthiness of the
data, credibility, transferability, dependability and confirmabil-
ity were systematically tracked {19). Data trustworthiness was
established through regular consultation with cultural leaders
throughout the research and analysis process,

. Results

Findings reported in this study describe a domain labelled,
‘Recommendations for Assessing Mental Health’, There were
seven categories describing recommendations for how physicians
should ask refugees about the mental health effects of trauma: (i)
make refugees comfortable, (it} ask about the historical context of
symptorns, (iii) ask direct questions about mental health distress,
(iv) provide psychoeducation, {v} provide trained interpreters, (vi}
interview some family members separately and (vii) use family
as an ally, The first four categories were endorsed by all refugee
groups. The last three were suggested by only a few refugee com-
munities. Figure 1 provides a summary of these key points. Quotes
identify participant number with ‘P’ and group number with ‘G’

Make refugees comfortable

Refugees from all four cnltural groups emphasized that physi-
cians should take the time to make refugees feel comfortable.
Doctors need to show refugees that they care. They need time
to ask questions and refugees need time to speak about the pain
they are suffering. Oromo refugees said, ‘Don’t cut us short,
let us speak’ (P1, G1}). Providers need o work to build trust,
Oromo youth suggested that providers take time to establish an
ongoing relationship with refugees. Bhutanese refugees stated
that physicians could make refugees comfortable by asking
about their lives back home. Somali refugees stated, ‘Doctors
should be open and friendly and joke with them. If the doctor
is not friendly and he is an uptight person, the refugee will not
feel comfortable to talk to him® (P3, G4). They complained that
short appointment times, changing interpreters and multiple
groviders contributed to lack of trust in physicians.

+ Make refugees comfortable

+ Initiate direct questions about mentat health in
historical confext
Provide psychoeducation

+  Use trained interpreters

+  Use family as ally

+  Interview some children separately

Figure 1. Key advice for interviewing refugees.

Ask about the historical context of symptoms

Refugees want physicians to be interested in discussing the
political and historical contexts of their symptoms. Oromo
men stated, ‘Don’t just focus on pain, There are histories that
are causing pain’ {P7, G4), ‘Connect pain to our problems back
home® (P1, G1) and “freedom back home, the political issues is
one of the canses of depression’ (P2, G1). Oromo youth asserted
that it is politically important for physicians to recognize their
identity as Oromos instead of Ethiopians. Somali refugees stated,
‘Instead of saying. how is your mental state, if you could ask
about the historical background and what they went through
and then say how are you feeling right now?’ (P4, G2).

Karen refugees explained their symptoms as being caused
by political conflict including war, traumatic loss, displacement
and violence in camps. They recommend getting political history
from family members in the initial medical screening if necessary
for understanding the symptoms of patients. Bhutanese refogees
asserted that physicians should ask about traumatic histories at
the first' appointment. They said, *Our people will not lie, they
will tell you the name of the prison they were in and everything.
They will tell you how their children were killed’ (P2, G7}.

Ask direct questions about mental health

Refugees uniformly stated that they will not discuss mental health
unless the doctor asks directly. Deference to the physician’s author
ity was common across all cufrural groups. Oromo women asserted
that doctors should ask directly about ‘worrying too much’. They
explained, “We’re used to worrying to ourselves. Day and night
we are worrying and there is no place to go to get relief from our
worry and our thinking’ (P7, G9) and ‘We are always thinking
about those who are there, The problem is thinking about, worry-
ing about them’. (P2, G9) Bhutanese stated, ‘H you don’t ask, I'm
not going to answer' {P6, G7). They explained that if the docter
leads the question, ‘they will be able to say but spontaneously, it
will be difficelt to say’ (P8, G8). They recommended physicians
ask very direct questions, “What kind of life did you have in the
refugee camp? Were you beaten? We will definitely tel?® {P1, G7).
They added that the first medical screening appointment is the best
time to ask. Bhutanese youth suggested that physicians ask youth
direct questions about their current fears. They suggested asking,
‘Do you remember any events in the past that have affected you?
and ‘Do you still have fear from the past?’ (P8, G10).

Karen refugees stated that if they are asked about the impact
of war at a medical screening, they will answer but they tend not
to complain. One Karen man said, ‘If the doctor asks something
about pain, they will answer, But if the doctor doesn’t ask about
sleep, we won’t answer that question, So you need to ask specific
questions’ (P11, G6), Karen youth stated that children should also be
asked direct questions such as “What problems did you have living
in the camp?’ (P1, G12). Somali refugees stated that if doctors ask
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in the middie of the consultation, refugees might be most likely to
tell you about their suffering. Somalis stated that it is okay to ask
direct questions about mental health or drug and alcohol use; how-
ever, they suggest that docrors gain experience knowing how to ask
mental health questions. It may be most helpful if a mental health
professional works alongside the primary care doctor. Somali
youth stated that it is okay to ask direct questions about mental
health as most Somalis will tell you what is wrong; however, they
emphasized that elders need to be guestioned in respectful ways.

Provide psychoeducation about mental health

Karen stated that it is important for physicians to provide edu-

cation about mental health and common effects of war because

Karen will take advice from educated people even more than
their parents or family. Somali youth emphasized the impor-
tance of normalizing symptoms, making Somalis feel comfort-
able to talk and explaining that there is a cure for the problems.
Otherwise, Somalis will not talk. They state that Somalis don’t
know what stress is, so there should be a lot of classes or educa-
tion. One Somali refugee recommended explaining the symp-
toms of tranma before asking the questions,

You have to show them it’s curable otherwise they won’t tell.
There’s no point of them telting you something personal if it
can’t be cured. And I think 2 way to approach this would be
you saying the symptoms without telling them,* hey you have
this’ and let them tell you  these are the same symptoms I've
experienced’, {P10, G11)

Oromo youth stated that it is important to let people know that
it is okay to talk and Bhutanese youth stated that they would
definitely go to talk with a counselor if the doctor referred them.

Provide trained interpreters

Oromo youth stated that refugees need someone who speaks
the language and understands the culture. They explained that
it takes time to build a relationship and get comfortable with
interpreters and doctors. Interpreters also need to be regular.
One Oromo youth stated, ‘Just because you have an inter-
preter doesn’t mean you are going to tell everything. It should
be someone who you will see regularly instead of going from
clinic to different clinic’ (P8, G13}, Orome discussed their diffi-
culty describing symptoms through interpreters. Sometimes they
don’t use the correct word or even speak the same dialect.

Interview some family members separately

Bhutanese youth stated that doctors should ask parents about
children’s mental health difficulties because they will know
them best; however, teenagers should be interviewed separately.
Karen refugees discussed the existence of domestic violence in

their community and recommended that children be interviewed
separately. They stated that some children will be very afraid to
report domestic violence honestly because they fear either being
beaten at home or that the police will take their parents away.
Educating families is scen as one way to help break this pattern.
Somali youth believe that children will not talk in front of their
parents so they should be interviewed separately.

Use the family as an ally

Bhutanese refugees stated that convincing the family can be
helpful when trying to engage refugees in mental health care.
First they wilt seek out help through prayer or a Shaman, but if
you can convince the family that mental health care is needed,
the family will convince the patient. Somali refugees stated that
it can be important to have a family member there when inter-
viewing someone with mental health symptoms. Sometimes it
may be better for the family to speak for the patient. Somalis
in general suggested that it may be easier to trust the process if
someone from their own cultural background is there helping to
ask the questions.

Discussion

Refugees offer several concrete tips about how physicians can
inquire about mental health in the context of a primary care
visit. They also express frustration that there is often not enough
time to have meaningful discussions about mental health with
physicians who appear too busy. Refugees requested that phy-
sicians take the time to make them comfortable, initiate con-
versations about mental health and ask direct questions in the
context of their histories, utilize trained interpreters, and pro-
vide psychoeducation about normal responses to trauma as well
as available treatments. Although physicians may be hesitant
to ask refugees about their trauma histories, refugees state that
they are interested to discuss mental health symptoms resulting
from traumatic histories; however, they assert that the physician
needs ro ask first. These findings are consistent with previous
research with Liberian refugees who also indicated their willing-
ness to talk about the impact of war to benefit their health (5}.
Liberians also stated that physicians need to ask about men-
tal health before they will discuss it. Refugees tend to defer to
authority fgures and will not address issues that are not initiated
by the physician. Physicians may require specialized training to
learn how to initiate conversations about trauma and provide
direct education and appropriate mental health referrals in a
brief medical appointment. To assist with making appropriate
referrals, physicians may also benefit from education about evi-
dence-based practices for treating symptoms of refugee trauma.

Because stigma has been cited as a barrier to refugees receiv-
ing mental health services, physicians have a great opportunity
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in the primary care visit to provide education that de-stigma-
tizes both the symptoms of war trauma and the mental health
services needed to heal. Refugees may be relieved to know
that symptoms of posttraumatic stress disorder and major
depression are common and treatable responses to frauma,
For torture survivors, recognizing the dehumanizing and vio-
lating nature of torture can be empowering and healing. The
primary care visit may be the first time their stories are told
and believed. Contrary ro the popular belief that exploring
traumatic histories may be re-traumatizing, the refugees in
this study asserted that they want the historical causes of their
symptoms acknowledged.

These findings are limited by the focus group nature of the
interviews. It is possible that in-depth interviews would provide
a more complete understanding of what may be helpful to refu-
gees in conversation with physicians. It would also be helpful
to better understand communication chailenges from the per-
spective of physicians, Despite these limitations, refugees clearly
indicate that they welcome more direct conversations with phy-
sicians about their histories and symptoms of trauma.
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