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Mental Health Issues

A 1996 study of refugee entrants in New South Wales,
Australia, found that one in four refugee people had been
subjected to severe trauma and torture.50 Health assessments

routinely conducted with refugee entrants to Victoria, Australia, by the
Victorian Foundation for the Survivors of Torture indicate that 7 in 10
had experienced psychological or physical violence of some kind.51

In New Zealand, a 1999 study involving refugees passing through
Mangere Refugee Resettlement Centre found that 20 percent of
refugees had suffered significant to severe physical abuse. About
14 percent reported significant psychological symptoms and about
7 percent were diagnosed as having post traumatic stress disorder
(PTSD).52

Most refugees arriving in this country will have been exposed to
traumatic events. These may include:

• threats to their own lives or those of their family or friends

• witnessing death squad killings

• witnessing mass murder and other cruelties inflicted on family
or friends

• disappearances of family members or friends

• perilous flight or escape with no personal protection

• separation from family members

• forced marches

• extreme deprivation – poverty, unsanitary conditions, hunger,
lack of health care

• persistent and long-term political repression, deprivation of
human rights and harrassment

T O R T U R E  A N D  T R A U M A  E X P E R I E N C E S

Refugees are dominated by one feeling and that is a
painful, traumatic and deep sense of loss. Loss of what is
obvious and tangible and external such as possessions, a
home, work, role, status, lifestyle, a language, loved
members of a family or other close relationships - and the
loss that is less obvious, ‘internal’ and ‘subjective’ such as
loss of trust in the self and others, loss of self esteem, self
respect and personal identity.

R. Baker: Torture and its Consequences49
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C O M M O N  F O R M S  O F  TO RT U R E

• severe beatings, including falanga (severe and prolonged beating of the soles
of the feet)

• deprivation of sleep and sensory stimulation
• use of psychotropic drugs
• electric shocks
• burning with cigarettes, hot irons, corrosive liquids, etc
• bodily mutilation
• sexual violence and rape of men, women and children, including a variety of

sexual abuses
• starvation
• sham executions
• water or submarine torture
• being forced into abnormal body positions for long periods, including

suspension from arms or legs
• forced witnessing of psychological abuse, torture or killings of others, including

family members 
• brainwashing, mind control and psychological torture, including all forms of deceit,

humiliation and the devaluation of all things that are sacred to human beings.

C O M M O N  P H YS I C A L  S E Q U E L A E  O F  T R A U M A  A N D  TO RT U R E

The physical sequelae of torture are as many and varied as the methods of
torture. Many survivors do not have enduring physical sequelae, particularly as
some forms of torture leave few visible signs.53

Physical sequelae may include:
• brain damage
• chronic pain and poor mobility resulting from inadequate treatment of broken

bones
• missing teeth
• impaired hearing (which may result from beating or electrical torture)
• difficulties in walking resulting from falanga 
• bronchitis (from submarine torture)
• mutilation of body parts
• scars and disfigurement from burning
• damage to cervix and uterus, fissures, fistulas, pain from the testes, irregular

periods, etc, resulting from sexual torture.

C O M M O N  P SYC H O LO G I C A L  S E Q U E L A E  O F  T R A U M A  
A N D  TO RT U R E

• grief 
• guilt and shame  
• distrust and anger  
• anxiety  
• repressing/avoiding/forgetting

traumatic events  

• psychogenic amnesia
• isolation  
• psychosomatic conditions  
• depression  
• post traumatic stress (PTS)

symptoms (see page 77) 

• removal of shelter or forced displacement from homes

• refugee camp experiences involving prolonged squalor, malnutrition,
physical, psychological and sexual abuse, absence of personal space,
lack of safety.
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How trauma experiences may affect 
the consultation 
• Anxiety, distress, memory loss, confusion and inability to

concentrate may interfere with a client’s ability to ‘hear’ and
understand questions and instructions.

• Brain damage as a result of past violence may interfere with
memory and concentration.

• The health clinic or surgery, the instruments used in certain
procedures and the health professionals themselves may
invoke memories of past torture perpetrated in medical
settings. This can reinforce a sense of helplessness, and can
induce anxiety, panic or avoidance of further consultations.

• Confusion and major memory loss can lead to inconsistencies
in information provided by the client.

• Hypervigilance, particularly in unfamiliar situations, is not
uncommon. Startled reactions to sudden changes such as
noise can also occur.

• Feelings of shame may make being physically approached and
touched a disturbing experience, particularly for survivors of
rape and sexual torture.

• Anger, hostility and mistrust, particularly of authority figures,
may interfere with obtaining information for diagnosis and
treatment.

How best can I manage a client who may have a trauma
and torture history?

• Use a professional interpreter if possible (see page 33) and
check that the client is comfortable with the interpreter. This
can be achieved by having the interpreting service check the
suitability of the interpreter with the client prior to the
consultation. 

• Explain that procedures can be rescheduled for another day if
the client becomes overly anxious.

• Establish trust by emphasising confidentiality and obtaining
consent for all procedures.

• Give the client as much choice and control as possible.

• Avoid a style of questioning that may be perceived as
inquisitorial.

• Anticipate reactions of fear, anxiety and even hostility. These are
predictable responses to trauma and should not be taken
personally.

• Minimise any resemblance to a torture situation in the
surroundings; for example, remove medical instruments.
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• Explain any procedures carefully, including their purpose, the
time they will take and any likely reactions or side effects.

• Be prepared to repeat information, particularly if the client
appears confused.

• Avoid sudden movements, particularly when performing an
examination or procedure.

• Reduce anxiety by carefully planning the client’s management
and sharing the details with the client.

How can I establish whether a client is a survivor of
trauma and torture?

It is rare for a client to disclose traumatic material, and it is not
advised that health professionals probe for this. Generally, an
awareness that a person has come from a ‘refugee-like’ situation is
sufficient reason to orient your care to meet their needs.
Information on cultural backgrounds in Section 1 of this book will
give some indication of the experiences that refugee clients from
particular regions are likely to have endured. 

Gentle enquiries/discussions, possibly over several consultations,
can help to build up a picture of their past and help in establishing
the likelihood and extent of exposure to trauma. 

What management is indicated for a client presenting
with persistent trauma-related symptoms?

Under GP management, medication may be required to manage
symptoms that significantly interfere with the client’s functioning.
Anxiolytics and sedatives should be prescribed cautiously owing to
their potential for dependency. However, there is a consensus
among practitioners experienced in caring for this client group that
optimum treatment involves non-pharmacological approaches, either
in addition to medication or as the primary treatment modality.54

Disturbed sleep is common and can make clients very tired. A period
of sleeping pills and anti-anxiety medication at night may be helpful.

Where a patient presents with persistent symptoms believed to be
related to trauma, a referral to a psychiatrist, psychologist or
specialised agency such as a RAS Centre or community mental
health services should be considered. 

If the patient presents with symptoms of violence or self-harm, urgent
psychiatric management should be arranged in the usual way.
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“I thought for a long time about whether I should talk
to you about the bad things that happened to me –
the attacks, the rapes, seeing my husband die and
my children suffering. It is so difficult – even after all
this time – to talk of such things.”

Indochinese woman55

Managing a disclosure

How should I respond to a disclosure?

• Ask the client whether they wish to discuss the event further.
Don’t probe. Let the client direct the conversation. Offer
another appointment or other resources, such as counselling
services, if necessary.

• Validate the refugee’s reaction by acknowledging their
experience and its associated pain (for example, ‘I’ve heard
about other people who have been through similar experiences
and who have had similar feelings/thoughts/worries.’) The aim
is to normalise, not minimise, the client’s reaction. 

• Remind them that their reaction is a characteristic response to
their circumstances. This is important because survivors often
blame themselves, seeing their reactions as abnormal or weak.

• Expect that a client who has disclosed a painful event may be
unwilling to talk about it in subsequent consultations. Rather
than pushing them, talk about other things that may be troubling
them in the ‘here and now’.

• Expect inconsistencies in the retelling of their trauma history.

• In completing the interview, explain the areas in which you can
help.

T I P

The depth of traumatic response and how it affects normal
mental and somatic functioning should never be underestimated.

Psychiatrist working with survivors of torture and trauma
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P rofessional counselling involves a long-term relationship with
a skilled person with whom the refugee client can discuss
and identify the specific causes of stress and ‘work through’

this material. After traumatic events, sensations and images can
predominate. In counselling these are discussed with the aim of
enabling better understanding and integration of them. Since there
is the potential for re-traumatisation in revisiting these experiences,
the process should take place only within the professional
counselling relationship.

Be aware of the following issues.

• Counselling is a Western therapy. For many it is an unfamiliar
process and may need to be fully explained.

• Counselling requires high levels of engagement and investment
by the client, who may be preoccupied with the immediate
challenges of resettlement. Their priorities need to be
respected.

• Some clients may not want counselling, fearing that talking
about their experiences may make them worse.

• Counselling, with its focus on the individual, may be
unacceptable in some cultures where greater emphasis is
placed on whole families or communities working through a
problem together.

• Some clients may be wary about a referral to a counselling
service, seeing it as the preserve of the mentally ill – a stigma
in many groups. 

• Some clients may fear that confidentiality will be breached by
the counsellor. 

C O U N S E L L I N G  A N D  T H E  R E F U G E E  C L I E N T

“Many people who have been psychologically affected by
traumatic events can be cured or helped by therapy that
asks them to recall their experiences and then reframe
them and work through them. 
On the other hand, there are many people who are not able
to do this, and such therapy is not helpful at all. Certainly
anyone who has psychotic symptoms or who is already
overwhelmed with their emotions and/or is suicidal should
not be expected to carry the additional burden of recovery
type therapy. These people need to stay in the ‘here and
now’ and be helped with problem solving and survival. 
In short, there may be a time when therapy helps 
and there may not.”

Psychiatrist working with refugees56
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How do I assess and manage my client’s attitude to
counselling?

If a patient presents with persistent symptoms that you suspect are
related to trauma, first try to establish a trauma history and then
assess their interest in a referral to counselling.

• Begin by saying what you have noticed as a problem. For
example, ‘I have noticed that you have been crying a lot’.

• Ask if there is anything you can do to make things easier.

• Explore the possibility that the symptoms may be related to
trauma. 

• Affirm that it is not unusual for people to feel the way they do,
particularly in light of the hardships and violence they
experienced before coming to New Zealand.

• Advise them of specific services that help people deal with
problems that have resulted from trauma. This will enable you
to ascertain their interest in a referral.

• Be mindful that it may take time and a great deal of
encouragement for a person to agree to counselling. If the
client is unwilling to pursue counselling, accept their decision.
It may be helpful to offer them information about self-referral at
a later date.

M E N T A L  H E A LT H  I S S U E S  I N  C H I L D R E N  
A N D  Y O U N G  P E O P L E

Does the refugee experience affect children and
adolescents?

It is often assumed that refugee children will settle down and adapt
to their new country. While it might initially appear that they are
coping well and coming to terms with what they have lost, the
longer-term effects of their experiences may not find expression
until adulthood.57

Adolescent children in particular may experience difficulties. Some
may be caught uncomfortably between two cultures, with many
coveting the lifestyle of their New Zealand peers. Mixing with the
opposite sex may be unacceptable in their community’s eyes.58

They may feel confused and frustrated by differing expectations of
them; for example, many boys and young men in the absence of a
father, find themselves in the role of head of the family at home,
and in the role of a ‘kid’ at school.59



74

If young people’s experience of the new culture has been hostile or
indifferent, or if their opportunities have been limited, the chances
of drifting into drugs, drinking, gambling or criminal activity are
increased. They may become depressed, withdrawn or experience
psychosomatic problems.60

It now appears that young refugee people are an at-risk group.
Education, welfare, health and justice agencies are increasingly
confronted by challenging behaviours within this group. Feedback
from schools shows there are growing problems with academic
failure, racism, school violence and truancy.61

There is growing evidence that children and adolescents experience a
psychological reaction to trauma62 not dissimilar to that found in adults.
This may manifest itself in children in a number of ways including: 

• withdrawal, lack of interest and lethargy

• aggression, anger and poor temper control

• tension and irritability

• poor concentration

• repetitive thoughts about traumatic events

• physical symptoms such as poor appetite, overeating, breathing
difficulties, pains and dizziness

• regressions (for example, return to bedwetting)

• nightmares and disturbed sleep

• crying

• nervousness, fearfulness and proneness to startling

• poor relationships with other children and adults

• lack of trust in adults

• clinging, refusing to go to school 

• hyperactivity and hyper-alertness

• repetitive, stereotypical play

• selective mutism.

T H E  E F F E CT S  O F  T R A U M A  O N  C H I L D R E N  A N D
YO U N G  P E O P L E
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What sort of guidance can I offer to parents of children
experiencing a trauma reaction?

Ensure parents have the ability and willingness to support and
guide children and young people. 

Make use of appropriate services; for example, in Auckland: Child,
Adolescent and Family Mental Health Services, Auckland District
Health Board; in other areas: RAS Centres (Auckland and
Wellington) or Child Adolescent and Family Services in regional
district health boards (see pages 96-99 for contact details).

Health care providers working with child survivors of trauma may
advise parents to:

• encourage their children to express their emotions

• offer children support while they are upset

• ask their children questions to find out what they are thinking
and imagining

• reassure their children about the future: the small details of their
lives are important and need to be valued

• encourage their children to be children – to play, to explore and
to laugh and do usual things for their age

• maintain routine and predictability as this helps children to
believe that life is secure and predictable

• set caring but definite limits: most children experiencing internal
chaos will indicate their need to have clear boundaries set

• minimise change and, when change is necessary, take time to
prepare children for it

• give children feedback about how they are going

• avoid making this the time to correct any bad habits

• avoid over-reacting to difficult behaviour as this may be their
child’s way of letting tension out

• give the child time to adjust to a new situation

• make time for just being together.63
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T his section of the handbook outlines, in alphabetical order,
some of the more common mental health issues among
refugee people. 

Anxiety and depression 
Anxiety and depression may exist co-morbidly. They are common
psychological sequelae to trauma and torture. Other experiences
that may not rate as trauma or torture, such as loss of loved ones,
prolonged deprivation of human rights or dislocation from one’s
community, can also lead to depression and anxiety. Depression
and anxiety can be triggered or exacerbated by the additional
stresses of resettlement.

Signs of anxiety as a result of past traumatic events may include:

• physiological or somatic signs and symptoms (panic attacks,
hypervigilance, psychosomatic symptoms)

• cognitive signs and symptoms (poor concentration, poor
memory, worries, sleep disturbance, flashbacks, dissociation)

• behavioural responses (avoidance of potentially fear-invoking
situations, withdrawal, passivity, aggressive behaviour).

Depression may be linked to a pervading sense of loss and
hopelessness and may include such signs and symptoms as
pessimism, loss of interest, sleep disturbance, appetite
disturbance, poor concentration, self-degradation, self-blame, and
suicidal thoughts. 

C O M M O N  M E N T A L  H E A LT H  C O N D I T I O N S

Eating disorders 
The stress and disruption of the refugee experience may manifest
itself in psychological barriers to eating well. Management of eating
disorders may involve the care of one or several health
professionals; for example, GP, dietitian, community health nurse,
counsellor, psychologist or natural therapist.

• Eating disorders may arise as a consequence of trauma and
torture. In some regimes food was used as an instrument of
torture. Some survivors may restrict their food through guilt

T I P  

A key cause of stress and anxiety in refugee people relates to family
members left behind. The guilt this may cause and the constant worry
and stress of trying to bring family members to New Zealand may
interfere significantly with their ability to resettle.

Provider
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about relatives who may be hungry in their country of origin.
Others may have conditioned themselves to an inadequate
dietary intake as a response to prolonged periods of hunger.

• Excessive food consumption (particularly foods high in sugar
and fat) can be a response to prolonged periods of deprivation.
In particular, parents may be unwilling to restrict their children’s
food intake, seeing it as both physical and emotional
nourishment for their children.

• Tobacco use and excessive consumption of coffee and other
stimulants may affect eating habits and exacerbate conditions
such as sleeplessness and anxiety.

Refugee clients with persistent psychological barriers to eating
well may require referral for counselling with the aim of addressing
underlying issues.

Grief and loss
The process of becoming a refugee, by definition, involves
tremendous grief and loss. Losses often include loss of one’s
family and friends, loss of one’s culture, country, material goods,
physical/mental health and socio-economic status. Disappear-
ances or violent deaths of family and friends are a common feature
of the refugee experience and can result in prolonged and
unresolved grief. Destruction of assumptions about human
existence can result in loss of trust, meaning, and a sense of one’s
future. This applies to refugees of all ages. 

Refugee grief is often complex, unresolved and fuelled by survivor
guilt and the re-traumatisation of the resettlement process. This
tends to be exacerbated as family and community are often
unavailable to provide the support that would normally assist with
coping, and mourning rituals for those killed or lost are rarely given
the necessary time due to war and flight. 

Depression, anxiety, psychosis, psychosomatic presentations and
relationship/attachment changes need to be seen in the context of
grief and loss. Where such conditions are severe, consider
referring the client to a specialised agency such as Refugees as
Survivors (RAS).

Post traumatic stress disorder (PTSD)
There is now a large body of evidence showing that people who
have been exposed to horrific, life-threatening events may
experience psychological symptoms soon after the event, or many
years later.64 This constellation of symptoms, known as post
traumatic stress disorder (PTSD), is commonly exhibited by
survivors of trauma and torture.65

The Post Traumatic Stress Disorder classification in the Diagnostic
and Statistical Manual of Mental Disorders (DSM)66 published by
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the American Psychiatric Association, is based on the results of
studies involving traumatised US soldiers returning from the war in
Vietnam. Clinicians need to take into account the differences
between the experience of refugees and of these US soldiers.
When using this classification as a diagnostic tool and/or as a
basis for treatment, care should be taken to account for cultural,
spiritual and philosophical differences. 

The fundamental impairment in PTSD is the failure to integrate
traumatic experiences with other life events. PTSD symptoms can
include:

• intrusive and recurrent memories

• flashbacks

• nightmares

• poor concentration

• poor memory

• avoidance of reminders of traumatic events

• detachment from others

• emotional numbing

• hypervigilance

• proneness to startle, hyper-arousal

• poor eating habits

• psychosomatic symptoms

• multiple ill-defined somatic symptoms.

Experiences of trauma and torture do not often occur in isolation –
rather they may overlay, or be overlaid by, other events such as the
loss of loved ones, prolonged undermining of religious beliefs,
deprivation of human rights or dislocation from one’s community.
As a consequence the psychological sequelae of torture and
trauma can be far more pervasive than PTSD. Many of these
sequelae may be compounded by the added stresses of
resettlement.
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Psychosomatic disorders
It is common for refugee people to somatise their psychological
stress. Consider the following approaches.

• Take complaints seriously and conduct appropriate
examinations. Thorough investigation can reassure the client
that nothing is physically wrong.

• Help the patient to make connections between the body and
mind. Explaining the body’s physiological response to extreme
danger can be helpful in making this link.

• Avoid dismissing somatic complaints or giving reassurances
that they ‘will go away with time’. The client may interpret this
as trivialising their concerns.

• If somatic symptoms persist, consider a referral for counselling
and support. This may involve establishing a patient’s trauma
history if they have not already disclosed this to you.

Substance abuse
Practices detrimental to health such as excessive smoking, alcohol
and substance abuse may be a survivor’s way of dealing with their
past and present experiences. Co-morbidity of substance abuse
with PTSD, depression and anxiety disorders is a recognised
feature of the refugee experience.

Some cultures are more at risk than others for alcohol abuse. This
appears to be related to religious sanctions. The social use of mild
sedative drugs such as khat occurs among (mainly) men from Horn
of Africa regions. Many refugee groups show high tobacco and
caffeine use. These and other stimulants are often used as a
means of coping with anxiety and meeting social needs, although
usage may exacerbate some symptoms such as anxiety and
sleeplessness. 

When providing advice on the use of stimulants, consider setting
achievable goals which accommodate the client’s coping style. For
example, moderating caffeine consumption and tobacco use may
be more achievable than cessation. It may be helpful to explain the
effects of stimulants such as tobacco and caffeine on anxiety and
sleeplessness, and to suggest how these effects can be
minimised; for example, by avoiding coffee after 3.00pm.

Where there are problems with substance abuse, referral to
mainstream alcohol and drug services should be considered. This
may require considerable preparation and reassurance. If
necessary, seek advice from RAS centres, where possible.


