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The most recent global refugee figures are staggering, with over 82.4 million people
forcibly displaced and 26.4 million registered refugees. The ongoing conflict in Syria is a
major contributor. After a decade of violence and destabilization, over 13.4 million Syrians
have been displaced, including 6.7 million internally displaced persons and 6.7 million
refugees registered in other countries. Beyond the immediate political and economic
challenges, an essential component of any response to this humanitarian crisis must be
health-related, including policies and interventions specific to mental health. This policy
and practice review addresses refugee mental health in the context of the Syrian crisis,
providing an update and overview of the current situation while exploring new initiatives
in mental health research and global health policy that can help strengthen and expand
services. Relevant global health policy frameworks are first briefly introduced, followed
by a short summary of recent research on refugee mental health. We then provide an
update on the current status of research, service provision, and health policy in the
leading destinations for Syrians who have been forcibly displaced. This starts within
Syria and then turns to Turkey, Lebanon, Jordan, and Germany. Finally, several general
recommendations are discussed, including the pressing need for more data at each
phase of migration, the expansion of integrated mental health services, and the explicit
inclusion and prioritization of refugee mental health in national and global health policy.
Keywords: refugees, refugee mental health, mental health, global health, global mental health, global health policy,
health policy, Syria

INTRODUCTION
The most recent global refugee figures are staggering, with 82.4 million people forcibly displaced
and 26.4 million registered refugees (1). The ongoing conflict in Syria is a major contributor.
After a decade of violence and destabilization, over 13.4 million Syrians have been displaced,
including 6.7 million internally displaced persons (IDPs) and 6.7 million refugees registered
in other countries (1) (Table 1). Beyond the immediate political and economic challenges, the
Syrian conflict has created a public health crisis and thus an essential component of any
response to this ongoing humanitarian emergency must be health-related (2–4). This includes
policies and interventions specific to mental health, given the unique and often acute mental
health needs of IDPs, refugees, and asylum seekers. Compounding all of this is the COVID19 pandemic, which has created additional mental health risks for this already vulnerable
population (5), with the United Nations High Commissioner for Refugees (UNHCR) recently
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GLOBAL MENTAL HEALTH POLICY

TABLE 1 | Global refugee crisis.
Forcibly Displaced

82.4 million

Registered Refugees

26.4 million

Mental health has recently taken on greater prominence within
global health policy, in large part due to the policy instruments,
technical guidance, and status reports of the World Health
Organization (WHO). Many of these initiatives have direct
relevance for refugees (Table 2). The WHO’s groundbreaking
Mental Health Action Plan 2013–2020 (14), now extended to
2030 (19), adopts a rights-based approach to advancing universal
health coverage, prioritizing improvements in health governance,
the integration of services, promotion and prevention, and
information systems. The Mental Health Gap Action Programme
(mhGAP) provides planners, policymakers, and donors with a
set of programs for scaling up services in low- and middleincome countries (LMICs) (20). The mhGAP Humanitarian
Intervention Guide (mhGAP-HIG) was adapted and created
to provide first-line management recommendations for nonspecialist providers in humanitarian emergencies where access
to specialists and standard treatment options are limited (21).
And most recently, the WHO launched the Special Initiative for
Mental Health (2019–2023) with the goal of expanding access to
mental health services in twelve priority countries through new
funding measures (22).
These initiatives have been highly influential and are
particularly applicable to refugee mental health, as the majority
of refugees invariably face challenges associated with scarce
and inaccessible services. The WHO has built on this work by
focusing on the specific needs of refugees in its development of
technical guidance for refugee mental health provision in Europe
(23). The WHO has also proposed a Global Action Plan on
Promoting the Health of Refugees and Migrants, 2019–2023 (18),
which focuses on improving health services for this vulnerable
population. It centers around several key priorities, including
general health promotion, continuity of care, mainstreaming
refugee health, the social determinants of health, monitoring
and information systems, and health communication. The Global
Action Plan, however, has not yet been formally adopted by the
WHO or its member states.
The broader challenge is that there has been insufficient
progress toward actually meeting the WHO’s goals in global
mental health. While on the national level most of the countries
impacted by the refugee crisis have policy and legislation
covering mental health services, there are enduring problems
with insufficient funding and implementation, as evidenced by
the WHO’s own dedicated reporting mechanism (24) and its
commissioned reports on refugee health and mental health (25–
27). These deficiencies hinder the development, expansion, and
allocation of mental health services for refugees, in LMICs and
high-income countries alike. Despite the WHO’s sustained efforts
to support and provide services to refugees, including in Syria as
well as a number of destination countries, a great deal more needs
to be done.
The United Nations (UN) and UNHCR have of course
been heavily involved in developing responses to the global
refugee crisis and the Syrian conflict. This includes initiatives
specific to mental health. The UN’s 2030 Agenda for Sustainable
Development (15) foregrounds the issue of migration, particularly

Leading Countries of Origin
Syria

6.7 million

Venezuela

4.0 million

Afghanistan

2.6 million

South Sudan

2.2 million

Myanmar

1.1 million

Leading Host Countries
Turkey

3.7 million

Colombia

1.7 million

Pakistan

1.4 million

Uganda

1.4 million

Germany

1.2 million

UNHCR Global Trends: Forced Displacement in 2020.

emphasizing that the pandemic has led to “widespread despair”
among refugees (6)1 .
Although research on refugee mental health has only recently
gained momentum, the emerging evidence describes high rates
of mental disorder associated with trauma, stress, and cultural
isolation due to forced migration, often met by a lack of adequate
resources (7–10). While the available evidence on the mental
health of Syrian refugees and IDPs remains incomplete and
fragmentary, reports from multilateral agencies and NGOs point
to high prevalence rates and a glaring scarcity of mental health
services within countries impacted by the crisis (11, 12). This
applies to the conflict zone within Syria, as well as the primary
transit and destination countries in the Eastern Mediterranean
region. There are also concerns about the burden of mental
disorder and service accessibility in the European, Asian-Pacific,
and North American countries where many Syrians have sought
refuge or resettled (13).
This article provides an update and overview of refugee
mental health in the context of the Syrian crisis, exploring
opportunities for further research and strengthened health
governance that can help drive the expansion of services. We
first offer a brief background on relevant global health policy,
followed by a short summary of recent research on refugee mental
health. We then provide a selective analysis of the current status
of research on refugee mental health, service provision, and
health policy in several of the primary destinations for forcibly
displaced Syrians. This starts with Syria itself and then turns to
the leading destination countries of Turkey, Lebanon, Jordan,
and Germany, examining the available evidence in order to draw
out a set of provisional recommendations. Based on this review,
we suggest that there is a pressing need for more data at each
phase of migration, that fully integrated mental health services
are a humanitarian necessity, and that refugee mental health
must be explicitly included and prioritized in national and global
health policy.
1 In

the following, unless otherwise noted, the term “refugee” is used inclusively to
refer to registered and non-registered refugees, asylum seekers, internally displaced
persons, and displaced stateless persons.
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frameworks, the former pact includes a commitment to providing
“basic services” to migrants (objective 15), and the latter an
expansion of health and mental health services accessible to
refugees (area in need of support 2.3). These linked Compacts
are grounded in the original 1951 Convention Relating to the
Status of Refugees (28) and its 1967 Protocol (29), which require
member states to guarantee refugees equal access to services.
They are also consistent with the UNHCR’s more recent call for
countries to fully integrate refugees into their national health
systems (30).
The UNHCR, for its part, has consistently supported a range
of mental health services in many countries impacted by the
ongoing refugee crisis (31), as well as commissioned reports on
refugee mental health in key countries, including Syria (32). It has
also developed its own technical guidance for mental health and
psychosocial support (MHPSS) in humanitarian settings (33),
working in conjunction with the WHO (34), and maintains a
regularly updated MHPSS Emergency Handbook (35).
The longstanding concern, such initiatives notwithstanding,
is that global health policy frequently runs the risk of leaving
out important considerations that could otherwise help direct
funding and support on-the-ground programming in global
mental health. For a start, the SDGs only adopted a target with
language specific to mental health after persistent advocacy on
the part of civil society groups and academics (36); there are
also lingering questions regarding the lack of coherence between
the SDGs and other policy instruments in global mental health
(37). The SDG framework has also come under criticism for
insufficiently addressing the health of those impacted by conflict
(38), and for failing to include refugee data in the regular
reviews provided by member states (39). In addition, the UN’s
recent compacts on migration and refugees have been questioned
for failing to sufficiently prioritize health (40). As the new
Lancet Migration collaboration has emphasized (41), issues at the
intersection of health and migration are far too often a secondary
consideration and need to be explicitly included and prioritized
in global health policymaking going forward. The same can be
said for refugee mental health.

TABLE 2 | Policy frameworks relevant to refugee mental health.
WHO Mental Health Action Plan for 2013–2030 (14)
Objective 1: Strengthen effective leadership and governance for mental health
• Target 1.1: 80% of countries will have developed or updated their
policies/plans for mental health
• Target 1.2: 50% of countries will have developed or updated their laws for
mental health
Objective 2: Provide comprehensive, integrated mental health, and social care
services in community-based settings
• Target 2: Service coverage for severe mental disorders will have increased
by 20%
Objective 3: Implement strategies for promotion and prevention in mental health
• Target 3.1: 80% of countries will have at least two national promotion and
prevention programs
• Target 3.2: Rate of suicide will be reduced by 10%
Objective 4: Strengthen information systems, evidence, and research for mental
health
Target 4: 80% of countries will routinely collect and report mental health
indicators every 2 years
UN 2030 Agenda for Sustainable Development (15)
Goal 3: Ensure healthy lives and promote well-being for all at all ages
• Target 3.4: By 2030, reduce by one third premature mortality from noncommunicable diseases through prevention and treatment and promote
mental health and well-being
• Indicator 3.4.2: Suicide mortality rate
Goal 10: Reduce inequality within and among countries
• Target 10.7: Facilitate orderly, safe and responsible migration and mobility
of people, including through implementation of planned and well-managed
migration policies
• Indicator 10.7.2: Countries that have implemented well-managed
migration policies
UN Global Compact for Safe, Orderly and Regular Migration (16)
Objective 15: Provide access to basic services for migrants
UN Global Compact on Refugees (17)
Area 2.3: Expand health systems to facilitate access by refugees
WHO Promoting the Health of Refugees and Migrants: Draft Global
Action Plan, 2019–2023 (18)
Priority 1. Promote the health of refugees and migrants through a mix of public
health interventions
Priority 2. Promote continuity and quality of essential health care
Priority 3. Advocate the mainstreaming of refugee and migrant health into global,
regional and country agendas

FORCED MIGRATION AND MENTAL
HEALTH

Priority 4. Enhance capacity to tackle the social determinants of health and
accelerate progress toward SDGs
Priority 5. Strengthen health monitoring and health information systems
Priority 6. Support measures to improve evidence-based health communication
and counter misperceptions about migrant and refugee health

Reviews of research on the mental health of populations forcibly
displaced by conflict have confirmed a substantial burden of
mental disorder, although they have also consistently noted the
lack of quality data and the marked heterogeneity of methodology
and prevalence rates across studies. This variability has held even
when systematic reviews have narrowed their focus and inclusion
criteria. Early examples of such analyses include a review of
studies comparing refugee and non-refugee populations, with
refugees at moderately greater risk of mental disorder (42), and a
review of research on refugees resettled in high income countries,
suggesting much higher rates of post-traumatic stress disorder
(PTSD) in refugees than in matched samples (43). Other reviews
have found wide variations in prevalence rates, largely due to
methodological factors (44), including those that have looked

the human rights of migrants, and now includes mental health
within its one health-related sustainable development goal as part
of a broader target (SDG 3.4: “reducing premature mortality from
non-communicable diseases through the prevention, treatment,
and promotion of mental health and well-being”).
Consistent with SDG 10.7 (“facilitate orderly safe, regular
and responsible migration. . . ”), the UN recently adopted the
Global Compact for Safe, Orderly and Regularly Migration
(16) and the Global Compact on Refugees (17). Though not
binding conventions, rather a closely related pair of cooperative
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The migration phase encompasses the period of active travel,
when individuals are between their place of origin and another
location. This period of migration brings additional challenges,
such as general fear and uncertainty as well as the harsh,
often dangerous conditions of cross-border travel. Perhaps
unsurprisingly, there is a dearth of literature on this phase,
given the difficulties attendant to researching such a dynamic
period within the broader process of migration. What work
there is has largely relied upon surveys that include retrospective
inquiries about stressful and traumatic experiences throughout
the process of migration. For example, one study of refugees at
various sites in Greece—entry points, camps, and informal sites—
documented frequent reports of violent events experienced
during the process of migration (over half of the sample was made
up of Syrians) (56).
The interception phase refers to periods of temporary
detention or interim residence, including time spent in refugee
camps. Several studies have found that placement in detention
centers is associated with poor mental health. For example,
longer detentions have been associated with worse outcomes for
detained refugees in Australia, leading to increased risk of PTSD
and depression (57). Systematic reviews of the mental health
of detained asylum seekers provide similar results, although
the data is somewhat more equivocal (58, 59). The academic
literature on mental health within refugee camps remains sparse,
but a large survey of mental health service users in 90 camps
across 15 LMICs indicates an increased risk of severe mental
disorder—including psychotic disorders—in these settings (60).
One study of Syrian refugees in a camp within the Attica region
of Greece found high rates of depression, with female gender,
having children, and longer stays in detention associated with
increased risk (61). The gray literature is more extensive. Reports
from NGOs, such as the International Medical Corps (IMC),
have described high rates of depression and psychotic disorders
in interim refugee camps in Turkey, Jordan, Lebanon, and Syria
(11). Similar findings have been reported from an IMC survey
of refugee camps in Greece (62), and a recent report from the
International Rescue Committee (IRC) has called attention to the
psychological distress caused by extended detention in refugee
camps in Greece (63).
The postmigration—or destination—phase is the period
during which refugees settle either temporarily or for the
long-term in their intended location, most often in urban
settings within host countries (it is also occasionally used
to describe extended periods in refugee camps). This phase
is the most accessible to research and can provide insight
into prior stages of migration and the risks inherent to the
process of applying for permanent refugee status and/or formal
resettlement. Despite significant variation across studies, once
again, systematic reviews have found that refugees resettled in
both LMICs and high incomes countries have high rates of
PTSD and depression in comparison to host populations (43,
64, 65). Many reviews have also identified postmigration social
stressors that appear to moderate mental health outcomes. Such
variables include financial hardship and socio-economic status,
unstable housing, social isolation and loneliness, bigotry and
discrimination, residency status, length of the asylum process,

at the available data on longer term outcomes for refugees (45)
and in settings of protracted conflict (46). Pooled estimates
of prevalence have gradually become available. For example, a
recent meta-analysis of international studies on refugees found
high rates of PTSD (31.46%; 95% CI 24.43–38.5%), depression
(31.5%; 95% CI 22.64–40.38%), and anxiety (11%; 95% CI 6.75–
15.43%) (47), and a meta-analysis of research in Germany found
similar rates of PTSD (29.9%; 95% CI 20.8–38.7%) and depressive
symptoms (39.8%; 95% CI 29.8–50.1%) (48).
Amongst the many factors that complicate research in this
area, perhaps most significant are the different phases of
migration. Studies have typically focused either on the three
phases of premigration, migration, and postmigration (49),
or a five-phase approach that includes the following: predeparture, travel, interception, destination, and return (50).
But neither model is easily applied to the various risk factors
associated with refugee mental health. Mental disorders are
often the product of multiple factors across a variable time
course, including preexisting genetic vulnerabilities as well as
any number of social and environmental factors, consistent
with the broader recognition of the social determinants of
mental health (51). Forced migration affects many different
types of people and is associated with a wide range of social
stressors, ranging from the traumas of war to the difficulties
associated with resettlement (52). Understanding exactly how
these disparate risk factors combine to impact mental health
during forced migration in specific populations is thus an
ongoing methodological challenge.
That said, the different phases of migration have been
increasingly linked to specific risk factors, especially as more is
learned about the psychosocial stressors encountered during the
postmigration—or destination—phase (53). A recent systematic
review of the literature, paying particular attention to the
complexity of resettlement in high income countries, has
proposed an alternative model comprised of five phases: before
travel, active travel, initial settlement in a host country, attempts
at social integration, and any changes to immigration status
(54). At each stage refugees appear to be susceptible to relatively
specific types of risks; in addition, as this particular review
suggests, they may also benefit from certain protective factors.
Continued research on the different phases of migration, then,
holds the promise of contributing to the development of more
effective interventions and therapeutic techniques appropriate to
this vulnerable population.
The premigration—or predeparture—phase typically involves
a range of social and economic hardships, such as lost educational
and occupational opportunities, as well as varying degrees of
traumatic experience, including violence and torture. The data
available on pre-migration tend to come from research on the
long-term effects of trauma. For example, meta-analyses have
found that the experience of torture and other forms of severe
trauma, especially cumulative exposure, is predictive of higher
rates of post-traumatic stress disorder (PTSD) and depression
in refugees and displaced persons (44). According to recently
updated WHO estimates, the burden of mental disorder in
conflict settings is substantial, with high prevalence rates (22.1%;
95% UI 18.8–25.7%) across a range of conditions (55).
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and cultural and linguistic barriers to integration (43–45, 66–
69).
These findings underscore the complex challenges of
resettlement. While reaching a destination country may provide
some sense of stability, there are pronounced risks associated
with this phase of migration (70). This includes the possibility of
severe and chronic disorder, as the literature has slowly revealed.
A number of studies describing the mental health difficulties
faced by refugees from different countries of origin now living
in Western countries—such as Australia and Sweden—reveal
increased risks for psychotic disorders (71), prolonged grief
(72), and suicide (73, 74). This is consistent with evidence of a
general association between migration and psychosis, as there
appears to be a dose-response relationship between number
of social adversities—across the phases of pre-migration and
post-migration—and psychosis (75). A detailed accounting
of migration risk will require more research, though there
has been significant progress. For instance, one increasingly
influential model emphasizes the role of premigration trauma in
the emergence of PTSD during the first 5 years of resettlement,
followed by increased risk of depression resulting from
difficulties in social integration and health care access after 5
years in the host country (76).
Regardless of phase of migration, the groups most vulnerable
to mental health risks are women and children (77). Refugee
women experience added vulnerabilities and stressors, including
sexual, physical, and psychological abuse (78, 79), which
contribute to greater risk for severe mental health conditions
(80). Refugee women are also at a greater risk for intimate
partner violence (81), which is also associated with risk of
mental disorder (82). Reviews have confirmed the harmful effects
that conflicts and forced migration can have on children and
adolescents, as well as their caregivers (9, 83). In fact, a younger
age at time of migration may put refugees at greater risk of
mental health difficulties (7), and there appears to be a doseresponse relationship between trauma exposure and severity
of PTSD in children (84). In addition, data have described a
disproportionate number of unaccompanied refugee children in
psychiatric hospitals in destination countries (85). A growing
evidence base more generally points to the need for increased
efforts to address the mental health of refugee children going
through the process of resettlement (86–90).
In terms of therapeutic interventions, for refugees of all ages
and backgrounds, much is still not known. Consistent with the
general lack of data, research on interventions for refugee mental
health has been slow to develop (91). Reviews of the available
evidence have found that cognitive behavioral therapies are the
most empirically supported psychosocial treatments for PTSD
in refugees (92–94). There are also promising new research
programs underway. Of particular note is an initiative that is
deploying components of the WHO’s mhGAP package to support
the expansion of mental health services for Syrian refugees in
European and the Middle Eastern countries. Under the auspices
of the STRENGTHS program, based out of VU University
Amsterdam, a relatively adaptable psychological intervention
delivered by non-specialists—as a form of task-shifting—is
currently being tested in different formats in a range of settings
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TABLE 3 | Forcibly displaced Syrians.
Internally Displaced

6.7 million

Displaced Across Borders

6.7 million

Leading Host Countries
Turkey

3.6 million

Lebanon

0.87 million

Jordan

0.66 million

Germany

0.61 million

Registered refugees only.
UNHCR Global Trends: Forced Displacement in 2020.
UNHCR Refugee Data Finder.

(95). This includes research on an internet-based version of the
intervention in Germany, Sweden, and Egypt (96), and peerbased delivery in the Netherlands (97).

SYRIA
Much of what is known about mental health in conflict settings
and forced migration applies to the ongoing crisis within Syria.
Approximately 6.7 million Syrians have been internally displaced,
with an additional 6.7 million displaced across borders (1)
(Table 3). The conflict has created a public health emergency
for those who continue to reside in the country, including
the internally displaced (98), as well as those who have fled
as refugees. This has had devastating effects on the mental
health of Syrians, creating an increased disease burden while
compromising the country’s capacity to provide health and
mental health services. Targeted attacks on hospitals and medical
professionals have severely impacted health provision (99–
101); early in the conflict this included direct bombardment
of psychiatric hospitals in Aleppo (102). Such attacks, widely
reported in the popular press and the gray literature (103–
105), have made their way into the research literature (106,
107), including powerful first-hand accounts of the impact on
both providers and patients (108). The COVID-19 pandemic
has further taxed remaining health services and exacerbated
vulnerabilities among those forcibly displaced (109), contributing
to the growing burden of mental disorder (110).
There is a limited amount of quality data available, but existing
evidence points to widespread worsening of preexisting mental
disorders and the emergence of new disorders due to exposure
to violence and displacement (32, 111–114). Relatively early in
the crisis it was estimated that more than 2 million people
were suffering from depression and anxiety and over 350,000
from severe forms of mental disorder (115). Other research has
estimated 2.2 million cases of PTSD and 1.1 million cases of
depression (with a depression rate of 13.3%) (116); another study
found high rates of PTSD (31.8%) in internally displaced Syrians
(117). NGOs working in Syria have also described high rates of
depression and anxiety (11), and case studies of displaced Syrians
with mental health conditions have started to appear, from both
within Syrian and other countries (118, 119). The unresolved
nature of the conflict has created prolonged exposure to stressful
and traumatic experiences (120), which suggests that psychiatric
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morbidity can only have steadily increased over time. Indeed,
a recent large online survey found high rates of PTSD (36.9%)
(121), and another recent survey from the NGO Syria Relief
found PTSD in the near entirety of a sample of IDPs in the Idlib
governorate (12).
Children and families, especially women and girls, have been
disproportionately impacted (113, 122). A survey of caregiver
reports from refugee camps in northern Syria has suggested
that nearly half of displaced children exhibit the symptoms
of emotional and behavioral disorders (123), and a schoolbased study in Damascus and Latakia reported high rates of
PTSD (35%), depression (32%), and anxiety (29%) (124). One
recent large study found very high rates of PTSD (53%) in
schoolchildren in Damascus (125), and a small case file review
of children in schools around Idlib described a range of mental
health difficulties (126). Women have been found to be at
increased risk of a number of vulnerabilities, including depressive
symptoms (127) as well as sexual and gender-based violence and
barriers to health care (128, 129).
There continues to be limited research from within Syria,
especially regarding access to MHPSS, indicative of ongoing,
extreme insecurity in the country. A major contributor to
the public health emergency in Syria is service scarcity due
to damaged healthcare infrastructure, including mental health
services. Prior to the conflict, the country benefited from a
relatively effective health care system (101). It is also notable
that Syria has a relatively new national mental health strategy,
from 2014, not to mention dedicated mental health legislation
(11, 24). But given the ongoing conflict, these policies remain
only partially implemented. Efforts have been made to rebuild
and strengthen the devastated healthcare system, but the ongoing
challenges are difficult to overstate. Only 48% of public hospitals
and 48% of private hospitals are fully functional, with half of all
health professionals still residing outside the country (130).
The public psychiatric hospitals that were initially closed or
had their capacity significantly limited due to the conflict are
now functional (130). However, the mental health workforce
remains diminished. Figures from the WHO on Syria’s mental
health capacity include 1,931 mental health professionals, with
0.37 psychiatrist, 1.07 nurses, 1.07 psychologists, and 0.08 social
workers per 100,000 population (24). This staffing shortage
represents a weakened capacity for case management and
treatment by specialized mental health care providers while the
burden of mental disorder increases. Furthermore, there is a lack
of community based mental health services, making it difficult for
services to reach those living outside of large cities.
In response to acute mental health coverage shortages,
there have been efforts by multilateral agencies and local and
international NGOs to help rebuild and expand service capacity.
The WHO has supported the delivery of mental health services
in more than 150 primary and secondary health centers in
11 different governorates, staffed by over 1,000 WHO-trained
non-specialist general practitioners, 2,000 health workers, and
more than 60 psychologists (131). New psychiatric inpatient
units have been set up by the WHO in general hospitals in
the cities of Damascus, Hama, and Latakia, and more than
100,000 people were estimated to have received mental health
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consultations in 2016 (excluding those not tracked by the
WHO system). The WHO has also supported communitybased initiatives, including mental health services in community
centers in Aleppo, the distribution of mental health manuals
in inaccessible areas, and the development of a school-based
instructional package. By 2018, the WHO was reporting that
over 400 primary health centers and community centers were
providing MHPSS services (132). The WHO has also been
working on a project to deploy mobile psychological clinics
in northern Syria to address the needs of IDPs who live
in remote areas where traditional inpatient and outpatient
services are not available (133). Similarly, UNHCR has supported
130 Community and Satellite Centers throughout the country
which provide MHPSS services, in large part through a trained
volunteer workforce (134).
Many international and local NGOs have contributed to
this important work [for reports on some of these initiatives,
see (135–137)]. This includes Syrian NGOs, largely operating
from outside the country, such as the Syrian Association for
Mental Health, the Union of Syrian Medical Care and Relief
Organizations, and the Syrian American Medical Society, as well
as charities such as Al-Sham and Balsam (138). Despite these
efforts, the need for mental health services in Syria continues
to massively outstrip available resources. A large number of
Syrians with mental health conditions receive no treatment at
all, and the pandemic is further aggravating the situation. With
the seeming intractability of the Syrian conflict, novel servicelevel and policy-based interventions need to be considered in
order to improve public health conditions within the country,
including services for the internally displaced, as well as to
improve health and mental health coverage for refugees who
transit to other countries.

DESTINATION COUNTRIES
Given the number of people forcibly displaced from Syria,
and the association between refugee status and mental health
difficulties, it is necessary to evaluate the resources available to
Syrians who leave the country. Many of the challenges described
in the literature on refugee mental health afflict Syrian refugees
traveling to and residing in other countries. Syrian refugees
living both in camps and amongst the general population in
transit and destination countries suffer from high rates of
mental distress and disorder. Mental health difficulties have been
identified as the third greatest health need for Syrians displaced
to neighboring countries in the region, behind communicable
diseases and women’s health (139). A review of Syrians in
neighboring countries found high prevalence rates of mental
disorder, and also included data on individual risk factors,
singling-out traumatic experiences and a prior history of mental
disorder, as well as reviewing research on access to MHPSS,
identifying financial costs and socio-cultural factors as key
barriers (140). And a recent systematic review of research on
Syrians in countries spread out across both the Middle East and
Europe found weighted prevalence rates of PTSD (23.4–83.4%),
depression (20–44.1%), and anxiety (19.3–31.8%) (141).
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rates (23.7%) of mental disorder in children and adolescents in
Istanbul (152).
There have been reports that mental health services are
difficult for refugees to access in Turkey (11, 153). In a
separate analysis of the same sample of Syrian refugees in
Istanbul just mentioned, it was revealed that the vast majority
of individuals who screened positive for mental disorders did
not seek treatment (154). Respondents to the survey mentioned
a range of barriers, including treatment costs, stigma, lack of
knowledge of the health system, and the belief that symptoms
would resolve over time. These findings highlight the need
for community based MHPSS programs that can address these
barriers and reduce the treatment gap.
Nothing on the legislative or policy level bars healthcare
access. Registered refugees have the legal right to make use of
the country’s universal health care system under the “Temporary
Protection Regulation,” although there are practical barriers such
as delays in enrollment, during which one is ineligible for
anything other than emergency services, as well as obstacles
related to travel, language, and basic understanding of the
national health scheme [all of which impact Syrian refugees
(155–158)]. There is an official national mental health policy,
though no dedicated legislation is in place (24). Indicative of the
broader challenge of implementation, the national policy calls
for increased commitment to community-based and integrated
services. But neither of these goals has yet to be met in Turkey, as
in most countries (24).
The WHO has partnered with the Ministry of Health
and multiple international donors to provide health services
to displaced Syrians. As part of Turkey’s Refugee Health
Programme, over 180 Migrant Health Centers have been
supported throughout the country, which are also the site for
training Syrian health workers with the goal of integrating them
into the national health system (150, 153, 159). Surveys suggest
that Syrian refugees primarily rely upon hospitals for their health
needs, but there are plans to continue to expand the number
of refugee health centers so as to increase access and utilization
(150). The WHO also operates cross-border health services in
northwest Syria out of a field office in Gaziantep (153). This
includes maintaining a medical supply chain, deploying mobile
clinics, and offering primary health care services in WHOsupported facilities. Few of these facilities offer mental health
services, and there is a staffing shortage of psychiatrists and other
mental health professionals. In response, the WHO has trained
non-specialist health workers and community outreach workers
with the mhGAP program.

As previously noted, methodological differences account for
a great deal of the heterogeneity across studies, but research
on refugee mental health more generally also reveals significant
variation between destination countries (45), as culture and
context appear to play a significant role (112, 114). There
are some noticeable demographic trends, which underscores
the importance of ecological validity in research on refugees.
For instance, those arriving in Europe tend to be young
men [e.g., (48)]. But variation is also seen more generally
in service availability, access, and usage. Research on mental
health consultations in primary care centers within refugee
camps across several countries and regions has revealed a wide
variation in rates of visits and types of disorder (60). The specific
destination of forcibly displaced people may significantly impact
prevalence, morbidity, and service utilization, in addition to the
role of the particular social, cultural, and economic backgrounds
of refugees.
This section, then, provides a brief overview of the status of
refugee mental health research, service availability, and relevant
health policy in several key destination countries, with a specific
focus on Syrian refugees. This starts with the leading destinations
in the region, Turkey, Lebanon, and Jordan, and then extends
to the country that has received the largest influx of refugees
traveling across Europe, Germany. This selective approach is
guided by the available evidence in order to explore broader
responses in service provision and health policy and governance.
There are other countries in the Middle East and Europe that
should be the focus of similar analyses. According to UNHCR
estimates, Iraq (247,305), Egypt (132,748), and other North
African countries (31,657) have been major destinations for
Syrian refugees and asylum seekers (142). In Europe, other
notable destination countries include Sweden (114,609), Austria
(54,903), and the Netherlands (22,447) (143). In North America,
Syrians have been resettled over the last 5 years in Canada
(44,620) and the United States (21,725) (144, 145).

Turkey
Even with its own ongoing political upheaval, Turkey continues
to be the main destination for Syrian refugees, with over 3.6
million registered (146). Approximately 98% of refugees reside
in urban and rural areas across the country, while <2% live in
the seven remaining “temporary accommodation centers” (147).
Consistent with broader estimates, research specific to Syrian
refugees in Turkey describes high prevalence rates of mental
disorders. For example, a study among Syrians living in a tent city
found that more than a third had PTSD (148); another estimated
extremely high rates of PTSD (83.4%) and depression (37.4%)
in a refugee camp (149). A WHO household survey across
15 provinces revealed reports of severe or extreme depressive
feelings in 17% of adult respondents (150). In Istanbul, a recent
survey found high rates of PTSD (19.6%), depression (34.7%),
and anxiety (36.1%) (151). This study is consistent with other
research in that it identifies several key predictive variables, some
of which concern aspects of post-displacement. These include:
female gender, prior trauma, financial challenges, and ongoing
needs for social support, as well as a perceived lack of safety,
legal protection, and justice. There is also evidence of high
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Lebanon
The situation in Lebanon is not dissimilar, although the country
faces a very particular set of challenges due to recent political
unrest, an economic crisis, and longstanding support of a large
population of Palestinian refugees. The complexity of the health
system also brings with it special challenges. There are now ∼1.5
million Syrian refugees—both registered and unregistered—
residing in Lebanon, not to mention 35,000 Lebanese nationals
and 34,000 Palestinian refugees who have all fled Syria since the
start of the conflict (132, 160). The majority of Syrian refugees
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from the UNHCR (178), the MoPH convened a task force
with UNHCR and the WHO to help guide MHPSS expansion,
as well as initiating a National Mental Health Programme in
conjunction with UNHCR, WHO, UNICEF, and IMC (179, 180).
Ultimately a new national mental health plan was adopted
in 2015 (181), with a commitment to improve services for
displaced populations, including Syrian refugees. While not fully
implemented (24), the WHO has reported progress on efforts to
expand mental health services in PHCs, including the provision
of basic MHPSS, training of staff on mhGAP materials, and the
creation of a mental health data registry shared by select PHCs,
private clinics, and hospitals (132).
There are also reports of innovative initiatives in health
and mental health service delivery. Informal Syrian healthcare
workers appear to be increasingly active in the provisioning of
basic health services (182, 183). Lebanon’s first early intervention
in psychosis service was established out of the American
University of Beirut (184). Innovations also include the use of emental health (telepsychiatry or telemental health) interventions,
including WHO’s “step-by-step” intervention package, which has
been trialed with Syrian refugees—a population with marked
vulnerabilities but high accessibility to smartphones and the
internet (185)—with promising results (186). The COVID19 pandemic has provided additional reasons to expand such
services in Lebanon (187). For its part, the MoPH, which has
often been encouraged to take a stronger leadership role in health
governance (162), continues to push ahead with national-level
plans, including MHPSS-specific responses to both the COVID19 pandemic (188) and the explosion last summer in Beirut
(189). These recent events may in fact represent an opportunity
to build upon the existing collaborative governance model in
order to further advance reforms to the mental health system in
Lebanon (190).

reside throughout the country in informal settlements, often
under poor conditions in tent cities situated within already
impoverished communities. Lebanon has never signed on to
the 1951 Refugee Convention and so no formal camps have
been established, although limited social and health-related
protections are granted to refugees based upon an agreement
with UNHCR (161). Such arrangements have left refugees in a
precarious position within the country, creating challenges to the
health system (162, 163), including mental health programming
(164, 165). The recent explosion in Beirut, which damaged several
hospitals and stores of medical supplies, only worsened this state
of affairs (166).
There are numerous reports of a substantial burden of mental
disorder, particularly PTSD, in the Syrian refugee population in
Lebanon, both from the gray literature and academic research.
For example, studies have found high rates of PTSD in Syrian
refugees (167, 168). Since the start of the Syrian conflict,
there appear to have been significant increases in rates of
depression (169) and psychiatric hospitalization (170). Research
has also started to focus on the impact of trauma and living
conditions on refugee families: Syrian women exposed to war and
conflict-related events tend to suffer from psychological distress
which can, in turn, lead to negative parenting and psychosocial
difficulties in their children (171). These findings highlight the
intergenerational impact of war, conflict, and displacement.
There is also emerging evidence confirming the deleterious
effects on health and mental health of the substandard living
conditions endured by Syrian refugees in the informal tent cities
scattered across the country (172).
The health system in Lebanon has been overburdened by
the sheer scale of the influx of refugees, although a number of
initiatives between the Ministry of Public Health (MoPH) and
its international partners have tried to bolster service provision.
Due to the highly privatized nature of the preexisting health
system, the needs of refugees have been primarily served through
hospitals and clinics funded and operated by the WHO, UNHCR,
and various NGOs (173). Following the start of the Syrian crisis,
the Lebanese government worked with UNHCR to initiate a
humanitarian response plan (174), and the MoPH developed
a strategy for the health sector (175). These plans prioritized
improved access of services for refugees, including public services
provided by the Ministry of Social Affairs, predominantly
centered around the expansion and support of public health
centers (PHCs). Since then, the WHO has reported a number
of positive developments in the work of PHCs, including the
distribution of free vaccinations and the subsidized provision
of medication and other essential health services (132). But
despite these efforts, accessing care continues to be a problem
for many Syrian refugees given the remaining financial barriers
(163), especially for the treatment of non-communicable diseases
(176, 177).
Many of the same challenges can be found within the
mental health system in Lebanon, which until recently
was predominately privatized and remains underfunded,
understaffed, and largely restricted to urban centers
(24, 164, 165). But here too there has been a coordinated
national response to the Syrian refugee crisis, supported by
multilateral agencies and NGOs. Spurred by an early report
Frontiers in Public Health | www.frontiersin.org

Jordan
In many ways Jordan’s health system is fairly robust and better
situated to address refugee mental health than many other
countries, but here too there are ongoing challenges. It has been
the destination for 1.36 million Syrian refugees—registered and
unregistered—with 90% living outside camps in urban areas and
∼140,000 in the two camps of Za’atari and Azraq (191). Similar
to other destination countries, high rates of mental distress and
disorder have been reported in the Syrian refugee population,
with particular impact on children and adolescents (11, 192,
193). For example, a small study of Syrian children described
feelings of loneliness and depression in a quarter of a sample
of respondents (194), while a school-based study in the cities
of Mafraq, Sahab, Ramtha, and Zarqa found moderate to severe
PTSD in a substantial portion of the sample (31%), with higher
rates in girls (195). There is also relevant research on adult
Syrian refugees: a review of the available data found high rates
of mental health difficulties across several studies (32.9%) (196).
More recent studies recorded high levels of perceived stress and
the presence of depressive and anxiety symptoms in Amman
(197), as well as prolonged grief—associated with severe mental
disorder—in the Azraq refugee camp, associated with severe
mental disorder (198).
8

August 2021 | Volume 9 | Article 676000

Cratsley et al.

Refugee Mental Health

refugees. By the terms of Germany’s Asylum Seekers Benefits Act
(213), new arrivals can only access “essential” health services for
their first 15 months. Such services are typically restricted to
acute conditions, effectively excluding any number of physical
and mental illnesses. The law thus represents a significant barrier
to accessing health and mental health services, which has led to
sustained criticism (214). The UN has issued a report critical
of this policy and coverage position (215), as did a group of
academics and civil society organizations (216), characterizing it
as a failure to protect the right to health that requires immediate
reform. The German government issued a formal reply to the
UN (217), maintaining that the law does ensure access to basic
health care. This past year the government also issued a new
global health strategy (218), although this too has come under
criticism for failing to include any consideration of issues relating
to migration (219).
Beyond the initial period of resettlement, refugees ultimately
can gain the right to enroll in Germany’s universal health care
system, but even then it is not always easily accessed or utilized.
Struggles with language, unemployment, and acculturation can
represent significant obstacles for refugees to access and benefit
from mental health interventions (220). Comprehensive data has
been slow to become available, but there has been a clear need for
enhanced service development specific to refugee mental health,
particularly the provision of psychosocial therapies for traumarelated disorders (7). Recently, consistent with the growth of
research on refugee mental health more generally, Germany has
been the source of promising research on new service models and
therapeutic interventions that could be scaled-up as a response to
the longstanding access problems.
The Charité University Hospital in Berlin has been at the
center of efforts to design, research, and implement mental
health services for refugees. They have partnered with NGOs to
provide services in Jordan, and in Berlin offer treatments from
a specialist outpatient clinic for refugees (221). There are also a
number of other research-based initiatives underway, including
the development of a new screening tool (222), interventions
for children (223), and multidisciplinary treatment packages for
adults (224). The RefuKey initiative attempts to lower barriers
to treatment through the provision of culturally appropriate
interventions; research on the model has included Syrian refugees
(225). There is also large, multicenter study of collaborative
care model, tailored for Syrian refugees, that has just started
being investigated (226). All of these treatment models, if proven
effective, could serve as the basis for scaled-up interventions in
similar high-income settings.

The government of Jordan developed a comprehensive
strategy in response to the Syrian crisis that included a focus
on strengthening the health sector (191, 199). An emphasis was
placed on ensuring equitable access to health services so that
registered Syrian refugees, outside of the camps, could access
the full range of primary and secondary services offered by the
public health system. Within mental health, the response plan
was consistent with the preexisting national mental health policy
(200) in its prioritization of the integration of mental health in
primary care and the expansion of MHPSS. There have been
challenges to the full implementation of the country’s health and
mental health policy, however.
In particular, various obstacles have dramatically impacted
access and service usage. According to some estimates, more
than half of Syrian refugees that need medication or other
health services cannot access such services (201). A widely
reported increase in co-payment fees created a financial barrier
to treatment (193, 202, 203), and surveys found that the financial
costs of health services are a problem for Syrian refugees (204).
The government increased the subsidy on health services for
refugees in 2019, but there have been indications that Syrian
refugees were largely unaware of this change (205). These
challenges related to primary healthcare access inevitably impact
mental health service provision. Different forms of mental health
interventions are increasingly available, both in inpatient and
outpatient settings, but there have been significant gaps in
coverage for refugees. The government of Jordan has started
various social services initiatives to address these types of
challenges, such as cash transfer programs for families, with some
reported success (132).

Germany
Germany has been the destination for many forced migrants,
including 605,338 Syrian refugees now registered in the country
(143). When large numbers of refugees started crossing into
Europe in 2015, several German cities were key landing sites; for
example, a great deal of strain was placed on health and social
services in Munich (206). Early research initiatives soon began,
including work on the mental health of refugees in Dresden
(207). Subsequent research has had specific relevance to Syrian
refugees. For example, two small studies in the state of North
Rhine-Westphalia that focused on refugee children, both Syrian
and Iraqi, found elevated rates of depression, anxiety, attention
deficits, and withdrawal in relation to comparison samples (208).
There is an ongoing study of adult Syrian refugees in Erlangen
that found diagnosable conditions in a third of the sample
(209); a recent follow-up with half of the original participants
confirmed that these rates have remained substantial over time
(210). High prevalence rates have also been reported in Halle
(211). As previously mentioned, a meta-analysis has confirmed
high prevalence rates in studies within Germany of refugees and
asylum seekers from many different countries of origin (48). And
a recent review of postmigration contextual factors has identified
a range of risk factors, such unresolved asylum status, separation
from family, and discrimination (212).
Addressing the burden of mental disorder has been difficult
given legal restrictions on the provision of health services to
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DISCUSSION AND RECOMMENDATIONS
In order to address the problems associated with inadequate
mental health services for Syrian refugees, as well as the
internally displaced within Syria, a range of responses need to be
considered. Here we focus the discussion on a set of provisional
recommendations in several key areas; namely, future research
priorities, capacity building and health systems strengthening,
and national and global health policy (Table 4).
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not include culture-specific idioms of distress and conceptions
of mental disorder (45, 64). A process of cultural adaptation
and testing of mental health screening tools is needed when
working with refugees to ensure reliability and validity of mental
health symptoms being measured (230). In addition, there is need
for increased attention to variations in individual responses to
trauma. Consistent with research on the significance of events
that follow on, after the fact, from violence, armed conflict, or
natural disaster, the classical conception of PTSD does not appear
to sufficiently account for the role of social and contextual factors
in humanitarian crises (119, 231, 232).
The complex relationship between preexisting vulnerabilities
and exposure to stress and trauma, across the various phases
of migration, remains one of the most challenging research
questions. Clearer and more conclusive evidence would not
just help with clinical diagnosis and treatment, but it could
ultimately assist with the structuring of service provision. It
would inform our understanding of the patterns of variation that
have started to emerge from the existing data, thus opening up the
possibility of more targeted interventions. For instance, there are
significant between-country differences in the prevalence rates
of various disorders, service use by gender, and the percentage
of children in treatment (11, 45). Again, this will require a
better understanding of the role of social and cultural variables
at each stage of displacement, with many of these variables
also mediated by the policy environment (e.g., type of national
health system; healthcare access specific to refugees; financial
costs; etc.). Generation of more robust data that takes into
account the complete pathway of forced displacement can help
in the development of interventions—and health systems—that
are responsive to the causes of distinct profiles in prevalence and
service utilization.
What would inform these kinds of consideration is improved
tracking and measurement of mental health correlates and
outcomes throughout the migration process. There is no shortage
of organizations involved that could strengthen their data
collection systems to better feature mental health variables. For
example, partnerships between the UNHCR and other agencies
such as the IOM and WHO could recommend that member states
commit to sharing much needed epidemiological and health
systems data relating to Syrian refugees in a common, transparent
data schema. Greater access to cross-border data could enable
better health outcome and system research, which could, in turn,
inform the design of future interventions and the identification
of key challenges that transit and destination countries could
collectively prioritize.
All that said, the barriers to research in humanitarian settings
are substantial, and the topic of mental health—which faces
the challenges of underdiagnosis and stigma—in relation to
the Syrian crisis is no different. It is difficult to carry out
studies in this context; hence the interest in research from a
distance—e.g., epidemiological modeling (116). Research may
also hinder immediate relief efforts, while offering no guarantee
that it will lead to effective interventions, particularly when
adequate funding to carry out these interventions is not available.
Increased engagement with local populations through principles
of community-based participatory research can help address

TABLE 4 | General Recommendations.
Research Priorities
Enhance data collection
Track mental health correlates and outcomes throughout the migration
process, collecting disaggregated data on gender, age, and family status
Develop culturally specific mental health instruments
Adapt assessment measures to refugee populations, including culturally
specific idioms of distress and mental disorder
Expand research on therapeutic interventions
Research mental health interventions designed for forcibly displaced
populations, with a focus on women and children
Capacity Building and Health Systems Strengthening
Increase funding from regional and international donors
Target underfunded mental health services for refugee populations to
promote equitable access across destination countries
Improve social and economic conditions
Provide interventions that address socio-economic factors among the forcibly
displaced, along with increased resources for local communities
Integrate psychiatric care with broader health and human services
Increase availability of psychiatric care and remove barriers to diagnosis and
treatment, while providing clinically effective and culturally sensitive services
National and Global Health Policy
Ensure equal access to health services for migrants
Make health policies and health system implementation compliant with the
UN’s 1951 Refugee Convention and consistent with its recent Compacts
Increase international pressure on the Syrian regime
Monitor, reduce, and prevent targeted attacks on healthcare facilities and
medical personnel
Strengthen global governance
Leverage policy instruments to influence international donors, national health
ministries, and program implementers

Research Priorities
There is a pressing need for more data. Research has only
just started to examine the nature of mental health problems
in refugee populations, and a number of questions remain
unanswered that, with additional clarification, could help guide
the expansion and improvement of relevant services [also, see (2,
227)]. For a start, given the variability in existing findings, future
research should aim for more rigor and consistency, including a
longitudinal focus on the impact of protracted conflict on both
refugees and the internally displaced (45, 46, 64). Part of this
should include disaggregated data that better reflect the role
of gender, age, and family status (228), as well as a new focus
not just on mental health risks but also on potential protective
factors (54). For example, there is interesting new research on
post-traumatic growth in refugees, including data suggesting
that higher levels of education are associated with more positive
psychological and social changes following trauma in adult Syrian
refugees in Istanbul (229).
It is important to note that instruments used to measure
mental health are largely based on Western notions and do
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should not do this alone; they should be supported by multilateral
partners—as well as high-income countries that currently do
not admit adequate numbers of refugees—in order to establish
coordinated global governance that is responsive to refugee
health and humanitarian needs more generally. The bottom line
is that the financing of health services for refugees should come at
both the national and supranational levels; there are a number of
innovative funding mechanisms that need to be considered (237).
As repeatedly emphasized, social variables are key to refugee
mental health and therefore appropriate interventions should
be central to all service provision. Many of the contributors
to poor mental health increasingly appear to be social and
economic, such as poverty, unemployment, and discrimination,
all exacerbated by war, conflict, and displacement. These
variables are modifiable and thus appropriate socio-economic
interventions should be incorporated into, or at least aligned
with, mental health (49, 238). Cash transfer programs are an
example of this type of approach (at use in destination countries
such as Turkey, Lebanon, and Jordan). Efforts to improve basic
living conditions are likely to improve health and mental health
outcomes; this is particularly important when refugees all too
often subsist under horrible conditions often without even the
most basic amenities (172). There is another side to this as well,
which is the tense dynamic that often develops between local
populations and refugees. Ensuring that the local population has
sufficient access to social services, economic support, and health
services can help ameliorate what is otherwise a difficult situation
given limited resources (239).
The importance of postmigration social factors also strongly
suggests that health and mental health programming should
prioritize service configurations that are fully integrated. In
order for mental health services to be effective they must be
linked to other health services, as well as community resources
when possible, such as social services. Such a configuration has
the potential to make interventions more accessible, given the
broader reach of integrated services, as well as the possibility to
circumvent the stigma frequently attached specifically to mental
health services. But the fact remains that most countries have
not successfully implemented integrated mental health provision,
even when it is dictated by national and global health policy
(24). The emphasis on integrated care also suggests that basic
psychosocial interventions, as well as substance abuse treatment
(240, 241), should be part of the clinical treatment package,
and that community-based care is essential. This will require
additional training of staff, especially in child psychiatry (242), as
well as the continued development of non-specialist, task-shifting
initiatives. Emphasis should be placed on tailoring clinical
interventions to the cultural and contextual particulars of specific
refugee populations, such as resettled Syrian refugees (243).
To support this, more should be done to increase community
participation in both the design and implementation of health
services for the forcibly displaced (244).
The need to better integrate psychiatric care with broader
health and human services is a continuing challenge for all
health systems, including those in high income countries where
Syrian refugees have been resettled. The challenges of fragmented
services, and overall scarcity, also apply, although to a somewhat

some of these concerns, potentially leading to more sustainable
and effective interventions (233). This implies that health data
partnerships should extend well-beyond multilateral agencies,
including NGOs, community groups, and other health and
humanitarian stakeholders.
The research on therapeutic interventions for forcibly
displaced populations remains in its early stages, although
progress is starting to be made. As mentioned, several continuing
research programs should soon provide more substantial
evidence of the effectiveness of various psychosocial treatments.
Some of this work specifically involves Syrian refugees. Of
particular note is the STRENGTHS program currently being
trialed in a number of different settings (95). But there is
clearly room for much more research in this area. Others have
sounded calls for research in high income countries to focus on
several particular issues, including task-shifting approaches that
rely upon peer-led interventions, telepsychiatry and e-mental
health interventions, and more basic science investigating the
neurobiological mechanisms involved in the treatment of PTSD
(91). There is also a need for more work on developing effective
interventions for displaced women and children (9, 93).

Capacity Building and Health Systems
Strengthening
Much of the work required to rebuild and expand the health
system within Syria will ultimately be political in nature, taking
up issues that fall outside the scope of the present discussion.
Most immediately, putting an end to the targeted attacks on
healthcare facilities and medical personnel demands sustained
international pressure. But there are other aspects of this work
at the service level that are directly relevant to issues discussed
here. Improving the provision of mental health services in
refugee camps, especially in the northwest of the country, is
highly dependent upon the continuing operations of multilateral
organizations and NGOs in Syrian and neighboring countries.
The WHO’s cross-border work from Turkey is a good example of
this. New, innovative responses are also necessary, for instance,
modeled on initiatives such as the Brotherhood Medical Center,
a privately funded clinic in the border town of Atimah which
provides maternal and child services (234, 235).
In the leading destination countries, there are any number
of ways of expanding and enhancing mental health services
that should be under consideration. This starts with increased
funding from international donors. Health services for refugee
populations remain heavily reliant on the continued support
of public and private funders, particularly in countries such
as Lebanon. The influence of multilateral agencies such as the
WHO is vital, but there has also been an increased awareness
of the need to better coordinate the funding and provision of
humanitarian programs across all of the organizations involved
(236). These efforts need to be led by national health ministries
in order to build strong and sustainable health systems, especially
in the wake of humanitarian crises. This can help ensure that
national health systems respond effectively to incoming refugees,
given the domestic policy backdrop and the particularities of the
country and culture. But key transit and destination countries
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to prioritize refugee health and mental health—explicitly and
immediately—as a transnational health and humanitarian issue
(41).There are some indications that mental health interventions
are increasingly recognized as important components of
humanitarian response (252), and the UN’s Compacts and the
WHO’s Global Action Plan can help set constructive terms
for further progress on this necessary, long-overdue shift.
Future iterations of the SDGs, the most influential framework
currently guiding investment in international development,
should incorporate additional targets or shared indicators
that measure progress toward refugee-specific mental health
objectives (e.g., the provision of mental health services to refugee
populations, or lowering the rate of PTSD). This is consistent
with early calls to incorporate a mental health target that
addresses service provision (253), as well as the more recent
proposal from the Lancet Commission on Global Mental Health
and Sustainable Development for a range of new mental health
indicators (254).
Progress on the SDGs has been slow, and there are concerns
that refugees have not only failed to benefit but have been
left out entirely of many of the voluntary status reports
submitted by member states (39). But it remains a promising,
and influential, global agenda, with the potential for making
necessary adjustments in order to address neglected targets—
such as refugee mental health—if more purposefully constructed.
There have been proposals, for instance, to leverage the SDGs
for increased attention to the needs of children (255), and
refugee women (256). The WHO’s Global Action Plan also holds
promise for refugee mental health, but at this stage it still
requires formal adoption, followed by sustained commitment to
implementation (257). Incorporating the Global Action Plan into
an SDG indicator for progress on refugee health might be another
way to change this soft law mechanism into a more active global
policy framework.
Through increased recognition of refugee mental health,
all of these global policy instruments could influence donors,
program implementers, and health ministries. They could also
spur constructive changes in the way that refugee and asylum
applications are processed. For example, the UNHCR requires
health screenings, but the mental health component could be
strengthened so that any premigration or pre-resettlement need
for psychiatric care could be factored into the choice of transit
or destination country. Proposals consistent with this include the
idea of a “health passport” for refugees (258). There are some
precedents for this type of approach, such as the electronic health
records system used by UNRWA for Palestinian refugees in
several countries (259). This would require strong protections of
privacy and confidentiality, given the stigma and discrimination
associated with mental disorder and the risks faced by refugees
regarding the potential misuse of health data (2, 260). But if
handled correctly, and considered alongside other factors such as
the existence of immigrant communities from the same country
of origin, this information could ensure that refugees are placed
in countries or regions where appropriate mental health care is
available, along with social support. In this way it would help
with the initiation of treatment or, in other cases, provide for
continuity of care (one of the priority areas of the WHO’s Global

lesser extent. Where basic mental health systems are in place,
the challenges tend to center on the removal of barriers to
diagnosis and treatment and the provision of more clinically
effective and culturally sensitive services. For instance, even
where services are readily available there can be significant delays
in the process of enrolling in health systems, a problem that
can be problematic for refugees requiring immediate mental
health care following the stressful and traumatic experiences
associated with migration. The literature makes it clear that
the mental health needs of refugees in high income countries
require social support in various forms, such as promoting social
integration, reducing barriers to treatment, especially financial,
and increasing engagement with services through improved
cultural competence on the part of practitioners (245).

National and Global Health Policy
On the policy front, there are clear opportunities for improved
governance. The guiding principle throughout should be a
commitment to ensuring equal access to health services for
migrants of all types. In practice, this means making national
health policies, and health system implementation, compliant
with the UN’s 1951 Refugee Convention and consistent with
its recent Compacts. This will take sustained advocacy and
negotiation on the national, regional, and global level. A
key challenge will be effective policy implementation and the
monitoring of commitments, as health services remain out of
reach for many refugees even in countries with universal health
coverage in their constitution or national legislation. And of
course, just as refugee health remains a challenging area in which
to press for accelerated and substantial progress, a narrower focus
on refugee mental health has in many ways proved to be even
more of a challenge.
Within Syria, little progress can be made without international
pressure. The debates in global health policy have centered on
several key issues. The first concerns the impact of sanctions on
the provision of humanitarian aid, particularly in the context
of responses to the COVID-19 pandemic (246–248). Closely
related, there has been concern about the restrictions placed on
the work of NGOs—and the bilking of humanitarian aid—by
the Syrian government (249, 250); this has led to criticisms of
the potential complicity of the UN’s Office for the Coordination
of Humanitarian Affairs (251). Lastly, the targeted attacks on
healthcare facilities and medical personnel continue to devastate
health system infrastructure, despite attempts by both the UN
and WHO to institute monitoring systems and establish UN “safe
zones” to track and help prevent such attacks (101). Bold new
responses are needed to address, and ultimately resolve, these
issues, including approaches that have received less attention to
date. For example, regional legal mechanisms specific to IDPs,
such as the Great Lakes Pact and Kampala Convention, may
serve as models for developing governance frameworks that
can be applied to forced migration in Syria and neighboring
countries (98).
Specific to multilateral institutions, the response of the UN
and WHO needs to focus on the situation within Syrian and
across destination countries, in the region and elsewhere. As
noted at the outset, global health policy frameworks must begin
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Action Plan). Such a system configuration could be adaptive to
the specific needs of refugee populations, modulated to mental
healthcare access or the health policy of a particular destination
country. Critical to operationalizing this process is generating
the needed partnerships and multimodal forms of data to match
refugee populations based on their mental health needs and the
appropriate phase of migration.
Improved global governance would also help influence
national-level policy and implementation, especially the
prioritization of refugee mental health within national mental
health strategy. There are instructive examples available, as in
Lebanon, where the Ministry of Public Health’s new mental
health plan includes refugees as an important vulnerable
population requiring expanded services (181). This is necessary
in a country where refugees make up a substantial portion
of the population, but other countries have also moved in
a similar direction. For example, soon after Syrian refugees
were first welcomed to the country, Canada’s Mental Health
Commission issued a report specific to refugees, incorporating
their potential needs into preexisting national mental health
strategy (261). Problems with policy implementation for refugees
nevertheless linger in most countries, but such prioritization at
the national level is an important step forward in the push for
increased financial commitments and service expansion in key
destination countries.
The United States represents an important opportunity in this
regard. Refugee resettlement dropped to historic lows in recent
years, from a ceiling cap of 85,000 refugees during fiscal year
2016 to only 15,000 at the start of 2021 (262, 263). As a result,
the United States is no longer the world’s top country for refugee
resettlement after having led the world for decades (264). A series
of Executive Orders on immigration from 2017 to 2020 further
slowed resettlement, which particularly affected the number of
Syrian refugees coming to the country. From the years 2011 to
2019, a total of 21,725 Syrians arrived, with a high of 15,479 in
2016 and a low of 41 in 2018 (145, 265). The Biden administration
made initial pledges to raise the annual refugee admission
ceiling to 125,000 (266), confirmed in an Executive Order (267),
although political realities have since complicated the situation
(268). Rebuilding the US Refugee Admission Program may take
years (266), but there are other steps the administration should
consider in responding to the refugee crisis (269), including
renewed and strengthened support of the WHO (270), which
would signal the possibility of enhanced international leadership
in this area.
Despite all of the challenges described in the preceding,
particularly the problems associated with service scarcity and

barriers to access, there are still important opportunities available
for expanding and strengthening mental health services for
refugees. The Syrian conflict should be a catalyst for these
governance reforms to improve refugee mental health, as health
is a fundamental human right recognized by the UN and
WHO constitution. As others have emphasized, in some ways
the current pandemic has provided an opportunity to revisit
and revise public health systems on both a national (190) and
international scale (270), including the pressing need to end
longstanding neglect of the growing mental health burden (271).
Now is the time for expansion and innovation in global health,
guided by a strong vision of what is necessary to meet the needs of
the most vulnerable. Migrant and refugee health is an important,
indeed essential, part of this, and any and all developments in
research, policy, and practice must grant refugee mental health a
central place.

CONCLUSION
While the conflict in Syria continues to appear intractable, the
resulting public health emergency needs to be addressed in
innovative ways. The expansion and improvement of mental
health services is immediately necessary. What data there are
describe an alarming crisis, with high prevalence and morbidity
associated with mental disorder among Syrian refugees, met by
relatively scarce and inaccessible services. These conditions hold
in all of the primary destination countries in the region, including
Turkey, Lebanon, Jordan, as well as in the countries outside the
region that host refugees and resettlements, such as Germany.
Most of these countries have applicable national legislation and
policy frameworks, with some exceptions, but they all share
problems with implementation. These national-level policies and
service-level implementation efforts require strengthening, and
the prioritization of refugee mental health within global policy
instruments can help provide necessary guidance and influence.

AUTHOR CONTRIBUTIONS
KC, MAB, and TKM each made substantial contributions to the
conceptualization, drafting, and revision of the manuscript. All
the authors read and approved the final manuscript.

ACKNOWLEDGMENTS
The authors would like to thank the reviewers as well as
Hani Alhomsh, Mirjam Faissner, and Ulrich Koch for helpful
comments on earlier drafts of the article.

REFERENCES

3. Jabbour S, Leaning J, Nuwayhid I, Ager A, Cammett M, Dewachi O, et al. 10
years of the Syrian conflict: a time to act and not merely to remember. Lancet.
(2021) 397:1245–8. doi: 10.1016/S0140-6736(21)00623-1
4. Devi S. Health in Syria: a decade of conflict. Lancet. (2021) 397:955–6.
doi: 10.1016/S0140-6736(21)00618-8
5. Júnior JG, de Sales JP, Moreira MM, Pinheiro WR, Lima CKT, Neto MLR. A
crisis within the crisis: the mental health situation of refugees in the world
during the 2019 coronavirus (2019-nCoV) outbreak. Psychiatry Res. (2020)
288:113000. doi: 10.1016/j.psychres.2020.113000

1. UNHCR. Global Trends: Forced Displacement in 2020. (2021). Available
online at: https://www.unhcr.org/en-us/statistics/unhcrstats/60b638e37/
global-trends-forced-displacement-2020.html (accessed June 18, 2021).
2. Abubakar I, Aldridge RW, Devakumar D, Orcutt M, Burns R,
Barreto ML, et al. The UCL-Lancet Commission on Migration
and Health: the health of a world on the move. Lancet. (2018)
392:2606–54. doi: 10.1016/S0140-6736(18)32114-7

Frontiers in Public Health | www.frontiersin.org

13

August 2021 | Volume 9 | Article 676000

Cratsley et al.

Refugee Mental Health

33. UNHCR. Operational Guidance Mental Health & Psychosocial Support
Programming for Refugee Operations (2013).
34. WHO & UNHCR. Assessing Mental Health and Psychosocial Needs and
Resources: Toolkit for Humanitarian Settings (2012).
35. UNHCR. Mental Health and Psychosocial Support - UNHCR|Emergency
Handbook. (2021). Available online at: https://emergency.unhcr.org/
entry/49304/mental-health-and-psychosocial-support (accessed January
31, 2021).
36. Thornicroft G, Votruba N. Does the United Nations care
about
mental
health?
Lancet
Psychiatry.
(2016)
3:599–
600. doi: 10.1016/S2215-0366(16)30079-7
37. Cratsley K, Mackey TK. Health policy brief: global mental health and the
United Nations’ sustainable development goals. Fam Syst Health. (2018)
36:225–9. doi: 10.1037/fsh0000329
38. d’Harcourt E, Ratnayake R, Kim A. How can the sustainable development
goals improve the lives of people affected by conflict? Bull World Health
Organ. (2017) 95:157–8. doi: 10.2471/BLT.16.179622
39. International Rescue Committee. Missing Persons: Refugees Left Out and Left
Behind in the Sustainable Development Goals (2019).
40. Bozorgmehr K, Biddle L. New UN compact for migration falls short on
health. BMJ. (2018) 363:k5327. doi: 10.1136/bmj.k5327
41. Orcutt M, Spiege P, Kumar B, Abubakar I, Clark J, Horton R, et al. Lancet
Migration: global collaboration to advance migration health. Lancet. (2020)
395:317–19. doi: 10.1016/S0140-6736(20)30107-0
42. Porter M, Haslam N. Predisplacement and postdisplacement factors
associated with mental health of refugees and internally displaced persons:
a meta-analysis. JAMA. (2005) 294:602–12. doi: 10.1001/jama.294.5.602
43. Fazel M, Wheeler J, Danesh J. Prevalence of serious mental disorder in 7000
refugees resettled in western countries: a systematic review. Lancet. (2005)
365:1309–14. doi: 10.1016/S0140-6736(05)61027-6
44. Steel Z, Chey T, Silove D, Marnane C, Bryant RA, van Ommeren
M. Association of torture and other potentially traumatic events with
mental health outcomes among populations exposed to mass conflict and
displacement: a systematic review and meta-analysis. JAMA. (2009) 302:537–
49. doi: 10.1001/jama.2009.1132
45. Bogic M, Njoku A, Priebe S. Long-term mental health of war-refugees:
a systematic literature review. BMC Int Health Hum Rights. (2015)
15:29. doi: 10.1186/s12914-015-0064-9
46. Morina N, Akhtar A, Barth J, Schnyder U. Psychiatric disorders in refugees
and internally displaced persons after forced displacement: a systematic
review. Front Psychiatry. (2018) 9:433. doi: 10.3389/fpsyt.2018.00433
47. Blackmore R, Boyle JA, Fazel M, Ranasinha S, Gray KM,
et al. The prevalence of mental illness in refugees and asylum
seekers: a systematic review and meta-analysis. PLoS Med. (2020)
17:e1003337. doi: 10.1371/journal.pmed.1003337
48. Hoell A, Kourmpeli E, Salize HJ, Heinz A, Padberg F, Habel U, et al.
Prevalence of depressive symptoms and symptoms of post-traumatic
stress disorder among newly arrived refugees and asylum seekers in
Germany: systematic review and meta-analysis. BJPsych Open. (2021)
7:e93. doi: 10.1192/bjo.2021.54
49. Bhugra D, Gupta S, Bhui K, Craig T, Dogra N, Ingleby Jd, et al. WPA guidance
on mental health and mental health care in migrants. World Psychiatry.
(2011) 10:2–10. doi: 10.1002/j.2051-5545.2011.tb00002.x
50. Zimmerman C, Kiss L, Hossain M. Migration and health: a
framework for 21st century policy-making. PLoS Med. (2011)
8:e1001034. doi: 10.1371/journal.pmed.1001034
51. Lund C, Brooke-Sumner C, Baingana F, Baron EC, Breuer E, Chandra P, et al.
Social determinants of mental disorders and the Sustainable Development
Goals: a systematic review of reviews. Lancet Psychiatry. (2018) 5:357–
69. doi: 10.1016/S2215-0366(18)30060-9
52. Hynie M. The social determinants of refugee mental health in the postmigration context: a critical review. Can J Psychiatry. (2018) 63:297–
303. doi: 10.1177/0706743717746666
53. Kirmayer LJ, Narasiah L, Munoz M, Rashid M, Ryder AG,
Guzder J, et al. Common mental health problems in immigrants
and refugees: general approach in primary care. CMAJ. (2011)
183:E959–67. doi: 10.1503/cmaj.090292

6. UNHCR. COVID-19 Inducing “Widespread Despair” Among Refugees,
UNHCR Appeals for Urgent Support for Mental Health. (2020). Available
online at: https://www.unhcr.org/news/press/2020/10/5f80502c4/covid-19inducing-widespread-despair-among-refugees-unhcr-appeals-urgent.html
(accessed December 31, 2020).
7. Abbott A. The troubled minds of migrants. Nature. (2016) 538:158–
60. doi: 10.1038/538158a
8. Silove D, Ventevogel P, Rees S. The contemporary refugee crisis: an
overview of mental health challenges. World Psychiatry. (2017) 16:130–
9. doi: 10.1002/wps.20438
9. Frounfelker RL, Miconi D, Farrar J, Brooks MA, Rousseau C, Betancourt
TS. Mental health of refugee children and youth: epidemiology,
interventions, and future directions. Ann Rev Public Health. (2020)
41:159–76. doi: 10.1146/annurev-publhealth-040119-094230
10. Silove D. Challenges to mental health services for refugees: a global
perspective. World Psychiatry. (2021) 20:131–2. doi: 10.1002/wps.20818
11. Hijazi Z, Weissbecker I. Syria Crisis. Addressing Regional Mental Health
Needs and Gaps in the Context of the Syria Crisis. Washington, DC:
International Medical Corps (2015).
12. Lawley C. The Destruction You Can’t See: A Report Into the Prevalence of
PTSD Symptoms Amongst IDPs and Refugees From the Syrian Conflict. Syria
Relief (2021).
13. Sharif K, Hassan A. Mental health care in Syrian refugee populations.
In: Laher I, editor. Handbook of Healthcare in the Arab World. Cham:
Springer (2021) 1–11.
14. Department of Mental Health and Substance Use, World Health
Organization. WHO Mental Health Action Plan, 2013 - 2020. Geneva:
World Health Organization (2013).
15. UN. Transforming Our World: The 2030 Agenda for Sustainable
Development (2015).
16. UN. Global Compact for Safe, Orderly and Regular Migration.
A/RES/73/195 (2018).
17. UN. Global Compact on Refugees. A/73/12 (Part II) (2018).
18. WHO. Promoting the Health of Refugees and Migrants: Draft Global Action
Plan, 2019-2023. A72/25 Rev.1 (2019).
19. Seventy-Second World Health Assembly, World Health Organization.
Fourth Report of Committee A. World Health Organization (2019).
20. WHO. mhGAP: Mental Health Gap Action Programme: Scaling Up Care for
Mental, Neurological and Substance Use Disorders (2008).
21. WHO. MhGAP Humanitarian Intervention Guide (mhGAP-HIG): Clinical
Management of Mental Neurological and Substance Use Conditions in
Humanitarian Emergencies (2015).
22. WHO. Special Initiative for Mental Health (2019-2023): Universal Health
Coverage for Mental Health (2019).
23. WHO. Mental Health Promotion and Mental Health Care in Refugees and
Migrants: Technical Guidance (2018).
24. WHO. Mental Health Atlas, 2017. Geneva (2018).
25. Cheng I-H, Advocat JR, Vasi S, Enticott J, Willey S, Wahidi S et al. A Rapid
Review of Evidence-Based Information, Best Practices and Lessons Learned in
Addressing the Health Needs of Refugees and Migrants. Report to the World
Health Organization (2018).
26. Priebe S, Giacco D, El-Nagib R. Public Health Aspects of Mental Health
Among Migrants and Refugees: A Review of the Evidence on Mental Health
Care for Refugees, Asylum Seekers and Irregular Migrants in the WHO
European Region. Copenhagen: WHO Regional Office for Europe (2016).
27. WHO. Report on the Health of Refugees and Migrants in the WHO European
Region: no Public Health Without Refugee and Migrant Health (2018).
28. UN. Convention Relating to the Status of Refugees (1951).
29. UN. Protocol Relating to the Status of Refugees (1967).
30. UNHCR. Global Trends: Forced Displacement in 2015 (2015).
31. UNHCR. UNHCR’s Approach to Mental Health and Psychosocial Support in
Displacement (2019).
32. Hassan G, Kirmayer LJ, Mekki-Berrada A, Quosh C, El Chammay R, DevilleStoetzel J-B, et al. Culture, Context and the Mental Health and Psychosocial
Wellbeing of Syrians: A Review for Mental Health and Psychosocial
Support Staff Working With Syrians Affected by Armed Conflict. Geneva:
UNHCR (2015).

Frontiers in Public Health | www.frontiersin.org

14

August 2021 | Volume 9 | Article 676000

Cratsley et al.

Refugee Mental Health

72. Bryant RA, Edwards B, Creamer M, O’Donnell M, Forbes D, Felmingham
KL, et al. A population study of prolonged grief in refugees. Epidemiol
Psychiatr Sci. (2019) 29:e44. doi: 10.1017/S2045796019000386
73. Hollander AC, Pitman A, Sjöqvist H, Lewis G, Magnusson C, Kirkbride
JB, et al. Suicide risk among refugees compared with non-refugee migrants
and the Swedish-born majority population. Br J Psychiatry. (2020) 217:686–
92. doi: 10.1192/bjp.2019.220
74. Björkenstam E, Helgesson M, Amin R, Mittendorfer-Rutz E. Mental
disorders, suicide attempt and suicide: differences in the association in
refugees compared with Swedish-born individuals. Br J Psychiatry. (2020)
217:679–85. doi: 10.1192/bjp.2019.215
75. Tarricone I, D’Andrea G, Jongsma HE, Tosato S, Gayer-Anderson
C, Stilo SA, et al. Migration history and risk of psychosis:
results from the multinational EU-GEI study. Psychol Med.
(2021). doi: 10.1017/S003329172000495X. [Epub ahead of print].
76. Giacco D, Laxhman N, Priebe S. Prevalence of and risk factors for
mental disorders in refugees. Semin Cell Dev Biol. (2018) 77:144–
52. doi: 10.1016/j.semcdb.2017.11.030
77. Fazel M, Reed RV, Jones L, Panter-Brick C, Stein A. Mental health
of displaced and refugee children resettled in low-income and middleincome countries: risk and protective factors. Lancet. (2012) 379:250–
65. doi: 10.1016/S0140-6736(11)60050-0
78. Freedman J. Sexual and gender-based violence against refugee women: a
hidden aspect of the refugee crisis. Reprod Health Matt. (2016) 24:18–
26. doi: 10.1016/j.rhm.2016.05.003
79. UN Women. Gender-Based Violence and Child Protection Among Syrian
Refugees in Jordan, With a Focus on Early Marriage. (2013). Available
online at: https://www.unwomen.org/en/digital-library/publications/2013/
7/syrian-refugees (accessed March 2, 2020).
80. Jansen GG. Gender and war: the effects of armed conflict
on women’s health and mental health. Affilia. (2006) 21:134–
45. doi: 10.1177/0886109905285760
81. El-Moslemany R, Mellon L, Tully L, McConkey SJ. Factors associated
with intimate partner violence perpetration and victimization in asylum
seeking and refugee populations: a systematic review. Trauma Viol Abuse.
(2020). doi: 10.1177/1524838020977147. [Epub ahead of print].
82. Oram
S,
Khalifeh
H,
Howard
LM.
Violence
against
women and mental health. Lancet Psychiatry. (2017) 4:159–
70. doi: 10.1016/S2215-0366(16)30261-9
83. Lustig SL, Kia-Keating M, Knight WG, Geltman P, Ellis H,
Kinzie JD, et al. Review of child and adolescent refugee
mental health. J Am Acad Child Adolesc Psychiatry. (2004)
43:24–36. doi: 10.1097/00004583-200401000-00012
84. Catani C. Mental health of children living in war zones: a risk and protection
perspective. World Psychiatry. (2018) 17:104–5. doi: 10.1002/wps.20496
85. Ramel B, Täljemark J, Lindgren A, Johansson BA. Overrepresentation of
unaccompanied refugee minors in inpatient psychiatric care. SpringerPlus.
(2015) 4:131. doi: 10.1186/s40064-015-0902-1
86. Hebebrand J, Anagnostopoulos D, Eliez S, Linse H, Pejovic-Milovancevic
M, Klasen H. A first assessment of the needs of young refugees arriving in
Europe: what mental health professionals need to know. Eur Child Adolesc
Psychiatry. (2016) 25:1–6. doi: 10.1007/s00787-015-0807-0
87. Hirani K, Payne D, Mutch R, Cherian S. Health of adolescent refugees
resettling in high-income countries. Arch Dis Childhood. (2016) 101:670–
6. doi: 10.1136/archdischild-2014-307221
88. Hodes M. New developments in the mental health of refugee
children and adolescents. Evidence Based Mental Health. (2019)
22:72–6. doi: 10.1136/ebmental-2018-300065
89. Nakeyar C, Esses V, Reid GJ. The psychosocial needs of refugee children and
youth and best practices for filling these needs: a systematic review. Clin Child
Psychol Psychiatry. (2018) 23:186–208. doi: 10.1177/1359104517742188
90. Song S, Ventevogel P, editors. Child, Adolescent and Family Refugee Mental
Health. Cham: Springer (2020).
91. Sijbrandij M. Expanding the evidence: key priorities for research on mental
health interventions for refugees in high-income countries. Epidemiol
Psychiatr Sci. (2018) 27:105–8. doi: 10.1017/S2045796017000713
92. Nosè M, Ballette F, Bighelli I, Turrini G, Purgato M, Tol W, et al. Psychosocial
interventions for post-traumatic stress disorder in refugees and asylum

54. Giacco, D. Identifying the critical time points for mental health of asylum
seekers and refugees in high-income countries. Epidemiol Psychiatr Sci.
(2020) 29:E61. doi: 10.1017/S204579601900057X
55. Charlson F, van Ommeren M, Flaxman A, Cornett J, Whiteford H,
Saxena S. New WHO prevalence estimates of mental disorders in conflict
settings: a systematic review and meta-analysis. Lancet. (2019) 394:240–
8. doi: 10.1016/S0140-6736(19)30934-1
56. Ben Farhat J, Blanchet K, Juul Bjertrup P, Veizis A, Perrin C, Coulborn RM,
et al. Syrian refugees in Greece: experience with violence, mental health
status, and access to information during the journey and while in Greece.
BMC Med. (2018) 16:40. doi: 10.1186/s12916-018-1028-4
57. Steel Z, Silove D, Brooks R, Momartin S, Alzuhairi B, Susljik I. Impact of
immigration detention and temporary protection on the mental health of
refugees. Br J Psychiatry. (2006) 188:58–64. doi: 10.1192/bjp.bp.104.007864
58. Filges T, Montgomery E, Kastrup M, Jørgensen A-MK. The impact of
detention on the health of asylum seekers: a systematic review. Campbell Syst
Rev. (2015) 11:1–104. doi: 10.4073/csr.2015.13
59. Filges T, Montgomery E, Kastrup M. The impact of detention on the
health of asylum seekers: a systematic review. Res Soc Work Pract. (2016)
28:1–16. doi: 10.1177/1049731516630384
60. Kane JC, Ventevogel P, Spiegel P, Bass JK, van Ommeren M, Tol WA. Mental,
neurological, and substance use problems among refugees in primary health
care: analysis of the Health Information System in 90 refugee camps. BMC
Med. (2014) 12:228. doi: 10.1186/s12916-014-0228-9
61. Poole DN, Hedt-Gauthier B, Liao S, Raymond NA, Bärnighausen
T. Major depressive disorder prevalence and risk factors among
Syrian asylum seekers in Greece. BMC Public Health. (2018)
18:908. doi: 10.1186/s12889-018-5822-x
62. International Medical Corps. Rapid Mental Health and Psychosocial Support
Assessments: Needs, Service, and Recommendations for Support to Refugees,
Asylum Seekers, and Migrants in Northern and Central Greece. (2016).
Available online at: https://app.mhpss.net/?get=283/IMC-2016-MHPSSAssessment-North-and-Central-Greece.pdf
63. International Rescue Committee. The Cruelty of Containment: The Mental
Health Toll of the EU’s ‘Hotspot’ Approach on the Greek Islands (2020).
64. Turrini G, Purgato M, Ballette F, Nosè M, Ostuzzi G, Barbui C. Common
mental disorders in asylum seekers and refugees: umbrella review of
prevalence and intervention studies. Int J Ment Health Syst. (2017)
11:51. doi: 10.1186/s13033-017-0156-0
65. Shawyer F, Enticott JC, Block AA, Cheng IH, Meadows GN. The mental
health status of refugees and asylum seekers attending a refugee health
clinic including comparisons with a matched sample of Australianborn residents. BMC Psychiatry. (2017) 17:76. doi: 10.1186/s12888-0171239-9
66. Li SS, Liddell BJ, Nickerson A. The relationship between postmigration stress and psychological disorders in refugees and asylum
seekers. Curr Psychiatry Rep. (2016) 18:82. doi: 10.1007/s11920-0160723-0
67. Chen W, Hall BJ, Ling L, Renzaho AM. Pre-migration and post-migration
factors associated with mental health in humanitarian migrants in Australia
and the moderation effect of post-migration stressors: findings from the
first wave data of the BNLA cohort study. Lancet Psychiatry. (2017) 4:218–
9. doi: 10.1016/S2215-0366(17)30032-9
68. Cooper S, Enticott JC, Shawyer F, Meadows G. Determinants of mental
illness among humanitarian migrants: longitudinal analysis of findings from
the first three waves of a large Cohort Study. Front Psychiatry. (2019)
10:545. doi: 10.3389/fpsyt.2019.00545
69. Gleeson C, Frost R, Sherwood L, Shevlin M, Hyland P, Halpin R, et al.
Post-migration factors and mental health outcomes in asylum-seeking and
refugee populations: a systematic review. Eur J Psychotraumatol. (2020)
11:1793567. doi: 10.1080/20008198.2020.1793567
70. Cange CW, Brunel C, Acarturk C, Fouad FM. Considering chronic
uncertainty among Syrian refugees resettling in Europe. Lancet. (2019)
4:e14. doi: 10.1016/S2468-2667(18)30261-5
71. Hollander A-C, Dal H, Lewis G, Magnusson C, Kirkbride JB, Dalman
C. Refugee migration and risk of schizophrenia and other non-affective
psychoses: cohort study of 1.3 million people in Sweden. BMJ. (2016)
352:i1030. doi: 10.1136/bmj.i1030

Frontiers in Public Health | www.frontiersin.org

15

August 2021 | Volume 9 | Article 676000

Cratsley et al.

93.

94.

95.

96.

97.

98.

99.
100.

101.
102.
103.
104.
105.
106.

107.

108.

109.

110.

111.

112.

Refugee Mental Health

seekers resettled in high-income countries: systematic review and metaanalysis. PLoS ONE. (2017) 12:e0171030. doi: 10.1371/journal.pone.0171030
Fazel M. Psychological and psychosocial interventions for refugee children
resettled in high-income countries. Epidemiol Psychiatr Sci. (2018) 27:117–
23. doi: 10.1017/S2045796017000695
Turrini G, Purgato M, Acarturk C, Anttila M, Au T, Ballette F, et al.
Efficacy and acceptability of psychosocial interventions in asylum seekers
and refugees: systematic review and meta-analysis. Epidemiol Psychiatr Sci.
(2019) 28:376–88. doi: 10.1017/S2045796019000027
Sijbrandij, M, Acarturk, C, Bird, M, Bryant RA, Burchert S, Carswell
K, et al. Strengthening mental health care systems for Syrian refugees
in Europe and the Middle East: integrating scalable psychological
interventions in eight countries. Eur J Psychotraumatol. (2017)
8:1388102. doi: 10.1080/20008198.2017.1388102
Burchert S, Alkneme MS, Bird M, Carswell K, Cuijpers P, Hansen
P, et al. User-centered app adaptation of a low-intensity e-mental
health intervention for Syrian refugees. Front Psychiatry. (2018)
9:633. doi: 10.3389/fpsyt.2018.00663
de Graaff AM, Cuijpers P, Acarturk C, Bryant R, Burchert S, Fuhr
DC, et al. Effectiveness of a peer-refugee delivered psychological
intervention to reduce psychological distress among adult Syrian
refugees in the Netherlands: study protocol. Eur J Psychotraumatol.
(2020) 11:1694347. doi: 10.1080/20008198.2019.1694347
Akbarzada S, Mackey TK. The Syrian public health and humanitarian crisis:
a ‘displacement’ in global governance? Global Public Health. (2018) 13:914–
30. doi: 10.1080/17441692.2017.1285338
Devi S. Syria’s health crisis: 5 years on. Lancet. (2016) 387:1042–
3. doi: 10.1016/S0140-6736(16)00690-5
Jabbour S, Fouad FM, Leaning J, McKay D, Nasser R, Rubenstein
LS, et al. Death and suffering in Eastern Ghouta, Syria: a call for
action to protect civilians and health care. Lancet. (2018) 391:815–
7. doi: 10.1016/S0140-6736(18)30527-0
Devi, S. Health care in the Syrian conflict: 9 years on. Lancet. (2020)
395:855–6. doi: 10.1016/S0140-6736(20)30604-8
Abou-Saleh M, Mobayed M. Mental health in Syria. BJPsych Int. (2013)
10:58–60. doi: 10.1192/S1749367600003854
Physicians for Human Rights. My Only Crime Was That I Was A
doctor (2019).
Médecins Sans Frontières. Syria 2015: Documenting War-Wounded and
War-Dead in MSF-Supported Medical Facilities in Syria (2015).
International Rescue Committee. A Decade of Destruction: Attacks on Health
Care in Syria (2021).
Haar RJ, Risko CB, Singh S, Rayes D, Albaik A, Alnajar M, et al.
Determining the scope of attacks on health in four governorates of
Syria in 2016: Results of a field surveillance program. PLoS Med. (2018)
15:e1002559. doi: 10.1371/journal.pmed.1002559
Fouad FM, Sparrow A, Tarakji A, Alameddine M, El-Jardali
F, Coutts AP, et al. Health workers and the weaponisation of
health care in Syria: a preliminary inquiry for The LancetAmerican University of Beirut Commission on Syria. Lancet. (2017)
390:2516–26. doi: 10.1016/S0140-6736(17)30741-9
Footer KHA, Clouse E, Rayes D, et al. Qualitative accounts from Syrian
health professionals regarding violations of the right to health, including
the use of chemical weapons, in opposition held Syria. BMJ Open. (2018)
8:e021096. doi: 10.1136/bmjopen-2017-021096
Abbara A, Rayes D, Fahham O, Alhiraki OA, Khalil M, Alomar A, et al.
Coronavirus 2019 and health systems affected by protracted conflict: the case
of Syria. Int J Infect Dis. (2020) 96:192–5. doi: 10.1016/j.ijid.2020.05.003
UNHCR. UNHCR MENA Report - Mental Health and Psychosocial Response
During COVID-19 Outbreak. UNHCR Operational Data Portal (ODP)
(2020). Available online at: https://data2.unhcr.org/en/documents/details/
77112 (accessed December 29, 2020).
Quosh C, Eloul L, Ajlani R. Mental health of refugees and displaced persons
in Syria and surrounding countries: a systematic review. Intervention. (2013)
11:276–94. doi: 10.1097/WTF.0000000000000013
Hassan G, Ventevogel P, Jefee-Bahloul H, Barkil-Oteo A,
Kirmayer LJ. Mental health and psychosocial wellbeing of

Frontiers in Public Health | www.frontiersin.org

113.
114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

130.

131.

16

Syrians affected by armed conflict. Epidemiol Psychiatr Sci. (2016)
25:129–41. doi: 10.1017/S2045796016000044
Save the Children. Invisible Wounds: The Impact of Six Years of War on the
Mental Health of Syria’s Children (2017).
Hassan A. The Syrian mental health crisis: present findings and future
directions. Harvard Public Health Rev. (2019) 21:1–5. Available online at:
https://www.jstor.org/stable/48515225
UNHCR. Echoes From Syria: Mental Health and Psychosocial Support.
Issue 5 (2014). Available online at: http://reliefweb.int/sites/reliefweb.int/
files/resources/Echoes%20from%20syria_En%205.pdf
Charlson FJ, Lee YY, Diminic S, Whiteford H. Applications of the
epidemiological modelling outputs for targeted mental health planning in
conflict-affected populations: the Syria case-study. Global Mental Health.
(2016) 3:e8. doi: 10.1017/gmh.2016.4
Al Ibraheem B, Kira IA, Aljakoub J, Al Ibraheem A. The health effect of the
Syrian conflict on IDPs and refugees. Peace Conflict J Peace Psychol. (2017)
23:140–52. doi: 10.1037/pac0000247
Hughes P, Hijazi Z, Saeed K. Improving access to mental healthcare for
displaced Syrians: case studies from Syria, Iraq and Turkey. BJPsych Int.
(2016) 13:84–6. doi: 10.1192/S2056474000001392
Barkil-Oteo A, Abdallah W, Mourra S, Jefee-Bahloul H. Trauma and
resiliency: a tale of a Syrian refugee. Am J Psychiatry. (2018) 175:8–
12. doi: 10.1176/appi.ajp.2017.17030358
Abou-Saleh MT, Hughes P. Mental health of Syrian refugees:
looking
backwards
and
forwards.
Lancet.
(2015)
2:870–
1. doi: 10.1016/S2215-0366(15)00419-8
Kakaje A, Al Zohbi R, Hosam Aldeen O, Makki L, Alyousbashi A, Alhaffar
MBA. Mental disorder and PTSD in Syria during wartime: a nationwide
crisis. BMC Psychiatry. (2021) 21:2. doi: 10.1186/s12888-020-03002-3
Sami S, Williams HA, Krause S, Onyango MA, Burton A, Tomczyk B.
Responding to the Syrian crisis: the needs of women and girls. Lancet. (2014)
383:1179–81. doi: 10.1016/S0140-6736(13)62034-6
Cartwright K, El-Khani A, Subryan A, Calam R. Establishing the
feasibility of assessing the mental health of children displaced by the
Syrian conflict. Global Mental Health. (2015) 2:e8. doi: 10.1017/gmh.
2015.3
Perkins JD, Ajeeb M, Fadel L, Saleh G. Mental health in Syrian children
with a focus on post-traumatic stress: a stress cross-sectional study
from Syrian schools. Soc Psychiatry Psychiatr Epidemiol. (2018) 53:1231–
9. doi: 10.1007/s00127-018-1573-3
Kakaje A, Al Zohbi R, Alyousbashi A, Abdelwahed RNK, Hosam Aldeen O,
Alhalabi MM, et al. Post-traumatic stress disorder (PTSD), anger and mental
health of school students in Syria after nine years of conflict: a large-scale
school-based study. Psychol Med. (2020). doi: 10.1017/S0033291720003761.
[Epub ahead of print].
Raslan N, Hamlet A, Kumari V. Mental health and psychosocial support in
conflict: children’s protection concerns and intervention outcomes in Syria.
Confl Health. (2021) 15:19. doi: 10.1186/s13031-021-00350-z
Falb KL, Blackwell A, Stennes J, Hussein M, Annan J. Depressive symptoms
among women in Raqqa Governorate, Syria: associations with intimate
partner violence, food insecurity, and perceived needs. Global Mental Health.
(2019) 6:e22. doi: 10.1017/gmh.2019.20
Samari G. Syrian Refugee women’s health in Lebanon, Turkey, and Jordan
and recommendations for improved practice. World Med Health Policy.
(2017) 9:255–74. doi: 10.1002/wmh3.231
Yasmine R, Moughalian C. Systemic violence against Syrian refugee women
and the myth of effective intrapersonal interventions. Reprod Health Matt.
(2016) 24:27–35. doi: 10.1016/j.rhm.2016.04.008
WHO. WHO EMRO | WHO Regional Director’s Statement on His Mission to
Syria | Syria-News | Syrian Arab Republic. (2020). Available online at: http://
www.emro.who.int/syr/syria-news/who-regional-directors-statement-onhis-mission-to-syria.html (accessed December 30, 2020).
WHO. WHO EMRO | Addressing the Silent Impact of War: WHO Expands
Mental Health Care Services Across Syria | Syria-news | Syrian Arab Republic.
(2017). Available online at: http://www.emro.who.int/syr/syria-news/
who-expands-mental-health-care-services-across-syria.html
(accessed
December 7, 2020).

August 2021 | Volume 9 | Article 676000

Cratsley et al.

Refugee Mental Health

132. WHO. Health of Refugees and Migrants: Practices in Addressing the Health
Needs of Refugees and Migrants. WHO Eastern Mediterranean Region,
2018 (2018).
133. WHO. WHO EMRO | WHO-Supported Mobile Teams Deliver Mental Health
Care in Syria | Syria-news | Syrian Arab Republic. (2020). Available online at:
http://www.emro.who.int/syr/syria-news/who-supported-mobile-teamsdeliver-mental-health-care-in-syria.html (accessed December 30, 2020).
134. UNHCR. Strengthening Mental Health and Psychosocial Support in
2021 (2021).
135. Jefee-Bahloul H, Barkil-Oteo A, Pless-Mulloli T, Fouad FM. Mental
health in the Syrian crisis: beyond immediate relief. Lancet. (2015)
386:1531. doi: 10.1016/S0140-6736(15)00482-1
136. Abbara A, Coutts A, Fouad FM, Ismail SA, Orcutt M. Mental health among
displaced Syrians: findings from the Syria Public Health Network. J R Soc
Med. (2016) 109:88–90. doi: 10.1177/0141076816629765
137. El-Khani A, Cartwright K, Redmond A, Calam R. Daily bread: a novel
vehicle for dissemination and evaluation of psychological first aid for
families exposed to armed conflict in Syria. Global Mental Health. (2016)
3:e17. doi: 10.1017/gmh.2016.9
138. Almoshmosh N, Mobayed M, Aljendi, M. Mental health and psychosocial
needs of Syrian refugees and the role of Syrian non-governmental
organisations. BJPsych Int. (2016) 13:81–3. doi: 10.1192/S2056474000001380
139. El Arnaout N, Rutherford S, Zreik T, Nabulsi D, Yassin N, Saleh S. Assessment
of the health needs of Syrian refugees in Lebanon and Syria’s neighboring
countries. Confl Health. (2019) 13:31. doi: 10.1186/s13031-019-0211-3
140. Hendrickx M, Woodward A, Fuhr DC, Sondorp E, Roberts B.
The burden of mental disorders and access to mental health and
psychosocial support services in Syria and among Syrian refugees in
neighboring countries: a systematic review. J Public Health. (2020)
42:e299–310. doi: 10.1093/pubmed/fdz097
141. Peconga EK, Thogersen MH. Post-traumatic stress disorder, depression, and
anxiety in adult Syrian refugees: what do we know? Scand J Public Health.
(2020) 48:677–87. doi: 10.1177/1403494819882137
142. UNHCR. Situation Syria Refugee Response. Available online at: https://data.
unhcr.org/en/situations/syria (accessed June 8, 2021).
143. UNHCR. Refugee Data Finder. Available online at: https://www.unhcr.org/
refugee-statistics/download/ (access June 16, 2021).
144. Government of Canada. #WelcomeRefugees: Key Figures. Available online
at: https://www.canada.ca/en/immigration-refugees-citizenship/services/
refugees/welcome-syrian-refugees/key-figures.html (accessed December
7, 2020).
145. Statista. Syrian Refugee Arrivals in the United States From 2011 to
2019. (2019). Available online at: https://www.statista.com/statistics/742553/
syrian-refugee-arrivals-us/#statisticContainer (accessed January 15, 2021).
146. Regional Refugee & Resilience Plan (3RP). Regional Strategic Overview 20212022. UNHCR Operational Data Portal (ODP) (2020). Available online
at: https://data2.unhcr.org/en/documents/details/84022 (accessed December
31, 2020).
147. Regional Refugee & Resilience Plan (3RP). Turkey - Regional Refugee and
Resilience Plan in Response to the Syria Crisis. (2020). Available online
at:
http://www.3rpsyriacrisis.org/wp-content/uploads/2020/02/Turkey_
english.pdf (accessed December 31, 2020).
148. Alpak G, Unal A, Bulbul F, Sagaltici E, Bez Y, Altindag A, et al. Post-traumatic
stress disorder among Syrian refugees in Turkey: a cross-sectional study. Int
J Psychiatry Clin Pract. (2015) 19:45–50. doi: 10.3109/13651501.2014.961930
149. Acarturk C, Cetinkaya M, Senay I, Gulen B, Aker T, Hinton D. Prevalence
and predictors of posttraumatic stress and depression symptoms among
Syrian refugees in a refugee camp. J Nerv Ment Dis. (2018) 206:40–
5. doi: 10.1097/NMD.0000000000000693
150. Mipatrini D, Balcilar M, Dembech M, Erguder T, Ursu P. Survey on the
Health Status, Services Utilization and Determinants of Health: Syrian Refugee
Population in Turkey. Copenhagen: WHO Regional Office for Europe (2019).
151. Acarturk C, McGrath M, Roberts B, Ilkkursun Z, Cuijpers P, Sijbrandij M,
et al. Prevalence and predictors of common mental disorders among Syrian
refugees in Istanbul, Turkey: a cross-sectional study. Soc Psychiatry Psychiatr
Epidemiol. (2021) 56:475–84. doi: 10.1007/s00127-020-01941-6
152. Scherer N, Hameed S, Acarturk C, Deniz G, Sheikhani A, Volkan
S, et al. Prevalence of common mental disorders among Syrian

Frontiers in Public Health | www.frontiersin.org

153.
154.

155.

156.
157.

158.

159.

160.

161.
162.

163.

164.

165.
166.
167.

168.

169.

170.

171.

172.

17

refugee children and adolescents in Sultanbeyli district, Istanbul:
results of a population-based survey. Epidemiol Psychiatr Sci. (2020)
29:e192. doi: 10.1017/S2045796020001079
WHO. World Health Organization in Turkey: Health Emergency Response to
the Crisis in the Syrian Arab Republic (2019).
Fuhr DC, Acarturk C, McGrath M, Ilkkursun Z, Sondorp E, Sijbrandij M,
et al. Treatment gap and mental health service use among Syrian refugees in
Sultanbeyli, Istanbul: a cross-sectional survey. Epidemiol Psychiatr Sci. (2020)
29:e70. doi: 10.1017/S2045796019000660
Asylum Information Database. Health Care - Turkey. Asylum Information
Database (2017). Available online at: http://www.asylumineurope.org/
reports/country/turkey/health-care (accessed December 7, 2020).
Chen EC. Syrian refugee access to and quality of healthcare in Turkey. Int
Perspect Psychol. (2021) 10:55–7. doi: 10.1027/2157-3891/a000005
Assi R, Özger-Ilhan S, Ilhan M. Health needs and access to health care:
the case of Syrian refugees in Turkey. Public Health. (2019) 172:146–52.
doi: 10.1016/j.puhe.2019.05.004
Alawa J, Zarei P, Khoshnood K. Evaluating the provision of health services
and barriers to treatment for chronic diseases among Syrian refugees in
Turkey: a review of literature and stakeholder interviews. Int J Environ Res
Public Health. (2019) 16:2660. doi: 10.3390/ijerph16152660
Regional Refugee & Resilience Plan (3RP). Turkey Country Chapter 20212022, (2021). Available online at: https://www.unhcr.org/tr/wp-content/
uploads/sites/14/2021/03/3RP-Turkey-Country-Chapter-2021-2022_ENopt.pdf (accessed July 3, 2021).
Regional Refugee & Resilience Plan (3RP). 2020 Update of the Lebanon Crisis
Response Plan - (LCRP 2017-2020). UNHCR Operational Data Portal (ODP)
(2020). Available online at: https://data2.unhcr.org/en/documents/details/
74641 (accessed December 31, 2020).
UNHCR. Country Operations Plan. Lebanon: UNHCR Regional Office in
Lebanon (2003).
Santoro A, McKee M. Governing the Lebanese health system: strengthening
the national response to the burden of Syrian refugees. East Mediter Health
J. (2017) 23:449–52. doi: 10.26719/2017.23.6.449
Blanchet K, Fouad FM, Pherali T. Syrian refugees in Lebanon:
the search for universal health coverage. Conflict Health. (2016)
10:12. doi: 10.1186/s13031-016-0079-4
Karam E, El Chammay R, Richa S, Naja W, Fayyad, J. & Ammar, et al.
Lebanon: mental health system reform and the Syrian crisis. BJPsych Int.
(2016) 13:87–9. doi: 10.1192/S2056474000001409
Arafat SMY, Shoib S, Kar SK, El Hayek S. Psychiatry in Lebanon. Lancet
Psychiatry. (2020) 7:932. doi: 10.1016/S2215-0366(20)30415-6
Devi, S. Lebanon faces humanitarian emergency after blast. Lancet. (2020)
396:456. doi: 10.1016/S0140-6736(20)31750-5
Kazour F, Zahreddine NR, Maragel MG, Almustafa MA,
Soufia M, Haddad R, et al. Post-traumatic stress disorder in a
sample of Syrian refugees in Lebanon. Compr Psychiatry. (2017)
72:41–7. doi: 10.1016/j.comppsych.2016.09.007
Hyland P, Ceannt R, Daccache F, Daher RA, Sleiman J, Gilmore B, et al. Are
posttraumatic stress disorder (PTSD) and complex-PTSD distinguishable
within a treatment-seeking sample of Syrian refugees living in Lebanon?
Global Mental Health. (2018) 5:e14. doi: 10.1017/gmh.2018.2
Naja W, Aoun M, El Khoury E, Abdallah FJ, Haddad RS, et al.
Prevalence of depression in Syrian refugees and the influence of religiosity.
Comprehensive Psychiatry. (2016) 68:78–85. doi: 10.1016/j.comppsych.2016.
04.002
Lama S, Francois K, Marwan Z, Sami R. Impact of the Syrian
crisis on the hospitalization of Syrians in a psychiatric setting.
Commun Mental Health J. (2016) 52:499. doi: 10.1007/s10597-0169991-8
Sim A, Bowes L, Gardner F. Modeling effects of ward exposure and daily
stressors on maternal mental health, parenting, and child psychological
adjustment: a cross-sectional study with Syrian refugees in Lebanon. Global
Mental Health. (2018) 5:e40. doi: 10.1017/gmh.2018.33
Habib RR, Ziadee M, Younes EA, El Asmar K, Jawad, M. The association
between living conditions and health among Syrian refugee children in
informal tented settlements in Lebanon. J Public Health. (2020) 42:e323–
33. doi: 10.1093/pubmed/fdz108

August 2021 | Volume 9 | Article 676000

Cratsley et al.

Refugee Mental Health

196. Dator W, Abunab H, Dao-ayen, N. Health challenges and access to health
care among Syrian refugees in Jordan: a review. East Mediterr Health J. (2018)
24:680–6. doi: 10.26719/2018.24.7.680
197. Boge K, Karnouk C, Hahn E, Demir Z, Bajbouj, M. On perceived stress and
social support: depressive, anxiety and trauma-related symptoms in Arabicspeaking refugees in Jordan and Germany. Front Public Health. (2020)
8:239. doi: 10.3389/fpubh.2020.00239
198. Bryant RA, Bawaneh A, Giardinelli L, Awwad M, Al-Hayek H, Akhtar A. A
prevalence assessment of prolonged grief disorder in Syrian refugees. World
Psychiatry. (2021) 20:302–3. doi: 10.1002/wps.20876
199. The Hashemite Kingdom of Jordan. Ministry of Planning and International
Cooperation. Jordan Response Plan 2015 for the Syria Crisis (2014).
200. The Hashemite Kingdom of Jordan. National Mental Health
Policy (2011).
201. UNHCR. Community-Based Protection and Mental Health & Psychosocial
Support. Geneva: United High Commissioner for Refugees (2017).
202. Doocy S, Lyles E, Akhu-Zaheya L, Burton A, Burnham G. Health service
access and utilization among Syrian refugees in Jordan. Int J Equity Health.
(2016) 15:108. doi: 10.1186/s12939-016-0399-4
203. Rehr M, Shoaib M, Ellithy S, Okour S, Ariti C, Ait-Bouziad I, et al.
Prevalence of non-communicable diseases and access to care among
non-camp Syrian refugees in northern Jordan. Conflict Health. (2018)
12:33. doi: 10.1186/s13031-018-0168-7
204. Al-Rousan T, SChwabkey Z, Jirmanus L, Nelson BD. Health needs and
priorities of Syrian refugees in camps and urban settings in Jordan:
perspectives of refugees and health care providers. East Mediterr Health J.
(2018) 24:243–53. doi: 10.26719/2018.24.3.243
205. International Rescue Committee. Public health access and health seeking
behaviors of Syrian refugees in Jordan (2019). Available online at: https://
data2.unhcr.org/en/documents/details/72211 (accessed July 3, 2021).
206. Nicolai T, Fuchs O, von Mutius E. Caring for the wave of refugees in Munich.
N Engl J Med. (2015) 373:1593–5. doi: 10.1056/NEJMp1512139
207. Ullman E, Barthel A, Tache S, Bornstein A, Licinio J, Bornstein SR. Emotional
and psychological trauma in refugees arriving in Germany. Mol Psychiatry.
(2015) 20:1483–4. doi: 10.1038/mp.2015.164
208. Buchmuller T, Lembcke H, Busch J, Kumsta R, Leyendecker B. Exploring
mental health status and syndrome patterns among young refugee children
in Germany. Front Psychiatry. (2018) 9:212. doi: 10.3389/fpsyt.2018.00212
209. Georgiadou E, Zbidat A, Schmitt GM, Yesim E. Prevalence of mental
distress among Syrian refugees with residence permission in Germany: a
registry-based study. Lancet Psychiatry. (2018) 9:393. doi: 10.3389/fpsyt.2018.
00393
210. Borho A, Viazminsky A, Morawa E, Schmitt GM, Georgiadou E, Erim Y.
The prevalence and risk factors for mental distress among Syrian refugees
in Germany: a register-based follow-up study. BMC Psychiatry. (2020)
20:362. doi: 10.1186/s12888-020-02746-2
211. Fuhrer A, Nidermaier A, Kalfa V, Mikolajczyk R, Wienke A. Serious
shortcomings in assessment of asylum seeker’s mental health needs. PLoS
ONE. (2020) 15:e0239211. doi: 10.1371/journal.pone.0239211
212. Hajak VL, Sardana S, Verdeli H, Grimm S. A systematic review
of factors affecting mental health and well-being of asylum
seekers and refugees in Germany. Front Psychiatry. (2021)
12:643704. doi: 10.3389/fpsyt.2021.643704
213. Asylbewerberleistungsgesetz. Retrieved from: http://www.gesetze-iminternet.de/asylblg/index.html#BJNR107410993BJNE000109116 (accessed
October 20, 2020).
214. Bozorgmehr K, Dieterich A, Offe J. UN concerned about
the right to health for migrants in Germany. Lancet. (2019)
393:1202–3. doi: 10.1016/S0140-6736(19)30245-4
215. UN Economic and Social Council. Concluding Observations on the Sixth
Periodic Report of Germany. New York, NY: United Nations (2018).
216. Offe J, Dieterich A, Bozorgmehr K, Trabert G. Parallel report to the
CESCR on the right to health for non-nationals in Germany. (2018).
Available online at: https://tbinternet.ohchr.org/Treaties/CESCR/Shared
%20Documents/DEU/INT_CESCR_CSS_DEU_32476_E.pdf
217. UN Economic and Social Council. Annexes to the List of Issues in Relation to
the Sixth Periodic Report of Germany. Replies of Germany to the List of issues.
New York, NY: United Nations (2018).

173. Singh NS, Dingle A, Sabra AH, DeJong J, Pitt C, Mumtaz GR, et al.
Healthcare financing arrangements and service provision for Syrian refugees
in Lebanon. In: Bozorgmehr K, Roberts B, Razum O, Biddle L, editors. Health
Policy and Systems Responses to Forced Migration. Cham: Springer (2020).
p. 53–76.
174. Government of Lebanon. Lebanon Crisis Response Plan 2015-2016 (2014).
175. Lebanon, Ministry of Public Health. Health Response Strategy: Maintaining
Health Security, Preserving Population Health and Saving Children and
Women Lives (2016).
176. Amnesty International. Agonizing Choices: Syrian Refugees in Need of Health
Care in Lebanon (2014).
177. Doocy S, Lyles E, Hanquart B, The LHAS Study Team, Woodman,
M. Prevalence, care-seeking, and health service utilization for noncommunicable diseases among Syrian refugees and host communities in
Lebanon. Conflict Health. (2016) 10:21. doi: 10.1186/s13031-016-0088-3
178. El Chammay, R. UNHCR Assessment of Mental Health and Psychosocial
Support Services for Syrian Refugees in Lebanon (2013).
179. El Chammay R, Ammar W. Syrian crisis and mental health system reform in
Lebanon. Lancet. (2014) 384:494. doi: 10.1016/S0140-6736(14)61329-5
180. El Chammay R, Karam E, Ammar, W. Mental health reform
in Lebanon and the Syrian crisis. Lancet Psychiatry. (2016)
3:202–3. doi: 10.1016/S2215-0366(16)00055-9
181. Ministry of Public Health. Mental Health and Substance Use – Prevention,
Promotion, and Treatment. Situation Analysis and Strategies for Lebanon
2015-2020 (2015).
182. Ismail SA, Coutts AP, Rayes D, Roborgh S, Abbara A, Orcutt M, et al.
Refugees, Healthcare and Crises: Informal Syrian Health Workers in Lebanon.
IIED, London (2018). Available online at: https://pubs.iied.org/10856iied
183. Honein-AbouHaidar G, Noubani A, El Arnaout N, Ismail S, Nimer H,
Menassa M, et al. Informal healthcare provision in Lebanon: An adaptive
mechanism among displaced Syrian health professionals in a protracted
crisis. Conflict Health. (2019) 13:40. doi: 10.1186/s13031-019-0224-y
184. El-Khoury J, Ghazzaoui R, Ahmad A. Introducing specialist integrated
mental health care in Lebanon: the Psychosis Recovery Outreach Program.
Psychiatric Serv. (2018) 69:738–40. doi: 10.1176/appi.ps.201800018
185. UNICEF, UNHCR, UNWFP. Vulnerability Assessment of Syrian Refugees in
Lebanon, 2017 (2017).
186. Abi Ramia J, Harper Shehadeh M, Kheir W, Zoghbi E, Watts S, Heim,
et al. Community cognitive interviewing to inform local adaptations of
an e-mental health intervention in Lebanon. Global Mental Health. (2018)
5:e39. doi: 10.1017/gmh.2018.29
187. Fouad FM, Barkil-Oteo A, Diab JL. Mental Health in Lebanon’s triple-fold
crisis: the case of refugees and vulnerable groups in times of COVID-19.
Front Public Health. (2021) 8:589264. doi: 10.3389/fpubh.2020.589264
188. Lebanon Ministry of Public Health. The National Mental Health Programme.
National Action Plan for the MHPSS Response to COVID-19 (2020).
189. Lebanese Ministry of Public Health. Inter-Sectoral National Action Plan for
the MHPSS Response to Beirut Explosion Disaster (2020).
190. El Chammay R, Roberts B. Using COVID-19 responses to help strengthen
the mental health system in Lebanon. Psychol Trauma. (2020) 12:S281–
3. doi: 10.1037/tra0000732
191. The Hashemite Kingdom of Jordan. Ministry of Planning and International
Cooperation. Jordan Response Plan for the Syria Crisis 2020-2022. (2020).
192. UNICEF, International Medical Corps. Mental Health/Psychosocial and
Child Protection for Syrian Adolescent Refugees in Jordan (2014).
193. Amnesty International. Living on the Margins: Syrian Refugees Struggle to
Access Health Care in Jordan. Amnesty International USA (2016). Available
online at: https://www.amnestyusa.org/reports/living-on-the-marginssyrian-refugees-struggle-to-access-health-care-in-jordan/
(accessed
December 11, 2020).
194. Hamdan-Mansour AM, Abdel Razeq NM, AbdulHaq B, Arabiat D,
Khalil AA. Displaced Syrian children’s reported physical and mental
wellbeing. Child Adolesc Ment Health. (2017) 22:186–93. doi: 10.1111/camh.
12237
195. Yonis OB, Khader Y, Jarboua A, Al-Bsoul MM, Al-Akour N, Alfaquih
MA, et al. Post-traumatic stress disorder among Syrian adolescent refugees
in Jordan. J Public Health. (2020) 42:319–24. doi: 10.1093/pubmed/
fdz026

Frontiers in Public Health | www.frontiersin.org

18

August 2021 | Volume 9 | Article 676000

Cratsley et al.

Refugee Mental Health

235. Aburas R, Najeeb A, Baageel L, Mackey TK. The Syrian conflict: a case
study of the challenges and acute need for medical humanitarian operations
for women and children internally displaced persons. BMC Med. (2018)
16:65. doi: 10.1186/s12916-018-1041-7
236. Akl EA, El-Jardali F, Bou Karroum L, El-Eid J, Brax H, Akik C, et al.
Effectiveness of mechanisms and models of coordination between
organizations, agencies and bodies providing or financing health
services in humanitarian crises: a systematic review. PLoS ONE. (2015)
10:e0137159. doi: 10.1371/journal.pone.0137159
237. Spiegel P, Chanis R, Scognamiglio T, Trujillo A. Innovative humanitarian
health financing for refugees. In: Bozorgmehr K, Roberts B, Razum O, Biddle
L, editors. Health Policy and Systems Responses to Forced Migration. Cham:
Springer (2020) 35–52.
238. Siriwardhana C. Moderators of mental health of humanitarian migrants.
Lancet Psychiatry. (2017) 4:175–76. doi: 10.1016/S2215-0366(17)30035-4
239. Bizri AR, Dada BA, Haschicho MH. Defamed relations: host community and
refugees. Lancet. (2019) 393:1697–8. doi: 10.1016/S0140-6736(18)33181-7
240. Posselt M, McDonald K, Procter N, de Crespigny C, Galletly C. Improving
the provision of services to young people from refugee backgrounds with
comorbid mental health and substance use problems: addressing the barriers.
BMC Public Health. (2017) 17:280. doi: 10.1186/s12889-017-4186-y
241. Greene MC, Ventevogel P, Kane JC. Substance use services for refugees. Bull
World Health Organ. (2019) 97:246. doi: 10.2471/BLT.18.225086
242. Clausen CE, Bazaid K, Azeem MW, Abdelrahim F, Elgawad AAA, Alamiri
B, et al. Child and adolescent psychiatry training and services in the Middle
East region: a current status assessment. Eur Child Adolesc Psychiatry. (2020)
29:51–61. doi: 10.1007/s00787-019-01360-2
243. Almoshmosh N, Jefee Bahloul H, Barkil-Oteo A, Hassan G, Kirmayer
LJ. Mental health of resettled Syrian refugees: a practical cross-cultural
guide for practitioners. J Mental Health Train Educ Pract. (2020) 15:20–
32. doi: 10.1108/JMHTEP-03-2019-0013
244. Rass E, Lokot M, Brown F, Fuhr D, Kosremelli Asmar M, Smith J, et al.
Participation by conflict-affected and forcibly displaced communities in
humanitarian healthcare responses: a systematic review. J Migrat Health.
(2020) 1–2:100026. doi: 10.1016/j.jmh.2020.100026
245. Giacco D, Priebe S. Mental health care for adult refugees
in high-income countries. Epidemiol
Psychiatr
Sci. (2018)
27:109–16. doi: 10.1017/S2045796017000609
246. Hussain HY, Sen K. EU guidance impedes humanitarian action to
prevent COVID-19 in Syria. Lancet Glob Health. (2020) 8:e1112–
13. doi: 10.1016/S2214-109X(20)30289-8
247. Abbara A, Ekzayez A, Tarakji A, Khalil M, Sullivan R. Sanctions on Syria.
Lancet Glob Health. (2020) 8:e1369. doi: 10.1016/S2214-109X(20)30363-6
248. Ford P. Sanctions on Syria. Lancet Global Health. (2020)
8:e1370. doi: 10.1016/S2214-109X(20)30364-8
249. Haid H. Principled Aid in Syria: A Framework for International Agencies.
(2019). Chatham House Middle East and North Africa Programme.
250. Human Rights Watch. Rigging the System: Government Policies Co-opt Aid
and Reconstruction Funding in Syria. (2019).
251. Sparrow A. How the United Nations’ OCHA helped Assad and hurt Syrians
in need. Foreign Affairs. (2016, February 1).
252. Jones L, Ventevogel P. From exception to the norm: how mental health
interventions have become part and parcel of the humanitarian response.
World Psychiatry. (2021) 20:2–3. doi: 10.1002/wps.20808
253. Thornicroft G, Patel V. Including mental health among the new sustainable
development goals. BMJ. (2014) 349:g5189. doi: 10.1136/bmj.g5189
254. Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, et al. The
Lancet Commission on global mental health and sustainable development.
Lancet. (2018) 392:1553–98. doi: 10.1016/S0140-6736(18)31612-X
255. Alfvén T, Dahlstrand J, Humphreys D, Helldén D, Hammarstrand
S, Hollander AC, et al. Placing children and adolescents at the
centre of the Sustainable Development Goals will deliver for
current and future generations. Global Health Action. (2019)
12:1670015. doi: 10.1080/16549716.2019.1670015
256. Herrman H. Sustainable development goals and the mental health of
resettled refugee women: a role for international organizations. Front
Psychiatry. (2019) 10:608. doi: 10.3389/fpsyt.2019.00608

218. The Federal Government. Global Health Strategy of the German
Federal Government. Responsibility—Innovation—Partnership: Shaping
Global Health Together. (2020). Available online at: https://www.
bundesgesundheitsministerium.de/fileadmin/Dateien/5_Publikationen/
Gesundheit/Broschueren/Global_Health_Strategy.pdf (accessed Oct 20,
2020).
219. Knipper M, Bozorgmehr K, Offe J, Orcutt M. Germany’s new
global health strategy: leaving migrants behind. Lancet. (2021)
397:20–21. doi: 10.1016/S0140-6736(20)32546-0
220. Jefee-Bahloul H, Bajbouj M, Alabdullah J, Hassan G, Barkil-Oteo A. Mental
health in Europe’s Syrian refugee crisis. Lancet Psychiatry. (2016) 3:315–
7. doi: 10.1016/S2215-0366(16)00014-6
221. Bajbouj M, Panneck PC, Winter S-M, Ajami C, Alabdullah J, Burger MBB,
et al. A central clearing clinic to provide mental health services for refugees in
Germany. Front Public Health. (2021) 1–7. doi: 10.3389/fpubh.2021.635474
222. Kaltenbach E, Härdtner E, Hermenau K, Schauer M, Elbert T.
Efficient identification of mental health problems in refugees in
Germany: the Refugee Health Screener. Eur J Psychotraumatol. (2017)
8:1389205. doi: 10.1080/20008198.2017.1389205
223. Nocon A, Eberle-Sejari R, Unterhitzenberger J, Rosner R. The
effectiveness of psychosocial interventions in war-traumatized refugee
and internally displaced minors: systematic review and meta-analysis. Eur J
Psychotraumatol. (2017) 8:1388709. doi: 10.1080/20008198.2017.1388709
224. Stammel N, Knaevelsrud C, Schock K, Walther LCS, Wenk-Ansohn M,
Böttche M. Multidisciplinary treatment for traumatized refugees in a
naturalistic setting: symptom courses and predictors. Eur J Psychotraumatol.
(2017) 8:1377552. doi: 10.1080/20008198.2017.1377552
225. Trilesnik B, Altunoz U, Wesolowski J, Eckhoff L, Ozkan I, Loos K, et al.
Implementing a need-adapted stepped-care model for mental health of
refugees: preliminary data of the state-funded project “RefuKey”. Front
Psychiatry. (2019) 10:688. doi: 10.3389/fpsyt.2019.00688
226. Böge K, Karnouk C, Hahn E, Schneider F, Habel U, Banaschewski
T, et al. Mental health in refugees and asylum seekers (MEHIRA):
study design and methodology of a prospective multicentre
randomized controlled trial investigating the effects of a stepped and
collaborative care model. Eur Arch Psychiatry Clin Neurosci. (2020)
270:95–106. doi: 10.1007/s00406-019-00991-5
227. Tol WA, Ager A, Bizouerne C, Bryant R, El Chammay R, Colebunders R,
et al. Improving mental health and psychosocial wellbeing in humanitarian
settings: reflections on research funded through R2HC. Confl Health. (2020)
14:71. doi: 10.1186/s13031-020-00317-6
228. Kofman E. Gendered mobilities and vulnerabilities: refugee
journeys to and in Europe. J Ethnic Migrat Stud. (2019)
45:2185–99. doi: 10.1080/1369183X.2018.1468330
229. Wen K, McGrath M, Acarturk C, Ilkkursun Z, Fuhr DC, Sondorp E,
et al. Post-traumatic growth and its predictors among Syrian refugees in
Istanbul: a mental health population survey. J Migrat Health. (2020) 1–
2:1–8. doi: 10.1016/j.jmh.2020.100010
230. Haroz EE, Bass JK, Lee C, Murray LK, Robinson C, Bolton P. Adaptation
and testing of psychosocial assessment instruments for cross-cultural use:
an example from the Thailand Burma border. BMC Psychol. (2014)
2:31. doi: 10.1186/s40359-014-0031-6
231. Vallières F, Ceannt R, Daccache F, Abou Daher R, Sleiman J, Gilmore
B, et al. ICD-11 PTSD and complex PTSD amongst Syrian refugees
in Lebanon: the factor structure and the clinical utility of the
International Trauma Questionnaire. Acta Psychiatr Scand. (2018)
138:547–57. doi: 10.1111/acps.12973
232. El-Khoury J, Barkil-Oteo A, Adam L. Addressing psychiatric care in conflict
zones: recommendations for the Arab region. BJPsych Int. (2021) 18:2–
4. doi: 10.1192/bji.2020.41
233. Jefee-Bahloul H, Khoshnood K. Mental health research in
the Syrian humanitarian crisis. Front Public Health. (2014)
2:44. doi: 10.3389/fpubh.2014.00044
234. Aburas R, Najeeb A, Baageel L, Mackey TK. The Brotherhood
Medical Center: collaborative foundation of maternity and children’s
healthcare facility for displaced Syrians. Front Public Health. (2018)
6:108. doi: 10.3389/fpubh.2018.00108

Frontiers in Public Health | www.frontiersin.org

19

August 2021 | Volume 9 | Article 676000

Cratsley et al.

Refugee Mental Health

257. Gostin LO, Abubakar I, Guerra R, Rashid SF, Friedman EA, Jakab Z. WHO
takes action to promote the health of refugees and migrants. Lancet. (2019)
393:2016–18. doi: 10.1016/S0140-6736(19)31051-7
258. Martel N, Franco-Lopez HD, Snyder E, Cheskey S, Fruchter L, Ahrari
A, et al. The refugee health passport: a portable medical history
tool that facilitates communication for newly arrived refugees in
interpretation-limited, acute care settings. Ann Global Health. (2015)
81:115. doi: 10.1016/j.aogh.2015.02.765
259. Chiesa V, Chiarenza A, Mosca D, Rechel B. Health records for
migrants and refugees: a systematic review. Health Policy. (2019) 123:888–
900. doi: 10.1016/j.healthpol.2019.07.018
260. Feeney O, Werner-Felmayer G, Siipi H, Frischhut M, Zullo S, Barteczko U,
et al. European Electronic Personal Health Records initiatives and vulnerable
migrants: a need for greater ethical, legal and social safeguards. Dev World
Bioeth. (2020) 20:27. doi: 10.1111/dewb.12240
261. Agic B, McKenzie K, Tuck A, Antwi M. Supporting the Mental Health of
Refugees to Canada. Mental Health Commission of Canada (2016).
262. Pew Research Center. Key Facts About Refugees to the U.S. (2020).
Available online at: https://www.pewresearch.org/fact-tank/2019/10/07/keyfacts-about-refugees-to-the-u-s/ (accessed December 31, 2020).
263. Hauslohner A. Biden wants more refugees, but it could take years to
rebuild the resettlement system. Washington Post. (2020). Available online
at: https://www.washingtonpost.com/politics/2020/12/02/biden-refugeesresettlement-trump/ (accessed December 31, 2020).
264. Pew Research Center. Canada Now Leads the World in Refugee Resettlement,
Surpassing the U.S. (2019). Available online at: https://www.pewresearch.
org/fact-tank/2019/06/19/canada-now-leads-the-world-in-refugeeresettlement-surpassing-the-u-s/ (accessed December 31, 2020).
265. Zezima K. The U.S. has slashed its refugee intake. Syrians fleeing war are
most affected. Washington Post. (2020). Available online at: https://www.
washingtonpost.com/immigration/the-us-has-slashed-its-refugee-intakesyrians-fleeing-war-are-most-affected/2019/05/07/f764e57c-678f-11e9a1b6-b29b90efa879_story.html (accessed December 31, 2020).
266. Hauslohner A. Biden wants more refugees, but it could take years to
rebuild the resettlement system. Washington Post. (2020). Available online
at: https://www.washingtonpost.com/politics/2020/12/02/biden-refugeesresettlement-trump/ (accessed December 31, 2020).

Frontiers in Public Health | www.frontiersin.org

267. US Government. Executive Order on Rebuilding and Enhancing Programs
to Resettle Refugees and Planning for the Impact of Climate Change on
Migration (2021).
268. Shear MD, Kanno-Youngs Z. In another reversal, Biden raises limit on
number of refugees allowed into the U.S. New York Times. (2021). Available
online at: https://www.nytimes.com/2021/05/03/us/politics/biden-refugeelimit.html
269. International Rescue Committee. Action Can Begin at Home, but It Cannot
End There: 9 Humanitarian Goals for the Biden-Harris Administration’s First
Year (2021).
270. Gostin LO, Shalala DE, Hamburg MA, Bloom BR, Koplan JP, Rimer BK, et al.
A global health action agenda for the Biden administration. Lancet. (2021)
397:5–8. doi: 10.1016/S0140-6736(20)32585-X
271. Kola L, Kohrt BA, Hanlon C, Naslund JA, Sikander S, Balaji M,
et al. COVID-19 mental health impact and responses in lowincome and middle-income countries: reimagining global mental
health. Lancet Psychiatry. (2021). doi: 10.1016/S2215-0366(21)
00025-0
Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.
Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.
Copyright © 2021 Cratsley, Brooks and Mackey. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (CC BY).
The use, distribution or reproduction in other forums is permitted, provided the
original author(s) and the copyright owner(s) are credited and that the original
publication in this journal is cited, in accordance with accepted academic practice.
No use, distribution or reproduction is permitted which does not comply with these
terms.

20

August 2021 | Volume 9 | Article 676000

