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Abstract
Purpose: This article examines the prevalence of clinically significant 

mental disorders among 446 newly arrived refugees receiving clinical 
services through a U.S. Refugee Resettlement organization’s mental 
health program. Of the analytic sample, a subsample of 197 refugees 
received onsite psychiatric services in the same resettlement program. The 
paper answers two questions: First, what predicts enrollment in psychiatric 
care among refugee arrivals identified in resettlement programs? Second, 
how do refugees receiving psychiatric care navigate other clinical and 
non-clinical resettlement services? Methods: Using logistic regression 
modeling, the study examined the prevalence of schizophrenia, major 
depressive disorder, post-traumatic stress disorder (PTSD), generalized 
anxiety disorder, adjustment disorder, and other covariates that predict 
psychiatric care enrollment and levels of refugee engagement in clinical 
and resettlement services broadly. Results: Presenting problems of PTSD 
(b = 1.094, t(371) = 2.94, OR = 2.985, p = .003) and schizophrenia  
(b = 2.932, t(371) = –2.73, OR = 18.760, p = .006) were each associated 
with an increased likelihood of enrollment in psychiatric services. 
Refugees from African nations (b = –1.076, t(371) = –2.85, OR = 0.341,  
p = .005) were about 66% less likely to be enrolled in psychiatric care than 
were refugees from the Middle East. Receiving the general adjustment 
presenting problem flag (b = –2.569, t(371) = –7.09, OR = 0.077,  
p <.001) was also associated with a decreased likelihood of psychiatric care 
enrollment. Conclusion: The findings provide directions for addressing 
mental illness within resettlement context and considerations for providing 
psychiatric care to culturally-diverse refugee arrivals.

Keywords: Mental disorders; Psychiatry; Refugees, Resettlement 
Organizations; Schizophrenia; Post-Traumatic Stress Disorder

Introduction
This article examines the identification of mental disorders among refugee 

arrivals and the provision of psychiatric care within a refugee resettlement 
program as opposed to more common specialized mental healthcare settings 
such as hospital psychiatric units or community health clinics. Using a data 
from a refugee resettlement program with an embedded mental health program 
providing onsite psychiatric care, these authors examine the prevalence of 
clinically-significant mental disorders – specifically, schizophrenia, major 
depressive disorder, post-traumatic stress disorder (PTSD), generalized 
anxiety disorder, and adjustment disorder – and other covariates that predict 
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enrollment in psychiatric care. The paper also examines 
levels of engagement in clinical and adjustment services 
offered within the resettlement program based on diagnosis. 
Consequently, the study highlights issues of access and 
barriers to mental healthcare for refugee arrivals and the 
current mental health-resettlement model’s potential in 
reducing barriers. The study also discusses the potential of 
leveraging resettlement programs as a pathway to clinical 
treatment and promoting integration into host communities 
with a central focus on mental health stabilization. 

Background
The literature suggests refugee populations have increased 

vulnerability to mental health disorders due to a range of 
factors including: traumatic experiences prior to migration 
[1,2], length of displacement [3,4],  immigration status [5,6,2], 
deportation risk [7], race-related social exclusion [8], lower 
perceived social support [9], gender [10,11,12], and age [13,7 
,14]. Relatedly, the prevalence of schizophrenia with refugees 
is documented [15, 16, 17]. Rates of comorbidities including 
major depressive disorder, post-traumatic stress disorder 
(PTSD), generalized anxiety disorder are also documented 
in the literature [18, 2, 4]. Such evidence underscores the 
dimensional, multi-factorial constructs of mental disorders 
in refugee populations, reflecting the diversity of risk factors 
that contribute and/or cause significant impairment and the 
subsequent range of psychopathology presented. Psychiatric 
and psychopharmacology utilization with refugees. Despite 
the documented need, psychiatric care utilization rates and 
preferred treatment approaches within refugee communities 
are varied. Psychiatric care utilization was lower in refugee 
and immigrant communities than native-born populations, 
however, higher utilization rates for those in their resettlement 
country more than 10 years [5]. Refugees diagnosed with a 
first-episode of schizophrenia symptoms were less likely to 
use antipsychotic medication one year after diagnosis than 
native-born counterparts. However, increased utilization rates 
were seen in that first-episode group, for those with higher 
levels of education and previous psychotropic medication 
use [19]. In other ethnic immigrant/refugee communities, 
there was a higher preference for seeking treatment from 
religious authorities and general practitioners rather than 
traditional mental healthcare experts [20,21]. Strikingly 
and with few exceptions, refugees were less likely than the 
majority population to have first contact with psychiatric 
providers or completing treatment beyond the first contact 
[10]. Cumulatively, the research suggests barriers to 
initiating psychiatric care, medication use, and ongoing 
engagement in treatment among refugee and immigrant 
communities; findings that have implications for longer-term 
effects of untreated mental illness on overall functionality 
and adjustment outcomes particularly for newly arrived 
communities. The literature also highlights a need for research 
on alternate approaches to the treatment of mental illness 
among these target populations and deeper exploration on 

symptomatology that influences psychiatric care utilization. 
Alternate pathways to psychiatric care. Given this context, 
the current study examines an alternate mental healthcare 
model that delivers psychiatric care through a community-
based resettlement program responsible for overseeing the 
overall adjustment process for newly arrived refugees in the 
U.S. It seeks to answer two research questions: First, what 
predicts enrollment in psychiatric care among refugee arrivals 
identified in resettlement programs? Second, how do refugees 
receiving psychiatric care navigate other clinical and non-
clinical resettlement services designed to promote mental 
functioning and adjustment to a new community? Moreover, 
the study ponders whether embedding psychiatric care in the 
same program providing housing and employment support 
changes engagement patterns when a broader range of health 
and social supports are housed under one roof. The findings 
will have implications for the role of refugee resettlement 
programs in addressing clinically significant mental health 
needs among arrivals as well as program and workforce 
considerations when seeking to promote mental wellness and 
adjustment for newcomers simultaneously.

Methods
Research Setting

The study was completed in partnership with a 
refugee resettlement organization funded through the U.S. 
Department of State Office of Refugee Resettlement (ORR). 
The organization was established in 1982 and continues 
to provide a host of services to aid in the adjustment and 
integration of forcibly displaced global populations in 
Chicago, Illinois. ORR-affiliated resettlement programs 
include comprehensive case management, housing supports, 
English-language training programs, employment services, 
and youth programming to help school-age children enroll 
in school. In 2011, the study site established an in-house 
mental health program with onsite psychiatric care to 
address the increasing adjustment distress and mental health 
problems among refugee newcomers; a program offering 
relatively uncommon in resettlement programs (Blind for 
review, 2017).  Hereafter, the Wellness Program provided 
free developmentally appropriate, trauma-informed, and 
culturally-responsive mental healthcare and clinical case 
management services as part of core resettlement services 
at no cost to arrivals. Mental healthcare services within 
resettlement context. The Wellness Program’s mental 
healthcare model included screening all arrivals within 45-
60 days upon arrival for mental health problems commonly 
associated with migration trauma including questions 
related to depression, anxiety, post-traumatic stress disorder, 
psychosis, substance use, and somatic symptoms (Blind for 
review, 2017). Arrivals who screened positive for needs 
were offered non-compulsory mental health supports. 
Refugee arrivals could also be referred by other program 
staff at which time they would be screened again for services. 
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Accompaniment and clinical interventions were offered 
based on the level of need presented in the screener or 
clinical interview (Blind for review, 2017). Mental healthcare 
options included medical case management, psychoeducation 
sessions, home visitation, individual therapy, group therapy 
for children and youth arrivals. These same services plus 
psychiatric care were available to adults. In-person and 
phone interpretation were provided at no cost as needed 
often by trained resettlement staff who served as cultural-
brokers in addition to medical interpreters (Blind for review, 
2017). Removing barriers: Onsite psychiatric services. 
The availability of onsite psychiatric care within a refugee 
resettlement program was of particular interest to the authors. 
Psychiatric care services are commonly housed in larger 
hospitals for shorter, more intensive periods of time [22] or 
community health clinics providing targeted services [23]. 
Given the challenges new arrivals have in navigating social 
service, health, and education systems [24], the provision of 
specialized mental healthcare (including psychiatric care) 
adjacent to general adjustment services seemed to be the 
necessary model for removing barriers and increasing access 
to mental healthcare given all services were provided under 
one roof. Moreover, the service delivery model addresses 
fears of engaging with unknown providers - a common fear 
of identification for newcomers [25, 26] - given the stronger 
provider affiliation. 

Participants
Participants were part of a larger dataset who received 

“refugee” status through an initial application with a United 
Nations High Commissioner for Refugees (UNHCR) 
Processing Center followed by extensive vetting through the 
U.S. Department of State and other federal agencies prior to 
U.S. admissions. Study participants entered the U.S. with an 
I-94 refugee visa, an immigration status that has a pathway 
to U.S. citizenship and includes a host of public benefits 
including employment authorization, medical insurance, and 
temporary refugee cash assistance. Arrivals with refugee 
status are assigned to an ORR-affiliated refugee resettlement 
program where they receive a host of adjustment services 
as noted. The study sample includes refugees who arrived 
between 2011 and 2021 and who were assigned to the study 
site. 

This larger sample contains 3,354 adults (i.e., 18 years 
of age or older) and 473 refugees within this sample were 
enrolled into a Wellness Program to receive clinical 
therapeutic services (described below). Of the 473 refugees 
who received therapy services, a large majority (94.3%) came 
from Middle Eastern, Asian, or African countries. Although a 
small number of refugees from European or Latin American 
countries enrolled in therapy services, they were excluded 
from the present sample, as their numbers were too small 
to make accurate conclusions. The final analytic sample 
contains 446 refugees (Mage = 37.6, SD = 12.5) representing 

19 different nationalities from the Middle East, Asia, and 
Africa. Complete demographics are included in Table 1. 

Measures

Prior to U.S. Refugee Admissions, the U.S. Department 
of State transmits comprehensive biodata on each refugee 
arrival to their assigned refugee resettlement program. This 
study uses de-identified secondary data from the research site/
resettlement agency’s primary database housing demographic 
and administrative data for all participants receiving a broad 
range of agency services including case management, 
employment services, English-language training, and 
housing services from 2011-2021. Additionally, de-identified 
data was also sourced from the Wellness Program (mental 
health program) at the research site.  De-identified secondary 
data from the HIPAA-compliant data platform included 
treatment data for participants receiving mental healthcare 
services such as mental health screener results, presenting 
mental health problems, treatment modality (individual, 
group, psychiatric services, etc.), and length of treatment. A 
multifocal project using this current site’s two data sources, 
including the current study, was submitted for IRB review 
through the primary author’s institution. IRB approval was 
received prior to the secure transfer of data to the research 
team for analysis. 

Age at Arrival n = 446
        M (SD) 37.6 (12.5)
Case Size n = 446
        M (SD) 3.1 (2.1)
Gender n = 446
        Male 206 (46.2%)
        Female 240 (53.8%)
Employed n = 446
        Yes 182 (40.8%)
        No 264 (59.2%)
Nationality by Region n = 446
        Africa 134 (30.0%)
        Asia 95 (21.3%)
        Middle East 217 (48.7%)
Screened n = 446
        Yes 379 (85.0%)
        No 67 (15.0%)
Presenting Problem Flags n = 425
        General Adjustment 166 (39.1%)
        Family Problems 30 (7.1%)
        Depression 62 (14.6%)
        Anxiety 41 (9.6%)
        PTSD 208 (48.9%)
        Psychosis 19 (4.5%)
Enrolled in Psychiatry Services n = 446
        Yes 197 (44.2%)
        No 249 (55.8%)

Table 1: Demographics of all Arrivals Included in Analysis

Note: Presenting problem flags are not mutually exclusive.
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Demographics included in this study are nationality, 
gender, age at arrival into the U.S., and case size (i.e., number 
of household members). Mental health program data included 
mental health screener results, presenting problems listed as 
a “flag” in the database, and the type and dosage of mental 
health services received. Type of service could include, 
but was not limited to, receiving psychoeducation, medical 
case management, individual, group therapy, or psychiatric 
services. Enrollment in psychiatry services was captured 
by the presence of an initial psychiatric evaluation clinical 
record, thereby triggering a psychiatric patient designation. 

Data Analysis

Enrollment in psychiatry services was entered as the 
outcome in a logistic regression. Predictors were gender, 
employment status, case size, age at arrival, nationality, 
screener completion, and presenting problem. Gender, 
employment status, and screener completion were dummy 
coded, such that male gender, employed, and screened were 
coded as 1, respectively. Nationality was grouped by region 
(Middle East, Asia, and Africa) and entered into the model 
as 2 dummy codes, with the Middle East as the reference 
group. The five most frequently used presenting problem 
flags, as well as psychosis, were entered into the model as 
6 dummy codes, with presence of the flag being coded as 1. 
As presenting problem flags were not mutually exclusive, 
no reference group was needed. The logistic regression was 
run as a nested model, with refugee nested within therapist, 
to control for possible random effects of the therapist. The 
model was run using PROC GLIMMIX in SAS 9.4 [27].

Results
Refugees in this sample received an average of 81.8  

(SD = 74.2) case notes across an average of 36.0 (SD = 

25.8) months within the resettlement program. Within 
the Wellness Program, refugees were seen for an average 
of 8.4 (SD = 15.4) psychotherapy appointments at the 
Wellness Program.  The most received presenting problem 
flags for refugees in the Wellness Program were PTSD 
(48.9%), general adjustment (39.1%), depression (14.6%), 
anxiety (9.7%), family problems (7.1%), and psychosis 
(4.5%). Average case notes and psychotherapy sessions 
for each presenting problem were as follows: PTSD: 91.6 
case notes and 11.1 sessions across 41.4 months; General 
Adjustment: 61.5 case notes and 4.0 sessions across 27.2 
months; Depression: 85.0 case notes and 6.8 sessions across 
29.0 months; Anxiety: 74.9 case notes and 10.2 sessions 
across 28.2 months; Family Problems: 77.7 case notes and 
8.2 sessions across 32.4 months; Psychosis: 90.7 case notes 
and 3.7 sessions across 60.1 months. Of these 446 refugees, 
197 (44.2%) were enrolled in in-house psychiatric services. 
Refugees enrolled in psychiatric services received an average 
of 93.0 (SD = 71.6) case notes within the resettlement 
program (i.e., general social support). Psychiatry clients 
also received an average of 9.9 (SD = 13.7) psychotherapy 
appointments and 9.7 (SD = 9.0) psychiatry appointments. 
Clients receiving psychiatry services had an average of 20.1 
more resettlement case notes (t(1,444) = 2.86, p = .004) and 
5.3 more psychotherapy appointments (t(1,438.9) = 2.00,  
p = .045) than did Wellness Program clients who were not 
receiving psychiatry services.. This smaller sample most 
often received flags for PTSD (70.1%), depression (13.9%), 
psychosis (9.1%), anxiety (8.0%), and general adjustment 
(8.0%). The logistic regression revealed significant effects of 
nationality and presenting problem on the likelihood of being 
enrolled in psychiatric services (see Table 2). Specifically, 
refugees from African (b = –1.076, t(371) = –2.85,  
OR = 0.341, p = .005) nations were about 66% less likely 

Coefficient Estimate t value Odds Ratio

Gender 0.017 [–0.591, 0.558] –0.06 0.984 [0.554, 1.746]

Case Size 0.067 [–0.079, 0.213] 0.9 1.069 [0.924, 1.238]

Age at Arrival 0.014 [–0.009, 0.037] 1.18 1.014 [0.991, 1.038]

Asian Nat. –0.712 [–1.445, 0.021] –1.91 0.491 [0.236, 1.021]

African Nat. –1.087 [–1.795, –0.378]** –3.02 0.337 [0.166, 0.685]

General Adjust. –2.567 [–3.276, –1.857]** –7.11 0.077 [0.038, 0.156]

Depression 0.0133 [–0.861, 0.888] 0.03 1.013 [0.423, 2.430]

Anxiety 0.998 [–0.020, 2.016] 1.93 2.713 [0.981, 7.507]

Family Problems –1.045 [–2.316, 0.226] –1.62 0.352 [0.099, 1.253]

PTSD 1.092 [0.362, 1.822]** 2.94 2.981 [1.437, 6.185]

Psychosis 2.938 [0.836, 5.041]** 2.75 18.887 [2.306, 154.677]

Screener Completed –0.775 [–1.588, 0.038] –1.88 0.461 [0.204, 1.038]

Table 2: Logistic Regression Predicting Enrollment in Psychiatry Services

Note: Gender was coded as male = 1 and female = 0. Middle Eastern nationality was used as the reference group for nationality factors. 
Significant effects denoted by * (p < .05) and ** (p < .01).
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to be enrolled in psychiatric services than were refugees 
from the Middle East. Receiving the general adjustment 
presenting problem flag (b = –2.569, t(371) = –7.09, OR 
= 0.077, p <.001) was also associated with a decreased 
likelihood of being enrolled, by about 93%. Presenting 
problems of PTSD (b = 1.094, t(371) = 2.94, OR = 2.985, p = 
.003) and psychosis (b = 2.932, t(371) = –2.73, OR = 18.760, 
p = .006) were each associated with an increased likelihood 
of enrollment. PTSD was associated with an almost three-fold 
increase in one’s likelihood, while psychosis was associated 
with an 18-fold increase.

Discussion
Refugees from African nations. African participants 

across 11 nations - Central African Republic, Democratic 
Republic of Congo, Ethiopia, Eritrea, Ivory Coast, Rwanda, 
Somalia, Togo, Uganda, two unlisted African nations 
(n=134) - were less likely to enroll in psychiatric services 
despite being flagged for a mental health problem/illness 
examined in this study. The findings align with past research 
on engagement in psychiatric services for this community 
broadly. Mainly, hesitancy in using psychotropic medication 
while preference for culture-bound methods of healing 
[20,28]. The finding also aligns with cultural understandings 
of mental/emotional distress [29] and whether needs require 
outside intervention like psychiatric services. Another salient 
consideration is the perspective this sample has towards 
Western medical professionals and mental healthcare 
generally; distrust, skepticism, and rejection of Western 
treatment approaches could also explain this finding [30]. 
These cultural and even historical factors contribute to the 
significant differences between utilization rates with other 
ethnic groups. Refugee participants from the Middle East 
were the reference group in the analysis who showed higher 
rates of participation in psychiatric care in comparison to 
other ethnic groups. Arguably, this finding could relate to 
shared understanding of psychiatric care, medication use, and 
greater familiarity with mental health/health terminology and 
providers among Middle Eastern participants compared to 
African participants. Greater exposure to Western medicine 
and treatment approaches may increase engagement, 
however, exposure alone may not combat historical distrust 
in non-native approaches to mental healthcare. This is an area 
warranting additional study.

Diagnosis: General Adjustment Disorder 
Wellness Program participants with general adjustment 

issues were less likely to be enrolled in psychiatric care. 
General Adjustment Disorder reflects feelings of stress, 
sadness or hopelessness tied to a stressful event that isn’t 
explained better by a different diagnosis [31]. This diagnosis 
is often associated with transitional events that can cause 
short term distress, thus the findings seem to support this 
idea and the expected disruption it causes to anyone entering, 

in the middle of, and/or completing the migratory journey. 
Though a level of distress and discomfort can be associated 
with this diagnosis, it doesn’t reflect the level of severity or 
impairment of other diagnoses and can often be addressed 
with other less intensive clinical services (therapy) and 
non-clinical supports (psychoeducation, support groups, 
adjustment services) rather than psychiatric services which 
often involves medication. 

Diagnosis: Post-Traumatic Stress Disorder
Wellness Program participants presenting with PTSD 

symptoms were three times more likely to be enrolled in 
psychiatric care irrespective of age, gender, or nationality. 
These participants were engaged in care for on average 41.4 
months and had on average 91.6 case notes across the full 
resettlement program and 11.1 psychotherapy sessions. This 
finding aligns with the breadth of literature documenting 
the prevalence of PTSD among trauma-affected refugee 
populations [32,33,4]. Moreover, the descriptive profiles of 
psychiatric service participants with this diagnosis indicate 
a higher level of need reflected in the longer duration of 
treatment, the higher number of case notes across the 
resettlement program, and additional psychotherapy sessions 
to supplement psychiatric care. This speaks to the longer-
term effects of PTSD that resettlement programs must 
navigate among arrivals including prolonged emotional, 
psychological, physical distress [34,35] and adjustment 
difficulties [36].

Diagnosis: Psychotic Disorders (Schizophrenia)
Participants presenting with symptoms aligned with 

psychotic disorders, primarily schizophrenia, were 18 
times more likely to be enrolled in psychiatric care. These 
participants were engaged in care for on average  60.1 months 
and had on average 90.7 case notes across the full resettlement 
program and 3.4 psychotherapy sessions. Parallel to the 
findings for psychiatric service participants with PTSD, this 
finding further illustrates the extensive needs of participants 
with a severe mental illness necessitating diverse clinical 
and non-clinical resettlement supports. Participants with this 
diagnosis must navigate the added stressors of stigmatizing 
beliefs when psychotic symptoms - e.g., delusions, 
hallucinations, etc. - are left untreated [37, 38, 40]. 

Literature is available examining the effects of ethnic 
group and immigration status on mental health help-seeking 
behaviors preceding a schizophrenia diagnosis [39], which is 
relevant to the current study. Specifically, immigration status 
can adversely influence treatment uptake thus informing 
our first research question on predictors of enrollment in 
psychiatric care. Moreover, the intersection between mental 
illness, immigration status, and perceived level of risk of both 
factors present multidimensional barriers to psychiatric care 
engagement. This intersection is highlighted in how newly 
arrived refugees diagnosed with schizophrenia navigate 
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both clinical and non-clinical resettlement supports that 
dually focus on mental health functioning and adjustment 
to a new community; the second focus on this study. To 
illustrate, the average of 90.7 case notes for participants 
flagged with schizophrenia as the presenting problem versus 
the average 61.5 case notes for those flagged with general 
adjustment problems. The higher contact points for those 
diagnosed with schizophrenia indicates the increased levels 
of support necessary for stabilizing health and adjustment. 
Future studies should examine psychiatric care utilization 
rates for those with schizophrenia across other immigration 
statuses - e.g., asylum-seekers, temporary protected status, 
undocumented, etc. - to further understand predictors of 
enrollment and engagement beyond participants with refugee 
status who have legal standing and a pathway to citizenship 
in the United States. The potential compounding health and 
functional effects of shaky legal status alongside a severe 
mental illness warrants examination. 

Psychiatric care enrollments. Within the dataset, only 
13% of all refugee arrivals resettled between 2011-2021 were 
enrolled in mental health services. Of that total, nearly half 
of Wellness Program participants (44.2%) were enrolled in 
psychiatric care. This finding confirms that many displaced 
populations do not need intensive mental healthcare services; 
universal strategies for mental health promotion, education, 
and social support may be sufficient to assist newcomers in 
adjusting to life in a new country [41]. Health promotion and 
prevention strategies can help narrow the total number of 
people who need specialized mental healthcare. As evidenced 
in the study, a smaller portion of arrivals needed mental health 
services including the clinical and non-clinical supports 
offered in the Wellness Program. The descriptive findings 
also suggest that there is also a percentage of arrivals who will 
need acute specialized mental healthcare and who will utilize 
psychiatric care when available. To that end, the placement 
of onsite mental healthcare with resettlement programs 
increases access and likelihood of engagement. Levels of 
engagement in resettlement services. The study examined the 
engagement profiles of refugees receiving psychiatric care 
as a secondary focus. Using the total number of resettlement 
case notes as a proxy of engagement, refugees enrolled in 
psychiatric services were more engaged than the general 
refugee population receiving services during the same time 
frame. The finding can suggest two explanations: 1) clients 
receiving psychiatric services had more needs thus using 
broader resettlement services at a higher rate than others or, 
2) clients receiving psychiatric services were better equipped 
to navigate and effectively use resettlement programming 
to meet their needs because of the stabilizing effects of 
treatment. In both cases, the partnership between resettlement 
organizations and onsite mental healthcare services provided 
a seamless system of care that demonstrated the potential 
for promoting adjustment and mental health outcomes 
simultaneously. While this area is worth further study, both 
explanations support the notion that an alternate model for 

psychiatric care delivery that leverages refugee resettlement 
programs is one way to decrease barriers. 

Limitations 
The study captured psychiatric needs among refugee 

arrivals specific to one resettlement program only. Wellness 
Program and related psychiatric service enrollments were 
limited to refugee arrivals assigned to the study site. Though 
the study site was the largest resettlement program in the 
area at the time of data collection, referrals from other local 
resettlement programs were received but could not be served. 
Other health and resettlement programs may have provided 
screening and referred refugees to mainstream health 
providers, presenting another sample that was not included in 
the current study. Together, the breadth of diversity in mental 
illness trends across multiple settings is not fully captured 
in this study; it is possible that refugee arrivals may have 
accessed psychiatric care elsewhere with symptoms distinct 
from what was captured in the current study. Additionally, 
the mental illness categories did not capture the varying 
degrees of symptomatology that may vary by participants. 
That is, there are varying presentations for both PTSD and 
Schizophrenia; the two diagnoses that were statistically 
significant predictors of enrollment in psychiatric care. 
Lastly, the diagnoses analyzed across the study reflect the 
designation provided by the attending psychiatrist and/or 
licensed clinical staff who conducted a clinical assessment. 
Though clinical judgments are common in the identification 
and treatment of mental illnesses, it is a consideration that 
presenting psychiatric problems were not confirmed using a 
specific validated instrument.

Conclusion
Threats to physical, mental and emotional wellbeing 

are commonplace to the narratives of refugees who move 
for safety and survival. Refugee arrivals require a host of 
services to adjust to life in a new country including access to a 
range of mental health supports including specialized mental 
healthcare like psychiatric services. Access is particularly 
critical for populations when there is a history of prolonged 
displacement in inadequate, even harmful environments, that 
do not address the range of basic healthcare needs; a common 
reality for refugee communities. 

Lessons learned: This study examined the prevalence 
of mental illness among refugee arrivals identified in their 
assigned U.S. resettlement program rather than a medical 
center or other mental healthcare provider. The study 
illuminated the predictors of psychiatric care enrollments 
which can inform resettlement programming and the mental 
health workforce supporting refugee arrivals. Additionally, 
the study provided preliminary indicators of engagement 
patterns for refugees with presenting mental health problems; 
how they navigate clinical services as well as broader 
adjustment supports offered within the resettlement contexts. 
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Nested mental healthcare models: Critical to this study 
was the model for providing psychiatric care. The study 
site had a nested mental healthcare program that worked in 
tandem with the broader adjustment services provided by 
the refugee resettlement program. This increased access to 
clinical services given all programming was under one roof, 
minimizing the need to travel or engage with unfamiliar 
health networks and providers. With permission, relevant 
information could be fluidly shared across programs to meet 
the diverse needs of participants receiving psychiatric care 
within the agency. Moreover, addressing mental health 
needs and adjustment supports simultaneously provides a 
holistic pathway for helping refugee arrivals integrate into 
new communities in a manner that centers health and mental 
wellness that may have been compromised as part of the 
refugee experience. 

Future research should continue to explore the value in 
embedding mental healthcare within refugee resettlement and 
immigrant-serving programs as a mechanism for increasing 
mental healthcare access to diverse communities who may 
have greater difficulty in navigating mainstream health 
services. Future research should also highlight the intersection 
between immigration status, race/ethnicity, mental illness, 
and access to care in the U.S. context given the literature on 
barriers to care. As refugee and other displaced communities 
continue to resettle in the U.S., we need a resettlement 
workforce and healthcare system that is prepared to address 
the diverse adjustment, health and acute mental health needs 
that may be encountered. 
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