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Abstract

Background: Asylum seekers who are granted leave to remain in the United Kingdom are required to make a rapid
transition to housing and welfare benefits. The challenges facing new refugees during this ‘transition period’ can affect
their mental health, but this has not been quantified.

Aims: To assess the impact of the transition period on new refugees’ mental health in the 12 months after being granted
leave to remain in the United Kingdom.

Method: A longitudinal survey design was used to measure the mental health of 30 newly recognised refugees at
monthly intervals in the first 6 months and again at | year after receiving leave to remain in the United Kingdom. There
were five outcome measures for symptoms of anxiety, depression, distress, post-traumatic stress disorder (PTSD), post-
migration living difficulties (PMLD) and a life events calendar to record key changes in housing and welfare.

Results: The results showed that the trajectory of scores across all measures fluctuates, but overall they all improve
from baseline to Month 12. Scores for depression and PMLD showed significant improvement at Month 5, and scores
for anxiety, depression, distress and PMLD showed significant improvement at Month 2. PTSD scores did not show
significant improvement at any month. In months with a high number of stressful life events, participants had worse
PMLD and PTSD scores.

Conclusion: Overall improvement in mental health could partly be explained by the stability of being granted leave to
remain in the United Kingdom, but may also be due to the high level of practical support these participants received.
Recommendations are made for those working with clients during the transition period.
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Number. These are needed to apply for employment or wel-
fare benefits and for social housing. Once they have received
their BRP, any ‘Asylum Support’ subsistence payments or
accommodation provision from the Home Office ceases after
28days. The shift from being an asylum seeker to having
leave to remain in the United Kingdom during and after this
28-day period is referred to herein as the transition period.
The difficulties faced by newly recognised refugees
during this period have begun to be documented by the

Background

According to the 1951 United Nations Convention, a refu-
gee is a person who has been forced to flee their country of
origin and is not willing or able to return to it due to ‘a well-
founded fear of being persecuted for reasons of race, reli-
gion, nationality, membership of a particular social group
or political opinion’. In the United Kingdom, an individual
who has applied for asylum becomes a refugee when the
government agrees that she or he meets this definition.

In 2018, 29,380 asylum applications were made in the

United Kingdom, with 32.5% of the applicants granted a
form of long-term leave to remain by the Home Office or
independent tribunal (Refugee Council, 2019). For 41.6%
of applicants, the wait for an initial decision was more than
6 months, with some waiting years or undergoing lengthy
appeals (Home Office, 2018).

Asylum seekers who are granted leave to remain in the
United Kingdom are issued with two identity documents: a
Biometric Residence Permit (BRP) and a National Insurance
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charity sector in recent years. However, there are no pub-
lished studies on the impact of these challenges on indi-
viduals’ mental health and the trajectory of this impact
over time after gaining leave to remain.

Challenges during the transition period

A recent report published by the British Red Cross (2018)
suggests that 28 days is too short a time for applications to
the services required by newly recognised refugees (such
as welfare benefits) to be processed. Receipt of benefits
may also be delayed because of barriers to setting up bank
accounts, such as being unable to produce accepted forms
of ID or proof of address. A report by the Refugee Council
based on interviews with 11 new refugees found that dur-
ing the 28-day transition period, only one person had
secured welfare benefits and none of the participants had
secured work. It took four participants over 6 months to
find a job (Basedow & Doyle, 2016). Government subsist-
ence payments are not sufficient to save for the deposit
required to access private rented accommodation, and
Integration Loans to cover this deposit cannot be applied
for before the Home Office accommodation contract is ter-
minated (i.e., at the end of the 28 days).

As a result of such issues, refugees are at significant
risk of facing homelessness and destitution during their
transition period and are forced to rely on the generosity of
friends and support of faith groups and charities in order to
eat and find shelter (Doyle, 2014). Another report from the
Red Cross which studied 14 newly recognised refugees
found that they had all experienced some form of destitu-
tion (defined as not having financial support, adequate
accommodation or both) during the transition period
(Carnet et al., 2014). A recent follow-up report by The No
Accommodation Network (NACCOM, 2019) found that
the percentage of newly recognised refugees accessing
their night shelters within 6 months of being granted leave
to remain rose from 21% in 2017/2018 to 36% in
2018/2019; some were still homeless a year after being
granted leave to remain.

Organisations such as the Red Cross and NACCOM
have highlighted the need for structural changes to ser-
vices and for more advice and support for new refugees to
avoid destitution and improve the success of the transition
period. However, no research to date has examined the
impact of such transition-related stress on the mental
health of refugees.

Refugee mental health

Refugees experience diverse stressors that accumulate
over the pre-flight, flight, exile and resettlement periods
(Porter & Haslam, 2005); a knowledge of these stressors
aids an understanding of the context within which many
refugees navigate the transition period.

Prevalence rates of mental disorders in settled war refu-
gees vary greatly due to both clinical and methodological
factors, with depression ranging from 2.3% to 80%,
unspecified anxiety disorder from 20.3% to 88% and
PTSD from 4.4% to 86%, although prevalence estimates
are typically in the range of 20% and above (Bogic et al.,
2015). Prevalence of PTSD is estimated at 9% in the gen-
eral refugee population (Fazel, Wheeler & Danesh, 2005),
but is as high as 69%-92% in refugee survivors of torture
(Moisander & Edston, 2003).

Post-migration factors, in particular socio-economic
status, are more powerful predictors of depression, anxiety
and substance use disorder than pre- or peri-migration fac-
tors (Bogic et al., 2012). These post-migration factors
include adverse living conditions, employment and finan-
cial concerns, language barriers, family separation, illness,
lack of social support and acclimatising to a new culture
(Laban etal., 2005; Li et al., 2016; Schweitzer et al., 2011).
In addition, experiences of detention (von Werthern et al.,
2018) and of threat of removal from the country of exile
(Reesp, 2003) are associated with more negative mental
health outcomes.

A number of systematic reviews have found that socio-
demographic characteristics may also moderate mental
health outcomes in refugee populations. When limited to
diagnosed mental disorders, prevalence rates of depres-
sion, unspecified anxiety disorder and PTSD were associ-
ated only with gender and country of origin (Bogic et al.,
2015). When defining psychological health more broadly
to include poor daily functioning and stress, female gen-
der, older age, not being married and lower education level
were also associated with worse psychological health
(Roberts & Browne, 2011).

Many refugees will not have received any support or
treatment for their mental health issues in their host coun-
try (Doctors of the World, 2017). A lack of specialist ser-
vices, interpreters, illiteracy, stigma, fear of disclosure, an
unfamiliar system and access issues all constitute major
barriers preventing new refugees from receiving the health
care they need (All Party Parliamentary Group, 2017).

Mental health in the transition period

The further potential adversity, pressure and unpredictabil-
ity that the transition period stressors impose on new refu-
gees create a clinically high-risk situation for those with
mental health vulnerabilities. This is due to the short time
frame in which such significant financial and housing
arrangements must be made, in conjunction with the lack
of ease and transparency with which these issues can prag-
matically be addressed.

The Refugee Council’s 2016 report highlights the impact
of stress and instability of the transition period on refugees’
mental health. All participants interviewed reported an
increase in anxiety and depression symptoms (both
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clinically diagnosed and self-reported), with some also
reporting suicidal thoughts (Basedow & Doyle, 2016).
These symptoms have been shown to be exacerbated by iso-
lation, a lack of social connections and purpose in the com-
munity due to not having a secure job or home, and
experiences of hostility and racism in the host country
(Burnett & Peel, 2001). Such experiences may trigger dis-
tressing memories of past traumatic experiences and may
also exacerbate pre-existing mental health difficulties, such
as PTSD, anxiety, depression or other problems such as loss
and bereavement.

Many asylum seckers expect that arrival in the United
Kingdom and then gaining leave to remain will signal an
‘end’ to their difficulties. Unfortunately, this is frequently
not the case; the psychological impact of this realisation
can be significant, especially in those who have not ‘emo-
tionally processed many of their experiences, losses and
changes’ (British Psychological Society (BPS), 2018).
There remains a need to explore the impact of the transi-
tion period on the mental health of new refugees, by meas-
uring psychological outcomes longitudinally to investigate
the nature and timing of the difficulties experienced, and
thus what kind of support may be required. This study
focuses on this impact in the United Kingdom due to our
research having taken place there and our familiarity with
the UK context. However, other countries may learn that
the design of this study and the nature of these difficulties
may apply to their own populations, despite the global
variation in immigration systems.

Aims of research

This study focused on the experiences of adults with a his-
tory of forced migration (i.e., of having to flee their coun-
try due to fears of persecution or other reasons, or survivors
of trafficking). It aimed to assess the impact of the transi-
tion period on the new refugees’ mental health in the
12 months after being granted leave to remain in the United
Kingdom. It was hypothesised that overall participants
would improve, but that any deterioration of mental health
during this period would be correlated with key negative
life events and upheaval related to transition.

Method
Setting

The study took place at a London-based charity delivering
specialist care for survivors of human rights abuses
(including war trauma, torture, human trafficking, domes-
tic or gender-based violence). Individual clients are offered
a ‘Model of Integrated Care’ incorporating therapeutic
care and health care advice, as well as legal and welfare
support to address their needs.

Participants

The study sample consisted of a consecutive cohort of all
eligible clients of the charity who had been granted any
type of leave to remain in the United Kingdom (N=30).

Twenty-three participants (79%) had been granted
Refugee Status (RS), and one (3%) had received
Humanitarian Protection (HP) both of which permit leave
to remain in the United Kingdom for an initial period,
which is usually 5years. Five participants (17%) received
Discretionary Leave to Remain, which is of variable dura-
tion of up to 2.5years and is granted to individuals not
qualifying for RS or HP who have other strong grounds for
staying in the United Kingdom.

There were two exclusion criteria: (1) duration of leave
shorter than 12 months, and (2) individuals who were at
high risk, for example, where there was evidence of high
risk of suicide or active psychosis.

Recruitment took place between April 2016 and
November 2017. A total of 30 eligible clients agreed to
participate and were included in the study. Of those
approached, 91% agreed to participate, with the remaining
9% (n=3) declining due to the stress of the approaching
transition. Out of 30 participants enrolled, one dropped out
after Month 1. Twenty-nine participants completed Month
S, and 28 completed Month 12. This provided sufficient
and on-time data for the analysis of 1,362 (82.5%)
responses. At each month, the mean number of missing
data points was 5.

Table 1 presents the socio-demographic information
collected at baseline (Month 0) for the total sample
(N=29). Twenty-two (76%) participants received thera-
peutic support before or during the study, and 16 (53%)
were on psychiatric medication, of whom 10 (33%) were
on antidepressants and 6 (20%) on antipsychotics.

Procedure

Staff members who were aware of changes in an individu-
al’s asylum seeker status identified potential participants.
An advertisement was placed in the charity’s reception
area so that individuals could also self-refer into the study.

Potential participants were informed about the study’s
aims and procedures, and written informed consent was
obtained from all subjects. Once participants had received
their BRP, they completed a set of baseline measures (Month
0). These were repeated on a monthly basis for a period of
Smonths, with follow-up data collected 12months after
baseline, making a total of seven time-points. Participants
who used a professional interpreter as part of their routine
engagement with the charity used the same interpreter to
complete the study measures. Overall, four interpreters were
used to read questions for six participants.
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Table I. Baseline socio-demographic variables of sample
(N=29).

Characteristic n (%)
Age Mean=36; SD=9.17
Range =18-63
Gender
Female 17 (58.6)
Male 12 (41.4)
Ethnic group
African 14 (48.3)
Arab 3 (10.3)
European 4 (13.8)
South Asian 8 (27.6)
Marital status
Single 17 (58.6)
Married 7 (24.1)
Divorced/Widowed 3(10.3)
Separated 2 (6.9)
Number of children in the United Kingdom/Outside the United
Kingdom
None 12 (41.4)/ 11 (37.9)
I 5(17.2) /1 6 (20.7)
2 3(10.3)/4(13.8)
Years of education
>5 9 @31)
<5 6 (20.7)
<I0 14 (48.3)
Level of English language
Basic 7 (24.1)
Conversational 6 (20.7)
Fluent 12 (41.4)
Type of support at baseline
Housing benefit (ESA, JSA, Child) 7 (24.1)
NASS Section 5 9 @3l
NASS Section 4 2 (6.9)
Nothing (staying with family/friends) 7 (24.1)

SD: standard deviation; ESA: employment and support allowance; JSA:
jobseeker’s allowance; NASS: National Asylum Support Service.

Ethical considerations

The authors assert that all procedures contributing to this
work comply with the ethical standards of the relevant
national and institutional committees on human experi-
mentation and with the Helsinki Declaration of 1975, as
revised in 2008. All procedures involving human subjects
were approved by the University College London Ethics
Committee (8133/001).

Measures

Generalised Anxiety Disorder-7. The seven-item General-
ised Anxiety Disorder Scale (GAD-7; Spitzer et al., 2006)
is a brief rating scale used to measure the severity of anxi-
ety symptoms experienced in the prior 2weeks. Total

score categories are as follows: 5-9 (mild), 10-14 (moder-
ate) and 15-21 (severe). The GAD-7 has good sensitivity
(89%) and specificity (82%). It has excellent internal con-
sistency (0=.92), along with good test-retest validity
(intra-class correlation=.83) and procedural validity
(intra-class correlation=.83).

Patient Health Questionnaire-9. The nine-item Patient
Health Questionnaire (PHQ-9; Kroenke et al., 2001) is a
brief rating scale used to measure the severity of depres-
sion symptoms experienced in the prior 2 weeks. Total
score categories are as follows: 5-9 (mild), 10-14 (moder-
ate), 15-19 (moderately severe) and 20-27 (severe). The
PHQ-9 has good sensitivity (88%) and specificity (88%)
for diagnosing major depression, as well as excellent inter-
nal reliability (o=.89/.86 across studies) and test-retest
reliability.

Clinical Outcomes in Routine Evaluation-10. The 10-item
Clinical Outcomes in Routine Evaluation-10 (CORE-10;
Barkham et al., 2000) is a brief rating scale used to meas-
ure overall mental distress in the past week. Total score
categories are as follows: 0-5.9 (normal), 6.2-9.7 (low
distress), 10-14.7 (mild distress), 15-19.7 (moderate dis-
tress), 20-24.7 (moderate/severe distress) and >25 (severe
distress). It has good internal reliability (a=.90), excellent
sensitivity (.92) and good specificity (.72).

PTSD Checklist for DSM-5. The PTSD Checklist for DSM-5
(PCL-5; Weathers et al., 2013) is a 20-item self-report
measure that assesses the presence and severity of PTSD
symptoms in the past month. Items on the PCL-5 corre-
spond with the Diagnostic and Statistical Manual of Men-
tal Disorders, Fifth Edition (DSM-5) criteria for PTSD.
Respondents rate each item using a 5-point Likert-type
scale from 0 to 4, providing a total severity score
(range=0-80). The higher the score, the greater the symp-
tom severity, with a total score of 33 or above suggesting
the patient may meet the threshold for a diagnosis of
PTSD. However, a formal diagnosis of PTSD can only be
made by clinical interview.?> The PCL-5 has strong inter-
nal consistency (ou=.94), test-retest reliability (r=.82),
and convergent (rs=.74—.85) and discriminant (rs=.31-
.60) validity (Blevins et al., 2015).

Post-Migration Living Difficulties Checklist. The Post-Migra-
tion Living Difficulties (PMLD; Silove, 1999) Checklist is
a 22-item self-evaluated measure used to assess current
life stressors of asylum seekers in the past month using a
S-point Likert-type scale from no problem to very serious
problem. Principal component analyses yielded five fac-
tors accounting for 69.8% of the variance of the 23 items:
refugee determination process; health, welfare and asylum
problems; family concerns; general adaptation stressors;
and social and cultural isolation. In addition, the stress
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Table 2. The means and standard deviations of each outcome measure at each time-point.

Month 0 Month | Month 2 Month 3 Month 4 Month 5 Month 12
GAD-7 14.37 13.06 12.95 13.47 12.34 12.07 6.62
(1.18) (1.03) (0.98) (1.10) (1.05) (1.14) (1.58)
PHQ-9 16.82 15.70 14.43 14.77 14.05 13.46 721
(1.33) (1.19) (1.25) (1.13) (1.15) (1.22) (1.87)
CORE-10 2191 21.18 21.14 20.12 20.18 18.98 10.70
(1.45) (1.32) (1.45) (1.27) (1.43) (1.53) (2.33)
PCL-5 49.07 4393 45.90 43.47 42.98 40.97 38.80
(3.97) (4.01) (3.70) (3.38) 3.71) (3.86) (4.10)
PMLD 59.41 51.59 44.54 45.27 4151 35.61 30.94
(4.19) (3.93) (4.65) (3.83) (3:21) (3.48) (4.76)
LEC 3.74 3.79 3.97 3.74 4.04 3.74 2.87
(0.15) (0.16) 0.12) (0.16) ©.11) 0.13) (0.28)

GAD-7: Generalised Anxiety Disorder-7; PHQ-9: Patient Health Questionnaire-9; CORE-10: Clinical Outcomes in Routine Evaluation-10; PCL-5:
PTSD Checklist for DSM-5; PMLD: Post-Migration Living Difficulties; LEC: life events calendar.

measured by PMLD items is independent of past trauma in
predicting psychiatric outcomes such as PTSD.

Life events calendar. A life events calendar was developed
specifically for use in this study (see Appendix 1). Partici-
pants were asked to record monthly changes in the follow-
ing subcategories: housing, finance, welfare, education
and employment. At each time-point, they were asked to
rate the number of life events in each category and rate the
impact these events had on them using a 5-point Likert-
type scale (1=very good, S=very bad). The overall
monthly score was the mean average score of all five sub-
categories, rounded to the nearest whole number.

Data analysis

A linear mixed model for repeated measures over time was
used to analyse the outcome measures at each time-point
compared with baseline scores. This was because the data
are nested within person (i.e., not independent). The model
also prevents listwise deletion due to missing data and can
handle subjects measured incompletely or at different
time-points.

We looked at the interactions between time and the life
events calendar on each of the outcome measures and also
tested whether gender, age, area of origin, marital status
and education level were associated with the outcome
measures, based on previous associations in the literature
(Bogic et al., 2015; Roberts & Browne, 2011).

SPSS statistical software, Version 25.0 (International
Business Machines Corporation, 2017) was used for data
analysis. We computed descriptive statistics by using the
mean and standard deviation for each of the six outcome
measures. We constructed models to predict change in
scores over the 12 months after receiving leave to remain.
Normality of residuals does not affect the parameter esti-
mates in multi-level models (Gelman & Hill, 2006);

therefore, this was not tested. Subjects were treated as
random effects, and time was treated as a categorical fixed
effect; SPSS automatically dummy-codes these variables,
with the reference group (Month 0 — Baseline) coming
last. There were five continuous outcome measures:
GAD-7 (anxiety), PHQ-9 (depression), CORE (distress),
PCL-5 (post-traumatic stress) and PMLD. All items from
these measures were weighted equally in a parametric
mixed model. The sixth outcome measure was the cate-
gorical life events calendar, on which a non-parametric
model was run.

Results

Table 2 presents the means and standard deviations of each
outcome measure at each of the seven time-points (Months
0, 1,2, 3,4, 5 and 12). The results of the linear mixed
model for each of the five continuous outcome measures
are shown in Table 3.

The mean scores in Table 2 show that the linear trajec-
tory of scores across all measures over time fluctuates, but
overall they all improve from baseline (Month 0) to Month
12. The estimates of fixed effects shown in Table 3 indi-
cated that most scores improved significantly towards the
end of the study at Months 5 and 12. GAD-7 scores for
anxiety showed linear improvement during the study with
deviations at Months 3 and 5, and a significant improve-
ment compared to baseline at Month 12 (b=-7.75,
p=.0001). PHQ-9 scores for depression also showed linear
improvement during the study with deviations at Months 3
and 5, and a significant improvement compared to baseline
at Month 5 (b=-3.36, p=.005) and Month 12 (b=-9.61,
p=.001). CORE-10 scores for distress showed linear
improvement during the study with a deviation at Month 5
and a significant improvement compared to baseline at
Month 12 (b=-2.94, p=.050). PSSI scores for post-trau-
matic stress symptoms showed overall linear improvement
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Table 3. The fixed estimates of the parametric mixed linear model (confidence interval coefficients 95%) for each outcome measure.

Month | Month 2 Month 3 Month 4 Month 5 Month 12

Month 0

-2.03 -2.30 ~7.75%*
(~10.88 to —4.62)

(-4.01 to —0.05)

-1.42 -0.90
(-2.97 to 1.17)

-1.31

14.37

GAD-7

(~4.47 to —0.14)

-3.36*

(-3.25 to 0.41)
-2.39

(-3.25 t0 0.63)
-1.12

(11.99 to 16.76)

16.82

-9.61**

-2.28
(-4.92 to -0.62)

-2.05
(~4.15 to 0.06)

PHQ-9

3.30 to -5.91)

5.89 to —6.53)

7.43 to -3.11)

(_

(-5.63 to —1.09)
-2.94

(-4.74 to —0.04)

-0.77

(-3.34 to 1.09)
-0.74

(14.15 to 19.49)

2191

-1.74
(~4.47 to 1.00)

-1.79
(-4.19 to 0.61)

CORE-I10

(_

(~5.88 to 0.00)

-8.10
(~14.63 to —1.58)

(-3.56 to 2.01)

-3.17

(-3.25 to 1.78)

-5.14
(-12.01 to 1.74)

(18.97 to 24.86)

49.07

-6.09
(~12.25 to —0.07)

=17.91**

-5.59
(-10.96 to —0.23)

~14.14*

PCL-5

(-9.32 t0 2.98)

-14.88*

(41.05 to 57.09)

59.41

—28.47%+
(-38.77 t0 —18.17)

-23.81%*
(-31.59 to —16.02)

-7.82
(~16.44 to 0.80)

PMLD

(-22.52 to —5.76) (25.24 to -10.57)

(~24.84 to —4.92)

(50.99 to 67.84)

GAD-7: Generalised Anxiety Disorder-7; PHQ: Patient Health Questionnaire-9; CORE-10: Clinical Outcomes in Routine Evaluation-10; PCL-5: PTSD Checklist for DSM-5; PMLD: Post-Migration Living

Difficulties.

*p < .001; #p <0001,

by Month 12, but with no significant improvement at any
month. PMLD scores for general functioning relating to
post-migration living difficulties were significantly
improved compared to baseline at Months 2, 3, 4, 5
(b=-23.81, p=.0001) and 12 (h=-28.47, p=.0001).

A non-parametric linear mixed model was used to look
at the interactions between time and the life events calen-
dar on each of the five mental health outcome measures. A
significant association was found between time and the life
events calendar on PCL-5 (3.06 (1.14 to 4.98), 0.002) and
between time and the life events calendar on PMLD (5.39
(2.25 to 8.53), 0.001). There was, however, no significant
interaction between time and the life events calendar on
GAD-7 (0.92 (0.12-0.73), 0.024), PHQ-9 (0.36 (-0.46 to
1.19), 0.380) and CORE-10 (0.59 (-0.48 to 1.67), 0.277)
scores. There was no significant association found using
the linear mixed model on the socio-demographic charac-
teristics of gender, age, area of origin, marital status or
education level and any of the six outcome measures.

Discussion

The aim of this study was to investigate the impact of the
transition period on the mental health of newly recognised
refugees. The scores for anxiety, depression, distress and
PMLD showed linear improvement overall during the
12-month study, with scores for depression and PMLD
showing significant improvement at Month 5 and scores
for anxiety, depression, distress and PMLD showing sig-
nificant improvement at Month 12.

Scores for post-traumatic stress symptoms also showed
linear improvement throughout the study but did not show
significant improvement at any month. This supports pre-
vious evidence that improvement in the stability of accom-
modation and ability to find work predicts improvement in
mood and anxiety symptoms, but not necessarily PTSD
symptoms (Roberts & Browne, 2011). This may be because
dysfunctional cognitive appraisals of trauma in PTSD are
automatic and relatively fixed, whereas worry mechanisms
in general anxiety are strategic processes (Riskind, 2005)
and can be moderated by social factors.

Months with a high life events calendar score (indicat-
ing significant change or upheaval) were associated with
significantly worse PMLD and post-traumatic stress symp-
toms. This is surprising since recent adverse life events
would be expected to be associated with greater worsening
of anxiety or depression symptoms than of PTSD symp-
toms (Bogic et al., 2012). Further research is needed to
establish the mechanisms whereby adverse life events
exacerbated PTSD symptoms — perhaps by acting as
reminders of past trauma.

There was no significant association between any of the
socio-demographic variables of gender, age, area of origin,
marital status, or education level and the outcome meas-
ures. This may reflect the small sample size for each



Walker et al.

variable and consequent lack of statistical power. Future
studies using bigger sample sizes may be able to explore
whether these associations do exist.

The overall improvement in mood and well-being
observed in this study could be explained broadly by the
following two explanations — which are not mutually
exclusive. First, the stability associated with being granted
leave to remain, sometimes after prolonged uncertainty
about the future, may help to start improving mood scores
over time. A qualitative study examining participants’ per-
ceptions of the transition period that ran parallel to this
study supported these findings that gaining status repre-
sents gaining control and stability over one’s life (Rowley,
Morant & Katona, 2019).

The second explanation draws on the uniqueness of the
sample in this study. All participants were recruited from a
London-based charity, where they received a high level of
support for complex and severe psychological, medical,
legal, welfare and housing difficulties. The extra practical
advice and signposting may make navigating the chal-
lenges of the transition period somewhat easier, but it is
unclear whether it was specific aspects of the support (such
as psychological therapy or individual support with advo-
cacy on welfare issues) that explained the improvement in
mental health or whether it was due to the holistic approach
of support in all areas.

Indeed, the mechanisms by which support works for
different groups of refugees (potentially with different
needs), in addition to the complexity of support, support-
seeking behaviours and appraisal of support received, have
been overlooked in research to date (Leduc & Proulx,
2004). Further research incorporating a comparison group
of individuals receiving no support during transition would
determine whether the support itself contributed to the
improvement.

Limitations

Conducting research with refugee populations can be chal-
lenging and may encounter missing data, attrition and par-
ticipant difficulty with engagement. Indeed, this sample
may suffer from self-selection bias given there were three
clients approached who declined to take part due to transi-
tion-related stress.

The small size and specific characteristics of the partici-
pants in this study limit the generalisability of the findings.
Participants were especially vulnerable and receiving spe-
cialist support from the charity; further research is needed
to represent a larger, more diverse sample of refugees in the
United Kingdom and also to represent refugees globally. It
could benefit from a control group of individuals still wait-
ing for their asylum decision to distinguish between post-
migration and more transition-specific mental health issues.

A further limitation was the timing of the baseline visit
which only took place after the BRP was received. This

was chosen because it is when the 28-day transition period
starts. However, this meant that participants were not
assessed during the period between receiving status and
receiving BRP. Future studies should design the baseline
visit for as soon as status is granted.

The self-report measures used in this study have not
been explicitly validated for use in refugee populations
with formal psychiatric diagnoses. The lack of formal
translations or validated measures in other languages may
have led to potential inconsistencies between interpreters,
leading to bias in the findings.

Clinical recommendations

In addition to the current BPS guidelines (BPS, 2018) for
professionals working with asylum seekers and refugees in
general, the authors propose the following recommenda-
tions for the transition period. Although they are derived
from our UK experience, we consider their principles to be
applicable globally:

e Professionals should be aware that although newly
recognised refugees’ mental health may overall
improve in the 12months after receiving leave to
remain, it is also liable to fluctuate during this
period. Mood and anxiety deterioration may still
occur, especially in the first 6 months after gaining
status when living instability may still be an issue,
and clients may need additional support and risk
assessment at these times.

e Individuals with PTSD may need additional support
during the transition period, with a particular focus
on triggers occurring as a result of new changes
relating to transition.

e Robust referral pathways to support individuals who
do not improve after gaining leave to remain should be
in place to minimise disruption in their clinical care.

This study is the first collection of data of its kind in the
United Kingdom and is therefore an important starting
point for future research in this area. However, suggestions
have been made as to how the design of future studies
could be improved to provide data that can be well utilised
by service providers and policy makers in improving the
experience of the transition period in the United Kingdom.
The authors have also made clinical recommendations for
those working with individuals who gain leave to remain
in the United Kingdom.

Conflict of interest

The author(s) declared the following potential conflicts of inter-
est with respect to the research, authorship and/or publication of
this article: C.K. is the Royal College of Psychiatrists Lead on
Refugee and Asylum Mental Health.



International Journal of Social Psychiatry 00(0)

Funding

The author(s) disclosed receipt of the following financial support
for the research, authorship and/or publication of this article:
This work was supported by the Oak Foundation (grant number
OCAY-15-286).

ORCID iD

Sophie Walker https://orcid.org/0000-0002-8053-7312

References

All Party Parliamentary Group. (2017). Refugees welcome? The
experience of new refugees in the UK. https://appgrefugees.
files.wordpress.com/2017/07/appg-on-refugees-refugees-
welcome-report.pdf

Barkham, M., Mellor-Clark, J., Connell, J., & Cahill, J. (2006). A
core approach to practice-based evidence: A brief history of
the origins and applications of the CORE-OM and CORE sys-
tem. Counselling and Psychotherapy Research, 6(1), 3—15.

Basedow, J., & Doyle, L. (2016). Refugee Council. http://
www.refugeecouncil.org.uk/wp-content/uploads/2019/03/
England s _Forgotten Refugees_final.pdf

Blevins, C. A., Weathers, F. W., Davis, M. T., Witte, T. K., &
Domino, J. L. (2015). The Posttraumatic Stress Disorder
Checklist for DSM-5 (PCL-5): Development and initial psy-
chometric evaluation. Journal of Traumatic Stress, 28(6),
489-498.

Bogic, M., Ajdukovic, D., Bremner, S., Franciskovic, T.,
Galeazzi, G. M., Kucukalic, A., & Wang, D. (2012). Factors
associated with mental disorders in long-settled war refu-
gees: Refugees from the former Yugoslavia in Germany,
Italy and the UK. The British Journal of Psychiatry, 200(3),
216-223.

Bogic, M., Njoku, A., & Priebe, S. (2015). Long-term mental
health of war-refugees: A systematic literature review. BMC
International Health and Human Rights, 15(1), 29.

British Psychological Society. (2018). Guidelines for psychol-
ogists working with refugees and asylum seekers in the
UK. https://www.bps.org.uk/news-and-policy/guidelines-
psychologists-working-refugees-and-asylum-seekers-uk

British Red Cross. (2018). Still an ordeal: The move-on period
for new refugees.

Burnett, A., & Peel, M. (2001). Asylum seekers and refugees
in Britain: Health needs of asylum seekers and refugees.
British Medical Journal, 322(7285), 544-547.

Carnet, P., Blanchard, C., & Apollonio, F. (2014). The move-on
period: An ordeal for new refugees. British Red Cross.
Doctors of the World. (2017). Closing the gaps in health-
care access: The United Kingdom. https://www.doctor
softheworld.org.uk/wp-content/uploads/import-from-old-

site/files/DOTW_UK_A5_leaflet AW.pdf

Doyle, L. (2014). 28 days later: Experiences of new refugees in
the UK. Refugee Council. http://www.refugeecouncil.org.
uk/wp-content/uploads/2019/03/28 days_later.pdf

Fazel, M., Wheeler, J., & Danesh, J. (2005). Prevalence of serious
mental disorder in 7000 refugees resettled in western countries:
A systematic review. The Lancet, 365(9467), 1309-1314.

Gelman, A., & Hill, J. (2006). Data analysis using regression and
multilevel/hierarchical models. Cambridge University Press.

Home Office. (2018). National statistics: Immigration statistics.
https://www.gov.uk/government/publications/immigration-
statistics-year-ending-december-2018/list-of-tables#asylum

International Business Machines Corporation. (2017). IBM SPSS
statistics for windows (Version 25.0).

Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). The PHQ-
9: Validity of a brief depression severity measure. Journal
of General Internal Medicine, 16(9), 606—613.

Laban, C. J., Gernaat, H. B., Komproe, 1. H., van der Tweel, 1.,
& De Jong, J. T. (2005). Postmigration living problems and
common psychiatric disorders in Iraqi asylum seekers in the
Netherlands. The Journal of Nervous and Mental Disease,
193(12), 825-832.

Leduc, N., & Proulx, M. (2004). Patterns of health services utili-
zation by recent immigrants. Journal of Immigrant Health,
6(1), 15-27.

Li, S. S., Liddell, B. J., & Nickerson, A. (2016). The relation-
ship between post-migration stress and psychological dis-
orders in refugees and asylum seekers. Current Psychiatry
Reports, 18(9), 82.

Moisander, P. A., & Edston, E. (2003). Torture and its sequel — A
comparison between victims from six countries. Forensic
Science International, 137(2-3), 133—140.

The No Accommodation Network. (2019). Mind the gap: One
year on. https://naccom.org.uk/wp-content/uploads/2019/06/
NACCOM-Homelessnesss-Report 2019-06-18 DIGITAL.
pdf

Porter, M., & Haslam, N. (2005). Predisplacement and postdis-
placement factors associated with mental health of refugees
and internally displaced persons: A meta-analysis. Journal
of the American Medical Association, 294(5), 602—612.

Reesp, S. (2003). Refuge or retrauma? The impact of asylum
seeker status on the wellbeing of East Timorese women
asylum seekers residing in the Australian community.
Australasian Psychiatry, 11(Suppl. 1), S96-S101.

Refugee Council. (2019). Quarterly asylum statistics. https://
www.refugeecouncil.org.uk/wp-content/uploads/2019/03/
Asylum_Statistics Mar 2019.pdf

Riskind, J. H. (2005). Cognitive mechanisms in generalized anx-
iety disorder: A second generation of theoretical perspec-
tives. Cognitive Therapy and Research, 29(1), 1-5.

Roberts, B., & Browne, J. (2011). A systematic review of factors
influencing the psychological health of conflict-affected
populations in low-and middle-income countries. Global
Public Health, 6(8), 814-829.

Rowley, L., Morant, N., & Katona, C. (2019). Refugees who
have experienced extreme cruelty: A qualitative study of
mental health and wellbeing after being granted leave to
remain in the UK. Journal of Immigrant & Refugee Studies.
Advance online publication. https://doi.org/10.1080/15562
948.2019.1677974

Schweitzer, R. D., Brough, M., Vromans, L., & Asic-Kobe, M.
(2011). Mental health of newly arrived Burmese refugees
in Australia: Contributions of pre-migration and post-
migration experience. Australian and New Zealand Journal
of Psychiatry, 45(4), 299-307.


https://orcid.org/0000-0002-8053-7312
https://appgrefugees.files.wordpress.com/2017/07/appg-on-refugees-refugees-welcome-report.pdf
https://appgrefugees.files.wordpress.com/2017/07/appg-on-refugees-refugees-welcome-report.pdf
https://appgrefugees.files.wordpress.com/2017/07/appg-on-refugees-refugees-welcome-report.pdf
http://www.refugeecouncil.org.uk/wp-content/uploads/2019/03/England_s_Forgotten_Refugees_final.pdf
http://www.refugeecouncil.org.uk/wp-content/uploads/2019/03/England_s_Forgotten_Refugees_final.pdf
http://www.refugeecouncil.org.uk/wp-content/uploads/2019/03/England_s_Forgotten_Refugees_final.pdf
https://www.bps.org.uk/news-and-policy/guidelines-psychologists-working-refugees-and-asylum-seekers-uk
https://www.bps.org.uk/news-and-policy/guidelines-psychologists-working-refugees-and-asylum-seekers-uk
https://www.doctorsoftheworld.org.uk/wp-content/uploads/import-from-old-site/files/DOTW_UK_A5_leaflet_AW.pdf
https://www.doctorsoftheworld.org.uk/wp-content/uploads/import-from-old-site/files/DOTW_UK_A5_leaflet_AW.pdf
https://www.doctorsoftheworld.org.uk/wp-content/uploads/import-from-old-site/files/DOTW_UK_A5_leaflet_AW.pdf
http://www.refugeecouncil.org.uk/wp-content/uploads/2019/03/28_days_later.pdf
http://www.refugeecouncil.org.uk/wp-content/uploads/2019/03/28_days_later.pdf
https://www.gov.uk/government/publications/immigration-statistics-year-ending-december-2018/list-of-tables#asylum
https://www.gov.uk/government/publications/immigration-statistics-year-ending-december-2018/list-of-tables#asylum
https://naccom.org.uk/wp-content/uploads/2019/06/NACCOM-Homelessnesss-Report_2019-06-18_DIGITAL.pdf
https://naccom.org.uk/wp-content/uploads/2019/06/NACCOM-Homelessnesss-Report_2019-06-18_DIGITAL.pdf
https://naccom.org.uk/wp-content/uploads/2019/06/NACCOM-Homelessnesss-Report_2019-06-18_DIGITAL.pdf
https://www.refugeecouncil.org.uk/wp-content/uploads/2019/03/Asylum_Statistics_Mar_2019.pdf
https://www.refugeecouncil.org.uk/wp-content/uploads/2019/03/Asylum_Statistics_Mar_2019.pdf
https://www.refugeecouncil.org.uk/wp-content/uploads/2019/03/Asylum_Statistics_Mar_2019.pdf
https://doi.org/10.1080/15562948.2019.1677974
https://doi.org/10.1080/15562948.2019.1677974

Walker et al.

Silove, D. (1999). The psychosocial effects of torture, mass
human rights violations, and refugee trauma: Toward an
integrated conceptual framework. The Journal of Nervous
and Mental Disease, 187(4), 200-207.

Spitzer, R. L., Kroenke, K., Williams, J. B., & Lowe, B. (2006).
A brief measure for assessing generalized anxiety disor-
der: The GAD-7. Archives of Internal Medicine, 166(10),
1092-1097.

von Werthern, M., Robjant, K., Chui, Z., Schon, R., Ottisova, L.,
Mason, C., & Katona, C. (2018). The impact of immigra-
tion detention on mental health: A systematic review. BMC
Psychiatry, 18(1), Article 382.

Weathers, F. W., Litz, B. T., Keane, T. M., Palmieri, P. A.,
Marx, B. P., & Schnurr, P. P. (2013). The PTSD Checklist
for DSM-5 (PCL-5). National Center for PTSD. www.ptsd.
va.gov

Appendix |

Life events calendar

Instructions: please complete this grid to tell us in the past
month:

1. How many life events happened in each of the five
life events categories below?
(E.g., having your Asylum Support payments
stopped would be 1 event)

2. What was the impact of the life event/s on you?
(E.g., if the Asylum Support stopping had a bad
effect on you, put a cross under the column ‘Bad”).

Here’s an example of how to complete the grid:

(M 2

How many events Very
occurred? good

Good Neither good Bad Very

nor bad bad

Financial 2
(benefits)

In the past month:

) @

How many Very
good

events occurred?

Good Neither good Bad Very

nor bad bad

Housing
(homeless/energy/access)
Financial

(benefits)

Welfare
(GP/children/dependents)
Education

(ESOL/college)
Employment
(engagement)

If you would like to tell us any more detail about the life events that have happened in the past month, please do below:

ESOL: English as a Second or Other Language; GP: general practitioner.
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